m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
January 9, 2025

Licensee

Rejuvn Care LLC

1486 Rounds House Circle
Shakopee, MN 55379

RE: Project Number(s) SL35539016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on November 19, 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 . . ."

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

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

e I|dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

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

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

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



Rejuvn Care LLC
January 9, 2025
Page 2

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

INFORMAL CONFERENCE

In accordance with Minn. Stat. § 144A.475, Subd. 8 OR Minn. Stat. § 144G.20, Subd. 20, the
Commissioner of Health is authorized to hold a conference to exchange information, clarify issues, or
resolve issues. The Department of Health staff would like to schedule a conference call with Rejuvn
Care LLC. Please contact Jodi Johnson at 507-344-2730 on or before Tuesday, January 14, 2025 to
schedule the conference call.

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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,
C YIS —~—

Jodi Johnson, Supervisor

State Evaluation Team

Email: jodi.johnson@state.mn.us

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

JMD
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0 000] Initial Comments 0 000
ASSISTED LIVING PROVIDER LICENSING Minnesota Department of Health is
CORRECTION ORDER(S) documenting the State Correction Orders
using federal software. Tag numbers have
In accordance with Minnesota Statutes, section been assigned to Minnesota State
144G.08 to 144G.95, these correction orders are Statutes for Assisted Living Facilities. The
Issued pursuant to a survey. assigned tag number appears in the far
left column entitled "ID Prefix Tag." The
Determination of whether violations are corrected state Statute number and the
requires compliance with all requirements corresponding text of the state Statute out
provided at the Statute number indicated below. of compliance is listed in the "Summary
When Minnesota Statute contains several items, Statement of Deficiencies" column. This
failure to comply with any of the items will be column also includes the findings which
considered lack of compliance. are in violation of the state requirement
after the statement, "This Minnesota
INITIAL COMMENTS: requirement is not met as evidenced by."
Following the evaluators ' findings is the
SL35539016 Time Period for Correction.
On November 18, 2024, through November 19, PLEASE DISREGARD THE HEADING OF
2024, the Minnesota Department of Health THE FOURTH COLUMN WHICH
conducted a full survey at the above provider. At STATES,"PROVIDER'S PLAN OF
the time of the survey, there were four residents; CORRECTION." THIS APPLIES TO
four receiving services under the Assisted Living FEDERAL DEFICIENCIES ONLY. THIS
Facility license. 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
SUBDIVISION 1-3.
0 100| 144G.10 Subdivision 1 License required 0 100
SS=F
(a)(1)Beginning August 1, 2021, no assisted living
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facility may operate in Minnesota unless it is
licensed under this chapter.

(2) No facility or building on a campus may
provide assisted living services until obtaining the
required license under paragraphs (c) to (e).
(b)The licensee is legally responsible for the
management, control, and operation of the
facility, regardless of the existence of a
management agreement or subcontract. Nothing
In this chapter shall in any way affect the rights
and remedies available under other law.

(c) Upon approving an application for an assisted
living facility license, the commissioner shall
Issue a single license for each building that is
operated by the licensee as an assisted living
facility and is located at a separate address,
except as provided under paragraph (d) or (e).
(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.

(e) Upon approving an application for an assisted
living facility license, the commissioner may:

(1) issue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

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 manage, control,
and/or operate the entire building as an assisted
living facility. Non-assisted living occupants reside
on one side of the duplex, and the licensee does
not have access to all areas of 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, 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:

On November 18, 2024, at 10:30 a.m., the
surveyor toured the facility with clinical nurse
supervisor (CNS)-A. During the tour, the surveyor
observed the assisted living licensed facility was
located in a building with two connected but
separated dwellings units, sharing the same roof,
and driveway with separate entrances and
separate addresses. The address for the assisted
living facility was 1486 Roundhouse Circle,
Shakopee MN, 55379. The address for the
second dwelling unit connected to the assisted
living facility was 1490 Roundhouse Circle,
Shakopee MN, 55379. CNS-A stated they rent
one side of the building and the home on the left
side is a private home rented by someone else.

144G.08 DEFINITIONS

Minnesota Department of Health
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Subd. 7. Assisted living facility.

Assisted living facility means a facility that
provides sleeping accommodations and assisted
living services to one or more adults. Assisted
living facility includes assisted living facility with
dementia care, and does not include:

(1) emergency shelter, transitional housing, or
any other residential units serving exclusively or
primarily homeless individuals, as defined under
section 116L.361;

(2) a nursing home licensed under chapter 144A;
(3) a hospital, certified boarding care, or
supervised living facility licensed under sections
144 .50 to 144.56;

(4) a lodging establishment licensed under
chapter 157 and Minnesota Rules, parts
9520.0500 to 9520.0670, or under chapter 245D,
245G, or 245],

(5) services and residential settings licensed
under chapter 245A, including adult foster care
and services and settings governed under the
standards in chapter 245D;

(6) a private home in which the residents are
related by kinship, law, or affinity with the provider
of services:

(7) a duly organized condominium, cooperative,
and common interest community, or owners'
association of the condominium, cooperative, and
common interest community where at least 80
percent of the units that comprise the
condominium, cooperative, or common interest
community are occupied by individuals who are
the owners, members, or shareholders of the
units;

(8) a temporary family health care dwelling as
defined in sections 394.307 and 462.3593;

(9) a setting offering services conducted by and
for the adherents of any recognized church or
religious denomination for its members

Minnesota Department of Health
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exclusively through spiritual means or by prayer
for healing;

(10) housing financed pursuant to sections
462A.37 and 462A.375, units financed with
low-income housing tax credits pursuant to
United States Code, title 26, section 42, and units
financed by the Minnesota Housing Finance
Agency that are intended to serve individuals with
disabilities or individuals who are homeless,
except for those developments that market or
hold themselves out as assisted living facilities
and provide assisted living services;

(11) rental housing developed under United
States Code, title 42, section 1437, or United
States Code, title 12, section 1701q;

(12) rental housing designated for occupancy by
only elderly or elderly and disabled residents
under United States Code, title 42, section 1437e,
or rental housing for qualifying families under
Code of Federal Regulations, title 24, section
983.56;

(13) rental housing funded under United States
Code, title 42, chapter 89, or United States Code,
title 42, section 8011;

(14) a covered setting as defined in section
325F.721, subdivision 1, paragraph (b); or

(15) any establishment that exclusively or
primarily serves as a shelter or temporary shelter
for victims of domestic or any other form of
violence.

Minnesota Statutes 144G.08 Definitions.
Subdivision 59. "Resident” means an adult living
In an assisted living facility who has executed an
assisted living contract.

Subd. 59. Resident.

Resident means an adult living in an assisted
living facility who has executed an assisted living
contract.

Minnesota Department of Health
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Subd. 5. Assisted living contract.

Assisted living contract means the legal
agreement between a resident and an assisted
living facility for housing and, if applicable,
assisted living services.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

018301 144G.71 Subd. 14 Renewal of prescriptions 01830
SS=D
Prescriptions must be renewed at least every 12
months or more frequently as indicated by the
assessment in subdivision 2. Prescriptions for
controlled substances must comply with chapter
152.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure prescriptions were
renewed at least every 12 months for one of one
resident (R3).

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:

Minnesota Department of Health
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R3 was admitted on January 26, 2021, with a
diagnosis of schizophrenia.

R3's service plan dated January 31, 2024,
indicated the resident received medication
management services daily.

R3's record included an annual prescriber's
medication review completed on October 30,
2023.

R3's record lacked evidence of a completed
annual physician order renewal within the last 12
months.

On November 19, 2024, at 12:22 p.m., clinical
nurse supervisor (CNS)-A stated R3's medication
orders were dated October 2023, and she was
unaware of the requirement and thought she was
just making sure that prescriptions stayed on file.

The licensee's Medication Orders policy dated
August 1, 2021, indicated medication orders will
be renewed at least every 12 months or as
required by the physician, the RN assessment
and/or regulation.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health
Environmental Health, FPLS
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 6512014500
iype A Food and Beverage Establishment rage
Date: 11/19/24 _
Time:  10:00:00 Inspection Report
Report: 1047241326
— Location: — Establishment Infe:
Rejuvn Care LLC ID #: 0037794
1486 Rounds House Circle Risk:
Shakopee, MN55379 Announced Inspection: No
Scott County, 70

— License Categories: — Operator:

. Phone #: 6122242019
Expireson: / / D #-

The violations listed 1n this report include any previously 1ssued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

No NEW orders were 1ssued during this inspection.

Surface and Equipment Sanitizers

Hot Water: = at 178 Degrees Fahrenheit
LLocation: Dishmachine
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Holding
Temperature: 38 Degrees Fahrenheit - Location: Refrigerator- chicken

Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
0 0 0

Inspection conducted with operator & reviewed with MDH Nurse Evaluator T. Fearon.

The establishment has a residential kitchen and serves food that 1s prepared that day. The kitchen has wood
cabinets, laminate floor, painted walls, solid counter top, and a painted ceiling.

A two basin sink 1s located 1n the kitchen. One sink basin 1s designated for hand washing. A residential dish
machine 1s located 1n the kitchen.

Discussed hand washing, ware washing, staff illness policy, temperature control, final cook temperatures,
cleaning, serving highly susceptible populations, and food handling procedures.



Type:  Full Food and Beverage Establishment Fage £
Date: 11/19/24

Time:  10:00:00 Inspection Report
Report: 1047241326
Rejuvn Care LLC

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 1047241326 of 11/19/24.

Certified Food Protection ManagerJenna S. Nnaji

Certification Number: _FM108604 Expires: _08/31/27

Inspection report reviewed with person in charge and emailed.

Signed: Signed: W )\

Jenna S. Nnaji Holly Sievers

Operator Public Health Sanitarian 2
Metro Office
6512015946

Holly.Sievers(@state. mn.us



