
Electronically Delivered

May 5, 2023

Licensee
Vernon Terrace of Edina
5250 Vernon Avenue South
Edina, MN  55436

RE:  Project Number(s) SL28216015

Dear Licensee:

On March 15, 2023, 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 December 22, 2022.
This follow‐up survey determined your facility had not corrected all of the state correction orders
issued pursuant to the December 22, 2022, survey.

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.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey completed on December 22, 2022, found not corrected at the time of the March 15, 2023,
follow‐up survey and/or subject to penalty assessment are as follows:

0810‐Fire Protection And Physical Environment‐144g.45 Subd. 2 (b)‐(f) ‐ $500.00

The details of the violations noted at the time of this follow‐up survey completed on March 15, 2023
(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.

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

appeal.

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

     

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s    
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IMPOSITION OF FINES:
Level 1: no fines or enforcement.
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in    
    §144G.20 for widespread violations;
Level 3: a fine of $3,000 per violation 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 the 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.

Please email reconsideration requests to:   Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

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 MDH 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. Requests
for hearing may be emailed to:   Health.HRD.Appeals@state.mn.us.
     
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.    

Vernon Terrace of Edina
May 5, 2023
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We urge you to review these orders carefully. If you have questions, please contact Jonathan Hill at
651‐201‐3993.    

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,

     
Jonathan Hill, Supervisor
State Evaluation Team
Email: jonathan.hill@state.mn.us
Telephone: 651‐201‐3993 Fax: 651‐281‐9796

HHH

Vernon Terrace of Edina
May 5, 2023
Page   3



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/05/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

28216 03/15/2023
R

NAME OF PROVIDER OR SUPPLIER

VERNON TERRACE OF EDINA

STREET ADDRESS, CITY, STATE, ZIP CODE

5250 VERNON AVENUE SOUTH
EDINA, MN  55436

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{0 000} Initial Comments {0 000}

ATTENTION******  

ASSISTED LIVING PROVIDER LICENSING 
CORRECTION ORDER

In accordance with Minnesota Statutes, section 
144G.08 to 144G.95 this correction order(s) has 
been issued pursuant to a survey.

Determination of whether a violation has been 
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:
Project SL28216015-1

On March 15, 2023, the Minnesota Department of 
Health conducted a revisit at the above provider 
to follow-up on orders issued pursuant to a 
survey completed on December 22, 2022. As a 
result of the revisit, the following order was 
reissued and/or issued.

 

{0 430}
SS=F

144G.40 Subd. 2 Uniform checklist disclosure of 
services

(a) All assisted living facilities must provide to 
prospective residents:
(1) a disclosure of the categories of assisted 
living licenses available and the category of 
license held by the facility;
(2) a written checklist listing all services permitted 
under the facility's license, identifying all services 
the facility offers to provide under the assisted 
living facility contract, and identifying all services 

{0 430}

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 66899STATE FORM OCNQ12
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allowed under the license that the facility does not 
provide; and
(3) an oral explanation of the services offered 
under the contract.
(b) The requirements of paragraph (a) must be 
completed prior to the execution of the assisted 
living contract.
(c) The commissioner must, in consultation with 
all interested stakeholders, design the uniform 
checklist disclosure form for use as provided 
under paragraph (a).

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{0 480}
SS=F

144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

(13) offer to provide or make available at least the 
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:

{0 480}

No further action required.  

{0 810}
SS=F

144G.45 Subd. 2 (b)-(f) Fire protection and 
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) employee actions to be taken in the event of 
a fire or similar emergency;

{0 810}
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   (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) Employees 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 employees 
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 record review and interview, the 
licensee failed to perform the minimum required 
evacuation drills. This has the potential to directly 
affect the safety of all residents receiving care, 
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 

 

Minnesota Department of Health
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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:

On March 15, 2023, at approximately 2:30 p.m., a 
documentation review and an interview were 
performed with the licensed assisted living 
director (LALD)-A, the environmental services 
director  (ESD)-G, and the director of 
environmental services-F indicated that the 
licensee failed to carry out the required 
evacuation drills as outlined in MDH letter, dated 
January 18, 2023, to the licensee to take action to 
comply with the correction order within 14 days to 
meet minimum numbers of evacuation drills that 
must be performed by employees twice per year 
per shift, with at least one evacuation drill every 
other month. During the interview, survey staff 
requested evacuation drill records to show 
compliance with the correction order for review 
and no records were available or provided for 
review. The ESD-G stated he thought they had 
performed one fire drill before his employment (5 
weeks ago) at this facility but did not document it. 
The ESD-G confirmed the finding 

No further information was provided.

On March 15, 2023, at approximately 2:40 p.m., 
the LALD-A and the ESD-G acknowledged the 
above finding.

{0 970}
SS=F

144G.50 Subd. 5 Waivers of liability prohibited

The contract must not include a waiver of facility 

{0 970}
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liability for the health and safety or personal 
property of a resident. The contract must not 
include any provision that the facility knows or 
should know to be deceptive, unlawful, or 
unenforceable under state or federal law, nor 
include 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:
No further action required.  

{01640}
SS=D

144G.70 Subd. 4 (a-e) Service plan, 
implementation and revisions to

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

{01640}

Minnesota Department of Health
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This MN Requirement  is not met as evidenced 
by:
No further action required.  
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Electronically Delivered

January 18, 2023

Licensee
Vernon Terrace Of Edina
5250 Vernon Avenue South
Edina, MN  55436

RE:  Project Number(s) SL28216015

Dear Licensee:

The Minnesota Department of Health completed an evaluation on December 22, 2022, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
evaluation, the Minnesota Department of Health 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.

LICENSING ORDERS
The enclosed State Form documents the state licensing orders. The Department of Health 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 and enforcement actions
based on the level and scope of the violations;   however, no immediate fines are assessed for this

evaluation of your facility.

DOCUMENTATION OF ACTION TO COMPLY
Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order by the correction order date. A copy of the provider’s records documenting
those actions may be requested for follow‐up evaluations. The licensee is not required to submit a
plan of correction 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

   
Protecting, Maintaining and Improving the Health of All Minnesotans
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resident(s)/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.

A state licensing 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. Please   email general reconsideration requests to:   Health.HRD.Appeals@state.mn.us.

Please address your cover letter for general
reconsideration requests to:

Free from Maltreatment reconsideration
requests should be addressed to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

   
Jonathan Hill, Supervisor
Health Regulation Division
State Evaluation Team
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN 55101‐3879
Email:   jonathan.hill@state.mn.us
Telephone:   651‐201‐3993   Fax: 651‐215‐9697

HHH

Vernon Terrace Of Edina
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******ATTENTION****** 

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:
SL28216015-0

On December 19, 2022, through December 22, 
2022, the Minnesota Department of Health 
conducted a survey at the above provider, and 
the following correction orders are issued. At the 
time of the survey, there were 31 residents; 13 
receiving services under the Assisted Living/ 
Dementia Care license.

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using federal software. 
Tag numbers have been assigned to 
Minnesota State Statutes for Assisted 
Living with Dementia Care license 
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 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 surveyors' 
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 pursuant to 144G.31 
Subd. 1, 2 and 3. 

 0 430
SS=F

144G.40 Subd. 2 Uniform checklist disclosure of 
services

(a) All assisted living facilities must provide to 
prospective residents:

 0 430
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(1) a disclosure of the categories of assisted 
living licenses available and the category of 
license held by the facility;
(2) a written checklist listing all services permitted 
under the facility's license, identifying all services 
the facility offers to provide under the assisted 
living facility contract, and identifying all services 
allowed under the license that the facility does not 
provide; and
(3) an oral explanation of the services offered 
under the contract.
(b) The requirements of paragraph (a) must be 
completed prior to the execution of the assisted 
living contract.
(c) The commissioner must, in consultation with 
all interested stakeholders, design the uniform 
checklist disclosure form for use as provided 
under paragraph (a).

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to provide a copy of the uniform 
checklist disclosure of services (UDALSA) with 
the required content for three of three residents 
(R1, R2, R3) with records 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 
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).  

The findings include: 

R1, R2, and R3's service plans dated October 20, 
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2022, December 20, 2022, and November 11, 
2021, respectively, indicated services which 
included medication administration and 
assistance with dressing and grooming.
 
R1, R2, and R3's record lacked evidence a 
UDALSA had been provided, to include: 
- a disclosure of the categories of assisted living 
licenses available and the category of license 
held by the facility; and 
- a written checklist listing all services permitted 
under the facility's license, identifying all services 
the facility offers to provide under the assisted 
living facility contract, and identifying all services 
allowed under the license that the facility does not 
provide.  

On December 22, 2022, at approximately 9:20 
a.m., director of environmental services-F stated, 
"We searched the offices and were unable to find 
the signature pages showing receipt of the 
UDALSA."

The licensee lacked a policy on the UDALSA 
content requirements.

No further information was provided.  
 
TIME PERIOD FOR CORRECTION:  
Twenty-One (21) days

 0 780
SS=F

144G.45 Subd. 2 (a) (1) Fire protection and 
physical environment

(a) Each assisted living facility must comply with 
the State Fire Code in Minnesota Rules, chapter 
7511, and:
 
(1) for dwellings or sleeping units, as defined in 

 0 780
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the State Fire Code:
        (i) provide smoke alarms in each room used 
for sleeping purposes;
        (ii) provide smoke alarms outside each 
separate sleeping area in the immediate vicinity 
of bedrooms;
        (iii) provide smoke alarms on each story 
within a dwelling unit, including basements, but 
not including crawl spaces and unoccupied attics;
        (iv) where more than one smoke alarm is 
required within an individual dwelling unit or 
sleeping unit, interconnect all smoke alarms so 
that actuation of one alarm causes all alarms in 
the individual dwelling unit or sleeping unit to 
operate; and
        (v) ensure the power supply for existing 
smoke alarms complies with the State Fire Code, 
except that newly introduced smoke alarms in 
existing buildings may be battery operated;

This MN Requirement  is not met as evidenced 
by:
Based on observation and interview, the licensee 
failed to provide the required smoke alarms in the 
sleeping rooms of the one-bedroom and 
two-bedroom apartment units located throughout 
the assisted living facility. In addition, the smoke 
detectors in the memory care resident units fail to 
have an audible alarm component to sound in the 
units for proper notification. This has the potential 
to directly affect 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).  
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The findings include:

On December 21, 2022, approximately from 
11:00 p.m. to 2:40 p.m. survey staff toured the 
facility with the director of environmental services 
director (DES)-F. During the tour, survey staff 
observed and the DES-F verified the following:

1. Except for the recently remodeled units 212 
and 324 that were toured, the sleeping rooms of 
the one-bedroom and two-bedroom apartment 
units of the assisted living apartments through the 
facility failed to have the required smoke alarm 
inside the sleeping rooms. The finding was 
evident when the DES-F tested the smoke alarms 
located outside of the bedrooms in the 
apartments sounded, but he was not to locate a 
smoke alarm inside the bedrooms to test. The 
DES-F stated all the apartment units will probably 
have similar equipment. The DES-F verified the 
findings. Survey staff explained that Minnesota 
statutes require that smoke alarms be provided 
inside each  bedroom and outside within the 
immediate vicinity of the bedroom of each 
apartment unit. In addition, all required smoke 
alarms in the apartment units must be 
interconnected so when one smoke alarm is 
activated, all required smoke alarms inside the 
apartment unit sound for compliance with 
statutes.

2. In the memory care apartment units, each unit 
failed to have smoke alarms as required. The 
apartment units were provided with smoke 
detectors rather than smoke alarms to sound 
inside the apartment units. This applies to all the 
one-bedroom and studio-style apartments in the 
memory care units. The DES-F confirmed the 
finding and agreed that only smoke detectors 
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were provided as DES-F and survey staff were 
not able to locate any annunciators inside the 
resident units. The smoke detectors were 
connected to the nurse station. All 16 memory 
care apartment units were provided with the 
same type of smoke detectors.  

3. Except for the elevator lobbies, the corridors of 
the 2nd, 3rd, 4th 5th, and 6th floors failed to have 
proper fire alarm and smoke detection protection 
as required under the statute for compliance with 
the Minnesota Fire Code (Chapter 7511, part 
907.2.6.1). Review for compliance with the local 
administrative authority for compliance with this 
requirement. 

On December 21, 2022, at approximately 3:30 
p.m., during the exit interview, the DES-F and the 
licensed assisted living director (LALD)-A 
acknowledged the above findings. 

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty (21) 
days

 0 800
SS=F

144G.45 Subd. 2 (a) (4) Fire protection and 
physical environment

(4) keep the physical environment, including 
walls, floors, ceiling, all furnishings, grounds, 
systems, and equipment in a continuous state of 
good repair and operation with regard to the 
health, safety, comfort, and well-being of the 
residents in accordance with a maintenance and 
repair program.

This MN Requirement  is not met as evidenced 
by:

 0 800
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Based on observation and interview, the licensee 
failed to maintain the physical environment of the 
facility in a continuous state of good repair and 
operation. This has the potential to directly affect 
the health, safety, and well-being of all residents 
and staff.  

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).  

On December 21, 2022, approximately from 
11:00 p.m. to 2:40 p.m. survey staff toured the 
facility with the director of environmental services 
director (DES)-F. During the tour, survey staff 
observed and the DES-F verified the following:

1. In apartment units 117, 409, and 603 the 
bathroom exhaust fans were not working. 
2. In apartment unit 422, the bathroom ceiling had 
peeling and crusty paint. 
3. The ceiling in the 3rd and 5th-floor storage 
rooms, and the housekeeping room on the 1st 
floor had penetrations that need to be sealed to 
maintain the fire rating of the rooms. 
4. The fire-rated stairway door (near apartment 
unit 117) failed to latch when closed. 
5. In apartment unit 206, the disposal under the 
kitchen cabinet had a slow drip.
6. The potable water supply serving the boiler 
make-up water line failed to have the correct 
backflow preventer to properly protect the 
building's drinking water system. A double-check 
valve assembly (rated low hazard) was installed 
rather than the required reduced pressure zone 
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backflow preventer (rated high hazard). Review 
the with local administrative authority for 
compliance with this requirement.

On December 21, 2022, at approximately 3:30 
p.m. during the exit interview, the DES-F and the 
licensed assisted living director (LALD)-A 
acknowledged the above findings. 

No further information was provided.

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

 0 810
SS=F

144G.45 Subd. 2 (b)-(f) Fire protection and 
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) employee 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) Employees 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 

 0 810
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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 employees 
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 record review and interview, the 
licensee failed to provide the minimum required 
evacuation drills and the required resident  
training on fire safety and evacuation. This has 
the potential to directly affect the safety of all 
residents receiving care, 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:

On December 21, 2022, at approximately 2:40 
p.m., survey staff received and reviewed the fire 
safety and evacuation documentation, evacuation 
drill, and training documentation provided by the 
environmental services director (DES)-F.A 
documentation review and interview were 
performed with the LALD-A and DES-F at 
approximately 3:30 p.m. indicated the following:
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1. Record review indicated the licensee failed to 
provide the minimum numbers of evacuation drills 
that must be performed by employees twice per 
year per shift, with at least one evacuation drill 
every other month. The record showed the only 
employee drills performed were dated November 
22, 2022 (all three shifts). Survey staff requested 
more records, but the DES-F stated that those 
were the only records he could find.  
2. Document review indicated that the licensee 
did not provide annual training to residents who 
can assist in their evacuation on the proper 
actions to take in the event of a fire including 
movement, evacuation, or relocation as required 
by statute. Documentation was requested but 
none was available.

On December 21, 2022, at approximately 3:45 
p.m., during the exit interview, the LALD-A and 
DES-F acknowledged the above findings.  

No further information was provided.

TIME PERIOD FOR CORRECTION: Fourteen 
(14) days

 0 970
SS=F

144.50 Subd. 5 Waivers of liability prohibited

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 
include any provision that the facility knows or 
should know to be deceptive, unlawful, or 
unenforceable under state or federal law, nor 
include 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 

 0 970
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by:
Based on interview and record review, the 
licensee failed to ensure the assisted living 
contract did not include language waiving the 
facility's liability for health, safety, or personal 
property of a resident. This had the potential to 
affect all residents.

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:

On December 19, 2022, at approximately 10:00 
a.m., a copy of the facility's assisted living 
contract was requested.

The contract included a waiver of liability which 
indicated "Provider is not liable to Resident or 
Resident's guests for any injury, death or property 
damage occurring in the Apartment or on 
Provider's premises unless such injury, death or 
property damage occurs as the result of 
Provider's own negligent acts or omissions, or 
those of Its employees, officers, managers, 
owners or agents. Provider is also not liable for 
any injury, death or damage occurring as the 
result of Resident's receipt of health-related, 
supportive or other services from third-party 
providers. Unless caused by one of the 
aforementioned excepted reasons, Resident 
agrees to hold Provider harmless from any and all 
claims for injuries, property damage or any other 
loss resulting from an accident or other 
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occurrence in the Apartment or on Provider's 
premises." 

On  December 20, 2022, at 9:20 a.m., director of 
environmental services (DES)-F confirmed the 
assisted living contract required residents to 
waive the facility's liability for health, safety, or 
personal property. DES-F stated the assisted 
living contract was used for all residents at the 
facility.

The licensee lacked a policy on the content of the 
assisted living contract.

No further information was provided.

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

 01640
SS=D

144G.70 Subd. 4 (a-e) Service plan, 
implementation and revisions to

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

 01640

Minnesota Department of Health
If continuation sheet  12 of 146899STATE FORM OCNQ11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 02/21/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

28216 12/22/2022

NAME OF PROVIDER OR SUPPLIER

VERNON TERRACE OF EDINA

STREET ADDRESS, CITY, STATE, ZIP CODE

5250 VERNON AVENUE SOUTH
EDINA, MN  55436

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 01640Continued From page 12 01640

must be entered into the resident record, 
including notice of a change in a resident's fees 
when applicable.
(e) Staff providing services must be informed of 
the current written service plan.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the service plan included 
a signature or other authentication by the facility 
and by the resident documenting agreement on 
the services to be provided 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 was admitted April 1, 2022, and had 
diagnoses including hypertension.

R2's service agreement dated December 20, 
2022, lacked a signature or other authentication 
by the resident or by the facility, documenting 
agreement on the services to be provided until 
December 20, 2022, during the onsite survey.

On  December 20, 2022, at 9:20 a.m., director of 
environmental services (DES)-F verified the 
service plan for R2 was signed on December 20, 
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2022, as she was not able to locate the original 
signed copy of the service plan. 

The licensee's Service Plan Agreement 
Development and Revision policy dated 
December 2, 2020, indicated "each Service Plan 
Agreement is signed by the RN [registered nurse] 
and the client and/or the client's representative."

No further information was provided. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days
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Minnesota Department of Health
Food, Pools, and Lodging Services
P.O. Box 64975
St. Paul, MN 55164-0975
651-201-4500

1013221396

Page 1
12/19/22
12:55:00

Type:

Time:
Date:

Report:

Full         Food and Beverage Establishment 
       Inspection Report

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

9529255615

Vernon Terrace Of Edina
5250 Vernon Avenue South      
Edina, MN55436
Hennepin County, 27

  /  /

No
Risk:

Expires on:

Announced Inspection:

ID #: 0037657

ID #:

Location:

License Categories: Operator:

Establishment Info:

Phone #:

No NEW orders were issued during this inspection.

A full inspection of the food service was not completed. The facility contracts with Unidine for food service.
The local agency will complete the inspection.

 Priority 1 Priority 3
0 00

Priority 2Total Orders  In This Report

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1013221396 of 12/19/22.

Certified Food Protection Manager:

Certification Number: Expires:   /  /

Signed: Signed:
Jody Barney
Regional Director

Jerry Malloy
Public Health Sanitarian
FPLS Metro
651-201-3998

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

jerry.malloy@state.mn.us
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