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April 4, 2025

Licensee
Morgan Memorial Foundation Inc.
90 3rd Street East
Morgan, MN  56266

RE:  Project Number(s) SL30741016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 6, 2025, 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
listed 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 . . ."    

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope
of the violations;  however, no immediate fines are assessed for this survey of your facility.

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:

� Identify how the area(s) of noncompliance was corrected related to the
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resident(s)/employee(s) identified in the correction order.    
� Identify how the area(s) of noncompliance was corrected for all of the provider’s

resident(s)/employees that may be affected by the noncompliance.    
� Identify 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

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,

Jodi Johnson, Supervisor
State Evaluation Team
Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax:  1-866-890-9290

JMD
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ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are corrected
requires compliance with all requirements
provided at the Statute number indicated below.
When Minnesota Statute contains several items,
failure to comply with any of the items will be
considered lack of compliance.

INITIAL COMMENTS:

SL30741016

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been 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 is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

On March 3, 2025, through March 6, 2025, the
Minnesota Department of Health conducted a full
survey at the above provider. At the time of the
survey, there were 17 residents; 17 receiving
services under the Assisted Living Facility license.

PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

0 470 144G.41 Subdivision 1 Minimum requirements
SS=F

0 470

(11) develop and implement a staffing plan for
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 470 Continued From page 1

determining its staffing level that:
(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

0 470

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and implement a
written staffing plan that included an evaluation
completed by a registered nurse at least twice a
year. 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 licensee's health or
safety but had the potential to have harmed a

Minnesota Department of Health
STATE FORM 6899 GMQ711 If continuation sheet 2 of 22
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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
failure that has affected or has potential to affect
a large portion or all of the residents).

0 470

The findings include:

The licensee held an assisted living license and
was licensed for a capacity of 25 residents with a
current census of 17 residents.

During the entrance conference on March 3,
2025, at 10:42 a.m., a staffing plan was
requested. Administrator (A)-A stated the
licensee failed to develop and implement a
staffing plan for determining it's staffing level that
included an evaluation, to be conducted at least
twice a year, of the appropriateness of staffing
levels in the facility.

On March 6, 2025, at 9:21 a.m., A-A stated the
licensee started the build a new time and
attendance platform and met with clinical nursing
supervisor (CNS)-B to discuss what his current
schedule looked like. CNS-B stated he wasn't
aware that he was to develop and implement a
staffing plan.

No further information was provided.

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

0 650 144G.42 Subd. 8 (a) Staff records
SS=D

(a) The facility must maintain current records of
each paid staff member, each regularly

0 650

Minnesota Department of Health
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scheduled volunteer providing services, and each
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
qualifications, 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.

0 650

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure one of one employee
record (unlicensed personnel (ULP)-C) included
the required content.

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 limited number of staff are involved or the
situation has occurred only occasionally).

Minnesota Department of Health
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The findings include:

0 650

ULP-C was hired on March 22, 2021, to provide
direct care services to the licensee's residents.

ULP-C's employee record lacked evidence of a
job description and an annual performance
review.

On March 4, 2025, at 12:44 p.m., Administrator
(A)-A stated ULP-C's employee record did not
include a job description as she couldn't find one
in ULP-C's file.

On March 4, 2025, at 2:45 p.m., A-A stated
ULP-C's employee record did not include an
annual performance review and stated it was
missed.

The licensee's Personnel Records policy dated
November 21, 2022, indicated the personnel
record for each employee will include
performance evaluations which identify areas of
improvement needed and training needs,
completed annually and a current job description,
which includes qualifications, responsibilities and
identification of supervisors.

No further information was provided.

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

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

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current

Minnesota Department of Health
STATE FORM

0 660
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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.

0 660

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to establish and maintain a
tuberculosis (TB) prevention program, based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC) to
include a facility TB risk assessment. This had
the potential to affect all current 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
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

During the entrance conference on March 3,
2025, at 10:42 a.m., the surveyor requested to
review the facility's TB risk assessment.

Minnesota Department of Health
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Administrator (A)-A provided to the surveyor a TB
risk assessment dated February 11, 2025.
However, the TB risk assessment included the
attached skilled nursing facility and the assisted
living facility together on one assessment.

0 660

On March 3, 2025, at 2:36 p.m., A-A stated not
knowing the licensee's current TB facility risk
assessment dated February 11, 2025, needed to
be separated per licensee. A-A she would
separate them and will update annually.

The MDH guidelines Regulations for Tuberculosis
Control in Minnesota Health Care Settings dated
June 10, 2019, and based on CDC guidelines,
indicated a facility TB risk assessment should be
completed initially and on an annual basis.

The licensee's TB Prevention and Control policy,
dated June 28, 2021, indicated the campus
infection preventionist is responsible for
developing, implementing, and maintaining the
annual review of the TB risk assessment for the
facility.

No further information was provided.

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

0 730 144G.43 Subd. 3 Contents of resident record
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

0 730

Minnesota Department of Health
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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
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.

0 730
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This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the resident record
included documentation of a written discharge
summary 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 limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R1 was admitted on December 18, 2024, and
discharged on January 23, 2025. R1's diagnosis
included dementia.

R1's file lacked a discharge summary to include:
- a summary of the resident's stay that includes
diagnoses, course of illnesses, allergies,
treatments and therapies, and pertinent lab,
radiology, and consultation results;
- a final summary of the resident's status from the
latest assessment or review under Minnesota
Statues, section 144G.70, if applicable, that
includes the resident status, including baseline
and current mental, behavioral, and functional
status; and
- post discharge plan that is developed with the
resident and, with the resident's consent, the
resident's representatives, which will help the
resident adjust to a new living environment. The
post discharge plan must indicate where the

Minnesota Department of Health
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resident plans to reside, any arrangements that
have been made for the resident's follow-up care,
and any post discharge medication and
non-medical services the resident will need.

0 730

On March 3, 2025, at 2:44 p.m., clinical nurse
supervisor (CNS)-B stated R1 lacked
documentation of a discharge summary to
include the required content as listed above and
that he wasn't trained to do so.

The licensee's Resident Records policy, dated
September 27, 2021, indicated the resident
record would contain a discharge summary,
including service termination notice and related
documentation when applicable.

No further information was provided.

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

01290 144G.60 Subdivision 1 Background studies
SS=D required

01290

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.
(c) Termination of a staff member in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil

Minnesota Department of Health
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liability or liability for unemployment benefits.

01290

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure a
background study was affiliated with the assisted
living license for one of one employee (clinical
nurse supervisor (CNS)-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 an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

CNS-B was hired on June 2, 2022, to provide
direct care and supervision to the facility's
residents. CNS-B was licensed as a registered
nurse (RN) on July 15, 2008.

On March 4, 2025, at 8:42 a.m., the surveyor
observed CNS-B and unlicensed personnel
(ULP)-C complete a narcotic count and
document.

CNS-B's employee record contained a
background study affiliated with another license
owned by the same owner dated June 3, 2022.

On March 7, 2025, at 9:19 a.m., administrator
(A)-A stated CNS-B was not included on the
NETStudy roster provided to the surveyor, and

Minnesota Department of Health
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that she was going to re-do a background
study/affiliate him with the assisted living license.

01290

The licensee's Personnel Records policy dated
November 21, 2022, indicated the personnel
record would include documentation of a
completed background study.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

01500 144G.63 Subd. 5 Required annual training
SS=D

(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:
(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;
(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;
(3) review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;
(4) effective approaches to use to problem solve
when working with a resident's challenging

01500
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behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;
(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and
(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:
(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;
(2) the health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or
(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

01500

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure annual
training included all required topics for each 12
months of employment for one of one employee
(unlicensed personnel (ULP)-C).
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01500 Continued From page 13

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 limited number of staff are involved or the
situation has occurred only occasionally).

01500

The findings include:

ULP-C started working for the licensee on March
22, 2021, to provide direct care services to
residents.

On March 4, 2025, at 8:19 a.m., the surveyor
observed ULP-C administer morning medications
to R2.

ULP-C's employee training records lacked
evidence ULP-C had successfully completed all
annual training as required in the following areas:
- training on reporting of maltreatment of
vulnerable adults under section 626.557;
- review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights; and
- the principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person.

On March 4, 2025, at 2:45 p.m., administrator
(A)-A stated ULP-C's annual training had not
been completed as listed above and stated she
was currently working on the trainings.

The licensee's Assisted Living Annual Training
policy dated September 27, 2021, indicated all
assisted living employees will complete annual

Minnesota Department of Health
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education on the following topics:
- reporting of maltreatment of vulnerable adults
under section 626.557;
- assisted living bill of rights; and
- principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person.

01500

No further information was provided.

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

01530 144G.64 TRAINING IN DEMENTIA CARE
SS=D REQUIRED

01530

(a) All assisted living facilities must meet the
following training requirements:
(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;
(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
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01530 Continued From page 15

Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

01530

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure one of one
employee (unlicensed personnel (ULP)-C)
received the required amount of annual dementia
care training.

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 limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

The facility had a current assisted living facility
license.

ULP-C started working for the licensee on March
22, 2021, to provide direct care services to
residents.

On March 4, 2025, at 8:19 a.m., the surveyor
observed ULP-C administer morning medications
to R2.

ULP-C's employee record lacked documented
evidence of the following required training:
- at least two hours of training on topics related to
dementia care for each 12 months of
employment.
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01530 Continued From page 16 01530

On March 4, 2025, at 2:45 p.m., administrator
(A)-A stated ULP-C was missing the two hours
required annual dementia training. A-A provided
an EduCare transcript that included only one
completed hour for the year of 2024.

The licensee's Assisted Living Dementia Training
policy dated September 27, 2021, indicated all
staff would complete two hours training on topics
related to dementia for each 12 months of
employment.

No further information was provided.

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

01620 144G.70 Subd. 2 (c-e) Initial reviews,
SS=F assessments, and monitoring

01620

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.
(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(e) A facility must inform the prospective resident
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01620 Continued From page 17

of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

01620

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure a registered
nurse (RN) completed comprehensive
assessments and reassessments to include all
areas required on the uniform assessment tool
per Minnesota Rule 4659.0150 for two of two
residents (R2, R3).

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
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

R2
R2 was admitted to the licensee and began
receiving assisted living services on February 2,
2024.

R2's last three assessments were requested.
R2's assessments dated August 8, 2024,
November 7, 2024, and February 7, 2025, were
provided. The assessments did not include the
required content in the Uniform Assessment Tool
according to the Assisted Living Facilities:
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Minnesota Rules Chapter 4659.0150.

01620

R3
R3 was admitted to the licensee and began
receiving assisted living services on January 6,
2020.

R3's last three assessments were requested.
R3's assessments dated July 31, 2024, October
28, 2024, and January 28, 2025, were provided.
The assessments did not include the required
content in the Uniform Assessment Tool
according to the Assisted Living Facilities:
Minnesota Rules Chapter 4659.0150.

On March 4, 2025, at 11:45 a.m., clinical nurse
supervisor (CNS)-B, stated the licensee had used
an assessment template on paper and was
trained to use that form. CNS-B stated it was
possible the licensee had selected the wrong
template for the assessments which resulted in
each assessment missing portions of the
Minnesota Administrative Rule 4659.0150
Uniform Assessment Tool.

The licensee's Initial and On-Going Nursing
Assessment of Residents Under The
Comprehensive Licensed Agency policy dated
September 27, 2021, indicated each assessment
would contain all required content as indicated in
Minnesota Administrative Rule 4659.0150
Uniform Assessment Tool.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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01650 Continued From page 19
01650 144G.70 Subd. 4 (f) Service plan, implementation
SS=F and revisions to

01650

01650

(f) The service plan must include:
(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;
(2) the identification of staff or categories of staff
who will provide the services;
(3) the schedule and methods of monitoring
assessments of the resident;
(4) the schedule and methods of monitoring staff
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service
cannot be provided;
(ii) information and a method to contact the
facility;
(iii) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and
(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure a service plan included
the required content for two of two residents (R2,
R3).

This practice resulted in a level two violation (a
Minnesota Department of Health
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01650 Continued From page 20

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
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

01650

The findings include:

R2
R2 was admitted to the licensee and began
receiving assisted living services on February 2,
2024.

R2's Service Plan dated April 26, 2024, indicated
services included bathing, insulin injection,
laundry, medication set up, medication monitoring
and housekeeping. The service plan did not
include the following required content:
- the schedule and methods of monitoring
reviews or assessments of the resident; and
- the schedule and methods of monitoring staff
providing services.

R3
R3 was admitted to the licensee and began
receiving assisted living services on January 6,
2020.

R3's Service Plan dated April 28, 2022, indicated
services included bathing, medication set up,
medication administration, laundry,
housekeeping. The service plan did not include
the following required content:
- the schedule and methods of monitoring
reviews or assessments of the resident; and
- the methods of monitoring staff providing
services.
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On March 4, 2025, at 11:45 a.m., clinical nurse
supervisor (CNS)-B stated R2 and R3's service
plans were missing the content listed above.
CNS-B further stated the same format was used
for all service plans.

The licensee's Contents of Service Plans policy,
dated September 27, 2021, indicated the service
plan will include the schedule and methods of
monitoring assessments, and the schedule and
methods of monitoring staff providing services.

No further information was provided.

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