DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
December 23, 2025

Licensee

Rizon Homes

4 3rd Avenue Southwest
Faribault, MN 55021

RE: Project Number(s) SL25128016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on December 3, 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 . .."

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;
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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.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

St - 0- 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00

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

appeal.

DOCUMENTATION OF ACTION TO COMPLY

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:

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

e 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.

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

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under
this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each

matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.
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To submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,

Jodi Johnson, Supervisor
State Evaluation Team

Email: Jodi.Johnson@state.mn.us
Telephone: 507-344-2730 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.
SL25128016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On December 1, 2025, through December 3, STATES,"PROVIDER'S PLAN OF
2025, the Minnesota Department of Health CORRECTION." THIS APPLIES TO
conducted a full survey resulting from a Change FEDERAL DEFICIENCIES ONLY. THIS
of Ownership at the above provider and the WILL APPEAR ON EACH PAGE.
following correction orders are issued. At the time
of the survey, there were six residents; six THERE IS NO REQUIREMENT TO
receiving services under the Assisted Living SUBMIT A PLAN OF CORRECTION FOR
Facility license. 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.
0 680 144G .42 Subd. 10 Disaster planning and 0 680
SS=F | emergency preparedness

(X6) DATE
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(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
licensee failed to have a written emergency
preparedness (EP) plan with all the required
content. This had the potential to affect all
residents, staff, and visitors of the facility.

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
Minnesota Department of Health
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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:

The licensee's Emergency Preparedness plan
dated September 18, 2025, was reviewed and
lacked the following:

-conduct exercises to test EP at least twice per
year, including unannounced staff drills using EP,
Including participating in an annual full-scale
exercise community based or annual individual
facility based functional exercise or if facility
experiences an actual emergency requiring
evacuation of plan, facility is exempt from
engaging In its next required full scale exercise;
conduct an additional annual exercise that may
Include a second full scale exercise community
based or an individual; facility based functional
exercise or mock disaster drill or table top
exercise.

On December 2, 2025, at 10:10 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated they had completed one of
the two required exercises but had not conducted
a second one as they thought the fire drills
counted as one.

The licensee's Emergency Response Reporting
and Review policy dated September 5, 2024,
Indicated it is the policy of the licensee to
effectively respond to, report, and review all
emergencies to ensure the safety of persons
receiving services and to promote the continuity
of services until emergencies are resolved.

No additional information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0 690 144G .43 Subdivision 1 Resident record 0 690
SS=C

(a) Assisted living facilities must maintain records
for each resident for whom it is providing
services. Entries In the resident records must be
current, legible, permanently recorded, dated,
and authenticated with the name and title of the
person making the entry.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure entries in the
resident records were authenticated by the name
and title of the person making the entry for one of
one resident (R1).

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

R1 was admitted on May 8, 2025, with diaghoses
that included diabetes.

On December 2, 2025, at 8:18 a.m., the surveyor
observed unlicensed personnel (ULP)-D
administer medications to R1.

R1's service plan dated May 8, 2024, indicated

Minnesota Department of Health
STATE FORM 6899 L NED11 If continuation sheet 4 of 31
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R1 received services to include grooming,
dressing, bathing, continence care, transferring,
daily weights, medication administration and
blood sugar checks.

R1's Activities of Dally Living (ADL) Record dated
November 2025, included staff initials, but lacked
staff name/sighature and credentials/title.

On December 1, 2025, at 12:27 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated all residents used the same
ADL Record template which did not include an
area for the staff's name/signature and
credentials/title. LALD/CNS-A stated the licensee
would update the form to include the missing
content.

No further information was provided.

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

8087%0 144G .43 Subd. 3 Contents of resident record 0730
Contents of a resident record include the
following for each resident:

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

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, If known;

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

Minnesota Department of Health
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documentation, and other relevant health
records;

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

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

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

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

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

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

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

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure the resident
record included the required documentation of all
provided services for one of one resident (R1).

Minnesota Department of Health
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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 Iisolated 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 was admitted on May 8, 2025, with diaghoses
that included diabetes.

On December 1, 2025, at 11:5 a.m., the surveyor
observed unlicensed personnel (ULP)-C assist
R1 with transferring out of his recliner.

R1's service plan dated May 8, 2024, indicated
R1 recelved services to include grooming,
dressing, bathing, continence care, transferring,
daily weights, medication administration and
blood sugar checks.

R1's Activities of Daily Living (ADL) Record dated
October 2025, through November 2025, did not
Include documentation of transfer assistance.

On December 2, 2025, at 8:56 a.m., licensed
practical nurse (LPN)-B reviewed R1's record and
stated it lacked documentation of transfer
assistance. LPN-B stated she would add an area

for the staff to document transfer assistance to
the ADL Record.

No further information was provided.

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

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

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
/9511, 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
fallure 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
December 2, 2025, for the specific violations

related the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

01380 144G.61 Subd. 2 (b) Training and evaluation of 01380
SS=F | unlicensed personn

Minnesota Department of Health
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(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident status:

(2) basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

(3) reading and recording temperature, pulse,
and respirations of the resident;

(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;

(5) safe transfer techniques and ambulation;
(6) range of motioning and positioning; and

(/) administering medications or treatments as
required.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure training and competency
was completed for two of two employees
(unlicensed personnel (ULP)-C and ULP-D) to

Include all required content.

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
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings include:

ULP-C
Minnesota Department of Health
STATE FORM 6899 L NED11 If continuation sheet 9 of 31
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ULP-C was hired on June 29, 2022, to provide
direct care and services to the facility's residents.

ULP-C's employee record lacked evidence of
competency evaluation for the following topics:
-safe transfer techniques and ambulation;
-range of motion and positioning

ULP-D
ULP-D was hired on March 17, 2022, to provide
direct care and services to the facility's residents.

ULP-D's employee record lacked evidence of
competency evaluation for the following topics:
-safe transfer techniques and ambulation;
-range of motion and positioning

On December 2, 2025, at 9:57 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A reviewed the licensee's training
documents and stated it did not include
competency evaluations for safe transfer
techniques and ambulation or range of motion
and positioning. LALD/CNS-A stated she would
add these areas to the training documents and
update all employee files.

The licensee'’s Assisted Living Orientation- ULP
policy dated September 4, 2024, indicated all
ULP would be trained and competency to include
the following topics:

-safe transfer techniques and ambulation

-range of motion and positioning

No further information was provided.

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

Minnesota Department of Health
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01620| 144G.70 Subd. 2 (c-e) Initial reviews, 01620

SS=F | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
Initial nursing assessment.

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

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

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

(2) as needed based on changes In the resident's
heeds: and

(3) at least every 90 calendar days.

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

(e) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (9), the facility shall complete an
Individualized initial review of the resident's needs
and preferences. The Initial review must be

Minnesota Department of Health
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completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(F) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever Is earlier.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) had completed and/or documented a
comprehensive assessment to include required
areas of assessment per Assisted Living
Facilities: Minnesota Rules Chapter 46359, for
one of one resident (R1). Further, the licensee
falled to ensure the RN conducted timely ongoing

nursing assessments 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
cause serious Injury, impairment, or death), 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:

R1 was admitted on May 8, 2025, with diaghoses
that included diabetes.

Minnesota Department of Health
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R1's service plan dated May 8, 2024, indicated
R1 received services to include grooming,
dressing, bathing, continence care, transferring,
medication administration and blood sugar
checks.

R1's assessments dated February 10, 2025, May
9, 2025, and June 8, 2025, were reviewed. R1's
record lacked an ongoing nurse assessment
which was due by September 6, 2025.

On December 1, 2025, at 12:04 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated the licensee completed the
"RN Re-evaluation” assessment for ongoing
assessments which was a condensed version of
the comprehensive assessment completed upon
admission. The surveyor and LALD/CNS-A
reviewed and compared the licensee's
comprehensive assessment to the Minnesota
Rules Chapter 4659, and noted the
comprehensive assessments did not include all
required areas.

On December 2, 2025, at 7:55 a.m., licensed
practical nurse (LPN)-B stated she spoke with the
registered nurse (RN) regarding R1's late
assessment. LPN-B stated the RN reviewed R1's
assessments and stated R1's June 8, 2025, may
have been dated incorrectly and should have
been dated August 6, 2025, instead of June 8,
2025.

The licensee's Initial and On-Going Nursing
Assessment of Residents policy dated June 8,
2023, indicated the RN will complete the
comprehensive ongoing assessment periodically
but no less than every 90-days. The
comprehensive assessment includes but may not

Minnesota Department of Health
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be limited to the requirements outlined by
Minnesota rules.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
01640 144G.70 Subd. 4 (a-e) Service plan, 01640

SS=D | implementation and revisions to

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

(d) The service plan and the revised service plan
must be entered into the resident record,
Including notice of a change in a resident's fees
when applicable.

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure a written
service plan was revised to reflect the current

Minnesota Department of Health
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services provided 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
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:

R1 was admitted on May 8, 2025, with diagnhoses
that included diabetes.

On December 1, 2025, at 11:15 a.m., the
surveyor observed R1 with bilateral TED
(thrombo-embolic deterrent) stockings (stockings
that apply compression to the lower legs and feet
to help prevent blood clots and swelling) on.

R1's service plan dated May 8, 2024, indicated
R1 received services to include grooming,
dressing, bathing, continence care, transferring,
daily weights, medication administration and
blood sugar checks.

R1's medication administration record (MAR)
dated December 2025, included the following:
-TED stockings; put on in the morning and take
off at bedtime

-Check Pulse every Wednesday

R1's record lacked documentation of dalily
weights.

R1's service plan did not include TED stockings
or weekly pulse checks.

Minnesota Department of Health
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On December 2, 2025, at 10:11 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A reviewed R1's service plan and
stated R1 no longer required daily weights, and
the service plan did not include TED stockings or
weekly pulse checks.
The licensee's Service Plan policy dated
September 4, 2024, indicated the service plan
would include a description of the services that
are to be provided based on the most recent
assessment and resident preferences.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
01730] 144G.71 Subd. 5 Individualized medication 01730

SS=D | management plan

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

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

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

Minnesota Department of Health
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(3) documentation of specific resident instructions
relating to the administration of medications;

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

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop an
Individualized medication management plan with
the 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
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 Imited number of staff are involved, or the
situation has occurred only occasionally).

The findings Include:

R1 was admitted on May 8, 2025, with diaghoses
that included diabetes.

On December 2, 2025, at 8:18 a.m., the surveyor
observed unlicensed personnel (ULP)-D
administer medications to R1.

R1's service plan dated May 8, 2024, indicated
R1 recelved services to include medication
administration.

R1's medication administration record (MAR)
dated December 2025, included the following
medications:

-acetaminophen 500 milligrams (mg); take one
tablet by mouth three times daily (pain)
-amiodarone 200 mg; take one tablet by mouth
dalily (blood pressure)

-atorvastatin 20 mg; take one tablet by mouth
dalily (cholesterol)

-diclofenac gel 1%; apply two grams topically to
left hip four times daily (pain)

-docusate sodium 100 mg; take one capsule by
mouth twice daily (constipation)

-Fish Qil 1,000 mg; take one capsule by mouth
daily (supplement)

-levothyroxine 88 micrograms (mcg); take one
tablet by mouth daily (thyroid)

-lisinopril 10 mg; take one tablet by mouth every
night at bedtime (blood pressure)

-metformin 500 mg; take one tablet by mouth
twice daily (diabetes)

-Miralax powder; mix 17 grams in 4-8 ounces of
water or juice dalily (constipation)
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-risperidone 1 mg; take one tablet by mouth every
night at bedtime (sleep)

-Tab-A-Vite; take one tablet by mouth daily
(supplement)

-tamsulosin 0.4 mg; take one capsule by mouth
every night at bedtime (prostate)

-Vitamin B Complex; take one capsule by mouth
daily (supplement)

-Vitamin D3 1,000 units; take one tablet by mouth
daily (supplement)

-warfarin 2.5 mg; take one and one-half tablets by
mouth every Monday, Wednesday and Friday
(blood thinner)

-warfarin 2.5 mg; take one tablet by mouth every
Sunday, Tuesday, Thursday, and Saturday (blood
thinner)

-acetaminophen 325 mg; take one tablet by
mouth every four hours as needed (pain)
-guaifenesin 600 mg; take one tablet by mouth
twice daily as needed for cough

-Ventolin HFA inhaler, inhaler one to two puffs by
mouth every four hours as needed for wheezing

R1's Individualized Medication Management Plan
dated December 30, 2024, lacked the following
required content:

-a description of storage of medications based on
the resident's needs and preferences
-documentation of specific resident instructions
relating to the administration of medications

On December 1, 2025, at 12:25 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A reviewed R1's medication
management plan and stated it did not include
the required content as noted above.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
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days
01750 144G.71 Subd. 7 Delegation of medication 01750

SS=F | administration

When administration of medications is delegated
to unlicensed personnel, the assisted living facility
must ensure that the registered nurse has:

(1) instructed the unlicensed personnel in the
proper methods to administer the medications,
and the unlicensed personnel has demonstrated
the ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
In the resident's records; and

(3) communicated with the unlicensed personnel
about the individual needs of the resident.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse documented resident-specific
Instructions for one of one resident (R1) whose
medication administration was delegated to
unlicensed personnel (ULP).

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
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

Minnesota Department of Health
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R1 was admitted on May 8, 2025, with diaghoses
that included diabetes.

R1's service plan dated May 8, 2024, indicated
R1 received services to include medication
administration.

DICLOFENAC GEL.:

R1's medication administration record (MAR)
dated December 2025, included the following
medication:

-Diclofenac Gel 1%; apply two grams topically to
left hip four times daily, order dated November
21, 2025

On December 2, 2025, at 8:26 a.m., the surveyor
observed ULP-D apply approximately one-half
Inch of diclofenac gel to R1's left hip. The
surveyor inquired how ULP-D measured the dose
of gel to administer. ULP-D stated she didn't
measure the amount and just knew about how
much was needed to cover the painful area of

R1's hip.

On December 2, 2025, at 10:15 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A and licensed practical nurse
(LPN)-B stated the staff did not have a way to
measure the two grams to be administered. The
licensee contacted R1's pharmacy and requested
a tool to measure the gel, and were told that a
measuring tool was included in the original
container the gel was delivered in. The licensee
was able to locate the measuring tool and would
educate staff on using it to measure the
prescribed dose going forward.

VENTOLIN INHALER

R1's MAR dated December 2025, included the
following medication:
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-Ventolin HFA Inhaler; inhale one to two puffs by
mouth every four hours as needed for wheezing

R1's record lacked sighed prescriber orders for
Ventolin HFA inhaler.

The licensee failed to have instructions for the
ULP to understand when to administer one puff or
two puffs of the Ventolin inhaler.

STANDING HOUSE ORDERS:
R1's record included Standing Order Medication
List, sighed by R1's provider on August 21, 2025.

ACETAMINOPHEN

-acetaminophen/Tylenol: two 325 milligram (mg)
tabs (tablet) or caps (capsule) by mouth every 4-6
hours as needed (PRN). Do not take more than
12 tabs or caps in 24 hour period. Or
-acetaminophen/Tylenol two 500 mg tab or cap by
mouth every 6 hours as needed. Do not take
more than 6 tabs or caps in a 24 hour period. For
liguid acetaminophen, see package instructions
for dosing.

The licensee failed to have instructions for the
ULP to understand when to administer
acetaminophen 325 mg tablets versus
acetaminophen 500 mg tablets. Further, the
licensee failed to have instructions for the ULP to
understand when to administer the
acetaminophen 325 mg tablets every four hours
versus every six hours.

COUGH MEDICINE

-Robitussin 10 milliliters (ml) by mouth every four
hours as needed or

-Mucinex 600 mg; one tab by mouth every 12
hours with 8 ounces of water.

-Diabetic Individuals: Diabetic Tussin 10 ml by
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mouth every four hours as needed (two
teaspoons (tsp) equals 10 ml)

The licensee falled to have instructions for the
ULP to understand which PRN medication for
cough should be used in which order.

CONSTIPATION

-Milk of Magnesia one ounce (30 ml) by mouth as
needed or

-Psyllium Fiber/Metamucil one rounded tsp in six
to eight ounces of juice or water up to three times
a day as needed or

-Metamucil wafers: two wafers up to three times a
day

The licensee falled to have instructions for the
ULP to understand the frequency in which milk of
maghnesia could be administered. Further, the
licensee failed to have instructions for the ULP to
understand which PRN medication for
constipation should be used in which order.

STOMACH UPSET

-225 mg aluminum hydroxide and 200 mg
magnesium hydroxide/Maalox: 1 teaspoon (15
ml) by mouth every 3-4 hours as needed (up to
four times in 24 hours) or

-500 mg calcium carbonate/Tums; 1-2 tablets

chewed thoroughly every hour as needed (up to
10 tabs each)

The licensee failed to have instructions for ULP to
understand which PRN medication for stomach
upset to administer in which order. Further, the
licensee failed to have instructions for the ULP to
understand when to administer Maalox every 3 or
4 hours and when to administer one tablet versus
two tablets of Tums.
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On December 2, 2025, at 10:20 a.m.,
_ALD/CNS-A and LPN-B reviewed the Standing
House Orders that were used for all residents
residing In the facility and stated it did not provide
resident-specific instructions as noted above.
LALD/CNS-A stated she would update the
standing house orders to provide specific
Instructions for each medication listed.

The licensee's Delegation of Nursing Tasks policy
dated September 4, 2024, indicted a registered
nurse (RN) would develop specific written
Instructions for each client (resident) and
document those instructions in the client's
(resident) medication record/MAR

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01820, 144G.71 Subd. 13 Prescriptions 01820
SS=D
There must be a current written or electronically
recorded prescription as defined in section
151.01, subdivision 164, for all prescribed
medications that the assisted living facility Is
managing for the resident.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure current
written or electronically recorded prescriptions
were obtained for all medications the provider
managed 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
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safety but had the potential to have harmed a
resident's health or safety) and was issued at an
Isolated scope (when one or a limited humber 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 was admitted on May 8, 2025, with diaghoses
that included diabetes.

On December 2, 2025, at 8:18 a.m., the surveyor
observed unlicensed personnel (ULP)-D
administer medications to R1.

R1's service plan dated May 8, 2024, indicated
R1 recelved services to include medication
administration.

R1's medication administration record (MAR)
dated December 2025, included the following:
-Ventolin HFA inhaler; inhale one to two puffs by
mouth every four hours as needed for wheezing

R1's record lacked prescriber orders for the
Ventolin HFA inhaler.

On December 1, 2025, at 12:29 p.m., licensed
practical nurse (LPN)-B reviewed R1's record and
stated she could not locate an order for R1's
Ventolin HFA inhaler. LPN-B stated R1 was
prescribed the inhaler after an acute respiratory
Infection and had not used it. LPN-B stated she
would contact R1's primary care provider and
request an order to discontinue It.

The licensee's Medication and Treatment Policy
dated July 2021, indicated medications and
treatments shall be administered only upon order
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of a physician or medical practitioner as allowed
by Minnesota State law. The prescribing
physician will be requested to include the dosage,
the number of doses, specific administration
times (if applicable), a stop date (if applicable),
and the route of administration for each
medication or treatment order.
No further information was provided.
TIME PERIOD FOR CORRECTION: Seven (7)
days
01940| 144G.72 Subd. 3 Individualized treatment or 01940

SS=D | therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include In the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
Individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy

Minnesota Department of Health
STATE FORM 6899 L NED11 If continuation sheet 26 of 31



PRINTED: 12/23/2025

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:
25128 B. WING 12/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4 3RD AVENUE SW
RIZON HOMES
FARIBAULT, MN 55021
(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)
01940 | Continued From page 26 01940

recelved, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop and
Implement a treatment or therapy management

plan to include 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) and was issued at an
Isolated scope (when one or a limited humber 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 was admitted on May 8, 2025, with diaghoses
that included diabetes.

On December 1, 2025, at 11:15 a.m., the
surveyor observed R1 with bilateral TED
(thrombo-embolic deterrent) stockings (stockings
that apply compression to the lower legs and feet
to help prevent blood clots and swelling) on.

R1's service plan dated May 8, 2024, indicated
R1 received services to include grooming,
dressing, bathing, continence care, transferring,
daily weights, medication administration and
Minnesota Department of Health
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blood sugar checks. R1's service plan did not
Include TED stockings or weekly pulse checks.

R1's medication administration record (MAR)
dated December 2025, included the following:
-TED stockings; put on in the morning and take
off at bedtime

-Check Pulse every Wednesday

-Blood Sugar checks three times weekly

R1's record lacked an individualized treatment
management plan to include:

-statement of the type of services that will be
provided

-documentation of specific resident instructions
relating to the treatments or therapy
administration

-Identification of treatment or therapy tasks that
will be delegated to unlicensed personnel
-procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatment or therapy services
-resident specific requirements relating to
documentation of treatment and therapy received,
verification that all treatment and therapy was
administered as prescribed and monitoring of
treatment or therapy to prevent possible
complications or adverse reactions.

On December 1, 2025, at 12:15 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated she thought treatments
could be listed within the medication
management plan instead of having a separate
treatment plan. The surveyor and LALD/CNS-A
reviewed R1's medication management plan and
LALD/CNS-A stated R1's medication plan did not
Include or list any of R1's treatments.

The licensee's Treatment or Therapy
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Management Services policy dated September 4,
2024, indicated the licensee would develop and
maintain a current individualized treatment and
therapy management plan for each resident to
Include:

a. a statement of the type of treatment or therapy
services that will be provided:

b. documentation of specific resident instructions
relating to the treatment or therapy service
administration;

c. Identification of treatments or therapy tasks
that will be delegated to unlicensed personnel in
accordance with current standards of delegation
practice;

d. procedures for notifying an RN or appropriate
licensed health professional when a problem
arises with treatment or therapy services; and

e. any resident-specific requirements relating to
documentation of treatment and therapy received,
verification that all treatment and therapy was
administer as prescribed and monitoring of
treatment or therapy in an effort to prevent
possible complications or adverse reactions

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01960 144G.72 Subd. 5 Documentation of 01960
SS=D | administration of treatments

Each treatment or therapy administered by an
assisted living facility must be In the resident
record. The documentation must include the
sighature and title of the person who
administered the treatment or therapy and must
Include the date and time of administration. \When
treatment or therapies are not administered as
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ordered or prescribed, the provider must
document the reason why it was not administered
and any follow-up procedures that were provided
to meet the resident’'s needs.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a blood sugar check was
completed according to prescriber orders 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) 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 was admitted on May 8, 2025, with diaghoses
that included diabetes.

R1's service plan dated May 8, 2024, indicated
R1 received services to include blood sugar
checks.

R1's sighed prescriber orders dated November
21, 2025, included the following order:
-Check glucose once dally as directed.

R1's medication administration record (MAR)
dated December 2025, indicated R1's blood
sugar was checked three times a week.

On December 1, 2025, at 12:39 p.m., licensed
practical nurse (LPN)-B stated R1's record lacked
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prescriber orders for blood sugar checks three
times a week. LPN-B stated she would contact
R1's primary care provider to obtain clarification
on If they should check R1's blood sugar once
dally or three times a week.

The licensee's Medication and Treatment Policy
dated July 2021, indicated medications and
treatments shall be administered only upon order
of a physician or medical practitioner as allowed
by Minnesota State law. The prescribing
physician will be requested to include the dosage,
the number of doses, specific administration
times (if applicable), a stop date (if applicable),
and the route of administration for each
medication or treatment order.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Mankato District Office
m Minnesota Department of Health
12 Civic Center Plaza, Suite 2105

DEPARTMENT Mankato, MN 56001

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
Establishment Info ——  — —License Info —Inspection Info
Rizon Homes License: HFID 25128 Report Number: F7990251020
4 3rd Avenue S\W Inspection Type: Full - Single
Faribault, MN 55021 Risk: Date: 12/3/2025 Time: 10:38:56 AM
Rice County License: Duration: minutes
Parcel: Expires on: Announced Inspection:
CFPM: Mary Ann Sand Total Priority 1 Orders: 0

Phone: CFPM #: 55490; Exp: 12/3/2027 Total Priority 2 Orders: 0

Total Priority 3 Orders: 0

Delivery:

No orders were issued for this inspection report.

Food & Beverage General Comment

WE DISCUSSED EMPLOYEE ILLNESS, COOLING, BAREHAND CONTACT PREVENTION, AND HANDWASHING. AN
EMPLOYEE ILLNESS LOG WAS ONSITE.

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 Mankato District Office inspection report number F7990251020 from 12/3/2023

Mary Ann Sand Ben Ische,
Public Health Sanitarian Supervisor

007-344-2/10
ben.ische@state.mn.us



Temperature Observations/Recordings Page: 1

Establishment Info Inspection Info
Rizon Homes Report Number: F7990251020
Faribault Inspection Type: Full
County/Group: Rice County Date: 12/3/2025

Time: 10:38:56 AM

Food Temperature: Product/Item/Unit: White Frigidaire Reach In Cheese; Temperature Process: Cold-Holding
Location: Reach-in Cooler at 40 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: Silver Frigidaire Reach In Hamburger; Temperature Process: Cold-Holding
Location: Reach-in Cooler at 39 Degrees F.

Comment:
Violation Issued?: No




Sanitizer Observations/Recordings Page: 1

Establishment Iffo —— X Inspection Info
Rizon Homes Report Number: F7990251020
Faribault Inspection Type: Full
County/Group: Rice County Date: 12/3/2025

Time: 10:38:56 AM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Dishwashing Area Equal To 180 Degrees F.

Comment:

Violation Issued?: No




- OF HEALTH

Physical Environment Inspection Report
ASSISTED LIVING | ASSISTED LIVING WITH DEMENTIA CARE

Project No: SL25128016 Date: 12/2/2025

Facility Name: Rizon Homes

Facility Address: 4 3 Ave. NW Faribault, MN 55021

XI 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. Open junction boxes and open-wiring splices shall be prohibited. Approved covers shall be provided for all
switch and electrical outlet boxes. [Minn. Stat. 144G.45 subd. 2; MSFC 604.6]

Comments: There were many open electrical boxes in the basement of the facility.

3. Single- and multiple-station smoke alarms shall be replaced when they fail to respond to operability tests
or exceed ten years from the date of manufacture. Smoke alarms shall be replaced with smoke alarms
having the same type of power supply. [Minn. Stat. 144G.45 subd. 2; MSFC 1103.8.1]

Comments: There were some smoke alarms that were 120-volt and were replaced with battery smoke
alarms in the facility. All 120-volt smoke alarms shall be kept in place and they shall be interconnected to
the rest of the smoke alarms in the facility.

4. Required egress window openings in rooms of care facilities licensed or registered by the state of
Minnesota shall have a minimum net clear opening area of 4.5 square feet (648 square inches). Opening
height and width dimensions shall not be less than 20 inches. The net clear opening dimensions shall be
the result of normal operation of the opening. [Minn. Stat. 144G.45 subd. 2; MSFC 1104.26.2, 1104.26.6.1]

Comments: The emergency escape rescue openings (windows) in resident rooms #2, 3, 4, 6, 7 and 8
measured 18” wide by 56” high by 23” sill height. These windows were tagged on the last survey and were

replaced.

Page | 1

Project Number: SL25128016
Facility Name: Rizon Homes Date: 12-2-25



