
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

Electronically Delivered

April 26, 2024

Licensee
Motivate  Home Services
3092 Cleveland Avenue North
Roseville, MN 55113

RE: Project Number(s) SL35367015

Dear Licensee:

On April 15, 2024, the  Minnesota  Department  of Health completed  a follow-up survey of your facility
to  determine  if orders  from the  January 23, 2024, 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,

Bob Dehler, P.E.
Engineering Manager
Engineering Services Section
Health Regulation Division
Email: Robert.Dehler@state. mn.us
Telephone: 651-201-3710
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Electronically Delivered

February 8, 2024

Licensee
Motivate Home Services
3092 Cleveland Avenue North
Roseville, MN  55113

RE:  Project Number(s) SL35367015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a  survey on January 23, 2024, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted  violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

STATE CORRECTION ORDERS
The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assigned tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
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 may be 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.31, Subd. 4 (a)(5), MDH may impose fine amounts of either
$1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
MDH may impose a fine of $1,000 for each substantiated maltreatment violation that consists of
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abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2, 9, 17. MDH 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 (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 survey:

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

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $3,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject
to appeal.  

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

The correction order documentation should include the following:

� 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(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.     

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

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
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hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor. to submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm
    

To appeal fines via reconsideration, please follow the procedure outlined above.  Please note that you
may request a reconsideration  or a hearing, but not both.  If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.    

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

If you have any questions, please contact me.

Sincerely,

Jessie Chenze, Supervisor
State Evaluation Team
Email: jessie.chenze@state.mn.us
Telephone: 218-332-5175 Fax: 1-866-890-9290

HHH
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0 000 Initial Comments 0 000

******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:
SL35367015

On January 22, 2024, through January 23, 2024,
the Minnesota Department of Health conducted a
full survey at the above provider, and the
following correction orders are issued. At the time
of the survey, there were two residents receiving
services under the Assisted Living License.

An immediate correction order was identified on
January 22, 2024, and issued for tag identification
0820.

On January 25, 2024, the immediacy of
correction order 0820 was removed, however
non-compliance remained at an scope and level
of I.

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living 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 issued pursuant to 144G.31
subd. 1, 2, and 3.

0 460 144G.41 Subdivision 1 Minimum requirements
SS=F

0 460

(5) provide a means for residents to request
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 460 Continued From page 1 0 460

assistance for health and safety needs 24 hours
per day, seven days per week;
(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;
(7) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits;
(9) allow the resident the right to choose a
roommate if sharing a unit;
(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide a means for residents to request
assistance for health and safety needs 24 hours a
day, seven days a week. This had the potential to
affect all two residents currently residing in the
facility.

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:

Minnesota Department of Health
STATE FORM 6899 PVHX11 If continuation sheet 2 of 15
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The licensee held an assisted living facility
license and was licensed for a bed capacity of 3
residents.

0 460

During entrance conference on January 22, 2024,
at 10:40 a.m., licensed assisted living director
(LALD)-A and registered nurse (RN)-B confirmed
the facility did not have a system in place for
residents to summons staff for assistance.
LALD-A stated the licensee provided safety
checks for residents and the licensee's residents
were independent with their mobility.

R1 and R2's care plans dated February 9, 2023,
and January 17, 2024, indicated staff would
ensure residents had call lights next to them at all
times when in bed for emergencies and staff
would quickly respond to any call lights for help.

During a tour of the facility on January 22, 2024,
at 12:25 p.m., with LALD-A, RN-B, and owner
(O)-C, no system was observed in place for
residents to summons staff for assistance.

The licensee's Assisted Living Minimum
Requirements policy reviewed July 15, 2023,
indicated the facility would provide a means for
residents to request assistance for health and
safety needs 24 hours per day, seven days a
week.

No other information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 800 144G.45 Subd. 2 (a) (4) Fire protection and
SS=D physical environment

0 800

Minnesota Department of Health
STATE FORM 6899 PVHX11 If continuation sheet 3 of 15
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(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.

0 800

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain the facility's physical
environment in a continuous state of good repair
and operation regarding the health, safety, and
well-being of the residents. This had the potential
to directly affect all residents, staff, and visitors.

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

On a facility tour on January 25, 2024, at 9:00
a.m., with licensed assisted living director
(LALD)-A, the surveyor made the following
observations of facility hazards and disrepair:

The main front exit/entry door was not sealed to
the threshold leaving a 3/4" gap to the outside
between the bottom of the door and the floor.

During an interview on January 25, 2024, at 9:10
Minnesota Department of Health
STATE FORM 6899 PVHX11 If continuation sheet 4 of 15
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a.m., LALD-A stated the flooring in that area had
been removed creating the gap and a contractor
was hired to replace the door.

0 800

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 820 144G.45 Subd. 2 (g) Fire protection and physical 0 820
SS=I 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:
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 of the 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,
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

Minnesota Department of Health
STATE FORM 6899

This immediate correction order identified
on January 22, 2024, has had the
immediacy lifted as of January 25, 2024,
however non-compliance remained a
scope and level of I.

PVHX11 If continuation sheet 5 of 15
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has affected or has potential to affect a large
portion or all of the residents).

0 820

Findings include:

On a facility tour on January 22, 2024, at 1:45
p.m. with licensed assisted living director
(LALD)-A and registered nurse (RN)-B, it was
observed that emergency escape and rescue
openings were not provided in resident room
number 1 occupied by R1, unoccupied resident
room number 2, and occupied resident room
number 3 occupied by R3.

OCCUPIED RESIDENT SLEEPING ROOM

Resident sleeping room number 1 occupied by
R1 and resident sleeping room number 3
occupied by R3 emergency escape and rescue
clear window opening measurements are 23 1/2
inches wide, 23 inches in height and 540 square
inches in openable area. The windows were
measured with LALD-A, RN-B and survey staff
present. The windows did not meet the minimum
requirements for total openable area.

UNOCCUPIED RESIDENT SLEEPING ROOM

Resident sleeping room number 2 emergency
escape and rescue clear window opening
measurements are 23 1/2 inches wide, 23 inches
in height and 540 square inches in openable
area. The window was measured with LALD-A,
RN-B and survey staff present. The window did
not meet the minimum requirements for total
openable area.

During a phone interview on January 22, 2024, at
2:00 p.m. with LALD-A it was explained that at
least one emergency escape and rescue opening

Minnesota Department of Health
STATE FORM 6899 PVHX11 If continuation sheet 6 of 15



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 02/08/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

35367 B. WING _____________________________ 01/23/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

MOTIVATE HOME SERVICES 3092 CLEVELAND AVENUE NORTH
ROSEVILLE, MN 55113

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 820 Continued From page 6

is required within each resident sleeping room.

0 820

Existing emergency escape and rescue openings
are required to meet a minimum clear opening
area of 648 square inches and have a minimum
dimension of 20 inches in height and a minimum
dimension of 20 inches in width and a maximum
sill height from the floor of 48 inches.

This deficient condition was visually verified by
HM-A accompanying on the tour. Survey staff
explained that an immediate correction order was
issued for the above findings.

During the tour LALD-A accompanying on the
tour stated they were not aware of the minimum
648 square inch clear openable area requirement
for emergency escape and rescue openings.

TIME PERIOD FOR CORRECTION: Immediate.

01500 144G.63 Subd. 5 Required annual training
SS=F

(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:
(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;
(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;
(3) review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective

01500

Minnesota Department of Health
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gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;
(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;
(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and
(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:
(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;
(2) the health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or
(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

01500

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure employees
performing direct services completed the required
annual training for two of two employees
(unlicensed personnel (ULP)-D, registered nurse
(RN)-E).

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).

The findings include:

ULP-D
ULP-D had a start date of November 4, 2020, and
began providing assisted living services on
August 1, 2021.

On January 23, 2024, at 8:05 a.m., the surveyor
observed ULP-D administering R2's scheduled
morning medications.

RN-E
RN-E had a start date of August 9, 2022, to
provide direct care services to the licensee's
residents.

ULP-D and RN-E's employee records lacked
evidence ULP-D and RN-E successfully
completed annual trainings as required to include
a review of the facility's policies and procedures
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relating to the provision of assisted living services
and how to implement those policies and
procedures.

01500

On January 23, 2024, at 11:49 a.m., licensed
assisted living director (LALD)-A identified herself
responsible for assigning employee training.
LALD-A stated she did not have employees
review the licensee's policies and procedures
annually because staff review the polices at the
time of hire. LALD-A stated she would review any
new policies, changes in current polices or if
there was a need for additional staff training.

The licensee's Annual Training Requirements
policy reviewed July 15, 2023, indicated annual
training must include a review of the provider
policies and procedures relating to the provision
of assisted living services and how to implement
those policies and procedures.

No further information was provided.

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

01620 144G.70 Subd. 2 (c-e) Initial reviews,
SS=D assessments, and monitoring

01620

(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.
(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an

Minnesota Department of Health
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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.

01620

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to conduct a
comprehensive reassessment for one of one
resident (R1) who had a change in plan of care.

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 diagnoses included schizophrenic disorder,
bipolar, post-traumatic stress disorder, asthma,
and mild intellectual disabilities.

R1's 90-day assessment dated January 17, 2024,
indicated R1 smoked 10-12 cigarettes a day.

Minnesota Department of Health
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Staff were to lock R1's cigarettes and lighter in
the medication cabinet, give R1 only one cigarette
at the time of smoking and make sure R1 turned
in the lighter after smoking.

R1's Care Plan dated February 9, 2023, indicated
R1 smoked 10-12 cigarettes a day, required
frequent reminders to smoke in designated areas,
was often non-compliant and smoked in his room.
R1's cigarettes were to be locked in the cabinet
and given to R1 at the time of smoking.

On January 22, 2024, the surveyor observed R1
go outside several times during the survey to
smoke.

On January 23, 2024, the surveyor observed R1
go outside to smoke and did not observe R1
request a cigarette from staff or staff obtain a
cigarette out of the locked cabinet at the following
times:
-8:46 a.m., 10:38 a.m., and 11:32 a.m.

On January 23, 2024, at 10:09 a.m., unlicensed
personnel (ULP)-D stated R1 could go outside
and smoke anytime he wanted and R1 kept his
cigarettes and lighter in his room and were no
longer locked in the medication cabinet.

On January 23, 2024, at 1:17 p.m., licensed
assisted living director (LALD)-A stated R1's
cigarettes use to be locked in the medication
cabinet but R1 would become upset and R1's
behaviors increased. LALD-A stated due to R1's
increased behaviors, buying tobacco on his own
and hiding cigarettes in his room, R1 was allowed
to keep his own cigarettes. LALD-A and
registered nurse (RN)-B verified R1's assessment
and care plan indicated R1's cigarettes and
lighter were to be locked in the medication
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cabinet and given to R1 at the time of smoking.

01620

The licensee's Comprehensive Client
Assessment policy reviewed July 15, 2023,
indicated a thorough, comprehensive and
accurate assessment, consistent with the client's
immediate needs; and would be completed by a
registered nurse and would be conducted as
needed based on changes in the needs of the
client and not exceed 90 days from the last date
of the assessment.

The licensee's Nursing Care Plans policy
reviewed July 15, 2023, indicated the care plan
shall be periodically reviewed, evaluated and
revised based upon the client's health status and
/or environment, and ongoing client assessments.

No further information was provided.

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

01650 144G.70 Subd. 4 (f) Service plan, implementation 01650
SS=D 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
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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.

01650

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure a service plan was
updated to reflect current services being provided
by the licensee 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 diagnoses included schizophrenic disorder,
bipolar, post-traumatic stress disorder, asthma,
and mild intellectual disabilities.

R1's Service Plan dated April 7, 2023, indicated
Minnesota Department of Health
STATE FORM 6899 PVHX11 If continuation sheet 14 of 15



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 02/08/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

35367 B. WING _____________________________ 01/23/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

MOTIVATE HOME SERVICES 3092 CLEVELAND AVENUE NORTH
ROSEVILLE, MN 55113

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01650 Continued From page 14

R1 received oxygen saturation (amount of oxygen
in the blood) and pulse monitoring daily and
temperature monitoring twice a day.

01650

R1's physician orders dated November 20, 2023,
indicated R1 received temperature, pulse, blood
pressure and oxygen saturation monitoring
weekly.

On January 23, 2024, at 9:00 a.m., registered
nurse (RN)-B stated R1's vital signs were
completed weekly.

On January 23, 2024, at 1:17 p.m., licensed
assisted living director (LALD)-A and RN-B
verified R1's service plan indicated R1's pulse
and oxygen saturation were to be monitored daily
and temperature twice a day. RN-B stated R1's
vital signs were completed weekly and did not
know why R1's service plan indicted otherwise.
RN-B stated it may be an error with the computer
program. LALD-A stated the frequency of
monitoring R1's temperature, oxygen saturation,
and respirations reflected when the licensee was
monitoring residents for signs and symptoms of
COVID-19 (a disease caused by the
SARS-CoV-2 virus), which they were no longer
doing.

The licensee's Service Plan policy reviewed July
15, 2023, indicated assisted living services would
be provided according to a suitable and current
written service plan and developed based on the
client needs and preferences.

No further information was provided.

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

Type:
Date:
Time:
Report:

Full
01/22/24
13:50:57
1021241020

Food  and Beverage  Establishment
Inspection  Report

Location:
Jase's House
3092 Cleveland Avenue North
Roseville, MN55113
Ramsey County, 62

Establishment  Info:
ID #: 0038073
Risk:
Announced Inspection: Yes

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 9528480935
ID #:

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

No NEW orders were issued during this inspection.

Surface  and  Equipment  Sanitizers
Quaternary Ammonia: = 400PPM at Degrees Fahrenheit
Location: SANI BUCKET
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: TURKEY DELI MEAT - WHIRLPOOL REFRIGERATOR

Violation Issued: No
Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: MILK - WHIRLPOOL REFRIGERATOR
Violation Issued: No
Process/Item: Ambient Temperature
Temperature: 39 Degrees Fahrenheit - Location: WHIRLPOOL REFRIGERATOR
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
0

INSPECTION CONDUCTED WITH PROGRAM DIRECTOR, TENNA CHRISTIANSEN AND HEALTH
REGULATION DIVISION NURSE EVALUATOR, SATIVA BUSHEY.

THIS FACILITY IS A RESIDENTIAL HOME AND THEY CURRENTLY HAVE 2 CLIENTS AND THE
FACILITY CAN HAVE UP TO 3 CLIENTS.

PER CONVERSATION WITH STAFF, FOOD IS MADE FOR SAME DAY SERVICE. NO



Type: Full
Date: 01/22/24
Time: 13:50:57
Report: 1021241020
Jase's House

Food  and Beverage  Establishment
Inspection  Report

Page 2

LEFTOVERS ARE KEPT.

THE KITCHEN HAS RESIDENTIAL EQUIPMENT, LAMINATE FLOORING AND LAMINATE
COUNTERTOPS. PHYSICAL FACILITY ITEMS WILL BE MONITORED AT FUTURE INSPECTIONS.
NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1021241020 of 01/22/24.

Certified Food Protection Manager:SHELLA N. SAMBUM

Certification Number: FM110343 Expires: 03/29/25

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
TENNA CHRISTIANSEN
PROGRAM DIRECTOR

Signed:
Melissa Ramos
Environmental Health Specialist
Metro District Office
651-201-4495
Melissa.Ramos@state.mn.us


