DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
June 1, 2026

Licensee

Vikings Home Health Care LLC
11551 Georgia Avenue North
Champlin, MN 55316

RE: Project Number(s) SL34710016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 10, 2026, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter
260E.

MDH concludes the licensee is in substantial compliance. State law requires the facility must take
action to correct the state correction orders and document the actions taken to comply in the
facility's records. The Department reserves the right to return to the facility at any time should the
Department receive a complaint or deem it necessary to ensure the health, safety, and welfare of
residents in your care.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assigned tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
isted in the "Summary Statement of Deficiencies"” column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . .."

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement;

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;
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Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in

§ 144G.20;
Level 5: a fine of $5,000 per violation, in addition to any enforcement mechanism authorized in

§ 144G.20.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

St - 0- 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00
St - 0- 0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

The correction order documentation should include the following:

e |dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

e |dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

REQUESTING A HEARING
Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that

has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under

this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the

correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
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factor.

To submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in the letter and state form with your organization’s Governing Body.

If you have any questions, please contact me.

Sincerely,

...} - : | .__—_.';'.'-.- Y —

o

I_ e i~ .IIJ_.-
o

] .-.-'.-f

Jess Schoenecker, Supervisor

State Evaluation Team

Email: Jess.Schoenecker@state.mn.us
elephone: 651-201-3789 Fax: 1-866-890-9290

CLN
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Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
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assistance for health and safety needs 24 hours
per day, seven days per week;

(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;

(/) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits:

(9) allow the resident the right to choose a
roommate If sharing a unit;

(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide a means for
residents to request assistance for health and
safety needs 24 hours a day, seven days a week.
This had the potential to affect all residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings include:

Minnesota Department of Health
STATE FORM 6899 FHXG11 If continuation sheet 2 of 71
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On April 6, 2026, at 11:18 a.m., during the facility
tour, the surveyor did not observe a call system
for residents.

On April 4, 2026, at 11:36 a.m., unlicensed
personnel (ULP)-A stated the licensee did not
have a means for residents to summon
assistance; and residents would need to yell for
staff if they needed assistance. ULP-A stated only
one of the three residents had access to a cell
phone.

On April 4, 2026, at 1:10 p.m., clinical nurse
supervisor (CNS)-D stated the licensee did not
have a call system in place or other means for
residents to summon assistance. CNS-D stated
the licensee had staff working 24 hours per day
and it was a small facility.

On April 10, 2026, at 3:09 p.m., owner (O)-F
stated the licensee did have a call system In
place for residents, but the call system was off
the day the surveyor came. O-F stated a lot of the
time the residents refuse to wear their pendent.

The licensee's Scope of Service policy dated
August 1, 2021, indicated residents would be
provided with a system for accessing staff when
needed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 550 144G.41 Subd. 7 Resident grievances; reporting | 0 9550
SS=F | maltreatment

All facilities must post in a conspicuous place

Minnesota Department of Health
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Information about the facilities’ grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
Information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
Individual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to post the required
Information related to the grievance procedure.
This had the potential to affect all residents, staff,
and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings Include:

On April 6, 2026, at 11:18 a.m., during the facility
tour, the surveyor observed the licensee's posted
grievance procedure. House manager (HM)-E

Minnesota Department of Health
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stated the person listed on the grievance post
was no longer an active employee for the
licensee. HM-E stated they had updated the
contact information on the licensee's grievance
post but never posted it.

The licensee's Grievance policy dated August 1,
2021, indicated a copy of the grievance
procedure would be conspicuously posted in the
facility with the name, phone number and email
contact information for the individuals who were
responsible for handling resident complaints.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

0 630, 144G.42 Subd. 6 (b) Compliance with 0 630
SS=F | requirements for reporting ma

(b) The facility must develop and implement an
Individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
Individualized review or assessment of the
person's susceptibility to abuse by another
Individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to

Minnesota Department of Health
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Include the required content for two of two
residents (R1, R2).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings include:

R1

On April 8, 2026, at 9:40 a.m., the surveyor
observed unlicensed personnel (ULP)-A assist R1
with medication administration.

R1 was admitted to the licensee on July 5, 2024,
with a diagnhosis of schizophrenia.

R1's Service Plan dated March 24, 2026,
Indicated R1 recelved assistance with medication
administration.

R1's |APP dated April 7, 2026, lacked an
assessment of the resident's risk of abusing other
vulnerable adults.

R2

On April 8, 2026, at 8:00 a.m., the surveyor
observed ULP-A assist R2 with medication
administration.

R2 was admitted to the licensee on September
23, 2020, due to diagnosis of autism spectrum
disorder.

Minnesota Department of Health
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R2's Service Plan dated March 25, 2026,
Indicated R2 recelved assistance with medication
administration.

R2's IAPP dated April 8, 2026, lacked an
assessment of the resident's susceptibility to
abuse by another individual. Also, R2's |IAPP
Indicated R2 had a history of threatening
self-injurious behavior if they did not get their way
but lacked specific interventions to reduce the
risk.

On April 10, 2026, at 4:10 p.m., clinical nurse
supervisor (CNS)-D stated they were aware of
the statute requirements, but it was an oversight;

and they would update the |APPs.

The licensee'’s Vulnerable Adult policy dated
August 1, 2021, indicated an |APP would be
established for each vulnerable adult for whom
assisted living services were provided; and the
plan would contain an assessment of the
resident’'s susceptibility to abuse by another
Individual and the risk of abusing other vulnerable
adults. The policy indicated the |APP would
contain statements of specific measures to be
taken to minimize the risk of abuse for that
person and other vulnerable adults.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

0 650 144G .42 Subd. 8 (a) Staff records 0 650
SS=F
(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each

Minnesota Department of Health
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Individual contractor providing services. The
records must include the following infomation:
(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations:

(3) current job description, including
qgualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure employee

records included all required content for two of
two unlicensed personnel ((ULP)-A, ULP-B).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings include:

Minnesota Department of Health
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ULP-A was hired on November 20, 2023.

On April 8, 2026, at 8:00 a.m., the surveyor
observed ULP-A assist R2 with medication
administration.

ULP-A's personnel record lacked documentation
of the following training and competency
evaluation as follows:

- hair care and bathing;

- care of teeth, gums, and oral prosthetic devices;
- dressing and assisting with toileting;

- standby assistance techniques and how to
perform them;

- medication, exercise, and treatment reminders;
- reading and recording temperature, pulse, and
respirations of the resident;

- safe transfer technigues and ambulation;

- range of motioning and positioning;

- administering medications on all routes;

- giving medications to residents for unplanned
times away; and

- blood glucose.

On April 8, 2026, at 8:14 a.m., ULP-A stated the
previous nurse who had worked for the licensee
had trained and observe them perform
medication administration, giving medications to
residents with an unplanned time away, checking
vital signs, bathing, blood glucose, transfers, and
range of motion.

ULP-B
ULP-B was hired on December 24, 2021.

ULP-B's personnel record lacked evidence of
completed annual performance reviews for 2022,
2023, and 2024.

Minnesota Department of Health
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ULP-B's personnel record lacked documentation
of the following training and competency
evaluation as follows:

- care of teeth, gums, and oral prosthetic devices;
and

- standby assistance techniques and how to
perform them.

On April 7, 2026, at 10:09 a.m., house manager
(HM)-E confirmed ULP-B's personnel record did
not have any performance reviews prior to 2025.

On April 9, 2026, at 2:04 p.m., ULP-B stated the
previous nurse who had worked for the licensee
had trained and observe them perform oral care
and standby assist techniques.

On April 8, 2026, at 12:28 p.m., clinical nurse
supervisor (CNS)-D stated they provided training
and competency evaluations for both ULP-A and
ULP-B on medications, activities of daily living
(ADLs), and transfers. CNS-D stated they had
sighed off for ULP-A and ULP-B as being
competent; and did not know why this
documentation was not in their personnel
records. CNS-D stated they completed a
competency evaluation with ULP-A for blood
glucose and had determined they were
competent to provide this treatment. CNS-D
stated ULP-A was trained in how to provide
medications to residents when they had an
unplanned time away; and the training also
Included how to document and pull a form
required from the licensee’s electronic medical
record.

On April 10, 2026, at 3:23 p.m., HM-E stated the
licensee was aware of the required contents for
personnel records.

Minnesota Department of Health
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On April 10, 2026, at 3:25 p.m., CNS-D stated it
was an oversight for not having ULP-B's annual
performance reviews prior to 2025 and the
training and competency evaluations in the
personnel records.

The licensee's Personnel Records dated August
1, 2021, indicated all documents related to annual
performance reviews and competency
evaluations would be kept in the personnel
record.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

0 660 144G.42 Subd. 9 Tuberculosis prevention and 0 660
SS=F| control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
Include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement Is not met as evidenced

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to establish and
maintain a tuberculosis (1B) infection control
program based on the most current guidelines
Issued by the Centers for Disease Control and
Prevention (CDC) which included facility TB risk
assessment, 1B training, and TB screening for

two of two unlicensed personnel ((ULP)-A,
ULP-B).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings Include:

The licensee’s Facility TB Risk Assessment dated
October 15, 2025, identified a different facility
name and address for the facility TB risk
assessment. Also, the TB risk assessment did
not indicate the current incidence of TB for the
National or State rate from 2024: and did not
Indicate County data from 2024. The facility TB
risk assessment indicated the risk level was zero,
which was not accurate per the incidence of TB
rates.

ULP-A
ULP-A was hired on November 20, 2023.

On April 8, 2026, at 8:00 a.m., the surveyor
observed ULP-A assist R2 with medication
administration.

Minnesota Department of Health
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ULP-A's QuantiFERON TB Gold Plus (serum
blood test) dated November 16, 2023, indicated
ULP-A had positive TB test results.

ULP-A's XR Chest 2 Views (chest x-ray) dated
November 22, 2023, indicated no evidence for
active TB.

ULP-A's record lacked documentation of
treatment for latent TB and lacked documentation
of annual TB symptom screen (as the licensee's
policy indicated annual TB symptom screen
would be completed for untreated latent TB).

ULP-A's personnel record lacked annual TB
training in 2024 and 2025.

On April 8, 2026, at 8:14 a.m., ULP-A stated they
completed TB training upon hire but did not recall
any other training on TB.

ULP-B
ULP-B was hired on December 24, 2021.

ULP-B's tuberculin skin testing (TST) results read
on November 18, 2019, indicated a positive
reaction.

ULP-B's Positive Mantoux Assessment from a
medical provider dated November 18, 2019,
Indicated ULP-B had a negative chest x-ray
result.

ULP-B's record lacked documentation of
treatment for latent TB and lacked documentation
of annual TB symptom screening (as the
licensee's policy indicated annual TB symptom
screen would be completed for untreated latent
1B).

Minnesota Department of Health
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ULP-B's personnel record lacked annual TB
training In 2022, 2023, 2024 and 2025.

On April 8, 2026, at 11:48 a.m., licensed assisted
living director (LALD)-G stated the licensee does
get the incidence of TB data from the MDH
website annually; however, the most recent TB
risk assessment was completed in error. LALD-G
stated the licensee had stopped the annual TB
screening as they thought it was no longer
necessary. LALD-G stated the licensee
completed TB training at hire. LALD-G stated the
license used to provide TB training annually, but
that had stopped when the licensee no longer
completed annual TB symptom screening.

The licensee's Tuberculosis
Screening/Prevention policy dated August 1,
2021, indicated the director was responsible for
conducting the formal TB risk assessment
annually; ongoing education regarding TB would
be provided annually to all staff who provided
care; and annual symptom screening would be
completed for health care personnel with
untreated latent TB.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

0 680 144G.42 Subd. 10 Disaster planning and 0 680
SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses

Minnesota Department of Health
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elements of sheltering in place, identifies
temporary relocation sites, and detalls staff
assignments in the event of a disaster or an
emergency,;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to maintain a written
emergency preparedness plan (EPP) with all the
required content as defined in Appendix Z; failed
to post the EPP prominently. This had the
potential to affect all residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).
Minnesota Department of Health
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The findings include:

On April 6, 2026, at 11:18 a.m., during a facility
tour, the surveyor did not observe the EPP posted
prominently.

The licensee's undated EPP lacked evidence of
the following required content:

- maintain and annual EP updates;

- EP program patient population;

- procedures for tracking of staff and patients;

- policies and procedures for medical documents;
- policies and procedures for volunteers;

- roles under a wavier declared by secretary;

- names and contact information;

- emergency officials contact information; and

- methods for sharing information.

On April 7, 2026, at 1:34 p.m., licensed assisted
living director (LALD)-G stated they did not think
the licensee reviewed the missing resident plan
quarterly. LALD-G confirmed the licensee's
delegation of authority identified staff that were no
longer employed by the licensee as the back-up
Incident commander. LALD-G stated the licensee
would normally have resident information
Included in the EPP to help identify at risk
populations. LALD-G confirmed the licensee did
not have a policy and procedure for tracking
residents or staff during an emergency or
disaster; and the EPP had other missing content
that was required.

The licensee's Emergency Preparedness policy
dated August 1, 2021, indicated the licensee
would have In place an emergency preparedness
plan. The policy referenced CMS (Centers for
Medicare and Medicaid Services) Appendix Z and
MN Rules 4659.0100.

Minnesota Department of Health
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No additional information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

0 730| 144G .43 Subd. 3 Contents of resident record 0730
SS=D
Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number:;

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records:

(5) the resident's advance directives, if any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident’'s services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the

Minnesota Department of Health
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needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the resident's record
Included a fully executed written contract for one
of one resident (R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death) and
was Issued at an isolated scope (when one or a
limited number of residents are affected or one or
a Imited number of stafft are involved, or the
situation has occurred only occasionally).

The findings Include:
R1 was admitted to the licensee on July 5, 2024.

R1's Assisted Living Contract dated July 1, 2024,
Included pages that were signed but lacked the
other pages of the contract with the required
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content of an assisted living contract.

On April 8, 2026, at 2:32 p.m., house manager
(HM)-E stated the licensee did not have the whole
fully executed contract for R1 as they could only
locate the signature pages. HM-E stated they
thought it may have been lost.

On April 9, 2025, at 11:46 a.m., HM-E confirmed
the licensee did not have any other contracts
sighed by R1 on file.

The licensee’s Clinical Records policy dated
August 1, 2021, indicated all records would be
protected against loss; and accessible to
employees to access records.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

07795 144G .45 Subd. 2. (a) Fire protection and physical | 0 775
SS=F | environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
/9511, and:

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in
compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
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safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated April
[, 2026, for the specific violations related the

physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Two (2)
Days

0 780 144G .45 Subd. 2 (a) (1) Fire protection and 0 780
SS=F | physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
/911, and:

(1) for dwellings or sleeping units, as defined In
the State Fire Code:

(1) provide smoke alarms in each room used for
sleeping purposes;

(1) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;

(1l1) provide smoke alarms on each story within a
dwelling unit, including basements, but not
Including crawl spaces and unoccupied attics;
(Iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
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the individual dwelling unit or sleeping unit to
operate; and

(V) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervas<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>