m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
March 11, 2025

Licensee

Touch of Home

711 17th Street
Bemidji, MN 56601

RE: Project Number(s) SL30749016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on February 5, 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 assighed 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:
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e I|dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

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

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

CORRECTION ORDER RECONSIDERATION PROCESS

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

days of the correction order receipt date.

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

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,

|
sl

Jessie Chenze, Supervisor

State Evaluation Team

Email: Jessie.Chenze@state.mn.us

Telephone: 218-332-5175 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
SL30749016 Time Period for Correction.
On February 3, 2025, through February 5, 2025, PLEASE DISREGARD THE HEADING OF
the Minnesota Department of Health conducted a THE FOURTH COLUMN WHICH
full survey at the above provider. At the time of STATES,"PROVIDER'S PLAN OF
the survey, there were 10 residents; 10 receiving CORRECTION." THIS APPLIES TO
services under the Assisted Living Facility license. 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.
0485 144G.41 Subdivision 1.a (a) Minimum 0 485
SS=C | requirements; required food services

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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All assisted living facilities must offer to provide or
make available at least three nutritious meals
daily with snacks available seven days per week,
according to the recommended dietary
allowances in the United States Department of
Agriculture (USDA) guidelines, including seasonal
fresh fruit and fresh vegetables. The menus must
be prepared at least one week in advance and
made available to all residents. The facility must
encourage residents' involvement in menu
planning. Meal substitutions must be of similar
nutritional value if a resident refuses a food that is
served. Residents must be informed in advance
of menu changes. The facility must not require a
resident to include and pay for meals in the
resident's contract.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the Assisted Living
contract did not require any resident to include
and pay for meals as a part of their assisted living
package fee. This had the potential to affect all
residents of the facility.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) 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

R1's untitled document identified as the contract
dated August 1, 2021, noted on page 3
"All-inclusive rate: Since our rate is all inclusive,
Minnesota Department of Health
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the base rate also includes assistance with
activities of daily living, such as bathing, dressing,
grooming, toileting, and transferring. Meals, meal
prep, and snacks are also included. Our rates are
tiered, depending on how much assistance is
needed."

On February 4, 2024, at 3:25 p.m., licensed
assisted living director (LALD)-B and housing
manager (HM)-D stated there was a yes or no
option, all meals or none.

No further information was provided.

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

0 510| 144G.41 Subd. 3 Infection control program 0510
SS=D
(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to establish and
maintain an infection control program to comply
with accepted health care, medical, and nursing

Minnesota Department of Health
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standards for infection control for one of one
employees (unlicensed personnel/ULP-C).

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:

On February 5, 2025, at 9:35 a.m., the surveyor
observed ULP-C provide personal cares for R1.
ULP-C, with gloved hands, removed R1's shirt
and put on a clean shirt, assisted R1 to stand,
pulled down pants and removed the brief,
provided perineal cares in the front and then the
back, and assisted R1 to sit on the edge of the
bed. ULP-C then removed R1's socks and pants,
put on a clean pull-up brief, put on clean socks,
assisted R1 to stand, pulled up the brief and
pants, tucked the pockets into the pants, assisted
R1 back into bed and covered R1 with the
blankets, removed the clothes from the floor and
opened the closet to put the dirty clothes inside,
removed the bag with the used brief, removed the
gloves, tied the bag, moved the walker close to
the bed, opened the door, and carried the bag to

the trash near the medication cart. At this time,
ULP-C washed her hands.

On February 5, 2025, at 9:51 a.m., ULP-C stated
she had not washed her hands or performed
hand hygiene after removing her gloves, and
should have.

Minnesota Department of Health
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On February 5, 2025, at 10:52 a.m., clinical nurse
supervisor (CNS)-A stated staff are expected to
perform hand hygiene after removing gloves.

The licensee's Gloves policy dated August 1,
2021, instructed staff to wash hands after
removing gloves.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 550 144G.41 Subd. 7 Resident grievances; reporting | 0550
SS=F | maltreatment

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to post in a
conspicuous place, information about the facility's

Minnesota Department of Health
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grievance procedure with the required content.
This had the potential to affect the licensee's
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
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:

During the initial tour on February 3, 2025, at 1:30
p.m., with licensed assisted living director
(LALD)-B, the surveyor observed the main entry
to the facility opens to a common sitting area for
residents, the dining room, and the kitchen. There
were hallways to the left and right with resident
apartments and three bathrooms, laundry room,
and a mechanical room. Inside the door multiple
items were posted. The Complaint Resolution
Process was posted and listed the name and
telephone number for the individual responsible
for handling resident grievances. However, it
lacked the email contact information.

On February 4, 2025, at 9:30 a.m., housing
manager (HM)-D stated the email information
was not included and the form would be changed.

No further information was provided.

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

Minnesota Department of Health
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0650| 144G.42 Subd. 8 (a) Staff records 0650
SS=D

(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;

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

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

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the employee record
contained the required content for one of three
employees (clinical nurse supervisor/CNS-A).

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
Minnesota Department of Health
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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-A was hired on March 23, 2020, to provide
direct care services to residents of the facility.

CNS-A's employee record lacked documented
evidence of the following:

- annual performance review; and

- records of orientation including overview of
Assisted Living statutes, review of the providers
policies and procedures, handling emergencies
and using emergency services, reporting
maltreatment of vulnerable adults, Assisted Living
Bill of Rights, handling of resident complaints,
reporting of complaints, and where to report,
consumer advocacy services, a review of the
types of Assisted Living services the employee
would provide and the provider's scope of license,
and principles of person-centered
planning/service delivery.

On February 5, 2025, at 10:20 a.m., CNS-A
stated she was behind on her annual
performance review and licensed assisted living
director (LALD)-B had signed a form on February
4, 2025, stating the training had been provided.
CNS-A stated the orientation had been
completed, but was not documented previously in
her employee record.

The licensee's Employee Records policy dated
August 1, 2021, noted employee records would
include documentation of annual performance

reviews and records of all training.

No further information was provided.
Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

0680| 144G.42 Subd. 10 Disaster planning and 0680
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:

Based on observation, interview, and record
review, the licensee failed to develop a written
emergency preparedness plan (EPP) with all the
required content defined in Appendix Z. This had

Minnesota Department of Health
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the potential to affect residents receiving services
under the assisted living license, staff, and
visitors.

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

The findings include:

During the entrance conference on February 3,
2025, at 12:40 p.m., licensed assisted living
director (LALD)-B stated the emergency
preparedness information was in the policy
binder.

During the initial tour on February 3, 2025, at 1:30
p.m., with LALD-B, the surveyor observed the
main entry to the facility opens to a common
sitting area for residents, the dining room, and the
kKitchen. There were hallways to the left and right
with resident apartments and three bathrooms,
laundry room, and a mechanical room.

The licensee's untitled and undated emergency
preparedness plan lacked the following required
content:

- annual review/updates;

- risk assessment to include care related
emergencies an interruption to normal supply of
essential resources and medical supplies to be
reviewed annually;

- a process for cooperation and collaboration with
local, tribal, regional, State and Federal EP to
Minnesota Department of Health
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maintain integrated response;

- policy and procedure to address alternative
sources of energy to maintain sewage;

- policy and procedure to address the use of
volunteers, including the process/role for
integration;

- policy and procedure to address development of
arrangements with other facilities/providers to
receive residents in the event of
limitations/cessation of operations to maintain the
continuity of services to residents;

- policy and procedure to address the role of the
facility under a waiver declared by the Secretary
In accordance with section 1135 of the Act;

- develop a communication plan to include:

- annual review;

- means, in event of evacuation, to release
resident information as permitted under 45 CFR
164.510(b)(1)(in);

- means of providing information about
general condition/location of residents under the
facility's care as permitted under 45 CFR
164.510(b)(1)(in);

- method for sharing information from the
emergency plan, that the facility determined
appropriate, with residents and their
families/representatives;

- EP training and testing program that must be
reviewed and updated annually;

- training program to include initial training of new
staff and existing staff, individuals providing
services under arrangement, and volunteers
consistent with their expected role and at least
annually;

- exercises to test the EP at least twice per year,
including unannounced staff drills using the EP to
include:

- participate in an annual full-scale exercise
that is community based or conduct an annual,
individual, facility-based functional exercise or if

Minnesota Department of Health
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the facility experiences an actual emergency
requiring activation of the plan, the facility is
exempt from engaging in its next required
full-scale exercise;

- conduct an additional annual exercise that
may include a second full-scale exercise that is
community based or an individual, facility based
functional exercise or mock disaster drill or
table-top exercise; and

- analyze the facility's response to and
maintain documentation of all drills, tabletop
exercises and emergency events and revise the
plan as needed.

On February 4, 2025, at 1:50 p.m., LALD-B and
housing manger (HM)-D stated the above
required content was not included. In addition,
they stated part of the plan was sent over from
the former director and have not been able to get
cooperation to do a community based drill.
LALD-B provided a red binder found later, and
stated the previous director had told her where it
was, and added no training had been provided on
this due to the fact no current staff knew where it
was.

No further information was provided.

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

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

Minnesota Department of Health
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the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;

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

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

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

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

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

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

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

Minnesota Department of Health
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status.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the resident record
iIncluded all records of communications pertinent
to the resident's services for one of three
residents (R4).

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:

R4's diagnoses included disorganized
schizophrenia and diabetes.

R4's Service Plan dated September 18, 2024,
indicated R4 received services including
assistance with bathing, grooming, and
medication administration.

R4's Assessment dated December 13, 2024,
noted:

- resident encouraged to wash his hands after
smoking;

- resident buys cigarettes if he has extra money;
- "Resident smokes. Is determined to be a safe
smoker. Is safely managing his own cigarettes
and lighters. Manages vape independently also.";
and

- "Encourage resident to sit down on chair when
Minnesota Department of Health
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outside, smoking, and smokes only IN BACK OF
HOUSE. Continues to be a safe smoker although
he has had a few small burns on his fingers from
the cigarette.”

On February 5, 2025, at 11:45 a.m., clinical nurse
supervisor (CNS)-A stated no incident report or
documentation of the incident was completed in
R4's record and she should not have called them
burns, they were more like a white small callous.
CNS-A and housing manger (HM)-D stated R4
was rolling his own cigarettes for a short time,
about two weeks, to save money. These
cigarettes did not have a filter and R4 would
smoke too close to the end to not waste any.
CNS-A stated she asked R4 if it hurt or if he
wanted anything on it, and he did not.

The licensee's Resident Record - Information and
Content policy dated August 1, 2021, noted the
record would include relevant health records and
documentation of incidents involving the resident
and actions taken in response to the needs of the
resident.

No further information was provided.

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

0775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
SS=F | environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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Based on observation and interview, the licensee
failed to comply with the requirements of the
Minnesota State Fire Code. This had the potential
to directly affect all residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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).

Findings include:

On a facility tour on February 4, 2025, from 11:15
a.m. to 12:10 p.m., with housing manager
(HM)-D, and licensed assisted living director
(LALD)-B, the surveyor made the following
observations of non-compliance with the
requirements of the Minnesota State Fire Code
(MSFC) in Minnesota Rules Chapter 7511:

EMERGENCY ESCAPE AND RESCUE
WINDOWS

Several emergency escape and rescue window
openings in resident sleeping rooms including
resident sleeping rooms six and seven were
frozen shut. During the tour HM-D, and LALD-B,
poured hot water on the window frame to free up
the windows and they were able to get them
open.

Emergency escape and rescue window openings
are required to be maintained readily openable
without the use of keys, tools or special
knowledge in the event of a fire or similar
emergency.

Minnesota Department of Health
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BOILER EXHAUST VENT CLEARANCE

There were plastic flexible ducts routed next to
the metal boiler exhaust vent without the required
clearance from the metal boiler exhaust vent.

Clearance to combustible materials is required to
be maintained from the metal boiler exhaust vent
iIn accordance with MSFC and Minnesota
Mechanical Code in Minnesota Rules Chapter
1346.

SMOKE ALARM MAINTENANCE

During the tour HM-D, removed the smoke
alarms in order to observe the manufacture date.
The manufacture date on the smoke alarm in
resident sleeping room four was 2002, and the
alarm outside the mechanical room was 2015.

During the tour the test button was pushed by
HM-D, on the smoke alarm outside resident
sleeping room three and the alarm did not
activate.

All smoke alarms are required to be replaced
within ten years of manufacture date and
maintained in working condition in accordance
with MSFC and manufactures installation
instructions.

CARBON MONOXIDE ALARMS

There was one carbon monoxide alarm observed
outside resident sleeping room three. The alarm
was tested by HM-D, and did not sound when the
test button was pushed. There was no other
carbon monoxide alarms observed.

Minnesota Department of Health
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Carbon monoxide alarms are required outside
and within ten feet of all resident sleeping rooms.
Carbon monoxide alarms are required to be
replace within seven years of manufacture date in
accordance with MSFC and manufactures
instructions.

EMERGENCY LIGHTING

The emergency light was tested outside resident
sleeping room eight and did not activate when the
test button was pushed.

All emergency lighting is required to be
maintained and tested to provide light in the exit
path in the event of a power loss.

ELECTRICAL OUTLET COVERS

There was a broken electrical outlet cover in
resident sleeping room eight.

All electrical outlet covers are required to be
maintained in place to prevent contact to the
electrical connections by an occupant. Electrical
covers shall be provided and maintained in
accordance with MSFC and Minnesota Electrical
Code in Minnesota Rules Chapter 1315.

During the facility tour HM-D, and LALD-B,
verified the above listed observations while
accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

0 780| 144G.45 Subd. 2 (a) (1) Fire protection and 0 780
SS=F | physical environment
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for dwellings or sleeping units, as defined in the
State Fire Code:

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

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

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

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide interconnected smoke alarms
throughout the facility. This had the potential to
directly affect all residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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).

Minnesota Department of Health
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Findings include:

On a facility tour on February 4, 2025, from 11:15
a.m. to 12:10 p.m., with housing manager
(HM)-D, and licensed assisted living director
(LALD)-B, it was observed that smoke alarms
were not interconnected so activation of one
alarm activates all alarms inside resident sleeping
rooms one, four, five, nine, ten, and outside
resident room 11.

All dwelling units required to have multiple smoke
alarms are required to have interconnected
alarms so activation of one alarm activates all
alarms within the dwelling unit.

During the tour the smoke alarms were tested
and HM-D, and LALD-B, verified the smoke
alarms were not interconnected so activation of
one alarm activates all alarms throughout the
facility.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

0 800| 144G.45 Subd. 2 (a) (4) Fire protection and 0 800
SS=E | 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.
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This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the facility's physical
environment in a continuous state of good repair
and operation regarding the health, safety, and
well-being of the residents. This had the potential
to affect more than a limited number of 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) and was issued at a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

Findings include:

On a facility tour on February 4, 2025, from 11:15
a.m. to 12:10 p.m., with housing manager
(HM)-D, and licensed assisted living director
(LALD)-B, the surveyor made the following
observations of facility disrepair:

The handles on the emergency escape and
rescue windows used to open the window were
pulled off and require replacement in resident
sleeping rooms five, six, and 11. The emergency
escape and rescue windows did open as
required.

During the tour HM-D, and LALD-B, verified the
above listed observations while accompanying on
the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
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days.
0 810| 144G.45 Subd. 2 (b-f) Fire protection and 0810

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 thereafter.
(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 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
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by:

Based on observation, interview and record
review, the licensee failed to develop the fire
safety and evacuation plan with required content,
make the plan readily available, provide required
training and drills. This had the potential to
directly affect all residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident 's health or safety) 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:

During an interview on February 4, 2025, at 10:10
a.m., housing manager (HM)-D, and licensed
assisted living director (LALD)-B, stated the fire
safety and evacuation plan was not located in a
central location for all staff and occupants
accessibility. The plan was located in the locked
staff office.

On February 4, 2025, at 10:05 a.m., housing
manager (HM)-D, and licensed assisted living
director (LALD)-B, provided documents on the
fire safety and evacuation plan (FSEP), fire safety
and evacuation training, and evacuation drills for
the facility.

FIRE SAFETY AND EVACUATION PLAN

The licensee provided FSEP dated August 1,
2021, failed to include the following:

The available FSEP included standard employee
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procedures, but failed to provide specific
employee actions to take in the event of a fire or
similar emergency relative to the facility's building
layout and environmental risks. The FSEP failed
to include in writing actions for employees to take
In the event of a fire or similar emergency within
this specific facility.

The available FSEP did not identify specific fire
protection actions for residents as evident by not
providing procedures for residents to take in this
specific facility in the event of a fire or similar
emergency in writing in the FSEP.

The available FSEP included standard resident
evacuation procedures, but failed to provide
specific procedures for resident movement and
evacuation or relocation during a fire or similar
emergency including individualized unique needs
of residents. The FSEP failed to include
evacuation status and unique needs for
evacuation for each individual resident in writing
and available for immediate reference in the
event of a fire or similar emergency. The unique
needs for each residents evacuation was
available in the computer software system but not
readily available for use.

During an interview on February 4, 2025, at 10:20
a.m., HM-D, and LALD-B, stated employee
actions were not updated specific to this facility,
and resident actions were not provided in the
FSEP. During the same interview HM-D, and
LALD-B also stated the unique needs for each
residents evacuation was available in the
computer software system but not readily
available for use in a hard copy.

TRAINING
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Record review of the available documentation
iIndicated the licensee failed to provide training to
employees on the FSEP upon hire as evident by
not providing documentation the required training
at the time of hire was provided.

Record review of the available documentation
indicated the licensee failed to provide evacuation
training to residents at least once per year as
evident by not providing documentation the
residents were provided training as required.

During an interview on February 4, 2025, at 10:30
a.m., HM-D, and LALD-B, stated documentation
was not available for required FSEP training
provided and completed by employees upon hire.
During the same interview HM-D, and LALD-B,
also stated documentation was not available
iIndicating FSEP training was provided to
residents.

DRILLS

Record review of the available documentation
indicated the licensee failed to conduct
evacuation drills for employees twice per year,
per shift with at least one evacuation drill every
other month as evident by providing
documentation evacuation drills were completed
February 20, 2024, and November 12, 2024, only
and all shifts participated in the same two drills on
these days at the same time.

During an interview on February 4, 2025, at 10:20
a.m., HM-D, and LALD-B, stated evacuation drills
were completed more often than February 20,
2024, and November 12, 2024, only but were not
documented that way. During the same interview
HM-D, and LALD-B, also stated the evacuation
drills were completed during the day at the same
Minnesota Department of Health
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time and all shifts attended.

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

0 930| 144G.50 Subd. 2 (d-e; 1-4) Contract information 0 930
SS=C
(d) The contract must include a description of the
facility's complaint resolution process available to
residents, including the name and contact
information of the person representing the facility
who is designated to handle and resolve
complaints.

(e) The contract must include a clear and
conspicuous notice of:

(1) the right under section 144G.54 to appeal the
termination of an assisted living contract;

(2) the facility's policy regarding transfer of
residents within the facility, under what
circumstances a transfer may occur, and the
circumstances under which resident consent is
required for a transfer;

(3) contact information for the Office of
Ombudsman for Long-Term Care, the
Ombudsman for Mental Health and
Developmental Disabilities, and the Office of
lealth Facility Complaints;

(4) the resident's right to obtain services from an
unaffiliated service provider;

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to execute a written assisted living

contract with the required content for one of one
resident (R1).

This practice resulted in a level one violation (a
violation that has no potential to cause more than

Minnesota Department of Health
STATE FORM 6899 JO3U11 If continuation sheet 26 of 40



PRINTED: 03/11/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30749 B. WING 02/05/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
711 17TH STREET
TOUCH OF HOME
BEMIDJI, MN 56601
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

0 930 | Continued From page 26 0 930

a minimal impact on the resident and does not
affect 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
the residents).

The findings include:
R1's start of services was October 29, 2020.

R1's untitled document identified as the contract
dated August 1, 2021, was signed by R1 on
August 26, 2021.

The licensee lacked a written contract with the
following required content:

- the right under section 144G.54 to appeal the
termination of an assisted living contract; and

- the facility's policy regarding transfer of
residents within the facility, under which resident
consent is required for a transfer.

On February 4, 2025, at 3:25 p.m., licensed
assisted living director (LALD)-B and housing
manager (HM)-D stated the contract lacked the
above required content. In addition, they stated
the same contract template was utilized for all
residents.

No further information was provided.

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

01060| 144G.52 Subd. 9 Emergency relocation 01060
SS=F

(a) A facility may remove a resident from the
facility in an emergency if necessary due to a

Minnesota Department of Health
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resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
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in this section.currently known; and

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a written notice with the
required content for an emergency relocation to
the resident, legal representative, and designated
representative, and failed to notify the Office of
Ombudsman for Long-Term Care (OOLTC) of the
emergency relocation for three of three residents
(R2, R3, R4) who were hospitalized.

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:

R2
R2's diagnoses included congestive heart failure
(CHF), diabetes, and hypertension.

R2's Service Plan dated September 18, 2024,
indicated R2 received services including
assistance with ambulation, bathing, dressing,
oxygen, and medication administration.

R2's incident report dated December 7, 2024,
noted R2 had a fall and denied any pain. On
December 10, 2024, R2 was sent to the
emergency department after complaining of a
headache and asked to be seen. R2 then spent
24 hours at the hospital.

Minnesota Department of Health

STATE FORM 6899 JO3U11 If continuation sheet 29 of 40




PRINTED: 03/11/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
30749 B. WING 02/05/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
711 17TH STREET
TOUCH OF HOME
BEMIDJI, MN 56601
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
01060 | Continued From page 29 01060
R3

R3's diagnoses included chronic obstructive
pulmonary disease and CHF.

R3's Service Plan dated January 23, 2023,
indicated R3 received services including
assistance with bathing, mobility, oxygen
maintenance, and medication administration.

R3's progress note dated September 23, 2024,
noted R3 agreed to go to the emergency room via
ambulance.

R3's progress note dated October 3, 2024, noted
R3 "passed away at the hospital this evening."

R4
R4's diagnoses included disorganized
schizophrenia and diabetes.

R4's Service Plan dated September 18, 2024,
iIndicated R4 received services including
assistance with bathing, grooming, and
medication administration.

R4's Assessment dated December 13, 2024,
noted under emergency room visits, on
September 14, 2024, R4 experienced chest pain
and was admitted for 48 hours.

R2, R3, and R4's records lacked evidence the
facility had provided a written notice upon
emergency relocation which included, at a
minimum:

-the reason for the relocation;

-the name and contact information of the location
to which the resident has been relocated and any
new service provider;

-contact information for the Office of Ombudsman
Minnesota Department of Health
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for Long-Term Care (OOLTC) and the Office of
Ombudsman for Mental Health and
Developmental Disabilities (OOMHDD);

-iIf known and applicable, the approximate date or
range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

-a statement that, if the facility refuses to provide
housing or services after a relocation, the
resident has the right to repeal under section
144G.54.

Additionally, the notice must be delivered to the
OOLTC if the resident has been relocated and
has not returned to the facility within four days.

On February 5, 2025, at 10:58 a.m., clinical nurse
supervisor (CNS)-A stated emergency relocations
had not been completed for the three residents,
or any residents because she was not quite sure
of the purpose of the document. In addition, a
relocation had not been sent to to the OOLTC for
R3.

The licensee's Emergency Relocation policy
dated August 1, 2021, noted in the event of an
emergency relocation, a written notice would be
provided as soon as practicable to the resident,
legal representative, and designated
representative. It also noted the for would be
provided to the OOLTC if the resident had not
returned within four days.

No further information provided.

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

01500] 144G.63 Subd. 5 Required annual training 01500
SS=E
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(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
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
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based, may include online training, and must
iInclude 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,
iIsolation, and depression; or

(3) information about strategies and technology
that may enhance communication and
iInvolvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure annual training included
all required topics for each 12 months of
employment for two of three employees (clinical
nurse supervisor/CNS-A, unlicensed
personnel/ULP-C).

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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

CNS-A
Minnesota Department of Health
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CNS-A was hired on March 23, 2020, to provide
direct care services to residents of the facility.

CNS-A's employee record lacked documented
evidence of the following required training:

- principles of person-centered planning/service
delivery.

ULP-C

ULP-C was hired on September 19, 2023, to
provide direct care services to residents of the
facility.

ULP-C's employee record lacked documented
evidence of the following required training:

- principles of person-centered planning/service
delivery.

On February 5, 2025, at 10:35 a.m., CNS-A and
housing manager (HM)-D stated they were not
aware of the requirement to do this training
annually.

The licensee's Annual Required Staff Training
policy dated August 1, 2021, noted principles of
person-centered planning and service delivery
and how they apply to direct support services
provided by the staff person must be included
every twelve months to all direct care staff.

No further information was provided.

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

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

(a) All assisted living facilities must meet the
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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.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure one of three employees
(clinical nurse supervisor/CNS-A) 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
Minnesota Department of Health
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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.

CNS-A was hired on March 23, 2020, to provide
direct care services to residents of the facility.

CNS-A'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.

On February 5, 2025, at 10:20 a.m., CNS-A
stated she would try to provide documentation of
dementia training she had completed, and added
she was not sure if it was two hours or not.
However, no documentation was provided.

The licensee's Dementia Training policy dated
August 1, 2021, noted all staff would complete
two hours training for each 12 months worked.

No further information was provided.

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

01560| 144G .64 (a, b, c) TRAINING IN DEMENTIA 01560
$S=C | CARE REQUIRED

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

(b) Areas of required 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; and

(5) person-centered planning and service
delivery.

(c) The facility shall provide to consumers in
written or electronic form a description of the
training program, the categories of employees
trained, the frequency of training, and the basic
topics covered.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide in written or electronic
form to residents, families, or other persons who
requested it, a complete description of the
dementia care training program to include the
required content.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety), 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 provided services under an assisted
living license.

The licensee's untitled and undated document
from the resident handbook provided as the
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dementia training notice noted "All the staff at the
facility receive 8 hours of online dementia
training. Also they receive in person training in
regular staff meetings. The local training for
dementia is based on the residents’' needs."
However, it lacked:

- the frequency of training to include two hours for
every 12 months worked; and

- the basic topics covered.

On February 5, 2025, at 10:55 a.m., licensed
assisted living director (LALD)-B stated the
required content was not included.

No further information was provided.

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

01640| 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=F | 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
include 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
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must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the service plan included
a signature or other authentication by the resident
and the facility to document agreement on the
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