m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
April 2, 2024

Licensee

Motivate Home Services
4522 Kathrene Drive
Brooklyn Center, MN 55429

RE: Project Number(s) SL36720015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 14, 2024, 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 listed in the "Summary
Statement of Deficiencies"” column. This column also includes the findings that are in violation of the state
statute after the statement, "This MN Requirement is not met as evidenced by . . ."

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope of the
violations; however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to comply with

the correction orders within the time period outlined on the state form; however, plans of correction are not
required to be submitted for approval.

The correction order documentation should include the following:

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

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

e |dentify what changes to your systems and practices were made to ensure compliance with the specific

statute(s).
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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. 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 inputis 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. Itis 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,
il
7

Jess Schoenecker, Supervisor

State Evaluation Team

Email: Jess.Schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290

AH
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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 License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL36720015-0
PLEASE DISREGARD THE HEADING OF
On March 11, 2024 through March 14, 2024, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a full STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were two residents receiving WILL APPEAR ON EACH PAGE.
services under the Assisted Living license.
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
subd. 1, 2, and 3.
0480| 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements
(13) offer to provide or make available at least the
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0480 | Continued From page 1 0 480

following services to residents:
(B) food must be prepared and served according

to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:

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

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated March 13, 3024, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

01040) 144G.52 Subd. 7 Notice of contract termination 01040
SS=D | required

(a) A facility terminating a contract must issue a
written notice of termination according to this
section. The facility must also send a copy of the

Minnesota Department of Health
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termination notice to the Office of Ombudsman
for Long-Term Care and, for residents who
receive home and community-based waiver
services under chapter 256S and section
256B.49, to the resident's case manager, as soon
as practicable after providing notice to the
resident. A facility may terminate an assisted
living contract only as permitted under
subdivisions 3, 4, and 5.

(b) A facility terminating a contract under
subdivision 3 or 4 must provide a written
termination notice at least 30 days before the
effective date of the termination to the resident,
legal representative, and designated
representative.

(c) A facility terminating a contract under
subdivision 5 must provide a written termination
notice at least 15 days before the effective date of
the termination to the resident, legal
representative, and designated representative.
(d) If a resident moves out of a facility or cancels
services received from the facility, nothing in this
section prohibits a facility from enforcing against
the resident any notice periods with which the
resident must comply under the assisted living
contract.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to send a copy of the termination
notice to the Office of Ombudsman for Long-Term
Care (OOLTC) 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
Minnesota Department of Health
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limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:
R1 began receiving services on May 3, 2023.

R1's 60 Days Notice of Services and Housing
Termination dated November 7, 2023, indicated
licensee notified R1's parents, Community
Access for Disability Inclusion (CADI) case
manager, case manager, and probation officer.

R1's Discharge-Transfer Summary dated
February 3, 2024, indicated R1 was discharged
from licensee on February 3, 2024, due to
non-compliance with medication, housing rules,
continued elopement, and suicidal ideations.

R1's record lacked evidence the licensee notified
the OOLTC of R1's termination notice.

On March 12, 2024, at 9:08 a.m., regional
ombudsman (RO)-E indicated the licensee for
health facility identification number (HFID) 36720,
did not notify the OOLTC with a copy of the
termination notice for R1.

On March 12, 2024, at 10:30 a.m., licensed
assisted living director (LALD)-C, stated licensee
did not have any record of R1's notification to
OOLTC after licensee provided termination
notification to the resident. LALD-C stated
licensee did have a process for termination of
services but failed to notify the OOLTC of R1's
notice of termination of services.

The licensee's Terminating Client Services policy
dated June 1, 2022, indicated the facility will

Minnesota Department of Health
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provide a notice to the OOLTC and provide the
notices as soon as practicable, but in any event
no later than two business days after the facility
provided notice to the resident.

No further information was provided.

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

Minnesota Department of Health
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Minnesota Department of Health
Division of Environmental Health, FPLS
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 651-201-4500

iype A Food and Beverage Establishment rage

Date: 03/13/24 _

Time:  10:39:31 Inspection Report

Report: 8044241063

— Location: — Establishment Info:
Aurora'S House ID #: 0038178
4522 Kathrene Drive Risk: |
Brooklyn Center, MN55429 Announced Inspection: No
Hennepin County, 27

— License Categories: — Operator:

. Phone #: 9528480935
Expireson: / / D #-

The violations listed 1n this report include any previously 1ssued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were 1ssued during this inspection.

6-500 Physical Facility Maintenance/Operation and Pest Control
6-501.124
MN Rule 4626.1520A Clean and maintain all physical facilities clean.

Mold growth on wall beneath kitchen sink.
Comply By: 04/13/24

Surface and Equipment Sanitizers

Quaternary Ammonia: = 400 ppm at Degrees Fahrenheit
Location: Bucket
Violation Issued: No

Hot Water: = at 7?? Degrees Fahrenheit
Location:
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Holding
Temperature: 40.5 Degrees Fahrenheit - Location: Milk 1n refrigerator
Violation Issued: No

Process/Item: Cold Holding
Temperature: 41.0 Degrees Fahrenheit - Location: Refrigerator
Violation Issued: No




Type:  Full Food and Beverage Establishment Fage £
Date: 03/13/24

Time:  10:39:31 Inspection Report

Report: 8044241063
Aurora'S House

Total Orders In This Report Priority 1 Priority 2 Priority 3
0 0 ]

HRD inspection conducted with nurse evaluator Rhawnie Quinehan. Inspection report reviewed on site with
Program Director, Tenna.

Domestic kitchen consists of laminate flooring, painted gypsum walls and celings, wooden hollow base caninets,
laminate counters and domestic equipment.

Unable to verify dishwasher sanitizing cycle, statf did not send test strip results.

NOTE: Plans and specifications must be submitted for review and approval prior to new construction, remodeling or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 8044241063 of 03/13/24.

Certified Food Protection Manager:

Certification Number: Expires: [/
. il | il
Signed: ( m Signed: MI/\%W
Inspector signed for Tenna Michael DeMars, RS

Public Health Sanitarian II1
Rochester District Office
507-216-1096

michael demars(@state.mn.us



