m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
August 15, 2025

Licensee

Universal Healthcare Solutions LLC
8119 Upton Avenue South
Bloomington, MN 55431

RE: Project Number(s) SL38008016
Dear Licensee:

On June 10, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on March 12, 2025. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the March 12, 2025 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on March 12, 2025, found not corrected at the time of the June 10, 2025,
follow-up survey and/or subject to penalty assessment are as follows:

0810-Fire Protection And Physical Environment-144g.45 Subd. 2 (b-F) - $3,000.00

The details of the violations noted at the time of this follow-up survey completed on June 10, 2025
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

Also, at the time of this follow-up survey completed on June 10, 2025, we identified the following
violation(s):

0630-Compliance With Requirements For Reporting Ma-144g.42 Subd. 6 (b)
1620-Initial Reviews, Assessments, And Monitoring-144g.70 Subd. 2 (c-E) - $5,000.00

he details of the violation(s) noted at the time of this follow-up survey are delineated on the
attached State Form. Only the ID Prefix Tag in the left hand column without brackets will identify
these state correction orders. It is not necessary to develop a plan of correction.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $8,000.00. 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
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comply with the correction orders outlined on the state form; however, plans of correction are not
required to be submitted for approval.

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

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20;

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.

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §

626.557.

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.
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We urge you to review these orders carefully. If you have questions, please contact Rhylee Gilb at
218-232-8285.

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

Sincerely,

B 3@ PR

Rhylee Gilb, Supervisor

State Rapid Response Team

Email: Rhylee.Gilb@state.mn.us

Telephone: 218-232-8285 Fax: 1-800-337-9238

HHH
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On June 10, 2025, the Minnesota Department of Minnesota Department of Health is
Health conducted a licensing order follow-up documenting the State Correction Orders
related to correction orders issued for using federal software. Tag numbers have
SL38008016-1. The Minnesota Department of been assigned to Minnesota State
-Health also conducted a complaint investigation, Statutes for Assisted Living Facilities. The
HL380083402M/HL380086547C and assigned tag number appears in the
HL380083462M/HL380086537C at the above far-left column entitled "ID Prefix Tag." The
provider, and the following correction orders are state Statute number and the
Issued. corresponding text of the state Statute out
of compliance is listed in the "Summary
The following correction orders are re-issued for Statement of Deficiencies" column. This
SL38008016-1, tag identification 630, 810, 1620. column also includes the findings which
are in violation of the state requirement
The following correction order issued related to after the statement, "This Minnesota
HL380083402M/HL380086547C and requirement is not met as evidenced by."
HL380083462M/HL380086537C, tag Following the evaluators' findings is the
identification 810. Time Period for Correction.
The following correction orders issued related to PLEASE DISREGARD THE HEADING OF
HL380083402M/HL380086547C, tag THE FOURTH COLUMN WHICH
identification 630, 1620. STATES,"PROVIDER'S PLAN OF

CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO
SUBMIT APLAN 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.

{0 480} 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 480}
SS=F | requirements; required food services

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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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 is 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 OB4N12 If continuation sheet 2 of 21
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, 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:
Not reviewed during this survey

0 630| 144G.42 Subd. 6 (b) Compliance with 0 630
SS=F | requirements for reporting ma

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
individualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on interview and document review the
licensee failed to ensure an individual abuse
prevention plan (IAPP) included individualized

Minnesota Department of Health
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measures for vulnerabilities for 2 of 4 residents
(R1, R3) reviewed.

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:

R1's diagnoses included anxiety, legally blind,
history of alcohol abuse, depression, dementia

and chronic obstructive pulmonary disease
(COPD).

R1's service plan dated March 11, 2025, indicated
R1 received assistance for the following services:
activity assistance, bathing assistance, dressing,
escort/mobility assistance, grooming, medication
administration, toileting, and transfer assistance.

R1's assessment dated June 3, 2025, indicated
R1 was dependent for all movement,
non-ambulatory, and used a wheelchair. The
same assessment inaccurately indicated R1 did
not use a wheelchair. The assessment indicated
R1's smoking materials were kept in R1's room,
staff assisted R1 to and from smoking. The same
assessment inaccurately indicated R1 could
smoke safely, independently, without intervention.

R1's |IAPP dated June 3, 2025, indicated R1 was
at risk to be abused by others physically, verbally,
emotionally, financially, and/or sexually and at
Minnesota Department of Health
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risk to abuse other vulnerable adults. R1's |IAPP
did not include specific measures to be taken to
minimize the risk of abuse to from others or to
reduce the risk of him harming others. R1's |IAPP
did not include specific measures to minimize the
risk of self-abuse related to smoking.

R3's diagnoses included anxiety, hypertension,
and scoliosis.

R3's service plan dated June 24, 2025, indicated
R3 received assistance for the following services:
activities, bathing reminders, dressing, grooming,
medication administration, toileting, meal
assistance, and transfer assistance.

R3's IAPP dated June 5, 2025, indicated R3 was
at risk to be abused by others, physically,
verbally, emotionally, financially and sexually. The
JAPP indicated R3 was at risk to abuse other
vulnerable adults. The IAPP indicated R3 was at
risk of abusing herself due to heavy alcohol
drinking. R3's |APP did not include specific
measures to be taken to minimize the risk of
abuse to R3 or self-abuse related to drinking.

During an interview on June 24, 2025, at 12:10
p.m., licensed assisted living director (LALD)-B
stated he made changes to the |APP’s for the
correction orders. LALD-B stated it was expected
that resident assessments accurately reflect a
resident's care needs.

The licensee-provided policy titled Individual
Abuse Prevention Policy and Procedure dated
January 1, 2025, indicated interventions may
Include supervision levels, environmental
modifications, staffing rations, and behavior
management strategies.

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

SS=I| 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:

Minnesota Department of Health
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Based on interview, and record review, the
licensee failed to develop the fire safety and
evacuation plan with the required content. This
directly affected 3 of 4 residents (R1, R2, R3) and
staff when a fire occurred at the facility. Staff
failed to evacuate the mobility dependent
residents firsts and evacuated the ambulatory
resident. R2 had to crawl out of the home and R1
died in the fire.

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

The findings include:

R1's diagnoses included anxiety, legally blind,
history of alcohol abuse, depression, dementia
and chronic obstructive pulmonary disease
(COPD). R1's service plan dated January 1,
2025, indicated R1 received assistance for
activities, dressing, escort/mobility assistance,
grooming, medication administration, toileting,
and transfer assistance.

R1's assessment dated June 3, 2025, indicated
R1 was non ambulatory and used a wheelchair.
The assessment indicated R1 was dependent on
staff for all movement.

R1's IAPP dated June 3, 2025, indicated R1 was
not able to evacuate during a fire, and required to
be evacuated via a wheelchair or stretcher by
assigned staff, included on the evacuation roster.
Minnesota Department of Health
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R2's diagnosis included psychosis and
pre-excitation syndrome. R2's service delivery
record dated June 9, 2025, indicated R2 received
assistance with toileting, mobility, and behavior
management.

R2's assessment dated April 20, 2025, indicated
R2 used a manual wheelchair and required staff
assist of one to transfer to and from the
wheelchair.

R2's individual abuse prevention plan (IAPP)
dated June 7, 2025, indicated R1 required full
assistance during an emergency and was not
able to evacuate independently. The IAPP
iIndicated staff must follow the facility's evacuation
protocol and ensure R2 was safely escorted out
of the building or to the nearest safe zone.

R3's diagnoses included anxiety, hypertension,
and scoliosis. R3's service plan dated June 24,
2025, indicated R3 received assistance with
activities, bathing reminders, dressing, grooming,
medication administration, toileting, meal
assistance, and transfer assistance.

R3's assessment dated May 29, 2025, indicated
R3 required supervision of transfers due to
unsteadiness, and used a walker with ambulation.

R3's IAPP dated June 5, 2025, did not include

documentation of emergency response
Information or actions required for R3 in the event

of a fire or other emergency.

On June 10, 2025, the surveyor conducted a
follow-up survey on orders issued pursuant to a
survey completed on March 12, 2025. Licensed
assisted living director (LALD)-B provided an

Minnesota Department of Health
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updated fire safety and evacuation plan (FSEP).

The licensee failed to provide an evacuation
roster to the investigator.

FIRE SAFETY AND EVACUATION PLAN:
The licensee's FSEP, titled "Fire Safety and
Evacuation Plan", failed to include the following:

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). The policy had not been updated
to provide complete actions for employees to take
In the event of a fire or similar emergency at the
licensed facility. The FSEP failed to indicated the
licensee had an evacuation roster and direct
which residents staff were required to evacuate
first due to mobility dependence.

The licensee policy titled, Fire Policy, dated
October 11, 2023, indicated its purpose was to
provide a course of action for staff to follow in the
event of a fire. The policy indicated, in the event
of a fire, staff will follow and use the RACE
procedure. The policy indicated residents who
can assist in their own evacuation during a fire
will follow the RACE procedure with staff.

The FSEP included standard resident evacuation
procedures but 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

Minnesota Department of Health
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evacuation nor did it include instructions for staff
to follow In case of relocation.

The licensee policy titled, Resident Actions, dated
June 1, 2024, directed residents to get out of the
facility and stay out, feel doorknobs before
opening, close doors as they leave, get low to go
under smoke., and meet at the end of the
driveway.

FIRE INCIDENT

A facility incident report dated June 4, 2025, at
6:38 p.m., indicated a fire alarm sounded and a
fire was observed by staff coming from room #3.
The report indicated 911 was called, the fire
department arrived, and all residents were
evacuated to another facility (address #2).

A written statement from unlicensed personnel
(ULP)-D dated June 4, 2025, indicated ULP-D
worked at the facility when the fire happened.
ULP-D's statement indicated she had completed
cares, assisted R1 to lay down in bed, and
proceeded to go to R2's room to assist him when
she heard the smoke detector sounding. Upon
inspection of the alarm sounding, the statement
indicated she saw fire coming out of the R1's
room. The statement indicated ULP-D ran to get
the fire blanket while calling 911. The statement
indicated the fire became too much for the ULP-D
to enter R1's room, so ULP-D closed R2's room
door and ran to the basement to alert R3 of the
fire.

R1's progress note dated June 4, 2025, indicated
the fire started in R1's room. R1 did not make it
out of his room even with the help of the fire
department.

R1's death record was not available at the time of

Minnesota Department of Health
STATE FORM 6899 OB4N12 If continuation sheet 10 of 21



PRINTED: 08/15/2025

FORM APPROVED
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:
R
38008 B. WING 06/10/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8119 UPTON AVENUE SOUTH
UNIVERSAL HEALTHCARE SOLUTIONS LLC
BLOOMINGTON, MN 55431
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)

{0 810} | Continued From page 10 {0 810}

the investigation.

During an interview on June 10, 2025, at 12:03
p.m., R2 stated staff did not talk to him about
what to do in the event of a fire. R2 stated he
heard a smoke detector sounding and saw black
smoke coming up. R2 stated he yelled for help.
R2 stated he got himself out of his room and
outside by crawling, where he was met by the fire
department. R1 stated he evacuated himself all
on his own and did not know where ULP-D was.

During an interview on June 24, 2025, at 12:10
p.m., LALD-B stated he hired a consult company
to develop a fire plan with steps for residents and
staff to follow during a fire. The LALD-B stated
each resident had an individualized plan for them.
LALD-B stated staff practiced for fires with drills
and were trained on what to do. LALD-B stated
he specifically discussed with each resident on
what they should do if there was a fire.

During an interview on July 1, 2025, at 12:00
p.m., ULP-D stated she was trained to rescue,
alarm, contain and extinguish in the event of a
fire. ULP-D stated she was sufficiently trained on
what to do in the event of a fire. ULP-D stated
residents did not participate in practice or drills for
fire. ULP-D stated she had assisted R1 to bed
and went to R2's room to assist him with night
time cares when she heard a smoke alarm
sounding. ULP-D stated she told R2 to wait so
she could see what was going on, and when she
entered the hallway, she saw smoke coming from
R1's room. ULP-D stated the fire was big, and
she could not enter R1's room because the fire
was too big. ULP-D stated she called 911, shut
R2's room door, and went downstairs to get R3
out of the facility. ULP-D stated when she got
outside with R3, the fire department was there
Minnesota Department of Health
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and would not let her go back inside.

{0 970} 144G.50 Subd. 5 Waivers of liability prohibited {0 970}
SS=C
The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
iInclude any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
iInclude any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey

01620, 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=J | 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.

Minnesota Department of Health
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(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
needs; 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 (5), the facility shall complete an
iIndividualized initial review of the resident's needs
and preferences. The initial review must be
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 document review the
licensee failed to accurately assess the smoking
safety needs of the resident and implement new
iInterventions for continued smoking
non-compliance for 1 of 4 residents (R1)
reviewed. R1 started a fire in his room with
oxygen and died.

Minnesota Department of Health
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This practice resulted in a level four violation (a
violation that results in 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's diagnosis included anxiety, legal blindness
and chronic obstructive pulmonary disease.

R1's service plan dated June 5, 20295, indicated
R1 received assistance with transfers, mobility
and oxygen delivery.

R1's assessment dated December 18, 2024,
completed by licensed assisted living director
(LALD)-B, who was also a registered nurse (RN),
iIndicated R1 smoked and kept materials in his
room. The assessment indicated R1 did not use
matches or a lighter safely and did not handle
lighting the cigarette responsibly. R1 was not able
to extinguish the cigarette completely. The
assessment indicated staff were to assist R1 with
going outside to smoke. The assessment
indicated there were no signs in R1's room of
mishandled cigarettes. The assessment
inaccurately indicated R1 was able to smoke
safely without intervention.

The licensee smoking policy, signed by R1 and
LALD-B, on November 22, 2024, indicated
smoking is only allowed in the designated
smoking areas. Violation of the smoking policy
would result in a written warning. A second
violation would result in a 30-day notice to vacate.
A second violation for smoking in the room or
Minnesota Department of Health
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undesignated area was signed by R1 and
LALD-B on January 24, 2025. Additionally on the
backside of the paper were two hand-written
dates of January 15, (no year), 1:12 p.m. and
February 9, 2025, 6:47 p.m. There was no
context to the dates and not clear if those were
additional dates of smoking violation.

A care conference progress notes dated February
10, 2025, indicated R1, his case manager, and
the LALD-B participated in the conference and
discussed R1's current health status and
on-going need for smoking safety due to high-risk
status. The noted indicated R1 was "cooperative"
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