m DEPARTMENT
' OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
November 19, 2025

Licensee

Jacob Services LLC

1086 Highview Drive

New Brighton, MN 55112

RE: Project Number(s) SL40687015

Dear Licensee:

On November 12, 2025, the Minnesota Department of Health completed a follow-up survey of your
facility to determine correction of orders from the survey completed on May 16, 2025. This follow-up
survey verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

Jess Schoenecker, Supervisor

State Evaluation Team

Email: Jess.Schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
October 8, 2025

Licensee

Jacob Services LLC

1086 Highview Drive

New Brighton, MN 55112

RE: Project Number(s) SL40687015
Dear Licensee:

On August 26, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the survey completed on May 16, 2025. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the May 16, 2025 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on May 16, 2025, found not corrected at the time of the August 26, 2025,
follow-up survey and/or subject to penalty assessment are as follows:

0470-Minimum Requirements-144g.41 Subdivision 1 - $500.00
0775-Fire Protection And Physical Environment-144g.45 Subd. 2. (a) - $500.00
0800-Fire Protection And Physical Environment-144g.45 Subd. 2 (a) (4) - $500.00

The details of the violations noted at the time of this follow-up survey completed on August 26, 2025
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

Also, at the time of this follow-up survey completed on August 26, 2025, we identified the following
violation(s):

0130-Application For Licensure-144g.12, Subd. 1
0330-Information Provided By Facility-144g.30 Subd. 4
0650-Staff Records-144g.42 Subd. 8 (a)

The details of the violation(s) noted at the time of this follow-up survey are delineated on the
attached State Form. Only the ID Prefix Tag in the left hand column without brackets will identify
these state correction orders. It is not necessary to develop a plan of correction.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,500.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023
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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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

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 S500 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;

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.

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
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
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the website listed above.

We urge you to review these orders carefully. If you have questions, please contact Jess Schoenecker
at 651-201-3789.

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

Sincerely,

___—-:I_.-'- e .

#a |
|__ _____.- __..-lll-"'--
o
&
Jess Schoenecker, Supervisor
State Evaluation Team
Email: Jess.Schoenecker@state.mn.us

Telephone: 651-201-3789 Fax: 1-866-890-9290

CLN
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Each application for an assisted living facility
license, including provisional and renewal
applications, must include information sufficient
to show that the applicant meets the
requirements of licensure, including:

(1) the business name and legal entity name of
the licensee, and the street address and mailing
address of the facility;

(2) the names, e-mail addresses, telephone
numbers, and mailing addresses of all owners,
controlling individuals, managerial officials, and
the assisted living director;

(3) the name and e-mail address of the
managing agent and manager, if applicable;

(4) the licensed resident capacity and the license
category;

(5) the license fee in the amount specified In
section 144.122;

(6) documentation of compliance with the
background study requirements in section
144G.13 for the owner, controlling individuals,
and managerial officials. Each application for a
new license must include documentation for the
applicant and for each individual with five percent
or more direct or indirect ownership in the
applicant;

(7) evidence of workers' compensation coverage
as required by sections 17/6.181 and 176.182;
(8) documentation that the facility has liability
coverage;

(9) a copy of the executed lease agreement
between the landlord and the licensee, if
applicable;

(10) a copy of the management agreement, if
applicable;

(11) a copy of the operations transfer agreement
or similar agreement, if applicable;

(12) an organizational chart that identifies all
organizations and individuals with an ownership

Minnesota Department of Health
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Interest in the licensee of five percent or greater
and that specifies their relationship with the
licensee and with each other;

(13) whether the applicant, owner, controlling
individual, managerial official, or assisted living
director of the facility has ever been convicted of:
(i) a crime or found civilly liable for a federal or
state felony level offense that was detrimental to
the best interests of the facility and its resident
within the last ten years preceding submission of
the license application. Offenses include: felony
crimes against persons and other similar crimes
for which the individual was convicted, including
guilty pleas and adjudicated pretrial diversions;
financial crimes such as extortion,
embezzlement, income tax evasion, insurance
fraud, and other similar crimes for which the
iIndividual was convicted, including guilty pleas
and adjudicated pretrial diversions; any felonies
iInvolving malpractice that resulted in a conviction
of criminal neglect or misconduct; and any
felonies that would result in a mandatory
exclusion under section 1128(a) of the Social
Security Act;

(i) any misdemeanor conviction, under federal or
state law, related to: the delivery of an item or
service under Medicaid or a state health care
program, or the abuse or neglect of a patient Iin
connection with the delivery of a health care item
Or Service;

(i) any misdemeanor conviction, under federal
or state law, related to theft, fraud,
embezzlement, breach of fiduciary duty, or other
financial misconduct in connection with the
delivery of a health care item or service;

(iv) any felony or misdemeanor conviction, under
federal or state law, relating to the interference
with or obstruction of any investigation into any
criminal offense described in Code of Federal
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Regulations, title 42, section 1001.101 or
1001.201;

(v) any felony or misdemeanor conviction, under
federal or state law, relating to the unlawful
manufacture, distribution, prescription, or
dispensing of a controlled substance;

(vi) any felony or gross misdemeanor that relates
to the operation of a nursing home or assisted
living facility or directly affects resident safety or
care during that period;

(vil) any revocation or suspension of a license to
provide health care by any state licensing
authority. This includes the surrender of such a
license while a formal disciplinary proceeding
was pending before a state licensing authority;
(viil) any revocation or suspension of
accreditation; or

(iX) any suspension or exclusion from
participation in, or any sanction imposed by, a
federal or state health care program, or any
debarment from participation in any federal
executive branch procurement or
nonprocurement program;

(14) whether, in the preceding three years, the
applicant or any owner, controlling individual,
managerial official, or assisted living director of
the facility has a record of defaulting in the
payment of money collected for others, including
the discharge of debts through bankruptcy
proceedings;

(15) the signature of the owner of the licensee, or
an authorized agent of the licensee;

(16) identification of all states where the
applicant or individual having a five percent or
more ownership, currently or previously has been
licensed as an owner or operator of a long-term
care, community-based, or health care facility or
agency where its license or federal certification
has been denied, suspended, restricted,
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conditioned, refused, not renewed, or revoked
under a private or state-controlled receivership,
or where these same actions are pending under
the laws of any state or federal authority;

(17) statistical information required by the
commissioner; and

(18) any other information required by the
commissioner.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to meet the definition
of an assisted living facility when the licensee
had non-resident individuals with no assisted
living contracts residing at the location.

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:
The licensee held a provisional assisted living

license effective February 14, 2024, with
expiration date of February 13, 2025.

During the survey follow-up facility tour on August

11, 2025, at 10:09 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee had the same two residents.
LALD/CNS-A stated unlicensed personnel
(ULP)-C was hired on May 15, 2025. ULP-C
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stated she worked full-time, Monday through
Friday from 8:00 a.m. to 5:00 p.m. or 8:00 p.m.,
depending on if ULP-B requested ULP-C to stay
longer. LALD/CNS-A later stated ULP-C worked
overnights (awake). The surveyor observed a
rambler style home with three bedrooms upstairs
and three bedrooms downstairs. Two of the three
bedrooms upstairs were occupied by R1 and R2.
On the lower level, the bedroom directly across
from the laundry room had a twin sized bed with
pillow and comforter, and personal items (opened
laptop, purse, and deodorant) on the desk next to
the bed. The second bedroom on the lower level
directly off the living room area had a twin sized
bed with clothes piled on it and closed suitcases
on the floor propped upright. LALD/CNS-A stated
the clothes and suitcases were her items. The
third bedroom was the largest and was not
previously identified as a bedroom because there
was no bed. During this tour, the largest bedroom
now had a full- or queen-sized bed with bedding
on a black padded frame, bookcase full of books,
desk with personal items, and treadmill. The
lower-level bathroom had multiple bottles of soap
In the shower. LALD/CNS-A stated she had her
own apartment that was "very far away," and
denied living at the licensee's facility.
LALD/CNS-A stated she stayed the night and the
personal items in the other room (laptop, purse)
belonged to ULP-C. LALD/CNS-A denied ULP-C
slept there but could not explain why the room
appeared to be lived In.

On August 11, 2025, at 10:40 a.m., the surveyor
requested completed timesheets or staff
schedule. LALD/CNS-A stated they did not have
either available. LALD/CNS-A stated the
licensee's process was for ULP-B to informed
LALD/CNS-A by email of everyone's hours
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worked to process payroll.

On August 11, 2025, at 11:03 a.m., the surveyor
interviewed R1 and R2. Both R1 and R2 stated
ULP-C worked all the time. R1 was unable to go
downstairs due to his physical limitations and R2
stated he only went downstairs to use the
bathroom if the bathroom upstairs was in use. He
did not use the treadmill.

During interview on August 11, 2025, at 11:07
a.m., ULP-C apologized for informing the
surveyor the hours she worked (Monday through
Friday, day hours) was when ULP-B was on
leave. ULP-C stated currently she worked
overnights (12-hour shifts) and did not have a car
so she would use "Uber" for a ride or
LALD/CNS-A would pick her up so it was easier
to have her personal items there and stayed the
night.

Minnesota Assisted Living Statutes 144G.08
definitions dated 2024, indicated:

- Subd. 2. Adult - "Adult" means a natural person
who has attained the age of eighteen years.

- Subd. 5. Assisted living contract - "Assisted
living contract” means the legal agreement
between a resident and an assisted living facility
for housing, and if applicable, assisted living
services;"

- Subd. 7. Assisted living facility - "Assisted living
facility” means a facility that provides sleeping
accommodations and assisted living services to
one or more adults. Refer to clauses 1-15 for
exclusions.

- Subd. 59. Resident - "Resident” means an adult
living in an assisted living facility who has
executed an assisted living contract.
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(a) The assisted living facility shall provide
accurate and truthful information to the
department during a survey, investigation, or
other licensing activities.

(b) Upon request of a surveyor, assisted living
facilities shall within a reasonable period of time
provide a list of current and past residents and
their legal representatives and designated
representatives that includes addresses and
telephone numbers and any other information
requested about the services to residents.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide the
Minnesota Department of Health (MDH) with
accurate and truthful information during a
follow-up survey.

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) and was 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:

The licensee held a provisional assisted living
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facility license effective February 14, 2024, with
an expiration date of February 13, 2025.

During the onsite survey follow-up on August 11,
2025, at 10:09 a.m., the surveyor observed
licensed assisted living director/clinical nurse
supervisor (LALD/CNS)-A and unlicensed
personnel (ULP)-C onsite. ULP-C stated she was
working that day. LALD/CNS-A stated ULP-C
was hired on May 15, 2025 (part of correction
plan to mitigate staffing issues) and ULP-B still
worked for licensee. ULP-C explained to the
surveyor that she worked full-time Monday
through Friday from 8:00 a.m. to 5:00 p.m. or
8:00 p.m., depending on need and worked
weekends only when LALD/CNS-A needed her.
When ULP-C was not in proximity, LALD/CNS-A
stated ULP-C worked awake overnight shifts.
LALD/CNS-A stated she stayed at the facility
while ULP-C worked overnight shifts due to
ULP-C having anxiety. LALD/CNS-A then
explained ULP-C's training has been very slow
due to ULP-C not having prior experience but
deemed ULP-C competent to administer
medications to the licensee's residents but
required continued supervision. The surveyor
observed the lower level with LALD/CNS-A. The
bedroom directly across from the laundry room
had a twin sized bed with pillow and comforter,
and personal items (opened laptop, purse, and
deodorant) on the desk next to the bed. The
second bedroom on the lower level directly off
the living room area had a twin sized bed with
clothes piled on it and closed suitcases on the
floor propped upright. LALD/CNS-A stated the
clothes and suitcases were hers. The third
bedroom was the largest and was not previously
identified as a bedroom because there was no
bed. During this tour, the largest bedroom now
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had a full- or queen-sized bed with bedding on a
black padded frame, bookcase full of books, desk
with personal items, and treadmill. The
lower-level bathroom had multiple bottles of soap
In the shower. LALD/CNS-A stated she had her
own apartment that was "very far away," and
denied living there. LALD/CNS-A stated she
stayed the night and stated the personal items in
the other room (laptop, purse) belonged to
ULP-C. LALD/CNS-A denied ULP-C slept there
but could not explain why the room appeared to
be lived in. LALD/CNS-A explained she needed
to hire more ULPs but applicants had been
wanting an hourly wage she could not afford to
pay, but once she admitted a third resident, she
would be able to pay more per hour.

On August 11, 2025, at 10:40 a.m., the surveyor
requested timesheets or schedules to confirm
who worked the overnight shifts. LALD/CNS-A
stated she did not have the staff schedule or
timesheets available, instead LALD/CNS-A was
emailed the hours ULP-B and ULP-C worked to
complete payroll. LALD/CNS-A stated she would
search her email inbox to find the requested
information.

R2's Service Recap Summary-Month dated July
1, through August 10, 2025, included
documentation of services provided by
LALD/CNS-A and ULP-C (no documentation by
ULP-B) at the following times: 8:00 a.m., AM
(day), midday, 12:00 p.m., evening, 8:00 p.m.,
bedtime, and overnight. The documentation
record also included the following information:
-ULP-C initialed under "AM" shift 32 out of 41
days (one day was blank);

-ULP-C initialed under "evening" shift 27 out of
37 days (four days were blank);
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-ULP-C initialed under "bedtime" shift 14 out of
33 days (eight days were blank);

-ULP-C initialed under "overnight" shift 5 out of
26 days (fiteen days were blank); and

-ULP-C initialed on every shift (day, evening, and
overnight) on July 22, and 29, 2025, August 6, 8,
and 10, 2025 (the surveyor observed ULP-C on
site on August 11, 20295).

During interview on August 11, 2025, at 11:03
a.m., R1 stated ULP-C "was there all the time."
R1 was unable to specify who worked overnight
shifts.

During interview on August 11, 2025, at 11:07
a.m., ULP-C stated she typically worked
overnights (12-hour shifts) and apologized for
giving the surveyor the incorrect schedule.
ULP-C explained when ULP-B had a leave of
absence, she worked ULP-B's hours (day hours).
ULP-C did not have a car so she had to use
"Uber" for rides or LALD/CNS-A would pick her
up so it was easier to have her personal items at
the facility and she stayed the night.

During interview on August 11, 2025, at 11:10
p.m., the surveyor requested LALD/CNS-A the
current weeks schedule, and she stated "tonight
overnight will be [name of ULP-B], then Tuesday
morning iIs me [LALD/CNS-A] for half day, then
for second half of the day will be [name of
ULP-B]. Tuesday overnight will be [name
ULP-C]." LALD/CNS-A did not know the schedule
for the remainder of that week.

During interview on August 11, 2025, at 12:00
p.m., the surveyor asked why R1 and R2's
service documentation and medication
administration record for the month of July and
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August only showed LALD/CNS-A and ULP-C's
initials, LALD/CNS-A stated ULP-B was working
but was training ULP-C so ULP-C was doing all
the charting.

During interview on August 11, 2025, at 12:41
p.m., ULP-C stated she began training middle of
June, trained a little with ULP-B before ULP-B left
for vacation. ULP-B taught resident cares and
LALD/CNS-A taught medication administration.
ULP-C stated she was not left alone for a long
period of time, but after two weeks of training,
she was more on her own. ULP-C stated ULP-B
left mid-June and came back July 23 and is back
to work. ULP-C stated on the resident electronic
health record (Residex), she signed in every time
she started her shift.

LALD/CNS-A did not provide the surveyor with
hours each ULP worked by the time the survey
was completed.

Throughout the survey, the surveyor was given
conflicting information regarding staff schedule,
whether staff had been staying at the facility, and
the completion of ULP-C's training. It was also
unclear how both ULP-B and ULP-C worked the
same shifts for training (three months after hire)
when the licensee had difficulty hiring staff due to
wage requirements.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

144G .41 Subdivision 1 Minimum requirements {0 470}

(11) develop and implement a staffing plan for
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determining its staffing level that:

(1) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(i) 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

(i) 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;

(i) 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;

(i) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the staffing
schedule was posted as required. 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
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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 the potential to
affect a large portion or all of the residents).

The findings include:

On August 11, 2025, at 10:09 a.m., the surveyor
observed unlicensed personnel (ULP)-C at the
facility working the day shift. ULP-C stated she
worked Monday through Friday from 8:00 a.m. to
8:00 p.m., and worked some weekends if
needed. Licensed assisted living director/clinical
nurse supervisor (LALD/CNS)-A stated she
worked some weekends and was on site when
ULP-C worked overnights.

On August 11, 2025, at 10:40 a.m., the surveyor
requested timesheets or schedules to confirm
who worked the overnight shifts. LALD/CNS-A
stated she did not have the staff schedule or
timesheets available, instead LALD/CNS-A was
emailed the hours ULP-B and ULP-C worked to
complete payroll. LALD/CNS-A stated she would
search her email inbox to find the requested
information.

On August 11, 2025, at 11:07 a.m., ULP-C stated
she typically worked overnight shifts (12-hour
shifts) and apologized for telling the surveyor she
worked Monday through Friday day shifts.

On August 11, 2025, at 11:10 a.m., the surveyor
observed the daily staffing schedule posted on a
whiteboard within the living room dated
"6/20/2025-7/20/2025," then showed columns for
each day of the week and four rows representing
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four weeks. Each day of the week listed two (2)
12-hour shifts: 8:00 a.m. through 8:00 p.m. and
8:00 p.m. through 8:00 a.m. and titles (home
health aide (HHA), registered nurse (RN)) for
each shift. Some days of the month were illegible
because the dry erase marker was smudged or
rubbed off. LALD/CNS-A stated ULP-B was going
to work the overnight shift that day, then for the
following day (August 12, 2025) morning shift,
she was going to work half shift then ULP-B
would work the remainder of day shift, then
ULP-C would work overnight shift (8:00 p.m.
through 8:00 a.m.). LALD/CNS-A did not know
the schedule for the remainder of the week.

On August 11, 2025, at 11:28 a.m., the surveyor
observed the daily staffing schedule posted and
noted the dates were changed to
"7/20/2025-8/20/25," and the rest of the board
remained the same.

The licensee's Staffing policy dated December
11, 2024, indicated the daily staffing schedule
was prepared by the CNS and addresses:

-home health aide work schedules for each home
health aide showing all work shifts with
days/hours worked; and

-the home health aide's resident assignments or
work location.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0180, Subp. 4, effective October
2022, the daily work schedule in item A must be
posted, after redacting direct-care staff members'
resident assignments, at the beginning of each
work shift in a central location in each building of
a facility or campus, accessible to staff, residents,
volunteers, and the public. The facility shall not
disclose any information that is protected by law
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from public disclosure.

No further information was provided.

144G .42 Subd. 6 (b) Compliance with
requirements for reporting ma

(b) The facility must develop and implement an
iIndividual abuse prevention plan for each
vulnerable adult. The plan shall contain an
iIndividualized 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:

144G .42 Subd. 8 (a) Staff records

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employee records
iIncluded all required content for one of one
employee (unlicensed personnel (ULP)-C).

This practice resulted in a level two violation (a
violation that did not harm a client'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:

On August 11, 2025, at 10:09 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated ULP-C's hire date was May
15, 2025, and showed the surveyor ULP-C's
profile on their electronic health record (Residex)
confirming the date stated.
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On August 11, 2025, at 11:46 a.m., the surveyor
asked LALD/CNS-A for ULP-C's personnel
record, LALD/CNS-A stated ULP-B had ULP-C's
record as she was training her.

On August 11, 2025, at 12:09 p.m., the surveyor
requested ULP-C's medication competency, and
LALD/CNS-A stated ULP-C had her entire record
Including competencies and training at home
because ULP-C was still working on her tests for
Infection control, and dementia.

ULP-C's personnel record included a negative
tuberculosis (TB) QuantiFERON Gold Plus
(blood test) dated May 16, 2025. ULP-C's record
also included a 30-day supervision providing a
delegated task dated June 16, 2025.

ULP-C's personnel file lacked the following
required content:

-records of orientation, required infection control
training, and competency evaluations;
-current job description, including qualifications,
responsibilities, and identification of staff persons
providing supervision,;

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

-documentation of the background study as
required under section 144.057.

During interview on August 11, 2025, at 12:41
p.m., ULP-C stated she began training middle of
June, trained with ULP-B on resident cares and
LALD/CNS-A trained her on medication
administration. ULP-C stated she left her training
records at home.
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The licensee's Personnel Records policy dated
December 11, 2024, indicated a record of each
paid employee, regularly scheduled volunteer
providing assisted living services would be
maintained. The policy also indicated a personnel
record would include results of background
studies, infection control training, documentation
of orientation, signed job description, and
competency evaluations.

No further information was provided.

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

{0660} 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
iInclude 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
by:
Not reviewed during this survey.
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{0680} 144G.42 Subd. 10 Disaster planning and
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
elements of sheltering in place, identifies
temporary relocation sites, and details 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:

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

Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
7511, and:
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This MN Requirement is not met as evidenced
by:

Based on observation, record review, and
iInterview, the licensee failed to comply with the
requirements of Minnesota State Fire Code
Rules, Chapter 7511.

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:

On August 4, 2025, at 8:08 a.m., the surveyor
emailed licensed assisted living director/clinical
nurse supervisor (LALD/CNS)-A and requested a
plan of correction for the 0775 tag for physical
environment orders issued pursuant to a survey
completed on May 15, 2025. Photos and/or
documentation to support corrective actions were
requested. The surveyor requested the above
listed information be provided no later than 4:00
pm on August 5, 2025. On August 5, 2025, at
1:07 p.m., LALD/CNS-A responded we have
fixed the tag, our residents use the backyard to
smoke and the ashtray is on concrete, we also
took care of the garage area. No photos or
documentation were provided. A plan of
correction was not provided. On August 5, 2025,
at 2:18 p.m., the surveyor emailed LALD/CNS-A
and requested photos of the designated smoking
area and garage wall be provided no later than
6:00 p.m. on August 5, 2025. On August 8, 2025,
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at 12:07 p.m., LALD/CNS-A emaliled the surveyor
one photo of the garage wall access panel and
one photo of the designed smoking area in the
backyard patio. The photo of the garage wall
access panel indicated there was a gap between
the wall and the panel; and there was a hole in
the wall adjacent to the panel. The photo of the
designated smoking area indicated there was an
open ashtray containing burnt cigarettes and a
black smoking material disposal receptacle
designed for use in a vehicle cup holder, both
containers were stored on a table.

On August 11, 2025, at 10:02 a.m., the surveyor
entered the facility and observed R1 on the wood
ramp outside the front door smoking. An open
ashtray filled with used burnt cigarettes was
stored on the wood ramp, and one burnt cigarette
was lying directly on the wood next to the
ashtray. Additionally, a tin container was stored
on the floor of the wood ramp. In the smoking
area on the patio in the backyard, an open
ashtray containing burnt cigarettes was stored on
a table. Two burnt cigarettes had been placed in
the grooves on the outer edge of this ashtray. A
black smoking material disposal receptacle
designed for use in a vehicle cup holder was also
stored on the patio table. Covered disposal
receptacles of an approved style and of sufficient
size shall be provided in all designed smoking
areas.

On August 11, 2025, at 10:07 a.m., the surveyor
toured the attached garage and observed the
access panel was not secured to the side wall
and gaps were present between the fire-resistant
wall of the occupied assisted living dwelling unit
and the attached garage. Additionally, there was
a hole in the wall at the upper right corner of the
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physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide the physical environment in a
continuous state of good repair and operation
with regard to the health, safety, and well-being
of the 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) and was issued at a
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panel. The fire-resistant wall on the garage side
between the dwelling unit and the attached
garage is required to be maintained free of holes
and gaps, and be sealed to prevent the passage
of smoke or fire from one side of the wall to the
other.
During an interview on September 8, 2025, at
11:35 a.m., LALD/CNS-A stated two new disposal
containers had been purchased for smoking
material disposal and the owner of the house had
already repaired the wall in the garage.
{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS=F
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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:

On August 11, 2025, at 10:02 a.m., the surveyor
entered the facility and observed in the
designated outdoor space for residents in the
pbackyard and along the foundation on the back of
the house, there were overgrown weeds and
grass, creating a harborage area for pests.
During an interview on September 8, 2025, at
11:35 a.m., LALD/CNS-A verified the above listed
observations.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Previous survey findings not reviewed during this
survey:

On May 15, 2025, at 12:20 p.m., the surveyor
toured the facility with licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A.
During the facility tour, the surveyor observed the
following:

- In the basement bedrooms, storage room, and
living room:

Adhesive had oozed out between the laminate
floor tiles, creating a sticky floor surface. The
spaces between the floor tiles were soiled. Base
trim and lower wall surfaces were soiled and
water stained. During the facility tour interview on
May 15, 2025, LALD/CNS-A verified the above
listed basement observations and stated water
had leaked into the basement when the pump
stopped working. LALD/CNS-A stated the pump
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SS=F | physical environment

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) staff actions to be taken in the event of a fire
or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereatfter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation
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had been fixed but the damaged surfaces had
not yet been repaired.
- Screen door hardware was installed and
hanging loose from the top of the frame for the
back door. During the facility tour interview on
May 15, 2025, LALD/CNS-A verified the above
listed door observation and stated the screen
door broke and had been removed as a result.
{0 810} 144G.45 Subd. 2 (b-f) Fire protection and {0 810}
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drill every other month. Evacuation of the
residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 900}/ 144G.50 Subdivision 1 Contract required {0 900}
SS=C
(a) An assisted living facility may not offer or
provide housing or assisted living services to any
iIndividual unless it has executed a written
contract with the resident.

(b) The contract must contain all the terms
concerning the provision of:

(1) housing;

(2) assisted living services, whether provided
directly by the facility or by management
agreement or other agreement; and

(3) the resident's service plan, if applicable.

(c) A facility must:

(1) offer to prospective residents and provide to
the Office of Ombudsman for Long-Term Care a
complete unsigned copy of its contract; and

(2) give a complete copy of any signed contract
and any addendums, and all supporting
documents and attachments, to the resident
promptly after a contract and any addendum has
been signed.

(d) A contract under this section is a consumer
contract under sections 325G.29 to 325G.37.

(e) Before or at the time of execution of the
contract, the facility must offer the resident the
opportunity to identify a designated
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(a) All assisted living facilities must meet the
following dementia care, mental illness, and
de-escalation training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on dementia
topics specified under paragraph (b), clauses (1)
to (5), and two hours of initial training on mental
iliIness and de-escalation topics specified under
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representative according to subdivision 3.
() The resident must agree in writing to
any additions or amendments to the contract.
Upon agreement between the resident and the
facility, a new contract or an addendum to the
existing contract must be executed and signed.
This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
{0970} 144G.50 Subd. 5 Waivers of liability prohibited {0 970}
SS=C
The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
iInclude any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.
This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
{01530} 144G.64 (a) (1-2) Training in Dementia, Mental {01530}
SS=D | [liness, and De-
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paragraph (b), clauses (6) to (8), within 120
working hours of the employment start date.
Supervisors must have at least two hours of
training on topics related to dementia and one
hour of training on topics related to mental iliness
and de-escalation for each 12 months of
employment thereatfter;

(2) direct-care staff must have completed at least
eight hours of initial training on dementia topics
specified under paragraph (b), clauses (1) to (5),
and two hours of initial training on mental iliness
and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 160
working hours of the employment start date. Until
this initial training is complete, a staff member
must not provide direct care unless there is
another staff member on site who has completed
the initial eight hours of training on topics related
to dementia and the initial two hours of training
on topics related to mental iliness and
de-escalation 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 staff member until the training requirement is
complete. Direct-care staff must have at least two
hours of training on topics related to dementia
and one hour of training on topics related to
mental iliness and de-escalation for each 12
months of employment thereafter;

This MN Requirement is not met as evidenced
by:
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Continued From page 28

144G.64 (a; 5), (b) Training in Dementia, Mental
lliness, and De-

(5) new staff members may satisfy the initial
training requirements by producing written proof
of previously completed required training within
the past 18 months.

(b) Areas of required dementia, mental iliness,
and de-escalation training include:

(1) an explanation of Alzheimer's disease and
other dementias;

(2) assistance with activities of daily living;

(3) problem solving with challenging behaviors;
(4) communication skills;

(5) person-centered planning and service
delivery;

(6) recognizing symptoms of common mental
liness diagnoses, including but not limited to
mood disorders, anxiety disorders, trauma- and
stressor-related disorders, personality and
psychotic disorders, substance use disorder, and
substance misuse;

(7) de-escalation techniques and communication;
and

(8) crisis resolution and suicide prevention,
iIncluding procedures for contacting county crisis
response teams and 988 suicide and crisis
lifelines.

This MN Requirement is not met as evidenced
by:

144G.70 Subd. 2 (c-e) Initial reviews,
assessments, and monitoring
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(a) Residents who are not receiving any assisted
living services shall not be required to undergo
an initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
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. If necessitated by either the
geographic distance between the prospective
resident and the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

(c) Resident reassessment and monitoring must
be conducted by a registered nurse:

(1) no more than 14 calendar days after initiation
of services;

(2) as needed based on changes in the resident's
needs: and

(3) at least every 90 calendar days.

(d) Sections of the reassessment and monitoring
In paragraph (c) may be completed by a licensed
practical nurse as allowed under the Nurse
Practice Act in sections 148.171 to 148.285. A
registered nurse must review the findings as part
of the resident's reassessment.

(e) 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 intitial
review must be completed within 30 calendar
days of the start of services. Resident monitoring
and review must be conducted as needed based
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on changes in the needs of the resident and
cannot exceed 90 calendar days from the date of
the last review.

(f) A facility must inform the prospective resident
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.

This MN Requirement is not met as evidenced
by:

{01640}
SS=D

144G.70 Subd. 4 (a-e) Service plan,
implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
iInclude a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based
on resident reassessment under subdivision 2.
The facility must provide information to the
resident about changes to the facility's fee for
services and how to contact the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabillities.

(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
iIncluding notice of a change in a resident's fees
when applicable.
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(a) For each resident receiving medication
management services, a registered nurse,
advanced practice registered nurse, or qualified
staff delegated the task by a registered nurse
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;

(3) documentation of specific resident
iInstructions relating to the administration of
medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
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(e) Staff providing services must be informed of
the current written service plan.
This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
{01730} 144G.71 Subd. 5 Individualized medication {01730}
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management services; and

(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
changes.

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement is not met as evidenced
by:

144G.71 Subd. 8 Documentation of {01760}
administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
Include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced

Minnesota Department of Health
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144G.71 Subd. 13 Prescriptions

There must be a current written or electronically
recorded prescription as defined in section
151.01, subdivision 16a, for all prescribed
medications that the assisted living facility is
managing for the resident.

This MN Requirement is not met as evidenced
by:

144G.72 Subd. 5 Documentation of
administration of treatments

Each treatment or therapy administered by an
assisted living facility must be in the resident
record. The documentation must include the
signature and title of the person who
administered the treatment or therapy and must
include the date and time of administration.
When treatment or therapies are not
administered as ordered or prescribed, the
provider must document the reason why it was
not administered and any follow-up procedures

that were provided to meet the resident's needs.

This MN Requirement is not met as evidenced
by:

144.6502, Subd. 8 Notice to Visitors

(a) A facility must post a sign at each facility
entrance accessible to visitors that states:

Minnesota Department of Health
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Not reviewed during this survey.
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"Electronic monitoring devices, including security
cameras and audio devices, may be present to
record persons and activities."

(b) The facility is responsible for installing and
maintaining the signage required in this
subdivision.

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
July 11, 2025

Licensee

Jacob Services LLC

1086 Highview Drive

New Brighton, MN 55112

RE: Project Number(s) SL40687015

Dear Licensee:

This is your official notice that you have been granted your assisted living facility license. Your
license effective and expiration dates remain the same as on your provisional license. Your updated
status will be listed on the license certificate at renewal and this letter serves as proof in the
meantime. If you have not received a letter from us with information regarding renewing your license
within 60 days prior to your expiration date, please contact us at (651) 201-5273 or by email at
Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on May 16, 2025, for the purpose
assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. The Department of Health
documents state correction orders using federal software. Tag numbers are assigned to Minnesota
state statutes for Home Care Providers. 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 . . ."

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 imposed immediately with no opportunity to
correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 for widespread violations;

Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism

authorized in § 144G.20.
Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in

An equal opportunity employer. Letter ID: 9GIX Revised 04/20/2023
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§ 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

The total amount you are assessed is $500.00. You will be invoiced approximately 30 days after
receipt of this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

Per 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 residents/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 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 the Department of
Health 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 MDH 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 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
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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,

Jess Schoenecker, Supervisor
State Evaluation Team

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

HHH
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0 000] Initial Comments 0 000
ASSISTED LIVING PROVIDER LICENSING Minnesota Department of Health is
CORRECTION ORDER(S) documenting the State Correction Orders
using federal software. Tag numbers have
In accordance with Minnesota Statutes, section been assigned to Minnesota State
144G.08 to 144G.95, these correction orders are Statutes for Assisted Living Facilities. The
Issued pursuant to a survey. assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
Determination of whether violations are corrected state Statute number and the
requires compliance with all requirements corresponding text of the state Statute out
provided at the Statute number indicated below. of compliance is listed in the "Summary
When Minnesota Statute contains several items, Statement of Deficiencies" column. This
failure to comply with any of the items will be column also includes the findings which
considered lack of compliance. are in violation of the state requirement
after the statement, "This Minnesota
INITIAL COMMENTS: requirement is not met as evidenced by."
Following the evaluators ' findings is the
SL40687015-0 Time Period for Correction.
On May 12, 2025, through May 16, 2025, the PLEASE DISREGARD THE HEADING OF
Minnesota Department of Health conducted a full THE FOURTH COLUMN WHICH
survey at the above provider. At the time of the STATES,"PROVIDER'S PLAN OF
survey, there were two (2) residents; all received CORRECTION." THIS APPLIES TO
services under the Assisted Living Facility license. FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.
On May 15, 2025, an immediate correction order
was issued for tag identification 0470. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
During the course of the survey, the licensee took VIOLATIONS OF MINNESOTA STATE
action to mitigate the imminent risk. STATUTES.
Noncompliance remained and the scope and
level remain unchanged. 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.
0470/ 144G.41 Subdivision 1 Minimum requirements 0470
SS=F
(11) develop and implement a staffing plan for

Minnesota Department of Health
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determining its staffing level that:

(1) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(if) 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

(i) 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;

(i) 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;

(i) capable of communicating with residents;

(iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record During the course of the survey, the
review, the licensee failed to ensure that one or licensee took action to mitigate the
more awake staff were available in the assisted Imminent risk. Noncompliance remained
living, 24 hours per day, seven days per week, to and the scope and level remain

be responsible for responding to the requests of unchanged.

residents for assistance with health or safety
needs.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
Minnesota Department of Health

STATE FORM 6899 HE3911 If continuation sheet 2 of 56
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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
failure that has affected or has the potential to
affect a large portion or all of the residents).

The findings include:

On May 12, 2025, at 10:54 a.m., during the
entrance conference, licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee had two 12 hours shifts; days
from 8:00 a.m. to 8:00 p.m., and nights from 8:00
p.m. to 8:00 a.m. LALD/CNS-A explained she
worked about three days per week during the day
performing different tasks then also worked all
overnight shifts until she could find staff to over
those shifts. LALD/CNS-A also stated she
supervised another facility unrelated to licensee
as the LALD and CNS.

During facility tour with LALD/CNS-A on May 12,
2025, at 1:10 p.m., the surveyor observed a
rambler style home with three bedrooms upstairs
and two bedrooms downstairs. Two of the three
bedrooms were occupied by R1 and R2. On the
lower level, the bedroom directly across from the
laundry room had a twin sized bed with pillow and
comforter, and personal items on the desk next to
the bed. The other unoccupied bedroom on the
lower level had a twin sized bed with sheets and
folded blanket. The surveyor asked LALD/CNS-A
If she was sleeping in the bedroom across the
laundry room, she explained she slept upstairs on
the couch overnight so she would be able to hear
the residents’ call light.

R1 had diagnoses of cerebral vascular accident
Minnesota Department of Health
STATE FORM 6899 HE3911 If continuation sheet 3 of 56
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(stroke), spinal osteochondrosis (degenerative
changes in the intervertebral discs of the spine),
and frequent loose stools alternating with
constipation.

R1's Master Care Plan dated February 20, 2025,
indicated R1 received assistance with medication
management, compression stockings, dressing,
showers, meals, and behavior management.

On May 12, 2025, at 1:50 p.m., R1 stated
response time was prompt during the night if he
activated the call light. The surveyor observed R1
to have his cellphone on his person.

R2 had diagnoses of diabetes mellitus type I,
high cholesterol, and opioid abuse.

R2's Master Care Plan dated May 13, 2025,
iIndicated R2 received assistance with medication
management, laundry, housekeeping, meals, and
behavior management.

On May 13, 2025, at 10:25 a.m., R2 stated he
typically did not get up during the night and did
not have any issues with staff response time. R2
was unsure where overnight staff slept but did
indicate they slept on the overnight shift.

The licensee's undated Facility Staffing Plan
iIndicated the licensee would provide an adequate
number of qualified awake direct-care staff to
meet resident needs 24 hours a day, seven days
a week. The current staffing model, included in
the staffing plan, indicated there would be at least
one employee on every shift.

No further information was provided.

TIME PERIOD FOR CORRECTION: IMMEDIATE

Minnesota Department of Health
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Based on interview and record review, the
licensee failed ensure their staffing plan included
an evaluation, to be conducted at least twice
annually.

The findings include:

On May 12, 2025, at 11:39 a.m., during the
entrance conference, the surveyor asked
LALD/CNS-A if they had developed and
iImplemented a staffing plan, she stated "no, do
not have It."

During record review, the surveyor located an
undated Facility Staffing Plan, which indicated
Monday through Sunday from 7:00 a.m. to 7:00
p.m. (day shift), and 7:00 p.m. to 7:00 a.m. (night

shift), one direct care staff would be scheduled,
and LALD/CNS-A would be available 24 hours
per day, seven days a week.

During exit conference on May 16, 2025, at 9:00
a.m., LALD/CNS-A stated she was unaware that
documenting an evaluation of the resident's
needs was required when the plan was
implemented.

The licensee's Staffing policy dated December
11, 2024, indicated the staffing plan was based
on an evaluation of the appropriateness of the
staffing levels in the facility and would be
reviewed at least twice a year.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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SS=D | 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
iInclude the required content for one of two
residents (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 had diagnoses of cerebral vascular accident
(stroke), spinal osteochondrosis (degenerative
changes in the intervertebral discs of the spine),
and frequent loose stools alternating with

Minnesota Department of Health
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constipation.

Throughout the survey, the surveyor observed
unlicensed personnel (ULP)-B provide medication
administration, assist with dressing, provide
meals, and apply compression stockings. R1
walked around within the facility and outside with
his four-wheel walker and smoked frequently
outside.

R1's Master Care Plan dated February 20, 2025,
Indicated R1 received assistance with medication
management, compression stockings, dressing,
showers, meals, and behavior management.

R1's Assessment by Date (nursing assessment)
dated February 20, 2025, noted R1 was at risk to
be abused by others and self-abuse and
indicated licensee's staff were responsible to
keep R1 safe from abuse of all kinds. The [APP
indicated R1 had frequent agitation and verbal
aggression, however, the IAPP lacked whether
R1 was susceptible to abuse other individuals
and statements of specific measures to be taken
to minimize that risk.

On May 13, 2025, at 2:44 p.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated she did not believe the
residents were at risk to abuse others, so she did
not include that information in the nursing
assessment.

The licensee's Vulnerable Adult Policy dated
December 11, 2024, indicated the licensee would
assess the vulnerability status of each resident
upon admission. The |APP shall contain an
assessment of the resident's susceptibility to
abuse by another individual, risk of abusing other
vulnerable adults, and shall contain statements of
Minnesota Department of Health
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