
May 17, 2023

Licensee
New Life Health Service
4756 Decatur Avenue North
New Hope, MN  55428

RE: Project Number(s) SL35815015

Dear Licensee:

On March 24, 2023, the Minnesota Department of Health completed a follow‐up survey of your
facility to determine if orders from the January 5, 2023, survey were corrected. This follow‐up survey
verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

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

An equal opportunity employer.                                                                                      P709 HC Orders Corrected
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Electronically Delivered

February 9, 2023

Licensee
New Life Health Service
4756 Decatur Avenue North
New Hope, MN  55428

RE:  Project Number(s) SL35815015

Dear Licensee:

The Minnesota Department of Health completed an evaluation on January 5, 2023, 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 . . ."    

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 imposed immediately with no opportunity to
correct the violation first as follows:

   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.        
        
In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine

amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.

   
Protecting, Maintaining and Improving the Health of All Minnesotans

                                                                                     An equal opportunity employer.                                                    Letter ID: IS7N REVISED 09/13/2021



The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated

maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.   

   
In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.     

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this evaluation:

St ‐ 0 ‐ 0820 ‐ 144g.45 Subd. 2 (g) ‐ Fire Protection And Physical Environment ‐ $3,000.00

The total amount you are assessed is $3,000.00. You will be invoiced after 15 days of the receipt of

this notice, subject to appeal.    

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
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.

New Life Health Service
February 9, 2023
Page   2



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

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.  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.   

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
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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:
SL35815015-0

On January 4, 2023, through January 6, 2023, 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 five (5) residents receiving 
services under the provider's Assisted Living with 
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 License Providers with Dementia 
Care. 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 issued pursuant to 144G.31 
subd. 1, 2, and 3. 

 0 650
SS=E

144G.42 Subd. 8 Employee records

(a) The facility must maintain current records of 

 0 650

Minnesota Department of Health
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each paid employee, each regularly scheduled 
volunteer providing services, and each individual 
contractor providing services. The records must 
include the following information:
(1) evidence of current professional licensure, 
registration, or certification if licensure, 
registration, or certification is required by this 
chapter or rules;
(2) records of orientation, required annual training 
and infection control training, and competency 
evaluations;
(3) current job description, including 
qualifications, responsibilities, and identification of 
staff persons providing supervision;
(4) documentation of annual performance 
reviews that identify areas of improvement 
needed and training needs;
(5) for individuals providing assisted living 
services, verification that required health 
screenings under subdivision 9 have taken place 
and the dates of those screenings; and
(6) documentation of the background study as 
required under section 144.057.
(b) Each employee record must be retained for at 
least three years after a paid employee, 
volunteer, or contractor ceases to be employed 
by, provide services at, or be under contract with 
the facility. If a facility ceases operation, 
employee records must be maintained for three 
years after facility operations cease.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to maintain current job 
description, including qualifications, 
responsibilities, and identification of staff persons 
providing supervision for one of one unlicensed 
personnel (ULP-B) and failed to ensure an annual 
performance evaluation was completed for one of 
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one registered nurse (RN)-D.

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:

ULP-B
ULP-B was hired June 09, 2022, and provided 
direct cares for the residents of the facility.

On January 05, 2022, at 8:30 a.m., ULP-B was 
observed administering medications to R1.

ULP-B's record  lacked an employee record with 
the required contents to include: 
-current job description, including qualifications, 
responsibilities, and identification of staff persons 
providing supervision.

RN-D
RN-D's employee  record lacked evidence of 
documentation of an annual performance review 
that identified areas of improvement needed and 
training needs. 

RN-D  had a hire date of March 10, 2020, to 
provide direct care services to the licensee's 
residents. 

On  January 05, 2023 at 11:20 a.m., housing 
Minnesota Department of Health
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manager (HM)-C verified RN-D's record lacked 
evidence of an annual performance review. Also, 
HM-C confirmed ULP-B's record lacked current 
job description with required content.

No further information was provided. 

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

 0 660
SS=D

144G.42 Subd. 9 Tuberculosis prevention and 
control

(a) The facility must establish and maintain a 
comprehensive tuberculosis infection control 
program according to the most current 
tuberculosis infection control guidelines issued by 
the United States Centers for Disease Control 
and Prevention (CDC), Division of Tuberculosis 
Elimination, as published in the CDC's Morbidity 
and Mortality Weekly Report. The program must 
include a tuberculosis infection control plan that 
covers all paid and unpaid employees, 
contractors, students, and regularly scheduled 
volunteers. The commissioner shall provide 
technical assistance regarding implementation of 
the guidelines.
(b) The facility must maintain written evidence of 
compliance with this subdivision.

This MN Requirement  is not met as evidenced 
by:

 0 660

Based on interview and record review, the 
licensee failed to establish and maintain a 
tuberculosis (TB) prevention program, based on 
the most current guidelines issued by the Centers 
for Disease Control and Prevention (CDC) which 
included a facility TB risk assessment, 
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documentation of a completed health history and 
symptom screening for one of three employees ( 
registered nurse (RN)-D).

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:

 RN-D had a start date of March 10, 2020. 

 RN-D's employee record did not contain the 
following:
- documentation of a completed TB health history 
and symptom screening. 

On January 06, 2022, at 11:30 a.m., Housing 
manager (HM)-C confirmed RN-D's  record 
lacked evidence of a completed TB health history 
and symptom screening, and was unsure why it 
was not completed. 

The licensee's Tuberculosis 
Screening/Prevention policy, dated August 1, 
2021, indicated "Baseline TB Testing: Baseline 
TB screening at the time or hire is required for an 
HCWs in Minnesota. Baseline TB screening 
consists of three components: (1)assessing for 
current symptoms of active TB disease, and (2) 
assessing TB history and 3) TB testing for the 
presence or infection with Mycobacterium 
tuberculosis by administering either a two-step 
TST or single TB blood test."

Minnesota Department of Health
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The Minnesota Department of Health (MDH) 
guidelines, Regulations for Tuberculosis Control 
in Minnesota Health Care Settings, dated July 
2013, and based on CDC guidelines, indicated a 
TB infection control program should include a 
facility TB risk assessment. The guidelines also 
indicated an employee may begin working with 
patients after a negative TB history and symptom 
screen (no symptoms of active TB disease) and a 
negative IGRA (serum blood test) or TST (first 
step) dated within 90 days before hire. The 
second TST may be performed after the HCW 
(health care worker) starts working with patients.  
Baseline TB screening should be documented in 
the employee's record."

No further information was provided.

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

 0 680
SS=F

144G.42 Subd. 10 Disaster planning and 
emergency preparedness

(a) The facility must meet the following 
requirements:
(1) have a written emergency disaster plan that 
contains a plan for evacuation, addresses 
elements of sheltering in place, identifies 
temporary relocation sites, and details staff 
assignments in the event of a disaster or an 
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to 
all residents;
(4) post emergency exit diagrams on each floor; 
and

 0 680
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(5) have a written policy and procedure regarding 
missing tenant residents.
(b) The facility must provide emergency and 
disaster training to all staff during the initial staff 
orientation and annually thereafter and must 
make emergency and disaster training annually 
available to all residents. Staff who have not 
received emergency and disaster training are 
allowed to work only when trained staff are also 
working on site.
(c) The facility must meet any additional 
requirements adopted in rule.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to have a written 
emergency preparedness plan with all the 
required content and failed to post an emergency 
preparedness plan prominently. This had the 
potential to affect all staff, visitors, and 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, 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:  

During a facility tour on January 04, 2023, at 
10:30 a.m., the surveyor did not observe a 
posting of the licensee's EPP. 

The licensee lacked evidence of the following 
required content:
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- a comprehensive program to include infectious 
diseases and pandemics;
- a description of the population served by the 
licensee;
- process for emergency preparedness (EP) 
cooperation with state and local EP 
officials/organizations;
- procedure for tracking staff and residents; and 
- subsistence needs for staff and residents during 
emergency situation.

On January 5, 2023, at 12:00 p.m. housing 
manager (HM)-C stated he was familiar with 
Appendix Z which is part of the EPP. HM-C 
verified the EPP lacked required content.

The licensee's 7.01 Disaster Planning and 
Emergency Preparedness Plan policy dated April 
23, 2021, indicated the EPP would include the 
above information but did not specify it should be 
located in a conspicuous area. 

No additional information was provided.

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

 0 770
SS=F

144G.45 Subdivision 1 Minimum site 
Requirements

The following are required for all assisted living 
facilities:
(1) public utilities must be available, and working 
or inspected and approved water and septic 
systems must be in place;
(2) the location must be publicly accessible to fire 
department services and emergency medical 
services;
(3) the location's topography must provide 

 0 770
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sufficient natural drainage and is not subject to 
flooding;
(4) all-weather roads and walks must be provided 
within the lot lines to the primary entrance and the 
service entrance, including employees' and 
visitors' parking at the site; and
(5) the location must include space for outdoor 
activities for residents.

This MN Requirement  is not met as evidenced 
by:
Based on observation and interview, the licensee 
failed to provide all-weather walks within the lot 
lines to the primary entrance. This deficient 
condition had the potential to affect all staff, 
residents, 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). 

Findings include:

On January 5, 2023, between 11:30 a.m. and 
12:30 p.m., survey staff toured the facility with the 
housing manager (HM)-C. During the facility tour, 
survey staff observed an all-weather walk 
covered with snow that was not being maintained 
outside the patio door. This patio door was 
identified as an exit on the evacuation plans 
posted in the facility. 

This deficient condition was verified by HM-C 
accompanying on the facility tour.
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TIME PERIOD FOR CORRECTION: Two (2) 
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 
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:

 0 780

Surveyor: Hassan, Safia M.

Based on observation and interview, the licensee 
failed to provide smoke alarms that were 
interconnected throughout the facility. This 
deficient condition had the potential to affect all 
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staff, residents, 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 
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).

Findings include:

On January 5, 2023, between 11:30 a.m. and 
12:30 p.m., survey staff toured the facility with the 
housing manager (HM)-C. During the facility tour, 
survey staff observed that the smoke alarm in the 
basement installed outside the sleeping rooms 
was not interconnected so that actuation of one 
alarm caused all alarms in the dwelling unit to 
operate. 

This deficient condition was verified by HM-C 
accompanying on the facility tour. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 790
SS=F

144G.45 Subd. 2 (a) (2)-(3) Fire protection and 
physical environment

(2) install and maintain portable fire 
extinguishers in accordance with the State Fire 
Code;

(3) install portable fire extinguishers having a 
minimum 2-A:10-B:C rating within Group R-3 
occupancies, as defined by the State Fire Code, 

 0 790
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located so that the travel distance to the nearest 
fire extinguisher does not exceed 75 feet, and 
maintained in accordance with the State Fire 
Code; and

This MN Requirement  is not met as evidenced 
by:
Based on observation and interview, the licensee 
failed to maintain the portable fire extinguishers. 
This deficient condition had the ability to affect all 
staff, residents, 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 
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).

Findings include:

On January 5, 2023, between 11:30 a.m. and 
12:30 p.m., survey staff toured the facility with the 
housing manager (HM)-C. During the facility tour, 
survey staff observed that portable fire 
extinguishers were not provided with tags or 
labels from certified service personnel indicating 
that annual maintenance had been performed. 

These deficient conditions were visually verified 
by HM-C accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7) 
days
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 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

Based on observation and interview, the licensee 
failed to maintain 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. This deficient condition had the 
potential to affect all staff, residents, 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). 

Findings include:

On January 5, 2023, between 11:30 a.m. and 
12:30 p.m., survey staff toured the facility with the 
housing manager (HM)-C. During the facility tour, 
survey staff observed the following:
1. An egress window was obstructed by a cover 
that was bolted down and covered with snow. 
2. The smoke alarm installed outside the sleeping 
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rooms on the main floor did not work when tested 
by HM-C.
3. A smoke alarm in a resident sleeping room on 
the main floor did not work when tested by HM-C. 
4. Burnt used cigarettes were observed being 
disposed of below the ramp at the front door 
instead of in a proper disposal container.
5. The electrical panel was obstructed by a 
dresser and also by additional items being stored 
in this location. 
6. The laundry room door was damaged. 
7. The light fixture cover was missing in a 
resident room on the main floor. 
8. Five light bulbs were not working in the main 
floor bathroom. 

These deficient conditions were verified by HM-C 
accompanying on the facility tour.

TIME PERIOD FOR CORRECTION: Two (2) 
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.

 0 810
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(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:
Surveyor: Hassan, Safia M.

Based on record review and interview, the 
licensee failed to develop fire safety and 
evacuation plans with the required elements; 
failed to provide training on fire safety and 
evacuation to residents capable of 
self-evacuation; and failed to complete required 
employee evacuation drills. This deficient 
condition had the potential to affect all staff, 
residents, 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 
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of the residents). 

Findings include:

On January 5, 2023, between 11:30 a.m. and 
12:30 p.m., survey staff toured the facility with the 
housing manager (HM)-C. During the facility tour, 
survey staff observed that one of the evacuation 
maps posted on the main floor of the facility did 
not identify resident room 5. 

On January 5, 2023, at approximately 12:30 p.m., 
records were provided for review. Records were 
reviewed by survey staff on January 5, 2023, 
between 12:30 p.m. and 1:30 p.m.

Record review of available documentation 
indicated that the licensee had not developed and 
maintained fire safety and evacuation plans for 
this facility location. 

1. The licensee had not identified the location and 
number of all resident sleeping rooms in the 
plans. Resident room 5 was not identified in the 
written plans for fire safety and evacuation 
provided in the New Life Health Service binder. 
 
2. The licensee had not developed plans with 
employee actions on how to move or evacuate 
residents in the event of a fire or similar 
emergency from this facility location. The plans 
indicated to use the RACE acronym but were very 
vague and did not provide complete actions for 
employees to take in the event of a fire or similar 
emergency. Limited instructions directed 
employees to assist residents to stoop or crawl 
and to confine/extinguish the fire.

3. The licensee did not include fire protection 
procedures necessary for residents or specific 

Minnesota Department of Health
If continuation sheet  16 of 316899STATE FORM PG0111



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

35815 01/05/2023

NAME OF PROVIDER OR SUPPLIER

NEW LIFE HEALTH SERVICE

STREET ADDRESS, CITY, STATE, ZIP CODE

4756 DECATUR AVENUE NORTH
NEW HOPE, MN  55428

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 810Continued From page 16 0 810

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 in the 
plans from this facility location.  The plans direct 
the use of MegaMover to transport 
non-ambulatory clients, assist clients in the use of 
egress windows, and get everyone away from the 
house. Specific fire protection procedures 
necessary for residents were not included. 

On January 5, 2023, at approximately 1:40 p.m., 
the director of nursing who was also the licensed 
assisted living director (DON/LALD)-A verified 
that the fire safety and evacuation plans for the 
facility lacked these provisions.

Record review of the available documentation 
indicated that the licensee did not provide annual 
training to residents who can assist in their own 
evacuation on the proper actions to take in the 
event of a fire to include movement, evacuation, 
or relocation as required by statute. 
Documentation was requested by survey staff but 
not provided to support that annual resident 
training had been completed. 

On January 5, 2023, at approximately 1:40 p.m., 
during an interview, the DON/LALD-A explained 
that residents participated in the facility fire drills. 
The DON/LALD-A verified that documentation 
was not available to support that annual resident 
training on the proper actions to take in the event 
of a fire had been completed and verified this 
deficient condition.  

Record review of documented fire drills indicated 
that evacuation drills for employees had been 
conducted in January, August, and December of 
2022. The evacuation drill frequency requirement 
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of twice per year per shift with at least one 
evacuation drill every other month was not met. 

On January 5, 2023, at approximately 1:40 p.m., 
during an interview, the DON/LALD-A verified that 
there were no further documented evacuation 
drills for the facility and verified this deficient 
condition.  

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

 0 820
SS=I

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

(g) Existing construction or elements, including 
assisted living facilities that were registered as 
housing with services establishments under 
chapter 144D prior to August 1, 2021, shall be 
permitted to continue in use provided such use 
does not constitute a distinct hazard to life. Any 
existing elements that an authority having 
jurisdiction deems a distinct hazard to life must 
be corrected. The facility must document in the 
facility's records any actions taken to comply with 
a correction order, and must submit to the 
commissioner for review and approval prior to 
correction.

This MN Requirement  is not met as evidenced 
by:

 0 820

Based on observation and interview, the licensee 
failed to provide facilities that were not a distinct 
hazard to life. This had the potential to directly 
affect all residents and staff.  

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, 
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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).

On January 5, 2023, between 11:30 a.m. and 
12:30 p.m., survey staff toured the facility with the 
housing manager (HM)-C. During the facility tour, 
survey staff observed two resident sleeping 
rooms on the main floor did not have windows 
that met the minimum size requirements for 
egress escape. Both resident sleeping rooms 
were occupied by residents. The clear openable 
area of the opened windows measured less than 
20 inches in height and did not meet the 
minimum required opening for existing sleeping 
rooms of 648 square inches. 

This deficient condition was verified by HM-C 
accompanying on the facility tour.

TIME PERIOD FOR CORRECTION: IMMEDIATE

 01440
SS=D

144G.62 Subd. 4 Supervision of staff providing 
delegated nurs

(a) Staff who perform delegated nursing or 
therapy tasks must be supervised by an 
appropriate licensed health professional or a 
registered nurse according to the assisted living 
facility's policy where the services are being 
provided to verify that the work is being 
performed competently and to identify problems 
and solutions related to the staff person's ability 
to perform the tasks. Supervision of staff 
performing medication or treatment 
administration shall be provided by a registered 

 01440
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nurse or appropriate licensed health professional 
and must include observation of the staff 
administering the medication or treatment and the
interaction with the resident.
(b) The direct supervision of staff performing 
delegated tasks must be provided within 30 
calendar days after the date on which the 
individual begins working for the facility and first 
performs the delegated tasks for residents and 
thereafter as needed based on performance. This 
requirement also applies to staff who have not 
performed delegated tasks for one year or longer.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to ensure a registered 
nurse (RN) conducted direct supervision of staff 
performing a delegated task within 30 days of 
providing services for one of one employee 
(unlicensed personnel (ULP)-B) with employee 
record 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 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:

ULP-B was hired June 09, 2022, and provided 
direct cares for the residents of the facility.
 
 ULP-B's record did not include documentation of 
direct supervision by an RN within 30 days of 
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ULP-B performing delegated nursing tasks, 
including medication administration. 

On January 05, 2022, at 8:30 a.m., ULP-B was 
observed administering medications to R1.

On January 06, 2022, at 1:45 p.m., direct of 
nursing, who was also the licensed assisted living 
director (DON/LALD)-A
verified ULP-B's record does not include 30-day 
supervision of medication administration or other 
delegated tasks.

The licensee's Staff Competency policy  
indicated, " The Clinical Nurse Supervisor will 
meet with the staff member to develop and 
document a plan with time frames for retraining or 
additional education. Staff members may not 
perform delegated tasks which they have not 
demonstrated competence.", the policy does not 
address the required direct supervision of staff 
performing a delegated task within 30 days of 
providing services. 

No further information was provided. 

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

 01620
SS=F

144G.70 Subd. 2 (c-e) Initial reviews, 
assessments, and monitoring

(c) Resident reassessment and monitoring must 
be conducted no more than 14 calendar days 
after initiation of services. Ongoing resident 
reassessment and monitoring must be conducted 
as needed based on changes in the needs of the 
resident and cannot exceed 90 calendar days 
from the last date of the assessment.

 01620
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(d) For residents only receiving assisted living 
services specified in section 144G.08, subdivision 
9, clauses (1) to (5), the facility shall complete an 
individualized 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.
(e) 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 record review, the 
licensee failed to ensure ongoing resident 
reassessment and monitoring must be conducted 
as needed based on changes in the needs of the 
resident and cannot exceed 90 calendar days 
from the last date of the assessment for two of 
two residents (R1 and R2) with record 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) and was issued at a 
widespread 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
R1 was admitted to the facility on August 24, 
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2021.

R1's Service Plan Agreement, dated August 25, 
2021, indicated R1 received services for 
assistance with medication administration, 
assistance with activities of daily living (ADLs), 
housekeeping, laundry,  and meals.

R1's record included Comprehensive Home Care 
Resource Sample Monitoring and Reassessment 
14 days visit and 90 days visit dated September 
08, 2021; November 24, 2021; and  ECP asses 
needs 6 Month Assessment dated February 20, 
2022. R1's record lacked documentation of a 
resident reassessment within 90 calendar days of 
the previous assessment.

R2
R2 was admitted to the facility on February 04, 
2022.

R2's Service Plan Agreement, dated February 04, 
2022, indicated services included medication 
administration.

R2's record included ECP Assess Needs Initial 
assessment; 30 days assessment;90 days 
assessment dated February 05, 2022; March 
04,2022; and May 19, 2022.  R2's record lacked 
documentation of a resident reassessment within 
90 calendar days of the previous assessment.

On January 06, 2023 at 1:45 p.m., direct of 
nursing, who was also the licensed assisted living 
director (DON/LALD) - A confirmed R1 and  R2's 
record lacked ongoing reassessment within 90 
calendar days of the previous assessment. 
  

No further information was provided.
Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days

 01650
SS=F

144G.70 Subd. 4 (f) Service plan, implementation 
and revisions to

(f) The service plan must include:
(1) a description of the services to be provided, 
the fees for services, and the frequency of each 
service, according to the resident's current 
assessment and resident preferences;
(2) the identification of staff or categories of staff 
who will provide the services;
(3) the schedule and methods of monitoring 
assessments of the resident;
(4) the schedule and methods of monitoring staff 
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service 
cannot be provided;
(ii) information and a method to contact the 
facility;
(iii) the names and contact information of persons 
the resident wishes to have notified in an 
emergency or if there is a significant adverse 
change in the resident's condition, including 
identification of and information as to who has 
authority to sign for the resident in an emergency; 
and
(iv) the circumstances in which emergency 
medical services are not to be summoned 
consistent with chapters 145B and 145C, and 
declarations made by the resident under those 
chapters.

This MN Requirement  is not met as evidenced 
by:

 01650

Based on observation, interview and record  
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review, the licensee failed to ensure the resident 
service plan included the required content for two 
of two  residents (R1 and 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) 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:

R1
R1 was admitted to the facility on August 24, 
2021. R2. R1's service plan, dated August 25, 
2021, indicated the resident received medication 
management services, 24 hours supervision, 
need some assistance with self care, laundry, 
housekeeping, and meals.

R2
R2 was admitted to the facility on February 04, 
2022. R2's Service Plan Agreement, dated 
February 04, 2022, indicated services included 
medication administration, 24 hours supervision, 
need some assistance with self care, laundry, 
and housekeeping.

On January 05, 2023, at 8:30 a.m., and 8:45 
a.m., unlicensed personnel (ULP)-B was 
observed administering medications to R1 and 
R2.

R1 and R2's service plan lacked the following 
required contents;
-   the fees for services, and the frequency of 
each service, according to the resident's current 
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assessment and resident preferences;
-  the identification of staff or categories of staff 
who will provide the services;
-  the schedule and methods of monitoring 
assessments of the resident;
- the schedule and methods of monitoring staff 
providing services; and
- a contingency plan that includes:
-  the action to be taken if the scheduled service 
cannot be provided;
- information and a method to contact the facility;
- the names and contact information of persons 
the resident wishes to have notified in an 
emergency or if there is a significant adverse 
change in the resident's condition, including 
identification of and information as to who has 
authority to sign for the resident in an emergency; 
and
- the circumstances in which emergency medical 
services are not to be summoned consistent with 
chapters 145B and 145C, and declarations made 
by the resident under those chapters.

On January 06, 2023 at 1:45 p.m., direct of 
nursing, who was also the licensed assisted living 
director (DON/LALD) - A confirmed R1 and  R2's 
service plans lacked required content.

The licensee's Service Plans policy dated August 
01, 2021,  indicated " the service plan must 
include a contingency plan that includes the 
followings; A description of the services to be 
provided; the service description may be in the 
form of the resident's care plan developed with 
the resident/responsible party, the fees for 
services and the frequency or each service, 
according to the resident's current review or 
assessment  and resident preferences, the 
identification of the staff or categories of staff who 
will provide the services, and the schedule and 
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methods or monitoring reviews or assessments 
of the resident."
 

No further information was provided.  

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

 01730
SS=D

144G.71 Subd. 5 Individualized medication 
management plan

(a) For each resident receiving medication 
management services, the assisted living facility 
must prepare and include in the service plan a 
written statement of the medication management 
services that will be provided to the resident. The 
facility must develop and maintain a current 
individualized medication management record for 
each resident based on the resident's 
assessment that must contain the following:
(1) a statement describing the medication 
management services that will be provided;
(2) a description of storage of medications based 
on the resident's needs and preferences, risk of 
diversion, and consistent with the manufacturer's 
directions;
(3) documentation of specific resident instructions 
relating to the administration of medications; 
(4) identification of persons responsible for 
monitoring medication supplies and ensuring that 
medication refills are ordered on a timely basis;
(5) identification of medication management 
tasks that may be delegated to unlicensed 
personnel;
(6) procedures for staff notifying a registered 
nurse or appropriate licensed health professional 
when a problem arises with medication 

 01730
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management services; and
(7) any resident-specific requirements relating to 
documenting medication administration, 
verifications that all medications are administered 
as prescribed, and monitoring of medication use 
to prevent possible complications or adverse 
reactions.
(b) The medication management record must be 
current and updated when there are any 
changes.
(c) Medication reconciliation must be completed 
when a licensed nurse, licensed health 
professional, or authorized prescriber is providing 
medication management.

This MN Requirement  is not met as evidenced 
by:
Based on record review and interview, the 
licensee failed to develop an individualized 
medication management plan with the required 
content for one of one resident (R1).  

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at an isolated scope (when one or a 
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 service plan, dated August 25, 2021, 
indicated the resident received medication 
management services.

R1's medication list dated February 22, 2022, 
included pain medication, depression medication, 
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and agitation or mood disorder medication. 

R1's 6 month assessment dated February 20, 
20222, noted R1 receives medication 
management plan, however R1's record lacked a 
medication management plan to include required 
content noted below:  
- a statement describing the medication 
management services that will be provided;
-  documentation of specific resident instructions 
relating to the administration of medications; 
- identification of persons responsible for 
monitoring medication supplies and ensuring that 
medication refills are ordered on a timely basis; 
and 
- identification of medication management tasks 
that may be delegated to unlicensed personnel; 
and 

On January 06, 2023, at 2:00 p.m. director of 
nursing, who was also the licensed assisted living 
director (DON/LALD)-A confirmed  R1's record 
lacked evidence of a medication management 
plan to include the above noted content.

The licensee's Service Plan for Medication 
Management policy dated August 01, 2021 
indicated  "The written Medication Management 
Plan includes the following provisions.
- a statement describing the medication 
management services that will be provided;
- a description of storage of medications based 
on the resident's needs and preferences, risk of 
diversion, and consistent with the manufacturer's 
directions;
- Identification or person(s) responsible for 
monitoring medication supplies and ensuring 
refills are ordered timely;
- description of medication management tasks to 
be delegated to unlicensed personnel;
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-plans for staff notifying the licensed health 
professional when/If a problem with medication 
management services arises; and 
-  Any resident-specific requirements related to 
documenting medication administration, 
verification that all medications are administered 
as prescribed and monitoring of medication use 
to prevent possible complications or adverse 
reactions."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 02040
SS=F

144G.81 Subdivision 1 Fire protection and 
physical environment

An assisted living facility with dementia care that 
has a secured dementia care unit must meet the 
requirements of section 144G.45 and the 
following additional requirements:
(1) a hazard vulnerability assessment or safety 
risk must be performed on and around the 
property. The hazards indicated on the 
assessment must be assessed and mitigated to 
protect the residents from harm; and
(2) the facility shall be protected throughout by an 
approved supervised automatic sprinkler system 
by August 1, 2029.

This MN Requirement  is not met as evidenced 
by:

 02040

Based on record review and interview, the 
licensee failed to provide a hazard vulnerability 
assessment or safety risk assessment of the 
physical environment on and around the property 
for the facility. This deficient practice had the 
ability to affect all staff, residents, and visitors.
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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). 

Findings include:

On January 5, 2023, at approximately 12:30 p.m., 
records were provided for review. Records were 
reviewed by survey staff on January 5, 2023, 
between 12:30 p.m. and 1:30 p.m. A hazard 
vulnerability assessment or safety risk 
assessment was requested by survey staff but 
not provided.

On January 5, 2023, at approximately 1:40 p.m., 
the director of nursing who was also the licensed 
assisted living director (DON/LALD)-A verified 
that the licensee had not completed a hazard 
vulnerability or safety risk assessment of the 
physical environment on and around the property 
for the facility.

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