DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
December 29, 2025

Licensee

Diamond Willow Assisted Living
1558 Randolph Road

Detroit Lakes, MN 56501

RE: Project Number(s) SL25380016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on December 10, 2025, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

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

STATE CORRECTION ORDERS

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

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

e I|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 Bodly.

If you have any questions, please contact me.

Sincerely,

iy

Jessie Chenze, Supervisor
State Evaluation Team

Email: Jessie.Chenze@state.mn.us
Telephone: 218-332-5175 Fax: 1-866-890-9290

CLN
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0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators ' findings Is the
INITIAL COMMENTS: Time Period for Correction.
SL25380016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On December 8, 2025, through December 10, STATES,"PROVIDER'S PLAN OF
2025, the Minnesota Department of Health CORRECTION." THIS APPLIES TO
conducted a full survey at the above provider and FEDERAL DEFICIENCIES ONLY. THIS
the following correction orders are issued. At the WILL APPEAR ON EACH PAGE.
time of the survey, there were 22 residents; 22
receiving services under the Assisted Living THERE IS NO REQUIREMENT TO
Facility with Dementia Care license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 480, 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

(X6) DATE
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(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility i1s not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.13795, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated December 9, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 485 144G.41 Subdivision 1.a (a) Minimum 0 485
SS=C | requirements; required food services

(a) 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
contract. This had the potential to affect all
residents.

This practice resulted in a level one violation (a
violation that will cause only 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
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fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings Include:

During the entrance conference on December 8,
2025, at 9:24 a.m., licensed assisted living
director/licensed practical nurse (LALD/LPN)-A
stated the licensee was familiar with current
minimum assisted living requirements.

On December 8, 2025, at 9:31 a.m., LALD/LPN-A
stated the license included payment for three
meals per day as part of the assisted living
contract.

On page three of the (licensee name) Resident
Lease and Services Agreement (assisted living
contract) dated March 4, 2024, section: B.
Included Services indicated three (3) nutritionally
well balanced meals and snacks each day were
Included In the monthly base rent.

The licensee's Addendum A (to the assisted living
contract) dated March 4, 2025, indicated three (3)
nutritionally well balanced meals and snacks
each day were included in the base rate
constituting rent.

Resident assisted living contracts lacked an
option for residents to opt out of payment for one,
two, or three meals residents would not want.

On December 9, 2025, at 10:02 a.m.,
LALD/LPN-A stated the licensee was not aware
the licensee could not include and pay for three
meals as part of their assisted living contract.

On December 9, 2025, at 10:33 a.m.,
LALD/LPN-A stated corporate management was
Minnesota Department of Health
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In the process of updating the licensee'’s assisted
living contract to not include residents paying for
three meals per day as part of the assisted living
contract.

The Minnesota Department of Health Assisted
Living Resources and Frequently Asked
Questions (FAQs) website, last updated October
13, 2025, indicated the provider cannot have a
blanket "one size fits all" meal charge.

No further information was provided.

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

0510, 144G.41 Subd. 3 Infection control program 0510
SS=E
(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 facllities.

(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 ensure services
were provided according to accepted health care,
medical, or nursing standards in regard to
Infection control during medication administration

Minnesota Department of Health
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for two of five employees (unlicensed personnel
(ULP)-F, ULP-E).

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:

During the entrance conference on December 8,
2025, at 9:29 a.m., licensed assisted living
director/licensed practical nurse (LALD/LPN)-A
stated the licensee provided medication
management services to residents at the facility.

ULP-F

On December 9, 2025, at 7:09 a.m., the surveyor
observed ULP-F put on gloves, place R3's
medications into a plastic cup, locked the
medication cart, removed ULP-F's gloves, and
administered RS's oral medications. ULP-F
returned to the computer to document R3's
medication administration and went to the kitchen
to pour a cup of coffee for a resident. The
surveyor did not observe ULP-F complete hand
hygiene before or after putting on and removing
gloves. Immediately following the observation,
ULP-F stated ULPs were trained to complete
hand hygiene before putting on gloves and after
taking gloves off.

ULP-E
On December 9, 2025, at 7:30 a.m., the surveyor

Minnesota Department of Health
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observed ULP-E administer R2's scheduled
Insulin, ULP-E removed ULP-E's gloves, returned
to the computer to document the administration of
R2's insulin, ULP-E put on a new pair of gloves,
and went to the kitchen to pour a glass of orange
juice for a resident. The surveyor did not observe
ULP-E complete hand hygiene in between glove
changes.

On December 10, 2025, at 9:59 a.m., ULP-E
stated ULP-E received infection control training
upon hire and ULP-E was trained to complete
hand hygiene before putting on gloves and after
removing gloves.

On December 10, 2025, at 12:12 p.m., clinical
nurse supervisor (CNS)-B stated ULPs were
expected to complete hand hygiene before
putting on gloves and immediately after removing
gloves. LALD/LPN-A stated ULPs received
Infection control training upon hire and annually
thereatfter.

The licensee's 8.07 Gloves policy dated January
1, 20235, indicated to wash hands before applying
gloves and after removal of gloves.

The licensee's 8.14 Standard Precautions policy
dated January 1, 2025, indicated hand should be
washed or sanitized after removing gloves and
after any direct contact with body secretions.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to establish and
maintain a tuberculosis (TB) prevention program
based on the most current guidelines issued by
the Centers for Disease Control and Prevention
(CDC) and Minnesota Department of Health
(MDH), including completion of a two-step TST
(tuberculin skin test) or other evidence of TB
screening such as a blood test for one of two
employees (clinical nurse supervisor (CNS)-B).

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

During the entrance conference on December 8,
2025, at 9:24 a.m., licensed assisted living
director/licensed practical nurse (LALD/LPN)-A
stated the licensee was familiar with current
minimum assisted living requirements.

The licensee'’s Facility TB Risk Assessment
Worksheet for Health Care Settings Licensed by
MDH was completed on November 11, 2025, and
the facility was determined to be a low risk level.

CNS-B was hired on October 22, 2025, to provide
direct care services to residents and supervision
to the staff at the assisted living facility.

Throughout the survey on December 8, 2025,
through December 10, 2025, the surveyor
observed CNS-B provide direct care to residents
and supervised staff at the assisted living with
dementia care facility.

CNS-B's employee record contained a negative
TB screen dated October 27, 2025, and a
negative blood test collected on April 7, 2025 (198
days prior to CNS-B's employment start date). In
addition, CNS-B's employee record contained a
negative TB screen dated December 2, 2025,
and a negative first-step TST dated December 5,
2025.

CNS-B's employee record lacked evidence of a
two-step TST or other evidence of a TB screening
such as a blood draw within 90 days of
employment or upon hire.

On December 9, 2025, at 10:14 a.m.,
LALD/LPN-A stated LALD/LPN-A had thought the

Minnesota Department of Health
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licensee accepted TB blood draws if the blood
draw was completed within one year from
employment start date. LALD/LPN-A further
stated the licensee had completed a first-step
mantoux for CNS-B on December 5, 2025.

On December 10, 2025, at 10:28 a.m., CNS-B
stated a first-step mantoux had been completed,
however, CNS-B should have had a two-step
mantoux upon hire.

The licensee's 8.16 TB Screening policy dated
January 1, 2025, indicated staff whose essential
job functions require work within the same air
space of residents will be screened and tested for
TB prior to the staff being exposed to clients
(residents). New staff will have an IGRA
(Interferon-Gamma Release Assay) blood test or
a two-step Mantoux (TST) conducted with results
documented on the Baseline TB Screening Tool
for HCWs. The policy did not address acceptance
of an employee's previous TB blood draw.

The MDH TB Screening and Education
Requirements for Assisted Living Facilities and
lome Care Providers dated February 3, 2022,
Indicated baseline TB screening is required at the
time of hire for all health care personnel in
Minnesota. Baseline TB screening includes
assessing for current symptoms of active TB
disease; assessing 1B history; and testing for the
presence of infection with Mycobacterium TB by
administering either a two-step TB skin test or a
single TB blood test.

The Minnesota Department of Health Assisted
Living Resources and Frequently Asked
Questions (FAQs) website, last October 13, 2025,
Indicated a licensee could accept a TST or IGRA
blood test dated within 90 days of hire for a new
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No further information was provided.

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

0 680 144G .42 Subd. 10 Disaster planning and 0 680
SS=C | 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 interview and record review, the
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licensee failed to ensure the missing resident
policy was reviewed quarterly. This had the
potential to affect all residents.

This practice resulted in a level one violation (a
violation that will cause only 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
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

During the entrance conference on December 8,
2025, at 9:24 a.m., licensed assisted living
director/licensed practical nurse (LALD/LPN)-A
stated the licensee was familiar with current
minimum assisted living requirements.

The licensee's undated Emergency
Preparedness Plan (EPP) included a 2.28
Missing Resident policy dated January 1, 2025.
The licensee’'s EPP provided did not include a
quarterly review of the Missing Resident policy.

On December 9, 2025, at 10:07 a.m.,
LALD/LPN-A stated the licensee reviewed the
missing resident policy at least every six months,
however, was not aware the missing resident
policy was supposed to be reviewed on a
quarterly basis.

On December 10, 2025, at 11:43 a.m.,
LALD/LPN-A stated LALD/LPN-A was unable to
locate documentation of how often the missing
resident plan was reviewed by the licensee.

The licensee's 2.28 Missing Resident policy dated
January 1, 2025, indicated (licensee name) will
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review this policy and any individual resident
plans that pertain to elopement at least quarterly,
and all changes will be documented.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0110, Subp. 4, effective October
2022, the assisted living director and clinical
nurse supervisor must review the missing
resident plan at least quarterly and document any
changes to the plan.

No further information was provided.

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

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

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

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and desighated 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) coples of any health care directives,
guardianships, powers of attorney, or
conservatorships;

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

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

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

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

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

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

(13) documentation of complaints received and
any resolution;

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure resident
records included documentation of services
provided for one of two residents (R2). In
addition, the licensee failed to ensure the resident
record included a discharge summary with all
required content for one of one resident (R1).

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

Minnesota Department of Health
STATE FORM 6899 KR0311 If continuation sheet 15 of 38




PRINTED: 12/29/2025

FORMAPPROVED
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:
25380 B. WING 12/10/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1558 RANDOLPH ROAD
DIAMOND WILLOW ASSISTED LIVING
DETROIT LAKES, MN 56501
(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)

0 730 | Continued From page 15 0730

cause serious Injury, impairment, or death), and
was Issued at an isolated scope (when one or a
limited number of residents are affected or one or
a imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

During the entrance conference on December 8,
2025, at 9:24 a.m., licensed assisted living
director/licensed practical nurse (LALD/LPN)-A
stated the licensee was familiar with current
minimum assisted living requirements.

DOCUMENTATION OF SERVICES PROVIDED
R2's diaghoses included diabetes, hypertension
(HTN-high blood pressure), and cerebral
Infarction (iIschemic stroke).

R2's Service Plan- Modification dated October 6,
20235, indicated R2's services included
medication administration, bathing, grooming,
dressing, toileting, transfers, recording output,
and housekeeping.

On December 9, 2025, at 7:30 a.m., the surveyor
observed unlicensed personnel (ULP)-E
administer R2's scheduled morning medication.

R2's Treatment Recap Summary- Monthly dated
November 2025, indicated the following:
-November 5, 12, 13, 14, 15,16, 17, 18, 19, 20,
21, 22, 23, 24, 25, 26, 27, 28, 29, and 30,
respectively, indicated R2 did not have output
recorded at 12:00 a.m.;

-November 5, 12, 13, 14, 15 ,16, 17, 18, 19, 20,
21, 22, 23, 24, 25, 26, 27, 28, 29, and 30,
respectively, indicated R2 did not have output
recorded at 3:00 a.m.;

-November 4, and 5, respectively, indicated R2
Minnesota Department of Health
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did not receive catheter care at 5:45 a.m.;
-November 5, 12, 13, 14, 15 ,16, 17, 18, 19, 20,
21, 22, 23, 24, 25, 26, 27, 28, 29, and 30,
respectively, indicated R2 did not have output
recorded at 6:00 a.m.;

-November 12, 13, 14, 15,16, 17, 18, 19, 20, 21,
22,23, 24, 25, 26, 27, 28, 29, and 30,
respectively, indicated R2 did not have output
recorded at 9:00 a.m.;

-November 12, 13, 14, 15,16, 17, 18, 19, 20, 21,
22,23, 24, 25, 26, 27, 28, 29, and 30,
respectively, indicated R2 did not have output
recorded at 12:00 p.m.;

-November 12, 13, 14, 15,16, 17, 18, 19, 20, 21,
22,23, 24, 25, 26, 27, 28, 29, and 30,
respectively, indicated R2 did not have output
recorded at 3:00 p.m.;

-November 12, 13, 14, 15,16, 17, 18, 19, 20, 21,
22,23, 24, 25, 26, 27, 28, 29, and 30,
respectively, indicated R2 did not have output
recorded at 6:00 p.m.;

-November 6 Iindicated R2 did not receive
catheter care at 8:00 p.m.; and

-November 6, 8, 12, 13, 14, 15,16, 17, 18, 19,
20, 21, 22, 23, 24, 25, 26, 27, 28, 29, and 30,
respectively, indicated R2 did not have output
recorded at 9:00 p.m.

R2's records lacked documentation of the
services noted above, or the reason why the
service was not provided to R2.

On December 10, 2025, at 12:24 p.m.,
LALD/LPN-A stated ULPs were expected to
document services after the service was provided
to a resident or to document the reason a service
was not provided to a resident. LALD/LPN-A
further stated R2 was provided the services noted
above, however, ULPs did not document the
service provided.
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DISCHARGE SUMMARY

R1's diaghoses included right side hemiplegia
(paralysis or severe weakness In one side of the
body), hypertension (HTN- high blood pressure),
and depression.

R1's Service Plan (\Waiver)- Addendum to
Contract (service plan) dated July 1, 2025,
Indicated R1 received medication administration,
assistance with bathing, grooming, dressing,
toileting, transferring, and housekeeping.

R1's Discharge/ Transfer Summary dated
November 20, 2025, included R1's diagnhoses,
allergies, finance/care decisions, and R1 was
admitted to a skilled nurse facility.

R1's discharge lacked evidence of R1's status
from last assessment, a reconciliation of all
predischarge medications with the resident's
postdischarge prescribed and over-the-counter
medications, and a postdischarge plan that is
developed with the resident or resident's
representative that includes any arrangements
that have been made for the resident's follow-up
care, and any postdischarge medical and
nonmedical services the resident will need.

On December 8, 2025, at 2:07 p.m., LALD/LPN-A
stated R1's record lacked the required
documentation for a discharge, however, the
licensee was aware of the requirement.
LALD/LPN-A further stated the previous
registered nurse (RN) had quit the licensee the
same day R1 was discharged, and the discharge
paperwork was not completed as required.

The licensee's 2.38 Resident Record- Information
and Content policy dated January 1, 2025,
Minnesota Department of Health
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