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Electronically Delivered

May 2, 2025

Licensee
H & H Group Home LLC
3316 Pleasant Avenue
Minneapolis, MN  55408

RE:  Project Number(s) SL40048015

Dear Licensee:

This is your  official notice  that you have been  granted your assisted living facility license.  Your
license effective and expiration dates remain the same as on your provisional license. Your updated
status will be listed on the license certificate at renewal and  this letter serves 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.

The Minnesota Department of Health completed an initial survey on April 2, 2025, for the purpose
assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

The Department of Health 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. The Department of Health
documents state correction orders using federal software. Tag numbers are assigned to Minnesota
state statutes for Home Care Providers. The assigned tag number appears in the far left column
entitled "ID Prefix Tag." The state statute number and the corresponding text of the state statute out
of compliance are listed in the "Summary Statement of Deficiencies" column. This column also
includes the findings that are in violation of the state statute after the statement, "This MN
Requirement is not met as evidenced by . . ."

In accordance with Minn. Stat. § 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
Per Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to comply with the
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correction orders within the time period outlined on the state form; however, plans of correction are
not required to be submitted for approval.

The correction order documentation should include the following:

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

� Identify how the area(s) of noncompliance was corrected for all of the
provider’s residents/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 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 the Department of
Health within 15 calendar days of the correction order receipt date.     

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

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

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

If you have any questions, please contact me.

Sincerely,

    
Renee Anderson, Supervisor
State Evaluation Team
Email: Renee.L.Anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

JMD
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0 000 Initial Comments 0 000

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:

SL40048015-0

On March 31, 2025, through April 2, 2025, the
Minnesota Department of Health conducted a full
survey at the above provider. At the time of the
survey, there were two residents; both receiving
services under the Provisional Assisted Living
Facility license.

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.
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.

0 680 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

0 680

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that

Minnesota Department of Health
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0 680 Continued From page 1

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.

0 680

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 current
residents, staff, and visitors.

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

Minnesota Department of Health
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The findings include:

The licensee's emergency preparedness plan
(EPP), effective date September 1, 2023, lacked
the following required content:
-be updated annually, must document date of
review and any updates made to the plan based
on the review;
-written documentation of risk assessment

-consider hazards like care related
emergencies, equipment/utility failures,
interruptions in communications/cyber-attacks,
loss of all or portion of a facility, interruption to
normal supply of essential resources and
medical supplies

-categorize the various probable
risks/hazards by likelihood of occurrence
-take an all-hazards approach, including EIDs, as
applicable;
-develop strategies for addressing facility &
community-based risks (i.e.: evacuation plans,
staffing surges/shortages, back-up plans);
-consider duration of interruptions;
-identify at risk population needs like maintaining
independence, communication, transportation,
supervision and medical care;
-procedures for tracking of staff and patients;
-develop P/P for system to track the location of
on-duty staff and sheltered residents;
-identify which staff would assume specific roles
in another's absence through succession
planning and delegation of authority;
-arrangements/contracts to re-establish utility
services;
-include a process for cooperation and
collaboration with local, tribal, regional, State and
Federal EP to maintain integrated response;
-EP includes P/P (policies and procedures) for at
minimum food, water, and pharmaceutical

Minnesota Department of Health
STATE FORM 6899 NJFP11 If continuation sheet 3 of 12



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 05/02/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

40048 B. WING _____________________________ 04/02/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

H & H GROUP HOME LLC 3316 PLEASANT AVENUE
MINNEAPOLIS, MN 55408

(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

0 680 Continued From page 3

supplies;
-EP includes P/P for alternate sources of energy;
and
-EP includes P/P related to sewage/waste
disposal.

0 680

On April 1, 2025, at 9:05 a.m., house manager
(HM)-B stated the licensee thought they
attempted to develop a comprehensive EPP
through research and conferring with other
assisted living facilities. HM-B stated the licensee
planned to complete the risk assessment, review
the guidance and develop their program in
accordance with the assessment and specific to
the their facility's needs.

The licensee's Emergency Preparedness Plan
-Appendix Z Compliance policy dated, September
1, 2024, indicated the licensee had in place an
effective and compliant emergency preparedness
plan. The intent was the plan would be aligned
with the Centers for Medicare and Medicaid
Services State Operation Manual Appendix Z:
"State Operations Manual Appendix Z -
Emergency Preparedness for All Provides and
Certified Supplier Types: Interpretive Guidance."

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) 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

Minnesota Department of Health
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0 810 Continued From page 4

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.
(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 develop the fire
safety and evacuation plan with the required
content and provide the required training. This
had the potential to directly affect all residents,
staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
STATE FORM 6899

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

0 810

The findings include:

On April 1, 2025, from 1:00 p.m. to 4:30 p.m.,
house manager (HM)-B provided documents on
the fire safety and evacuation plan (FSEP), fire
safety and evacuation training, and evacuation
drills for the facility.

FIRE SAFETY AND EVACUATION PLAN:
The licensee's FSEP, titled "Resident Knowledge
Assessment Fire Emergency", undated, failed to
include the following:

STAFF ACTIONS:
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) but the plan was
designed for a building with life safety systems
such as fire doors and smoke compartments.

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.
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.

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

On April 1, 2025, at 12:30 p.m., HM-B stated they
understood the areas of their policy that were

Minnesota Department of Health
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0 810 Continued From page 6

incomplete and would work on bringing them into
compliance. The policy reviewed was an unedited
policy purchased from a third-party provider that
was not specific to the facility.

0 810

UNIQUE AND UNUSUAL RESIDENT NEEDS:
The FSEP doesn't included standard resident
evacuation procedures and failed to provide
specific procedures for resident movement and
evacuation or relocation during a fire or similar
emergency including individualized unique needs
of residents. The plan included instructions to
evacuate residents but did not include any
procedures for assisting residents during
evacuation nor did it include instructions for staff
to follow in case of relocation.

TRAINING:
The licensee failed to provide evacuation training
to residents at least once per year. HM-B lacked
documentation showing any training was offered
or training was scheduled for a future date for
residents on the fire safety and evacuation plan.

The licensee failed to provide training to
employees on the FSEP upon hire and at least
twice per year. HM-B failed to provide any training
for staff since obtaining license. No training
documentation was provided.

On April 1, 2025, at 2:30 p.m., HM-B stated they
understood the requirements for training
residents and staff and would implement a
training program that was compliant with statute
requirements.

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

Minnesota Department of Health
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01440 Continued From page 7
01440 144G.62 Subd. 4 Supervision of staff providing
SS=F delegated nurs

01440

01440

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.
(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) provided direct supervision
of staff performing delegated tasks within 30
calendar days after the date on which the
individual begins performing the delegated task
for one of one employee (unlicensed personnel
(ULP)-D).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
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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
of the residents).

01440

The findings include:

ULP-D was hired on January 22, 2024, to provide
direct care and services to residents of the
facility.

On March 31, 2025, at 8:00 a.m., ULP-D was
observed assisting R1 with medication
administration.

ULP-D's employee record lacked documentation
of direct supervision by a registered nurse within
30 calendar days from the date on which ULP-D
first performed the delegated tasks for residents.

On April 1, 2025, at 8:55 a.m., clinical nurse
supervisor (CNS)-C stated ULP-D's employee
record lacked documentation of a 30-day
supervision for the delegated task of medication
administration. CNS-C stated they were
responsible for all ULP training but was not aware
of the need for 30 day direct RN supervision
verified by signature.

The licensee's Supervision of Staff-Delegated
Services policy, dated September 1, 2024,
indicated:
-staff who provided delegated nursing or therapy
tasks to residents at [licensee] would be
supervised by an RN or appropriate licensed
health professional where the services were
provided to verify that work was performed
competently and to identify problems and

Minnesota Department of Health
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solutions related to the staff person's ability
perform the tasks. Supervision would include
observation of the staff administering the
medication or treatment and the interaction with
resident
-direct supervision of staff performing delegated
tasks would be provided within 30 calendar days
after the date on which the individual began
working for [licensee] and first performed the
delegated tasks for residents and thereafter as
needed based on performance.
-this requirement also applied to staff that have
not performed delegated tasks for one year or
longer.
-the supervision would be through the direct and
indirect observation of the unlicensed personnel
performing the services. The resident or
resident's responsible person may be interviewed
to assure they are satisfied with the services they
are receiving.
-it was the responsibility of the RN staff to ensure
the supervision is done within the time frames
outlined above and specified on the client's
service plan.
-documentation of supervision activities would be
retained in the employee's record

01440

No further information provided.

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

01890 144G.71 Subd. 20 Prescription drugs
SS=D

A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the

01890

Minnesota Department of Health
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expiration or beyond-use date of a time-dated
drug.

01890

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure
time-sensitive medications were labeled with an
opened-on date for one of one resident (R2).

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:

R2 had diagnoses including diabetes mellitus
type 2.

R2's Service Plan Detail dated February 12,
2024, indicated R2 received services including
assistance with medication management.

R2's medication administration record (MAR) for
March 2025, indicated R2 was administered the
following:
-Ozempic/Semaglutide (a weekly injection that
helped lower blood sugar by helping the pancreas
make more insulin) 0.25 milligrams (mg) 2 mg/
per 3 milliliters (ml) subcutaneously, once weekly.

On April 1, 2025, at 9:30 a.m., the surveyor
observed the medication storage area with
clinical nurse supervisor (CNS)-C. The storage

Minnesota Department of Health
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01890 Continued From page 11

area included R2's Ozempic pen. The pen was
not in the original box/package and was not
labeled when it was opened or when it would
expire once the multi-use medication was
opened.

01890

On April 1, 2025, at 10:30 a.m., CNS-C stated
they went through the medication storage every
week with medication set-up services to check
for expired and undated medications. CNS-C
stated they opened R2's Ozempic and although it
was the licensee's practice to date when a
multi-use medication was opened, they forgot.

The Ozempic manufacturer instructions, dated
February 2025, indicated once opened, Ozempic
could be stored either refrigerated or at room
temperature, and must be discarded after 56
days.

The Licensee's Medication Storage policy, dated
September1, 2024, indicated when medications
were managed and stored by the licensee,
medications would be kept securely locked and
stored per manufacturer's directions.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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625 Robert Street North
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651-201-4500
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03/31/25
11:26:44
7994251089

Food  and Beverage  Establishment
Inspection  Report

Location:
H AND H GROUP HOME LLC
3316 PLEASANT AVENUE
Minneapolis, MN55408
Hennepin County, 27

Establishment  Info:
ID #: 0043834
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: 12/31/24
Phone #:
ID #:

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

No NEW orders were issued during this inspection.

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
0

INSPECTION CONDUCTED IN THE PRESENCE OF HRD STAFF AND FINDINGS SHARED AT THE
END OF INSPECTION.

WILL EMAIL SUPPORTING DOCUMENTS AND LINKS TO HRD STAFF AT THE END OF THE DAY.

KITCHEN IS RESIDENTIAL AND FOOD IS PREPARED FOR SAME DAY SERVICE.

FLOOR IS WOOD VINYL TILE, CABINETS ARE WOOD WITH HALLOWED ENCLOSED BASES,
LAMINATE COUNTER TOPS AND SMOOTH PAINTED CEILING. ALL ARE FOUND TO BE IN GOOD
CONDITION AND WILL BE MONITORED AT FUTURE INSPECTIONS. IF AT ANY TIME THERE IS
FOUND TO BE A RISK OF CONTAMINATION OR CONCERN THE PHYSICAL FACILITIES WILL BE
REQUIRED TO BE BROUGHT UP TO CODE.

TEMPERATURES:
MILK 40
RICE 40
FRUIT 41
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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 7994251089 of 03/31/25.

Certified Food Protection Manager:Najma B Ali

Certification Number: 122794 Expires: 04/17/27

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Najma B Ali

Signed:
Crystal Elva
Public Health Sanitarian 3
St Paul
651-201-3981
Crystal.Elva@state.mn.us


