
P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

Electronically Delivered

February 26, 2026

Licensee
Serenity Home Health Care System, Inc
400 Selby Avenue
Saint Paul, MN 55102

RE: Project Number(s) SL26753014

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on January 2, 2026, for the  purpose
of evaluating and assessing compliance with state  licensing statutes.  At the  time of the  survey, MDH
noted  violations of the  laws pursuant  to  Minnesota  Statutes,  Chapter  144A and/ or Minn. Stat. §
626.5572 and/ or Minn. Stat. Chapter  260E.

STATE CORRECTION ORDERS
The enclosed  State  Form documents  the  state  correction  orders.  MDH 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 .
. ."

In accordance  with Minn. Stat. § 144A.474 Subd. 11, MDH may assess  fines based  on the  level and
scope of the violati ons ; however,  no immediate  fines are  assessed  for this  survey at  your agency.

DOCUMENTATION OF ACTION TO COMPLY
In ac cordance with Minn. Stat  . § 144A.474 , Subd. 8(c), the license e must document ac tio ns take n to
comply with the  correction  orders  within the  time period  outlined  on the  state  form; however,  plans
of correction  are  not  required  to  be submitted  for approval.

The correction  order  documentation  should include the  following:

· Identify how the  area( s) of noncompliance  was corrected  related  to  the  client(s)/employee( s)
identified in the  correction  order.

· Identify how the  area( s) of noncompliance  was corrected  for all of the  provider’s
client(s)/employees  that  may be affected  by the  noncompliance.

· Identify what  changes  to  your systems  and practices  were  made  to  ensure  compliance with
the  specific statute( s).
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CORRECTION ORDER RECONSIDERATION PROCESS
In accordance  with Minn. Stat. § 144A.474, Subd. 12, 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 MDH within 15 business
days of the  correction  order  receipt  date.

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

INFORMAL CONFERENCE
In accordance  with Minn. Stat. § 144A.475, Subd. 8 OR Minn. Stat. § 144G.20, Subd. 20, the
Commissioner of Health is authorized  to  hold a conference  to  exchange information,  clarify issues, or
resolve issues. The Department  of Health staff would like to  schedule  a conference  call with Serenity
Home Healt h Care System.  Please  contact  Amy Hyers at  651-443-2878 on or before  March 1st,  2026
to  schedule  the  conference  call.

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 conv enien  ce at  thi s link: https: / / forms.office.com/ g/Bm5uQEpHVa. Your inpu t is import  ant
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

CLN
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On  December  29,  2025,  the  Department  of
Health  initiated  a  survey  at  the  above
comprehensive  home  care  provider.  The  owner
(O)-D stated  they  provided  basic  home  care
services  to all 30  current  clients,  but  were  in fact
providing  services  under  their  integrated  home
and  community- based  service  (HCBS)
designation  upon  review  of billing statements.
Due  to the  licensee  not  providing  home  care
services  the  survey  was  aborted.

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

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

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

THE LETTER  IN THE LEFT COLUMN IS
USED  FOR  TRACKING PURPOSES  AND
REFLECTS  THE SCOPE  AND LEVEL
ISSUED  PURSUANT  TO 144A. 474
SUBDIVISION 11 (b)(1)(2).

0 445  144A. 471,  Subd.  7 Comprehensive  Home  Care
SS= F Provider

0 445
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Home  care  services  that  may  be  provided  with a
comprehensive  home  care  license  include  any  of
the  basic  home  care  services  listed  in subdivision
6,  and  one  or more  of the  following:
(1) services  of an  advanced  practice  nurse,
physician  assistant,  registered  nurse,  licensed
practical  nurse,  physical  therapist,  respiratory
therapist,  occupational  therapist,
speech- language  pathologist,  dietitian  or
nutritionist,  or social  worker;
(2) tasks  delegated  to unlicensed  personnel  by a
registered  nurse  or assigned  by a  licensed  health
professional  within the  person' s  scope  of
practice;
(3) medication  management  services;
(4) hands- on  assistance  with transfers  and
mobility;
(5) treatment  and  therapies;
(6) assisting  clients  with eating  when  the  clients
have  complicating  eating  problems  as  identified
in the  client  record  or through  an  assessment
such  as  difficulty swallowing,  recurrent  lung
aspirations,  or requiring  the  use  of a  tube  or
parenteral  or intravenous  instruments  to be  fed;
or
(7) providing  other  complex  or specialty  health
care  services.

0 445

This  ELEMENT is not  met  as  evidenced  by:
Based  on  interview  and  record  review,  the
licensee  failed  to provide  one  or more  of the
required  comprehensive  home  care  services  for
30  of 30  clients.

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
client' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death) , and
was  issued  at  a  widespread  scope  (when

Minnesota  Department  of Health
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problems  are  pervasive  or represent  a  systemic
failure  that  has  affected  or has  potential  to affect
a  large  portion  or all of the  clients) .

0 445

The  findings  include:

The  licensee' s  comprehensive  home  care  license
was  renewed  on  August  10,  2025,  and  set  to
expire  on  August  9,  2026.

During  entrance  conference  on  December  29,
2025,  at  11:30  a. m., office manager  (OM)-B
provided  their  current  client  roster.  Owner  (O)-D
explained  they  only provided  basic  home  care
services  to all clients,  and  because  they  only
provided  basic  services,  O-D completed  the  staff
training.  O-D also  explained  that  their  staff
received  personal  care  assistance  (PCA)  training
through  the  Minnesota  Department  of Human
Services  (DHS) website.

On  December  29,  2025,  at  1:19  p.m. , both  O-D
and  OM-B confirmed  they  did not  have  any
private  pay  clients,  and  all clients  were  billed
through  DHS waiver  services.  O-D stated  he
completed  billing for all clients.

On  December  29,  2025,  at  1:45  p.m. , O-D
provided  the  billing statements  dated  December
2,  2025,  and  December  16,  2025,  which  included
the  following codes:
S5130  - Homemaker
S5135  UA - Night Supervision
S5135  UC - Individualized  Home  Support  without
Training,  1:1
S5130  TG - Homemaker  Assistance  with
Personal  Cares
T1019  U9 - CFSS  (community  first services  and
supports)  Agency,  1:1
T1019  TG - PCA,  Complex,  1:1

Minnesota  Department  of Health
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T1019  UC - PCA,  1:1 Extended
T1019  - PCA,  1:1
S5150  - Respite,  In-Home
T2034  - 24-Hour  Emergency  Assistance

0 445

The  Minnesota  Statutes  144A. 471  Subd.  7
indicated  a  comprehensive  home  care  licensed
provider  may  provide  basic  home  care  services
listed  in subdivision  6,  and  one  or more  of the
following:
(1) services  of an  advanced  practice  registered
nurse,  physician  assistant,  registered  nurse,
licensed  practical  nurse,  physical  therapist,
respiratory  therapist,  occupational  therapist,
speech- language  pathologist,  dietitian  or
nutritionist,  or social  worker;
(2) tasks  delegated  to unlicensed  personnel  by a
registered  nurse  or assigned  by a  licensed  health
professional  within the  person' s  scope  of practice;
(3) medication  management  services;
(4) hands- on  assistance  with transfers  and
mobility;
(5) treatment  and  therapies;
(6) assisting  clients  with eating  when  the  clients
have  complicating  eating  problems  as  identified  in
the  client  record  or through  an  assessment  such
as  difficulty swallowing,  recurrent  lung
aspirations,  or requiring  the  use  of a  tube  or
parenteral  or intravenous  instruments  to be  fed;
or
(7) providing  other  complex  or specialty  health
care  services.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days
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0 000  Integrated  License  (HCBS)  Initial Comments

0 000

0 000

On  December  29,  2025,  the  Minnesota
Department  of Health  initiated  a  survey  of the
comprehensive  home  care  provider  with the
home  and  community- based  services  (HCBS)
designation.  At the  time  of the  survey,  there  were
30  HCBS  clients  but  because  they  had  not  served
a  comprehensive  home  care  client  since  renewal
(August  2025) , the  survey  was  aborted.
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