DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
June 23, 2026

Licensee

Norbella Senior Living Prior Lake
4285 Fountain Hill Drive Northeast
Prior Lake, MN 55372

RE: Project Number(s) SL37315016
Dear Licensee:

On May 27, 2026, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on January 7, 2026. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the January 7, 2026 survey.

The Department of Health concludes the licensee is in substantial compliance. State law requires the
facility must take action to correct the state correction orders and document the actions taken to
comply in the facility's records. The Department reserves the right to return to the facility at any time
should the Department receive a complaint or deem it necessary to ensure the health, safety, and
welfare of residents in your care.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on January 7, 2026, found not corrected at the time of the May 27, 2026,
follow-up survey and/or subject to penalty assessment are as follows:

1290 - Background Studies Required - 144g.60 Subdivision 1 - $500.00

The details of the violations noted at the time of this follow-up survey completed on May 27, 2026
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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

appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders outlined on the state form; however, plans of correction are not
required to be submitted for approval.
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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 S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;

Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in

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

§ 144G.20.

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,

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

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

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under
this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating

factor.

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

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

We urge you to review these orders carefully. If you have questions, please contact Jodi Johnson at
507-344-2730.
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You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in the letter and/or state form with your organization’s Governing Body.

Sincerely,
C RS W—

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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AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER FOLLOW UP using federal software. Tag numbers have
SURVEY WITH RE-ISSUE OF ORDERS been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
SL24718017-2 far-left column entitled "ID Prefix Tag.” The
state Statute number and the
On May 26, 2026, through May 27, 2026, the corresponding text of the state Statute out
Minnesota Department of Health conducted a of compliance is listed in the "Summary
follow-up survey for the above provider to Statement of Deficiencies” column. This
follow-up on orders issued pursuant to a license column also includes the findings which
order follow up completed on January 7, 2026, are in violation of the state requirement
and April, 8, 2026. At the time of the survey, there after the statement, "This Minnesota
were 395 residents; 35 receiving services under requirement is not met as evidenced by."
the Assisted Living Facility license. As a result of Following the evaluators' findings is the
the follow-up survey, the following orders were Time Period for Correction.

Issued and/or reissued: 1290.
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
SUBDIVISION 1-3.

{0 700} 144G.43 Subdivision 1 Resident record {0 700}
SS=E

(b) Resident records, whether written or
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{0 700} | Continued From page 1 {0 700}

electronic, must be protected against loss,
tampering, or unauthorized disclosure In
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident
records and establish criteria for release of
resident information.

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

{0 775} 144G .45 Subd. 2. (a) Fire protection and physical | {0 775}
SS=F | environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
/911, and:

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

{01060} 144G.52 Subd. 9 Emergency relocation {01060}
SS=D
(a) A facility may remove a resident from the
facility in an emergency If necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another faclility resident or facility staff member.
An emergency relocation is not a termination.
(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:
(1) the reason for the relocation;
(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

Minnesota Department of Health
STATE FORM 6899 QILZ13 If continuation sheet 2 of 7
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(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) If kKnown and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G .54. The facility must provide contact
Information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager, and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
In this section.currently known; and

This MN Requirement Is not met as evidenced
by:

144G .60 Subdivision 1 Background studies
required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to

Minnesota Department of Health

STATE FORM

{01060}

{01290}

6899

QILZ13

Not reviewed during this survey.
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the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of a staff member in good faith
relilance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a background study was
submitted and received in affiliation with the
assisted living license for one of one employee
(unlicensed personnel (ULP)-R). This had the
potential to affect all residents living in the
assisted living 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 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-R was hired on April 23, 2026, and provided
direct care services for the licensee's residents.
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The licensee’s staff scheduled indicated ULP-R
had worked unsupervised on May 15, 20, 21, and
23, 2026.

The licensee's NE TStudy roster indicated ULP-R
was affiliated on May 26, 2026, after the surveyor
entered and requested NETStudy roster.

ULP-R had a Minnesota Department of Human
Services Clearance Letter for Health Facility
|dentification (HFID) 31249.

On May 27, 2026, at 3:23 p.m., licensed assisted
living director (LALD)-A stated the other facility
was owned by the same company. When ULP-R
was hired, human resources affiliated ULP-R to
the wrong facility.

No further information was provided.

144G.71 Subd. 19 Storage of medications

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement Is not met as evidenced
by:

144G.71 Subd. 20 Prescription drugs

A prescription drug, prior to being set up for
Immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the

Minnesota Department of Health

STATE FORM
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Not reviewed during this survey.
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expiration or beyond-use date of a time-dated
drug.

This MN Requirement Is not met as evidenced
by:

144G.72 Subd. 5 Documentation of
administration of treatments

Each treatment or therapy administered by an
assisted living facility must be In the resident
record. The documentation must include the
sighature and title of the person who
administered the treatment or therapy and must
Include the date and time of administration. \When
treatment or therapies are not administered as
ordered or prescribed, the provider must
document the reason why it was not administered
and any follow-up procedures that were provided
to meet the resident’'s needs.

This MN Requirement Is not met as evidenced
by:

144G .91 Subd. 4 (b) Appropriate care and
services

(b) Residents have the right to receive health
care and other assisted living services with
continuity from people who are properly trained
and competent to perform their duties and In
sufficient numbers to adequately provide the
services agreed to in the assisted living contract
and the service plan.

This MN Requirement Is not met as evidenced
by:

Minnesota Department of Health
STATE FORM
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{02320}
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QILZ13

Not reviewed during this survey.

Not reviewed during this survey.
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
April 21, 2026

Licensee

Norbella Senior Living Prior Lake
4285 Fountain Hill Drive Ne
Prior Lake, MN 55372

RE: Project Number(s) SL37315016
Dear Licensee:

On April 8, 2026, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on January 7, 2026. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the January 7, 2026 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on January 7, 2026, found not corrected at the time of the April 8, 2026,
follow-up survey and/or subject to penalty assessment are as follows:

1290-Background Studies Required-144g.60 Subdivision 1 - $500.00
1760-Documentation Of Administration Of Medication-144g.71 Subd. 8 - $1,000.00
1960-Documentation Of Administration Of Treatments-144g.72 Subd. 5
2320-Appropriate Care And Services-144g.91 Subd. 4 (b)

The details of the violations noted at the time of this follow-up survey completed on April 8, 2026
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,500.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

Also, at the time of this follow-up survey completed on April 8, 2026, we identified the following
violation(s):

0700-Resident Record-144g.43 Subdivision 1
The details of the violation(s) noted at the time of this follow-up survey are delineated on the

attached State Form. Only the ID Prefix Tag in the left hand column without brackets will identify
these state correction orders. It is not necessary to develop a plan of correction.

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023
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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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

IMPOSITION OF FINES
In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed

based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement;

Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;

Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20;

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

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar

days of the correction order receipt date.

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

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under
this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating

factor.

o 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
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the website listed above.

We urge you to review these orders carefully. If you have questions, please contact Jodi Johnson at
507-344-2730.

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

Sincerely,

Jodi Johnson, Supervisor
State Evaluation Team

Email: Renee.L.Anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

HHH
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electronic, must be protected against loss,
tampering, or unauthorized disclosure In
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident
records and establish criteria for release of
resident information.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure resident
records were protected against unauthorized
disclosure of electronic records.

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 humber 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:

On April 8, 2026, at 11:41 a.m., unlicensed
personnel (ULP)-O checked R35's electronic
medication administration record (MAR) on a
tablet sitting on a medication cart in a common
area. ULP-O removed R35's blood glucose meter
and went down the hallway to RS's room, leaving
the screen open and visible to staff, residents,
and visitors. RS's MAR was visible which included
her medical and personal information. ULP-O
checked her blood glucose and returned to the
medication cart. ULP-O set up oral medications
Minnesota Department of Health
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and insulin, returned to R5's room, and again left
the screen open to R5's MAR. ULP-0O
administered the medications and returned to the
medication cart to document administration.

On April 8, 2026, at 11:53 a.m., ULP-O checked
R2's MAR on a tablet sitting on the medication
cart in a common area. ULP-O went down the
hallway to R2's room, leaving the screen open
and visible to staff, residents, and visitors. R2's
MAR was visible which included her medical and
personal information. ULP-O checked her blood
glucose and returned to the medication cart.

On April 8, 2026, at 12:04 p.m., ULP-N checked
R7's electronic MAR on a tablet sitting on the
medication cart in a common area. ULP-N
removed R7's blood glucose meter, went down
the hallway to R7's room, leaving the screen open
and visible to staff, residents, and visitors. R/'s
MAR was visible which included her medical and
personal information. ULP-N checked her blood
glucose and returned to the medication cart.
ULP-N set up R7's insulin, returned to R7/'s room,
and again left the screen open to R/7's MAR.
ULP-N administered the insulin and returned to
the medication cart to document administration.

On April 8, 2026, at 12:08 p.m., the surveyor
entered the assisted living area of the facility and
observed the two medication carts in a common
area visible to staff, residents, and visitors. On
one of the medication carts, a tablet screen was
open to R2's MAR which included R2's medical
and personal information. No staff were present
In the area.

On April 8, 2026, at 12:10 p.m., ULP-O returned
to the medication cart, retrieved R2's insulin pen
and set up for administration. ULP-O went down

Minnesota Department of Health
STATE FORM 6899 QILZ12 If continuation sheet 3 of 17




PRINTED: 04/21/2026

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
R
37315 B. WING 04/08/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4285 FOUNTAIN HILL DRIVE NE
NORBELLA SENIOR LIVING PRIOR L
PRIOR LAKE, MN 55372
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

0 700 | Continued From page 3 0 700

the hallway to R2's room, leaving the screen open
and visible to staff, residents, and visitors. R2's
MAR was visible which included her medical and
personal information. ULP-O administered the
Insulin and returned to the medication cart.

On April 8, 2026, at 2:02 p.m., clinical nurse
supervisor (CNS)-B stated staff should secure the
resident's records when walking away from the
cart.

No further information was provided.

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

{0775} 144G .45 Subd. 2. (a) Fire protection and physical | {0 775}
SS=F | environment

Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
/911, and:

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

{01060} 144G.52 Subd. 9 Emergency relocation {01060}
SS=D
(a) A facility may remove a resident from the
facility in an emergency If necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.
(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:
(1) the reason for the relocation;
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(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) iIf known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G .54. The facility must provide contact
Information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designhated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident’'s case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
In this section.currently known; and

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

{01290} 144G.60 Subdivision 1 Background studies {01290}
SS=F | required
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(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.05/7 and may be disqualified under chapter
245C. Nothing In this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of a staff member in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a background study was
submitted and received in affiliation with the
assisted living license for two of two employees
(director of environmental services (DES)-J,
director of culinary services (DCS)-Q). This had
the potential to affect all residents living in the
assisted living facllity.

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
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:
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DES-J was hired on May 22, 2025, to provide
maintenance services for the licensee and their
residents.

The licensee's NE TStudy roster indicated DES-J
was affiliated on April 8, 2026, after surveyor
entered and requested NETStudy roster to

Include DES-J's affiliation.

DCS-Q was hired on December 1, 2025, to
provide dietary services to the facility's residents.

The licensee’'s NETStudy roster indicated DES-J
was affiliated on April 8, 2026, after the surveyor
entered and requested NETStudy roster to

Include DES-J's affiliation.

On April 8, 2026, at 1:42 p.m., licensed assisted
living director (LALD)-A stated DCS-Q and DES-J
could have unsupervised contact with the
residents. They work at sister facilities but were
just affiliated to this license today, and should
have been affiliated to each facility they worked
at.

No further information was provided.

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=G | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
Include the sighature and title of the person who
administered the medication. The documentation
must Include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the

Minnesota Department of Health
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reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were administered as ordered for one of one
resident (RS) reviewed with insulin administration.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
or a violation that had the potential to cause more
than minimal harm to the resident) and was
Issued at an isolated scope (when one or a
limited number of residents are affected or one or
a imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

On April 8, 2026, at 11:41 a.m., the surveyor
observed unlicensed personnel (ULP)-O
checking R5's blood glucose (BG) and
administering insulin to RS.

RS was admitted on December 24, 2024, with
diagnosis including diabetes.

RS's physician orders dated March 9, 2026,
Included Novolog (fast acting) insulin 10 units
subcutaneously three times daily with meals. Hold
If blood sugar is less than 100.

RS's April 2026, medication administration record
(MAR) included:

Minnesota Department of Health
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- Blood sugar checks at 7:45 a.m., 11:45 a.m.,
4:45 p.m., and 8:00 p.m. "NOTIFY NURSING IF
BLOOD SUGAR IS LESS THAN 70 OR ABOVE
400",

- Novolog Flexpen (insulin) inject 10 units three
times a day before meals at 7:45 a.m., 11:45
a.m., and 4:45 p.m., hold for blood sugar less
than 100.

- April 3, 2026, at 7:45 a.m. RS's BG was 93;
although R3's blood sugar was less than 100, the
Novolog insulin was administered. R5's
subsequent BG readings were at 11:45 a.m. with
a result of 81 and insulin was held for that dose,
at 8:00 p.m. BG was 94.

- On April 4, 2026, at 4:45 p.m., R5's BG was 74;
although R3's blood sugar was less than 100, the
Novolog insulin was administered; subsequent
BG at 8:00 p.m. was 54; although R5's blood
sugar was less than 70, the nurse was not
notified and RS5's long acting Lantus insulin was
administered.

- On April 8, 2026, at 7:45 a.m., RS's BG was 93;
although R5's blood sugar was less than 100, the
Novolog insulin was administered.

RS5's progress notes for April 2026, the did not
Include documentation of the above noted results.

On April 8, 2026, at 2:32 p.m., clinical nurse
supervisor (CNS)-B stated staff should have held
the insulin when blood sugars were less than 100,
per physician orders.

The licensee's Medications and Treatments
Policy dated December 2025, section Medication
Management Services Provided by Unlicensed
Personnel indicated "The ULP will follow the six
rights of medication administration”.

No further information was provided.
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{01880} 144G.71 Subd. 19 Storage of medications {01880}
SS=E
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

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

{01890} 144G.71 Subd. 20 Prescription drugs {01890}

SS=E
A prescription drug, prior to being set up for
Immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

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

{01960} 144G.72 Subd. 5 Documentation of {01960}
SS=E | administration of treatments

Each treatment or therapy administered by an
assisted living facility must be in the resident
record. The documentation must include the
sighature and title of the person who
administered the treatment or therapy and must
Include the date and time of administration. When
treatment or therapies are not administered as
ordered or prescribed, the provider must
document the reason why it was not administered
and any follow-up procedures that were provided
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to meet the resident's needs.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure treatments
were administered as ordered for all two of two
residents (RS, R7) reviewed with blood glucose
monitoring.

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:

RS

On April 8, 2026, at 11:41 a.m., the surveyor
observed unlicensed personnel (ULP)-O
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