DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
August 10, 2026

Licensee

Alliance Wellness Homes LLC
5228 185th Street
Farmington, MN 55024

RE: Project Number(s) SL39789016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on July 7, 2026, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter
260E.

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

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assigned tag number appears in the far left column entitled "ID Prefix

Tag." The state statute number and the corresponding text of the state statute out of compliance are
isted in the "Summary Statement of Deficiencies"” column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . .."

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

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:
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e |dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

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

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration

process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers.

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

If you have any questions, please contact me.

Sincerely,
C RIS I—

Jodi Johnson, Supervisor

State Evaluation Team

Email: jodi.johnson@state.mn.us

Telephone: 507-344-2730 Fax: 1-866-890-9290

JMD
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Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
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SUBDIVISION 1-3.
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(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

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

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

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

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

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

Minnesota Department of Health
STATE FORM 6899 NP4F 11 If continuation sheet 2 of 13
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allowed provided the facility keeps them clean
and in good condition;

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

This MN Requirement Is not met as evidenced
by:

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

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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 July 7, 2026, 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

Minnesota Department of Health
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to the FBEIR for any compliance dates.

0 775 144G .45 Subd. 2. (a) Fire protection and physical | 0775
SS=D | environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
/911, and:

This MN Requirement Is not met as evidenced
by:

Based on observation, record review, and
Interview, 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 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:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated July
6, 2026, for the specific violations related the
physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Two (2)
days

Minnesota Department of Health
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0 810, 144G.45 Subd. 2 (b-f) Fire protection and 0 810

SS=E | physical environment

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) staff actions to be taken in the event of a fire
or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.

(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(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.

This MN Requirement Is not met as evidenced
by:

Based on observation, record review, and
Minnesota Department of Health
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Interview, 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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated July
6, 2026, for the specific violations related the
physical environment under Minnesota Statute
144G.

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

8089500 144G .50 Subd. 3 Designation of representative 0 950
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

Minnesota Department of Health
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You have the right to name anyone as your
"Designated Representative.” A Designated
Representative can assist you, receive certain
Information and notices about you, including
some Information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact”), or health care power of
attorney ("health care agent"), if applicable.”

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the licensee provided
the required notice for right to a designated
representative with the required verbiage on a
document separate from the contract for one of
one resident (R4).

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 the
residents).

The findings include:

Minnesota Department of Health
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R4's Assisted Living Contract dated January 3,
2026, lacked the required notice to designate a
representative.

R4's record lacked evidence In writing of
providing on a document separate from the
contact verbatim notice of "RIGHT TO
DESIGNATE A REPRESENTATIVE FOR
CERTAIN PURPOSES. You have the right to
name anyone as your "Designated
Representative.” A Desighated Representative
can assist you, receive certain information and
notices about you, including some information
related to your health care, and advocate on your
behalf. A Desighated Representative does not
take the place of your guardian, conservator,
power of attorney ("attorney-in-fact”), or health
care power of attorney ("health care agent”), if
applicable.”

On July 7, 2026, at 10:45 a.m., registered
nurse/owner (RN/O)-A stated they gave everyone
a nhew contract in 2026, and she was not aware
there was required language for designated
representative.

No further information was provided.

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

CSJ1888F0 144G.71 Subd. 19 Storage of medications 01330
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

Minnesota Department of Health
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This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure all
medications were securely locked in substantially
constructed compartments and permit only
authorized personnel to have access. This had
the potential to affect the safety of the licensee's
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) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings Include:

During the entrance conference on July 6, 2026,
at 9:00 a.m., owner/registered nurse (O/RN)-A
and clinical nursing practitioner (CNP)-C
Indicated the licensee provided medication
management to all residents, and that
medications were locked in a file cabinet in the
dining room.

On July 6, 2026, at 10:30 a.m. during the facility
tour with O/RN-A, there was an unlocked closet In
the lower level containing discontinued
medication from R1 that had not been destroyed
or removed from the facility. O/RN-A stated that
the door Is usually locked, but she had gone into
It today and did not lock it back up. O/RN-A
stated she iIs currently working with the pharmacy
to get the medications removed but had not
finished It.

Minnesota Department of Health
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The closet contained:
allopurinol 100 milligrams (mg) - six tablets that
expired on June 30, 2025.
mirtazpine 7.5 mg - 14 tablets that expired on
July 8, 2026.
trazadone 50 mg - two tablets that expired on
May 9. 2025.
Genoa medication pack labeled week four that
expired March 23, 2026, that contained:
Seven tablets of allopurinol 300 mg
/0 tablets of bumetanide 1 mg
Seven tablets of digoxin 0.125 mg
21 tablets of gabapentin 100 mg
Seven tablets of Jardiance 10 mg

The licensee's Storage/Control of Medications
policy dated June 6, 2023, indicated all
prescription drugs are securely locked in
substantially constructed compartments
according to the manufacturer's directions. Only
authorized personnel have access to the stored
medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

gé91DO 144G.71 Subd. 22 Disposition of medications 01910
(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who Is deceased or that have been
discontinued or have expired may be provided for
disposal.

Minnesota Department of Health
STATE FORM 6899 NP4F 11 If continuation sheet 10 of 13



PRINTED: 08/10/2026

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:
39789 B. WING 07/07/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5228 185TH STREET
ALLIANCE WELLNESS HOMES LLC
FARMINGTON, MN 55024
(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)

01910 | Continued From page 10 01910

(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.

(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's hame,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
Individuals involved in the disposition.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to dispose of any
medications remaining with the facility that are
discontinued or expired or upon the termination of
the service contract as required for one of one
resident (R1) upon discharge.

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

The findings Include:

R1 was admitted for services on April 25, 2025,
with a diagnosis of kidney failure and shortness of

breath. R1 was discharged to live independently
on April 5, 2026.

Minnesota Department of Health
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R1's resident/client profile dated February 24,
2026, indicated R1 received medication
management services which included medication
setup.

R1's record contained a discharge summary and
medication disposition form dated April 4, 2026,
Indicated all current medications were sent with
the resident at discharge.

R1 received the following scheduled medications:
allopurinol 300 milligrams (mg) (used to treat
gout)

bumetaninde 1 mg (used for excess fluid in the
body)

digoxin 0.125 mg (used to treat irregular heart
rhythms)

gabapentin 100 mg (used to treat nerve pain)
Jardiance 10 mg (used to treat diabetes)
mirtazapine 15 mg (antidepressant)

However, on July 6, 2026, at 10:30 a.m. during
the facility tour with owner/registered nurse
(O/RN)-A, an unlocked closet in the lower level
contained discontinued medication from R1 that
had not been destroyed or removed from the
facility.

The closet contained:
allopurinol 100 mg - six tablets that expired on
June 30, 2025.
mirtazpine 7.5 mg - 14 tablets that expired on
July 8, 2026.
trazadone 50 mg - two tablets that expired on
May 9. 2025.
Genoa medication pack labeled week four that
expired March 23, 2026, containing:

Seven allopurinol 300 mg tablets

/0 bumetanide 1 mg tablets

Seven digoxin 0.125 mg tablets

21 gabapentin 100 mg tablets

Minnesota Department of Health
STATE FORM 6899 NP4F 11 If continuation sheet 12 of 13




PRINTED: 08/10/2026

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:
39789 B. WING 07/07/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5228 185TH STREET
ALLIANCE WELLNESS HOMES LLC
FARMINGTON, MN 55024
(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)

01910 | Continued From page 12 01910

Seven Jardiance 10 mg tablets

On July 6, 2026, at 10:30 a.m., O/RN-A stated
she Is working with pharmacy to get the
medications removed but had not finished it yet.
O/RN-A further stated she normally takes
medications to a local pharmacy for destruction
and just had not gotten around to it.

The licensee'’s Disposition or Disposal of
Medications policy dated June 6, 2023, indicated
they follow MN Statute 144G.71, Subd. 22 and
23. The storage of any medications,

after the termination of the medication
management program for a resident, that are
discontinued or expired or upon a resident's
death will be disposed of by a licensed nurse
according to instructions provided on the drug.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days
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Metro District Office

DEPARTMENT St Paul, MN 55164

OF HEALTH

Minnesota Department of Health
625 Robert St N, PO BOX 64975

Phone: 651-201-4500

Phone:

—Establishment Info ——

Alliance Wellness Homes LLC
5228 185TH STREET
Farmington, MN 55024
Dakota County

Parcel:

Food & Beverage Inspection Report Page: 1
License Info —Inspection Info —— M8 —
License: HFID 39789 Report Number: F7963261082
Inspection Type: Full - Single
Risk: Date: 7/7/2026 Time: 11:23:02 AM
License: Duration: minutes
EXxpires on: Announced Inspection: Yes
CFPM: Total Priority 1 Orders: 1
CFPM #: ; EXxp: Total Priority 2 Orders: 0
Total Priority 3 Orders: 1
Delivery: Emailed
\. J

S

New Order: 3-300C Protection from Contamination: equipment/utensils, consumers

3-305.11A

Priority Level: Priority 3 CFP#: 39

MN Rule 4626.0300A Store all food in a clean, dry location; where it is not exposed to splash, dust or other contamination;
and at least 6 inches above the floor.
COMMENT: EMPLOYEE FOODS STORED NEXT TO CLIENT FOOD IN REFRIGERATOR. SEPARATE BY USING A

SEPARATE STORAGE CONTAINER OR USE A DIFFERENT REFRIGERATOR FOR EMPLOYEE'S PERSONAL FOODS.

Comply By: 7/7/2026

Originally Issued On: 7/7/2026

! New Order: 3-500B Microbial Control: hot and cold holding

3-501.16A2

Priority Level: Priority 1 CFP#: 22

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical refrigeration.
COMMENT: MULTIPLE FOOD ITEMS TEMPED ABOVE 41 DEG F (SEE DATA BELOW). ASKED ESTABLISHMENT
REPRESENTATIVE TO ADJUST REFRIGERATOR TEMPERATURE. CORRECTED ON SITE.

Comply By: Complied On Site

-EMPLOYEE ILLNESS POLICY AND LOG

Originally Issued On: 7/7/2026

Food & Beverage General Comment

MET WITH ESTABLISHMENT REPRESENTATIVE FARHIA FARAH AND MDH NURSE SURVEYOR TRACEY FEARON.
DISCUSSED THE FOLLOWING

-REPORTABLE DISEASES
-VOMIT/FECAL CLEAN-UP POLICY
-DEFINITION OF SAME DAY FOODSERVICE
-COOK TEMPERATURES OF RAW PROTEINS

-COLD |

FACILITY

KITCI

EN

OLDING REQUIREMENTS OF FOOD IN REFRIGERATOR

USES SAME DAY SERVICE AND USES A DISHWASHER TO WASH AND SANITIZE DISHES AND UTENSILS.

IAS PAINTED CABINETS WIT

LAMINATE FLOORING.

| MARBLE COUNTERTOPS, KNOCK DOWN TEXTURED CEILING AND

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.



Report Number: F7963261082 Page: 2
Inspection Type: Full
Date: 7/7/2026

I acknowledge receipt of the Metro District Office inspection report number F7963261082 from 7/7/2026

“Hrgygy KL —

Farhia Farah Peggy Spadafore,
Public Health Sanitarian Supervisor

651-201-3979
peggy.spadafore@state.mn.us



Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
Allilance Wellness Homes LLC Report Number: F7963261082
Farmington Inspection Type: Full
County/Group: Dakota County Date: 7/7/2026
Time: 11:23:02 AM

Food Temperature: Product/ltem/Unit: BUTTER; Temperature Process: Cold-Holding
Location: REFRIGERATOR at 46 Degrees F.

Comment:

Violation Issued?: Yes

Food Temperature: Product/ltem/Unit: MILK; Temperature Process: Cold-Holding
Location: REFRIGERATOR at 47 Degrees F.

Comment:

Violation Issued?: Yes

Food Temperature: Product/ltem/Unit: BUTTER; Temperature Process:
Location: REFRIGERATOR at 39 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: MILK; Temperature Process:
Location: REFRIGERATOR at 39 Degrees F.

Comment:

Violation Issued?: No




Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment INfo —— Inspection Info —
Alliance Wellness Homes LLC Report Number: F7963261082
Farmington Inspection Type: Full
County/Group: Dakota County Date: 7/7/2026

Time: 11:23:02 AM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: DISHWASHER RINSE Equal To 160 Degrees F.

Comment:
Violation Issued?: No




m DEPARTMENT

© OF HEALTH

Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL39789016-0 Date: July 6, 2026

Facility Name: Alliance Wellness Homes LLC

Facility Address: 5228 185th Street, Farmington, MN 55024

X TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Isolated TIME PERIOD OF CORRECTION: Two (2) 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. A means of egress shall be free from obstructions that would prevent its use. [Minn. Stat. 144G.45
subd. 2; MSFC 1031.3]

Comments: In occupied resident bedroom five, the egress window was obstructed by the storage of
personal belongings in front of the window. The registered nurse/owner (RS/0)-A stated they had been
trying to work with this resident on maintaining access to the egress window. A risk agreement dated
May 20, 2026, was provided indicating staff provided education to the resident on the importance of
keeping egress windows free from obstruction. The risk agreement indicated the resident would not
permit staff to relocate their personal belongings stored in front of the egress window. Improper
storage would delay exiting through an egress window in the event of an emergency.

X TAGIDENTIFICATION: 0810

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

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include the location and number of resident rooms. [Minn. Stat. 144G.45 subd.?]

Page | 1

Project Number: SL39789016-0
Facility Name: Alliance Wellness Homes LLC Date: July 6, 2026



m DEPARTMENT

o OF HEALTH
Comments: Numbers were posted at the doors for each resident room. The emergency evacuation
floor plans displayed in the common areas of building and in the emergency procedures binder
lacked these resident room number labels. Resident room numbers are required to be included on

the evacuation floor plans and correspond with the numbers installed at the resident room doors to
provide efficient communication for exiting in the event of a fire or similar emergency.

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

Comments: A third party RACE (Remove, Alarm, Confine, Extinguish/Evacuate) template was used
that inaccurately directed employees to use pull fire alarms.

3. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include 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. [Minn. Stat. 144G.45 subd.2]

Comments: The provided fire safety and evacuation plans (FSEP) in the emergency procedures
binder failed to include evacuation procedures for the individualized unique needs of residents. The
licensee stated these procedures were maintained electronically as part of each resident’s care plan.
These procedures would not be easily accessible to all staff or emergency responders during a fire or
similar emergency.

Page | 2

Project Number: SL39789016-0
Facility Name: Alliance Wellness Homes LLC Date: July 6, 2026



