
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

NOTICE OF REMOVAL OF PROVISIONAL CONDITIONAL LICENSE - LICENSE GRANTED

Electronic Delivery

June 11, 2026

Licensee
RA&Z Nurses Assisted Living LLC
13409 Morgan Avenue South
Burnsville, MN 55337

RE: Initial License Number 417991
Health Facility Identification Number  (HFID) 40732
Project Number SL40732015

Dear Licensee:

On May 12, 2026, The Minnesota  Department  of Health (MDH) completed  a follow-up survey of your
facility to  determine  correction  of orders  found on the  survey completed  March 19, 2026. The
follow-up survey found the  facility to  be in substantial  compliance. Based on these  findings, the
conditions  on the  license were  removed  effective June 11, 2026.

Thi s is your off icia l notic e th at  you have been  gra nt  ed your  assiste  d livin g faci lity li cense.  You r
license effective and expiration dates  remain  the  same  as on your provisional license. Your updated
stat  us wil l be listed on the  licens e cert  ificate at  rene  wal, and thi s le tte  r se rves as proof in the
meantime.  If you have not  received a letter  from us with information  regarding renewing your license
within 60 days prior to  your expiration  date,  please  contact  us at  (651) 201-5273 or by email at
Health.assistedliving@state. mn.us.

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

Sincerely,

Rick Michals, J.D.
Executive Regional Operations  Manager

Minnesota  Department  of Health
Health  Regulation  Division

HHH

An equal  opportunity  employer. Letter ID: 292I_Revised 04/14/ 2023



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

NOTICE OF PROVISIONAL EXTENSION AND CONDITIONAL LICENSE

Electronically Delivered

April 13, 2026

Licensee
RA&Z Nurses Assisted Living Limited Liability Company
13409 Morgan Avenue South
Burnsville, MN 55337

RE: Provisional Conditional License Number 417991
Health Facility Identification Number (HFID) 40732
Project Number  SL40732015

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on March 19, 2026, for the  purpose
of assessing compliance with state  licensing statutes.  Based on the  survey results  you were  found not
to  be in substantial  compliance with the  laws pursuant  to  Minnesota  Statutes,  Chapter  144G.

As a result,  pursuant  to  Minn. Stat. § 144G.16, Subd. 3(b)(2), MDH is extending  the  provisional license
for 90-days and applying conditions  necessary  to  bring the  facility into substantial  compliance. The
prov isional license extens  ion and cond ition s are du e to ex pire July 12, 2026.

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 Assisted
Living Facilities. The assigned tag number  appears  in the  far left column entitled  "ID Prefix Tag." The
state  statute  number  and the  corresponding  text  of the  state  statute  out  of compliance are  listed in
the  "Summary Statement  of Deficiencies" column. This column also includes the  findings that  are  in
violation of the  state  statute  after  the  statement,  "This MN Requirement  is not  met  as evidenced  by .
. ."

IMPOSITION OF FINES
In accordance  with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement  actions  may be imposed
based  on the  level and scope of the  violations and may be imposed  immediately  with no opportunity
to  correct  the  violation first as follows:

Level 1: no fines or enforcement;
Level 2: a fine of $500 per  violation, in addition  to  any enforcement  mechanism  authorized  in

§ 144G.20;
Level 3: a fine of $1,000 per  incident,  in addition  to  any enforcement  mechanism

authorized  in § 144G.20;

An equal  opportunity  employer.  Letter ID: 175O



RA&Z Nurses Assisted Living Limited Liability Company
April 13, 2026
Page 2

Level 4: a fine of $3,000 per  incident,  in addition  to  any enforcement  mechanism  authorized  in
§ 144G.20;

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

MDH may assess  fines based  on the  level and scope of the  orders  outlined  below. The total  amount
of po tenti  al fi nes th at  may be ass essed  relate  d to th ese  correc  tion order  s is $1,50 0.00. MDH is no t
imposing these  fines against  your provisional  license  at  this  time.

St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection  And Physical Environment  - $500.00
St - 0 - 1290 - 144g.60 Subdivision 1 - Background Studies  Required  - $1,000.00

DOCUMENTATION OF ACTION TO COMPLY
In accorda nce with Mi nn. Stat.  § 144G.30, Sub d. 5(c), th e pr ovis iona l licens ee  must  doc ument  acti ons
taken  to  comply with the  correction  orders  and immediately correct  any reissued  orders  outlined  on
th e sta  te  form ; however,  pla ns of correc tion are  not requ  ired to  be subm itte  d for app roval. If
corrections  are  not  made,  MDH may impose  fines as described  above  and  in accordance  with
Minnesota  Statutes  144G.

The correction  order  documentation  should include the  following:

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

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

· Identify what  changes  to  your systems  and practices  were  made  to  ensure  compliance with
the  specific statute( s).

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

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

REQUESTING A HEARING
Alternatively, in accordance  with Minn. Stat. § 144G.31, Subd. 5(d), an assisted  living provider  that
has been  assessed  a fine under  this subdivision has a right to  a reconsideration  or a hearing  under
this section  and chapter  14. Pursuant  to  Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request  for a
hearing must  be in writing and received by MDH within 15 business  days of the  correction  order
receipt  date.  The request  must  contain  a brief and plain statement  describing each  matter  or issue
contested  and any new information  you believe constitutes  a defense  or mitigating factor.
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To submit  a hearing  request,  please  visit:
https: / / forms.web. health. state. mn.us/ form/ HRDAppealsForm.

To appe  al fi nes via re cons iderat  ion , pl ease  follow the procedu  re outl ined abo ve. Plea se no te  tha  t you
may request  a reconsideration  or a hearing,  but  not  both.  If you wish to  contest  tags without  fines in
a reconsideration  and tags with the  fines at  a hearing,  please  submit  two separate  appeals  forms at
the  website  listed above.

CONDITIONAL LICENSE ISSUED:
MDH will issue RA&Z Nurses Assisted Living Limited Liability Company a conditional  provisional
assisted  living facility license for 90 calendar  days from the  date  of this notice.  At an unannounced
point  in time,  within the  90 calendar  days, MDH will conduct  a follow-up survey, as defined  in Minn.
Stat. § 144G.30, Subd. 6. Based on the  results  of the  follow-up survey, MDH will determine  if RA&Z
Nurses Assisted Living Limited Liability Company is in substantial  compliance.

The following conditions  apply on the  conditional  provisional assisted  living facility license:

a. No new substa  ntia  ted  maltr  eatme  nt  alle gatio  ns: If any new investigations
begin in the  conditional  provisional license period,  and the  allegations are
substantiated,  MDH may pursue  additional  enforcement  actions up to  and
including immediate  temporary  suspension  and revocation  of the  provisional
license.

b. No ne w admis sion s: RA&Z Nurses Assisted Living Limited Liability Company
will not  admit  any new residents  under  its conditional  provisional assisted
living facility license until MDH removes  the  “no new admissions” condition.
RA&Z Nurses Assisted Living Limited Liability Company must  provide the
Department:

i. A list of the  names  and birthdates  of any individuals RA&Z Nurses
Assisted Living Limited Liability Company is currently  in the  process  of
admitting.  These individuals will be able to  continue  the  admittance
process.

ii. A list of all current  residents  including:
1. Name and birthdate  of each  resident
2. Current payment  source  for services
3. If Elderly Waiver, the  name  and contact  information  of the

care  coordinator/ case manager
4. If the  resident  is not  able to  make informed  decisions, the

name  of their  representative  and how to  contact  the
representative

c. Mo nitori ng vi sits: MDH may make unannounced  monitoring  visits to  assess  the
progress  of RA&Z Nurses Assisted Living Limited Liability Company to  correct  the
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violations cited during the  survey as well as to  determine  the  overall practice  of
RA&Z Nurses Assisted Living Limited Liability Company in meeting  the  needs  of
the  people  it serves.  In addition,  the  Office of Ombudsman  for Long-Term Care
(OOLTC) may also make unannounced  monitoring  visits to  determine  the  level of
satisfaction  of those  people  who receive provisional licensed assisted  living
services. The OOLTC will share  their  findings with MDH.

d. Follo w-up surv ey: At the  time of the  follow-up survey, MDH may pursue
additional  enforcement  actions,  up to  and including immediate  temporary
suspension  or revocation  of the  provisional license if MDH identifies any level
3 or 4 violations or widespread  care related  violations.

e.  Corr ecti ve Ac tio n Pla n: RA&Z Nurses Assisted Living Limited Liability
Company will develop  and work within a corrective  action plan (CAP). The
CAP is a working document  that  includes at  least  the  following information:

i. A statement  of the  concern
ii. A description  of what  will happen  to  correct  the  concern
iii. A target  date  for when  each  correction  will be complete
iv. Who is responsible  to  make sure  it happens
v. Current status  of correction  work
vi. Description of a plan to  monitor  and ensure  ongoing substantial  compliance

for each  corrected  order

RESULTS OF FOLLOW-UP EVALUATION DURING THE CONDITIONAL PROVISIONAL LICENSE PERIOD:
MDH will determine  if RA&Z Nurses Assisted Living Limited Liability Company is in substantial
compliance based  on the  results  of the  follow up survey. MDH will make this determination  within
the  90-day conditional  provisional license period.  If MDH determines  RA&Z Nurses Assisted Living
Limited Liability Company is in substantial  compliance on the  follow up survey, MDH will remove  the
conditions  and grant  the  assisted  living facility license to  RA&Z Nurses Assisted Living Limited Liability
Company. If MDH determines  RA&Z Nurses Assisted Living Limited Liability Company is not  in
substantial  compliance, MDH may deny the  license pursuant  to  Minn. Stat. § 144G.16, Subd. 3 (b) (2).

REQUEST FOR RECONSIDERATION:
Pursuant  to  Minn. Stat. §144G.16, Subd. 4, if a provisional licensee whose  assisted  living facility
license has been  denied,  or extended  with conditions,  disagrees  with the  action taken  against  the
provisional license under  this section,  the  provisional licensee may request  a reconsideration  no later
th an 15 calend ar days afte  r pr ovis iona l licens ee  receives no tice of the actio n. This is your only
ability to  request  a reconsideration  under  this  enforcement  action.

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

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.
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If you have any questions,  please  contact  Jodi Johnson directly at:  507-344-2730 or email at:
Jodi.Johnson@state. mn.us.

Sincerely,

Rick Michals, J.D.
Executive Regional Operations  Manager

Minnesota  Department  of Health
Health  Regulation  Division

HHH
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*****ATTENTION*****

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

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

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

INITIAL COMMENTS:

Minnesota  Department  of Health  is
documenting  the  State  Correction  Orders
using  federal  software.  Tag numbers  have
been  assigned  to Minnesota  State
Statutes  for Assisted  Living Facilities.  The
assigned  tag  number  appears  in the
far-left column  entitled  "ID Prefix  Tag." The
state  Statute  number  and  the
corresponding  text  of the  state  Statute  out
of compliance  is listed  in the  "Summary
Statement  of Deficiencies"  column.  This
column  also  includes  the  findings  which
are  in violation of the  state  requirement
after  the  statement,  "This  Minnesota
requirement  is not  met  as  evidenced  by."
Following the  evaluators'  findings  is the
Time Period  for Correction.

SL40732015- 0

On  March  17,  2026,  through  March  19,  2026,  the
Minnesota  Department  of Health  conducted  a  full
survey  at  the  above  provider  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  five residents;  five receiving
services  under  the  Provisional  Assisted  Living
Facility license.

1290:  An immediate  correction  order  was  issued
on  March  18,  2026,  at  a  level  3/Widespread  (I).
The  licensee  took  immediate  action;  however,  the
scope  and  level  remain  at  I.

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

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

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

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

0 660

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  LMEU11 If continuation  sheet  1 of 26
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0 660  Continued  From  page  1

(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.

0 660

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to maintain  a
tuberculosis  (TB) prevention  program,  based  on
the  most  current  guidelines  issued  by the  Centers
for Disease  Control  and  Prevention  (CDC)  which
included  completion  of a  two-step  TST  (tuberculin
skin  test)  or other  evidence  of TB screening  such
as  a  blood  test,  for one  of three  employees
(unlicensed  personnel  (ULP)-D).

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:
Minnesota  Department  of Health
STATE FORM 6899  LMEU11 If continuation  sheet  2 of 26
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The  licensee' s  TB facility risk assessment  dated
February  9,  2025,  indicated  the  licensee  was  a
low risk.

ULP-D was  hired  February  28,  2026,  to provide
direct  care  services.

On  March  18,  2026,  at  9:45  a. m. , the  surveyor
observed  ULP-D independently  transporting  R3
from his  bedroom  into the  dining  area.

ULP-D's  employee  file included  a  TB Screening
Tool for Health  Care  Workers  (HCWs)  dated
March  7,  2026.  ULP-D's  employee  file lacked
evidence  of completion  of a  two-step  TST  or
other  evidence  of TB testing.

On  March  19,  2026,  at  11:46  a. m. , clinical nurse
supervisor  (CNS) -B stated  ULP-B indicated  he
had  completed  TB testing  recently  through
another  employer  and  would  attempt  to obtain
evidence  of the  TB testing.

The  licensee' s  Tuberculosis
Screening/ Prevention  policy dated  August  4,
2025,  indicated:
Baseline  testing  is completed  on  hire  for all direct
care  providers  and  anyone  who visits  residents
(including  volunteers) .

The  Minnesota  Department  of Health  (MDH)
guidelines,  Regulations  for Tuberculosis  Control
in Minnesota  Health  Care  Settings  dated  July
2013,  and  based  on  CDC  guidelines,  indicated  an
employee  may  begin  working  with residents  after
a  negative  TB history  and  symptom  screen  (no
symptoms  of active  TB disease)  and  a  negative
IGRA (serum  blood  test)  or TST  (first step)  dated
within 90  days  before  hire.  The  second  TST  may

Minnesota  Department  of Health
STATE FORM 6899 LMEU11 If continuation  sheet  3 of 26
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0 660  Continued  From  page  3

be  performed  after  the  HCW (health  care  worker)
starts  working  with patients.  Baseline  TB
screening  should  be  documented  in the
employee' s  record. "

0 660

No further  information  was  provided.

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

0 775  144G. 45  Subd.  2.  (a)  Fire  protection  and  physical  0 775
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:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

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  the  potential  to
affect  a  large  portion  or all of the  residents) .

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated

Minnesota  Department  of Health
STATE FORM 6899 LMEU11 If continuation  sheet  4 of 26
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0 775  Continued  From  page  4

3/18/2026,  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

0 775

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

0 800  144G. 45  Subd.  2 (a)  (4) Fire  protection  and
SS= F 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.

0 800

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

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  the  potential  to
affect  a  large  portion  or all of the  residents) .
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The  findings  include:

0 800

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
3/18/2026,  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

0 810  144G. 45  Subd.  2 (b-f) Fire  protection  and
SS= F physical  environment

0 810

(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.
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(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.

0 810

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

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  the  potential  to
affect  a  large  portion  or all of the  residents) .

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
3/18/2026,  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

TIME PERIOD  FOR  CORRECTION:  Twenty  One
(21)  days.
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01290  144G. 60  Subdivision  1 Background  studies
SS= I required

01290

01290

(a)  Employees,  contractors,  and  regularly
scheduled  volunteers  of the  facility are  subject  to
the  background  study  required  by section
144. 057  and  may  be  disqualified  under  chapter
245C.  Nothing  in this  subdivision  shall  be
construed  to prohibit  the  facility from requiring
self- disclosure  of criminal  conviction  information.
(b) Data  collected  under  this  subdivision  shall  be
classified  as  private  data  on  individuals  under
section  13. 02,  subdivision  12.
(c) Termination  of a  staff  member  in good  faith
reliance  on  information  or records  obtained  under
this  section  regarding  a  confirmed  conviction
does  not  subject  the  assisted  living facility to civil
liability or liability for unemployment  benefits.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  a  background  study  was
current  and  eligible  on  NETStudy  2.0 (web- based
system  for submitting  background  study  requests
to the  Department  of Human  Services  (DHS))
with the  assisted  living license  for one  of eight
employees  (unlicensed  personnel  (ULP)-D). This
had  the  potential  to affect  all residents  residing  in
the  facility. This  resulted  in an  immediate
correction  order  issued  on  March  18,  2026.

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

01290

The  findings  include:

On  March  18,  2026,  at  9:45  a. m.  ULP-D was
observed  independently  assisting  R3  into his
wheelchair  and  transporting  him from his
bedroom  into the  dining area.

ULP-D was  hired  on  February  28,  2026,  to
provide  direct  care  and  services  for the  licensee' s
residents.

NETStudy  2.0 employee  roster  for Health  Facility
identification  number  (HFID#) 40732  indicated
ULP-D had  been  permanently  hired  on  March  5,
2026.  ULP-D's  separated  date  was  recorded  as
March  10,  2026;  reason  indicated:  No Consent.

On  March  18,  2026,  at  10:16  a. m.  assisted  living
director  in residence/ registered  nurse
(ALDIR/RN)-A stated  she  had  discussed  with
ULP-D more  than  once  that  he  needed  to go  in
for fingerprinting  and  thought  that  he  had
completed  this.

The  licensee' s  4.02  Background  Studies  policy
dated  September  24,  2024,  indicated  the  licensee
will conduct  a  Minnesota  Department  of Human
Services  Background  Study  on  all employees,
volunteers,  and  contractors.  No employee  may
provide  direct  services  and  have  independent
direct  contact  with any  residents  until acceptable
result  of the  background  study  have  been
received.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Immediate
Minnesota  Department  of Health
STATE FORM 6899 LMEU11 If continuation  sheet  9 of 26
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On  March  18,  2026,  the  licensee  took  immediate
action;  however,  the  scope  and  level  remains  at  I.

01470  144G. 63  Subd.  2 Content  of required  orientation
SS= D

(a)  The  orientation  must  contain  the  following
topics:
(1) an  overview  of this  chapter;
(2) an  introduction  and  review  of the  facility's
policies  and  procedures  related  to the  provision
of assisted  living services  by the  individual  staff
person;
(3) handling  of emergencies  and  use  of
emergency  services;
(4) compliance  with and  reporting  of the
maltreatment  of vulnerable  adults  under  section
626. 557  to the  Minnesota  Adult Abuse  Reporting
Center  (MAARC);
(5) the  assisted  living bill of rights  and  staff
responsibilities  related  to ensuring  the  exercise
and  protection  of those  rights;
(6) the  principles  of person- centered  planning
and  service  delivery  and  how they  apply  to direct
support  services  provided  by the  staff  person;
(7) handling  of residents'  complaints,  reporting  of
complaints,  and  where  to report  complaints,
including  information  on  the  Office  of Health
Facility Complaints;
(8) consumer  advocacy  services  of the  Office  of
Ombudsman  for Long-Term Care,  Office of
Ombudsman  for Mental  Health  and
Developmental  Disabilities,  Managed  Care
Ombudsman  at  the  Department  of Human
Services,  county- managed  care  advocates,  or
other  relevant  advocacy  services;  and
(9) a  review  of the  types  of assisted  living
services  the  staff  member  will be  providing  and
the  facility's  category  of licensure.

01470

Minnesota  Department  of Health
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(b) In addition  to the  topics  in paragraph  (a) ,
orientation  may  also  contain  training  on  providing
services  to residents  with hearing  loss.  Any
training  on  hearing  loss  provided  under  this
subdivision  must  be  high quality  and  research
based,  may  include  online  training,  and  must
include  training  on  one  or more  of the  following
topics:
(1) an  explanation  of age- related  hearing  loss
and  how it manifests  itself,  its prevalence,  and
the  challenges  it poses  to communication;
(2) health  impacts  related  to untreated
age- related  hearing  loss,  such  as  increased
incidence  of dementia,  falls,  hospitalizations,
isolation,  and  depression;  or
(3) information  about  strategies  and  technology
that  may  enhance  communication  and
involvement,  including  communication  strategies,
assistive  listening  devices,  hearing  aids,  visual
and  tactile  alerting  devices,  communication
access  in real  time,  and  closed  captions.

01470

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  one  of two employees
(unlicensed  personnel  (ULP)-E) received
orientation  to assisted  living facility licensing
requirements  and  regulations  before  providing
services.

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
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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) .

01470

The  findings  include:

ULP-E was  hired  on  November  4, 2025,  to
provide  direct  care  and  services  under  the
licensee' s  Provisional  Assisted  Living license.

ULP-E's  employee  record  did not  include  the
following required  orientation  content:
- an  overview  of the  144G  statutes,  and
- consumer  advocacy  services  of the  Office  of
Ombudsman  for Long-Term Care,  Office of
Ombudsman  for Mental  Health  and
Developmental  Disabilities,  Managed  Care
Ombudsman  at  the  Department  of Human
Services,  county- managed  care  advocates,  or
other  relevant  advocacy  services.

On  March  19,  2026,  at  11:46  a. m. , assisted  living
director  in residence/ registered  nurse
(ALDIR/RN)-A reviewed  ULP-E's  training  record
and  stated  the  above  trainings  had  not  been
completed.

The  licensee' s  Staff  Orientation  and  Education
policy dated  August  4,  2025,  indicated:
3.  Orientation  topics  will include,  but  not  be
limited to,  the  following

a.  Overview  of Minnesota  Assisted  Living
Stature  144G  and  Minnesota  Rules  Chapter  4659

i. Consumer  advocacy  services,  including
i. Office  of Ombudsman  for

Long-Term-Care
ii. Office  of Ombudsman  for Mental

Health  and  Developmental  Disabilities
iii. Managed  Care  Ombudsman  at  the

Department  of Human  Services
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iv. County  managed  care  advocates
v. Other  advocacy  services

01470

No further  information  was  provided.

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

01530  144G. 64  (a)  (1-2) Training  in Dementia,  Mental
SS= E Illness,  and  De-

01530

(a)  All assisted  living facilities  must  meet  the
following dementia  care,  mental  illness,  and
de- escalation  training  requirements:
(1) supervisors  of direct- care  staff  must  have  at
least  eight  hours  of initial training  on  dementia
topics  specified  under  paragraph  (b), clauses  (1)
to (5), and  two hours  of initial training  on  mental
illness  and  de- escalation  topics  specified  under
paragraph  (b), clauses  (6) to (8), within 120
working  hours  of the  employment  start  date.
Supervisors  must  have  at  least  two hours  of
training  on  topics  related  to dementia  and  one
hour  of training  on  topics  related  to mental  illness
and  de- escalation  for each  12  months  of
employment  thereafter;
(2) direct- care  staff  must  have  completed  at  least
eight  hours  of initial training  on  dementia  topics
specified  under  paragraph  (b), clauses  (1) to (5),
and  two hours  of initial training  on  mental  illness
and  de- escalation  topics  specified  under
paragraph  (b), clauses  (6) to (8), within 160
working  hours  of the  employment  start  date.  Until
this  initial training  is complete,  a  staff  member
must  not  provide  direct  care  unless  there  is
another  staff  member  on  site  who has  completed
the  initial eight  hours  of training  on  topics  related
to dementia  and  the  initial two hours  of training  on
topics  related  to mental  illness  and  de- escalation
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and  who can  act  as  a  resource  and  assist  if
issues  arise.  A trainer  of the  requirements  under
paragraph  (b) or a  supervisor  meeting  the
requirements  in clause  (1) must  be  available  for
consultation  with the  new  staff  member  until the
training  requirement  is complete.  Direct- care  staff
must  have  at  least  two hours  of training  on  topics
related  to dementia  and  one  hour  of training  on
topics  related  to mental  illness  and  de- escalation
for each  12  months  of employment  thereafter;

01530

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  direct  care
staff  received  the  required  eight  hours  of
dementia  care  training,  and  two hours  of initial
training  on  mental  illness  and  de- escalation  topics
for two of two employees  (assisted  living director
in residence/ registered  nurse  (ALDIR/RN)-A and
unlicensed  personnel  (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:

ALDIR/RN-A
ALDIR/RN-A was  hired  on  May 4,  2025,  to
provide  direct  care  services  to the  licensee' s
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residents  and  provided  oversight  and  supervision
of staff.

01530

On  March  18,  2026,  at  9:56  a. m. , the  surveyor
observed  ALDIR/RN-A administering  medications
to R3.

ALDIR/RN-A's  employee  record  lacked  evidence
of completing  mental  illness  and  de- escalation
training.  In addition,  ALDIR/RN-A received  5.75
hours  of dementia  care  training,  not  the  required
eight  hours  of training  within 120  working  hours  of
the  employment  start  date  as  required.

ULP-E
ULP-e  was  hired  November  4,  2025,  to provide
direct  care  services  to the  residents  of the
licensee.

ULP-E's  employee  record  lacked  evidence  of
completing  mental  illness  and  de- escalation
training.  In addition,  ULP-E completed  6.75
hours  of dementia  care  training,  not  the  required
eight  hours  of training  within 160  working  hours  of
the  employment  start  date  as  required.

On  March  19,  2026,  at  11:46  a. m. , ALDIR/RN-A
reviewed  her  own and  ULP-E's  education
transcripts,  and  stated  they  had  not  completed
the  above  trainings  within the  required  timeframe.

The  licensee' s  Education  on  Dementia  policy
dated  August  4, 2025,  indicated:
1.  Supervisors  of direct- care  staff  will have  at
least  eight  (8) hours  of initial education  within 120
hours  of employment  start  date  in the  following
topics:

a.  An explanation  of Alzheimer' s  Disease
and  other  dementias

b.  Assistance  with activities  of daily living
Minnesota  Department  of Health
STATE FORM 6899 LMEU11 If continuation  sheet  15  of 26



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  04/13/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

40732 B. WING _____________________________ 03/19/2026

NAME OF  PROVIDER  OR  SUPPLIER

RA&Z NURSES  ASSISTED  LIVING LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

13409  MORGAN AVE S
BURNSVILLE,  MN 55337

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01530  Continued  From  page  15

(ADL's)
c.  Problem  solving  with challenging

behaviors
d.  Communication  skills
e.  Person- centered  planning  and  service

delivery
3.  Direct  care  employees  must  have  completed
at  least  eight  (8) hours  of initial education  within
160  hours  of employment  start  date  in the
following topics:

a.  An explanation  of Alzheimer' s  Disease
and  other  dementias

b.  Assistance  with activities  of daily living
(ADL's)

c.  Problem  solving  with challenging
behaviors

d.  Communication  skills
e.  Person- centered  planning  and  service

delivery

01530

The  licensee' s  Education  on  Mental  Illness  and
De-escalation  policy dated  August  4,  2025,
indicated:
1.  Supervisors  of direct- care  staff  will have  at
least  two (2) hours  of initial education  within 120
hours  of employment  start  date  in the  following
topics:

a.  Recognizing  symptoms  of common
mental  illness  diagnoses,  including  but  not  limited
to mood  disorders,  anxiety  disorders,  trauma  and
stressor  related  disorders,  personality  and
psychotic  disorders,  substance  use  disorder,  and
substance  misuse;

b.  De-escalation  techniques  and
communication;  and

c.  Crisis  resolution  and  suicide  preventions,
including  procedures  for contacting  county  crisis
response  teams  and  988  suicide  and  crisis
lifelines.
3.  Direct  care  employees  must  have  completed
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at  least  two (2) hours  of initial education  within
160  hours  of the  employment  start  date  in the
following topics:

a.  Recognizing  symptoms  of common
mental  illness  diagnoses,  including  but  not  limited
to mood  disorders,  anxiety  disorders,  trauma  and
stressor  related  disorders,  personality  and
psychotic  disorders,  substance  use  disorder,  and
substance  misuse;

b.  De-escalation  techniques  and
communication;  and

c.  Crisis  resolution  and  suicide  preventions,
including  procedures  for contacting  county  crisis
response  teams  and  988  suicide  and  crisis
lifelines

01530

No further  information  was  provided.

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

01610  144G. 70  Subd.  2 (a-b) Initial reviews,
SS= D assessments,  and  monitoring

01610

(a)  Residents  who are  not  receiving  any  assisted
living services  shall  not  be  required  to undergo  an
initial nursing  assessment.
(b) An assisted  living facility shall  conduct  a
nursing  assessment  by a  registered  nurse  of the
physical  and  cognitive  needs  of the  prospective
resident  and  propose  a  temporary  service  plan
prior to the  date  on  which  a  prospective  resident
executes  a  contract  with a  facility or the  date  on
which  a  prospective  resident  moves  in, whichever
is earlier.  If necessitated  by either  the  geographic
distance  between  the  prospective  resident  and
the  facility, or urgent  or unexpected
circumstances,  the  assessment  may  be
conducted  using  telecommunication  methods
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based  on  practice  standards  that  meet  the
resident' s  needs  and  reflect  person- centered
planning  and  care  delivery.

01610

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  a  registered  nurse  (RN)
conducted  an  initial assessment  for one  of one
resident  (R1)  prior to initiation of services.

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

The  findings  include:

R1 admitted  to the  licensee  on  September  11,
2025,  with diagnoses  including  type  I diabetes,
chronic  kidney  disease,  hypertension  (high blood
pressure) , chronic  pain  syndrome,  and  bipolar  II
disorder.

R1's  Service  Plan  signed  September  11, 2025,
included  assistance  with dressing,  bathing,
compression  stockings,  medication
administration,  blood  glucose  monitoring,
continuous  positive  airway  pressure  (CPAP)
machine,  wound  care,  behavior  management,
toileting,  housekeeping,  and  laundry.

R1's  Service  Recap  Summary  dated  September
2025,  indicated  R1  received  services  the  evening
of September  11, 2025.
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R1's  admission  assessment  was  dated
September  13,  2025;  two days  after
admission/ start  of services.

On  March  19,  2026,  at  11:46  a. m. , clinical nurse
supervisor  (CNS) -B stated  she  had  completed  a
pre- admission  assessment  on  paper  in R1' s
home  prior to moving  in and  receiving  services
from the  licensee.  CNS- B was  unsure  if she  still
had  the  assessment  although  would  attempt  to
locate  it.

The  licensee' s  Assessment  and  Reassessment
policy dated  August  4,  2025,  indicated:
2.  The  initial RN assessment  shall  be  completed
prior to the  date  on  which  the  prospective
resident  executes  a  contract  or on  the  date  on
which  the  prospective  resident  moves  in,
whichever  is earlier.

No further  information  was  provided.

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

01700  144G. 71  Subd.  2 Provision  of medication
SS= D management  services

01700

(a)  For  each  resident  who requests  medication
management  services,  the  facility shall,  prior to
providing  medication  management  services,  have
a  registered  nurse,  licensed  health  professional,
or authorized  prescriber  under  section  151. 37
conduct  an  assessment  to determine  what
medication  management  services  will be
provided  and  how the  services  will be  provided.
This  assessment  must  be  conducted  face- to-face
with the  resident.  The  assessment  must  include
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an  identification  and  review  of all medications  the
resident  is known  to be  taking.  The  review  and
identification  must  include  indications  for
medications,  side  effects,  contraindications,
allergic  or adverse  reactions,  and  actions  to
address  these  issues.
(b) The  assessment  must  identify interventions
needed  in management  of medications  to prevent
diversion  of medication  by the  resident  or others
who may  have  access  to the  medications  and
provide  instructions  to the  resident  and  legal  or
designated  representatives  on  interventions  to
manage  the  resident' s  medications  and  prevent
diversion  of medications.  For  purposes  of this
section,  "diversion  of medication"  means  misuse,
theft,  or illegal or improper  disposition  of
medications.

01700

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  registered  nurse
(RN) conducted  a  face- to-face  medication
management  assessment  to include  all required
content  for one  of one  resident  (R1) , prior to
providing  medication  management  services.

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

The  findings  include:

R1 admitted  to the  licensee  on  September  11,
Minnesota  Department  of Health
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2025,  with diagnoses  including  type  I diabetes,
chronic  kidney  disease,  hypertension  (high blood
pressure) , chronic  pain  syndrome,  and  bipolar  II
disorder.

01700

R1's  Service  Plan  signed  September  11, 2025,
included  assistance  with medication
administration.

R1's  Service  Recap  Summary  dated  September
2025,  indicated  R1  received  medication
administration  services  the  evening  of September
11, 2025.

R1's  admission  assessment  was  dated
September  13,  2025;  two days  after
admission/ start  of services.

On  March  19,  2026,  at  11:46  a. m.  clinical nurse
supervisor  (CNS) -B stated  she  had  completed  a
pre- admission  assessment  on  paper  in R1' s
home  prior to moving  in and  receiving  services
from the  licensee.  CNS- B further  stated  this
included  an  assessment  of all R1's  medications
and  services  needed.  CNS- B was  unsure  if she
still had  the  assessment,  although  she  would
attempt  to locate  it.

The  licensee' s  Assessment  of Medications  policy
dated  August  4,  2025,  indicated:  Prior  to
providing  medication  management  services,
[Licensee  name]  will provide  an  assessment  by a
registered  nurse  (RN) to determine  what
medication  management  services  will be  provided
and  how they  will be  implemented.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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01760  144G. 71  Subd.  8 Documentation  of
SS= D administration  of medication

01760

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

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  medication
procedures  were  followed  during  medication
administration  for 1 of 3 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  end  stage  renal  disease
and  major  depressive  disorder.
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R4's  Service  Plan  signed  December  20,  2025,
indicated  R4  received  services  which  included
medication  administration.

01760

On  March  18,  2026,  at  8:32  a. m. , the  surveyor
observed  assisted  living director  in
residence/ registered  nurse  (ALDIR/RN)-A
obtaining  R4's  morning  medications  from the
locked  medication  cabinet.  R4' s  medications  had
been  previously  set  up  by a  RN in a  weekly
medication  pill organizer  (medi- minder)  that  was
sectioned  off for each  day  of the  week  by time
(AM, PM, Bedtime) . ALDIR/RN-A obtained  the
"Tuesday"  section  of the  medi- minder;  prior to
putting  the  medications  into a  medicine  cup,  the
surveyor  reminded  ALDIR/RN-A that  it was
Wednesday  and  not  Tuesday.  ALDIR/RN-A
returned  the  Tuesday  medications  to the
medication  cabinet  and  obtained  the  pre- setup
medication  marked  "Wednesday" . Upon
visualizing  the  slot  for the  AM medications,
ALDIR/RN-A stated  there  were  no  medications  in
the  AM slot.  ALDIR/RN-A then  asked  R4  if he
had  already  taken  his  morning  medications  and
he  responded,  "Yes". ALDIR/RN-A stated  the
overnight  shift must  have  given  R4  his
medications  early  per  the  resident  request.  The
surveyor  asked  ALDIR/RN-A to show  the  surveyor
documentation  of R4' s  administered  morning
medications.  ALDIR/RN-A brought  up  R4' s
medication  administration  record  (MAR) on  the
computer.  ALDIR/RN-A then  stated  the  overnight
staff  had  not  documented  administration  of the
medications  as  required.  ALDIR/RN-A then
called  the  unlicensed  personnel  (ULP) who had
administered  R4' s  medications;  ALDIR/RN-A
stated  the  ULP admitted  she  had  administered
R4's  morning  medications,  although  she  had  not
documented  the  administration  in the  MAR or put
a  note  in the  communication  book.  ALDIR/RN-A
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then  charted  that  the  medications  had  been  given
early  at  6:30  a. m.  per  resident  request.

01760

The  licensee' s  Medication  Documentation  policy
dated  August  4, 2025,  indicated:
1.  Complete  documentation  of medication
administration  includes  the  following

a.  Resident' s  name
b.  Medication  name
c.  Mediation  dosage
d.  Date  and  time  of administration
e.  Method/ route  of administration
f. Signature  and  Title of staff  administering

the  medication
4.  Documentation  of medication  administration
and  medication  set  up  will be  completed
promptly.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

01970  144G. 72  Subd.  6 Treatment  and  therapy  orders
SS= D

There  must  be  an  up- to-date  written  or
electronically  recorded  order  from an  authorized
prescriber  for all treatments  and  therapies.  The
order  must  contain  the  name  of the  resident,  a
description  of the  treatment  or therapy  to be
provided,  and  the  frequency,  duration,  and  other
information  needed  to administer  the  treatment  or
therapy.  Treatment  and  therapy  orders  must  be
renewed  at  least  every  12  months.

01970

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  up- to-date

Minnesota  Department  of Health
STATE FORM 6899  LMEU11 If continuation  sheet  24  of 26



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  04/13/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

40732 B. WING _____________________________ 03/19/2026

NAME OF  PROVIDER  OR  SUPPLIER

RA&Z NURSES  ASSISTED  LIVING LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

13409  MORGAN AVE S
BURNSVILLE,  MN 55337

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01970  Continued  From  page  24

written  or electronically  recorded  orders  were
maintained  for one  of one  resident  (R1)  receiving
treatments.

01970

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  March  18,  2026,  at  12:30  p.m., the  surveyor
observed  R1  seated  on  the  couch  in the  lower
level  playing  a  video  game.  R1  had  compression
stockings  on  his  lower  legs  bilaterally.  R1  stated
staff  assisted  him with applying/ removing  and
cleaning  the  stockings.

R1  was  admitted  to the  licensee  on  September
11, 2025,  with diagnoses  including  type  I
diabetes.

R1's  Service  Plan  signed  September  11, 2025,
included  assistance  with compression  stockings.

R1's  medical  record  lacked  evidence  of a
prescriber  order  for the  compression  stockings.

On  March  19,  2026,  at  11:46  a. m.  clinical nurse
supervisor  (CNS) -B reviewed  R1' s  medical  record
and  was  unable  to find evidence  of a  current
physician  order  for R1' s  compression  stockings.

The  licensee' s  Prescriber' s  Orders  policy dated
August  4,  2025,  indicated:
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01970  Continued  From  page  25

1.  Written  orders  from an  authorized  prescriber
will be  obtained  for all medications  and
treatments  with which  the  assisted  living facility
assists  residents,  including  over  the  counter
medications.

01970

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
RA&Z NURSES ASSISTED LIVING LL
13409 MORGAN AVE S
Burnsville, MN 55337
Dakota County
Parcel:

Phone:

License Info
License: HFID 40732

Risk:
License:
Expires on:
CFPM:
CFPM #: ; Exp:

Inspection Info
Report Number: F1018261061
Inspection Type: Full - Single
Date: 3/17/2026 Time: 3:21:46 PM
Duration: minutes
Announced Inspection:
Total Priority 1 Orders: 0
Total Priority 2 Orders: 0
Total Priority 3 Orders: 0
Delivery:

No orders were issued for this inspection report.

Food & Beverage General Comment
The inspection was completed with the operator then reviewed with MDH Nurse Evaluator Wendy Buckholz

The establishment has a residential kitchen and serves food prepared that day. The kitchen has wood cabinets,
wood floor,
painted walls, laminate counter top, and a smooth painted ceiling.

A two basin sink is located in the kitchen. One basin is designated for hand washing.

A dishwasher with sanitize function is available for use.

Discussed hand washing, ware washing, staff illness policy, temperature control, final cook temperatures,
cleaning, serving
highly susceptible populations, food storage, and food handling procedures.

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I  acknowledge receipt of the Metro District Office inspection report number F1018261061 from 3/17/2026

Mira Muktar
Manager

Rebecca Prestwood, REHS
Public Health Sanitarian 3
651-201-3777
rebecca.prestwood@state.mn.us



Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164

Temperature Observations/Recordings Page: 1

Establishment Info
RA&Z NURSES ASSISTED LIVING LL
Burnsville
County/Group: Dakota County

Inspection Info
Report Number: F1018261061

Inspection Type: Full
Date: 3/17/2026

Time: 3:21:46 PM

Food Temperature: Product/Item/Unit: butter; Temperature Process: Cold-Holding
Location: Refrigerator at 40 Degrees F.
Comment:
Violation Issued?: No

Food Temperature: Product/Item/Unit: cheese; Temperature Process: Cold-Holding
Location: Refrigerator at 40 Degrees F.
Comment:
Violation Issued?: No



Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164

Sanitizer Observations/Recordings Page: 1

Establishment Info
RA&Z NURSES ASSISTED LIVING LL
Burnsville
County/Group: Dakota County

Inspection Info
Report Number: F1018261061

Inspection Type: Full
Date: 3/17/2026

Time: 3:21:46 PM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen Equal To 160 Degrees F.
Comment:
Violation Issued?: No



Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL40732015-0 Date: 3/18/2026

Facility Name: RA&Z NURSES ASSISTED LIVING LLC

Facility Address: 13409 MORGAN AVE S, BURNSVILLE, MN 55337

�  TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. Egress doors shall be readily operable from the egress side without the use of a key or special
knowledge. [Minn. Stat. 144G.45 subd. 2; MSFC 1010.2]

Comments: Facility front egress door has two knobs and latches that both need to operate to release
the door and allow it to open.

�  TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. The physical environment, including walls, floors, ceiling, all furnishings, grounds, systems, and
equipment are 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. [Minn.
Stat. 144G.45 subd.2]

Comments: Facility had a curtain rod and curtain going across the ceiling in resident room 1 for privacy,
passing next to the hard-wired alarm. Detectors must not be blocked by furniture, curtains, or
decorations, particularly.

Project Number: SL40732015-0
Facility Name: RA&Z NURSES ASSISTED LIVING LLC Date: 3/18/2026

Page | 1



�  TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans that include
employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45 subd.2]

Comments: The FSEP included standard employee 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 plan included the acronym R.A.C.E. (Rescue, Alarm, Confine, and Extinguish or
Evacuate).

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans that include fire
protection procedures necessary for residents. [Minn. Stat. 144G.45 subd.2]

Comments: The FSEP did not identify specific fire protection actions for residents. There was no section in
the plan that addressed the responsibilities or basic evacuation procedures that residents should follow in
case of a fire or similar emergency.

3. Employees of assisted living facilities shall receive training on the fire safety and evacuation plans upon
hiring and at least twice per year thereafter. [Minn. Stat. 144G.45 subd.2]

Comments: The licensee provided staff training records from a web-based training site, the training
documentation record lacked any training on the facility specific, fire safety and evacuation plan.

4. 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. [Minn. Stat. 144G.45 subd.2]

Comments: Licensed assisted living director (LALD)-A, lacked documentation showing any training was
offered or training was scheduled for a future date for residents on the fire safety and evacuation plan.

Project Number: SL40732015-0
Facility Name: RA&Z NURSES ASSISTED LIVING LLC Date: 3/18/2026
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