DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
June 3, 2026

Licensee

Acacia Grove Assisted Living LLC
13416 Penn Avenue South
Burnsville, MN 55337

RE: Project Number(s) SL41034015
Dear Licensee:

This is your official notice that you have been granted your assisted living facility license. Your
license effective and expiration dates remain the same as on your provisional license. Your updated
status will be listed on the license certificate at renewal and this letter serves as proof in the
meantime. If you have not received a letter from us with information regarding renewing your license
within 60 days prior to your expiration date, please contact us at (651) 201-5273 or by email at
Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on May 12, 2026, for the purpose
assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

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.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. The Department of Health
documents state correction orders using federal software. Tag numbers are assigned to Minnesota
state statutes for Home Care 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 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
Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to comply with the
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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 Identify 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 residents/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).

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.

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

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 Bodly.

If you have any questions, please contact me.

Sincerely,
RIS II—

Jodi Johnson, Supervisor
State Evaluation Team

Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax: 1-866-890-9290

JMD



Minnesota Department of Health

PRINTED: 06/03/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
41034 B. WING 05/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
13416 PENN AVENUE SOUTH
ACACIA GROVE ASSISTED LIVING LLC BURNSVILLE, MN 55337
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)
0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL41034015-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On May 11, 2026, through May 12, 2026, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were three residents; three
receiving services under the Provisional Assisted THERE IS NO REQUIREMENT TO
Living Facility license. 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.
0 480, 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

(X6) DATE

STATE FORM 6899

S20511

If continuation sheet 1 of 33



PRINTED: 06/03/2026

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:
41034 B. WING 05/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
13416 PENN AVENUE SOUTH
ACACIA GROVE ASSISTED LIVING LLC
BURNSVILLE, MN 55337
(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)

0 480 | Continued From page 1 0 480

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility i1s not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.13795, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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
the residents).

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated May 12, 2026, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer

Minnesota Department of Health
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to the FBEIR for any compliance dates.

0 630, 144G .42 Subd. 6 (b) Compliance with 0 630
S3S=D | requirements for reporting ma

(b) The facility must develop and implement an
Individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
Individualized review or assessment of the
person's susceptibility to abuse by another
Individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure an individual abuse
prevention plan (IAPP) was developed to include
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) 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 was admitted on July 29, 2025, with
diagnoses that included traumatic brain injury.

Minnesota Department of Health
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R1's service plan dated October 1, 2025,
Indicated R1 received services to include bathing,
dressing, walking, safety checks, behavior
management, medication reminders and
medication administration.

R1's |IAPP dated November 25, 2025, indicated
R1 was not at risk to abuse other vulnerable
adults. However, under behavior vulnerability it
Indicated R1 was easily agitated and became
verbally aggressive towards others.

R1's progress notes dated March 16, 2026,
Indicated R1 had ongoing behavioral concerns
Including increased agitation, verbal aggression,
and occasional property destruction.

On May 12, 2026, at 8:54 a.m., assisted living
director in residency/registered nurse
(ALDIR/RN)-A reviewed R1's |IAPP and stated it
should indicate R1 was at risk for abusing others
due to his behaviors.

The licensee'’s Vulnerable Adult policy dated April
11, 2025, Indicated an individual abuse
prevention plan shall be established for each
vulnerable minor or adult for whom assisted living
services are provided.

1. The plan shall contain an individualized
assessment of the resident's susceptibility to
abuse by another individual, including other
vulnerable adults

2. The plan shall contain the residents’ risk of
abusing other vulnerable adults

3. The plan shall contain statements of specific
measures to be taken to minimize the risk of
abuse to that person and other vulnerable adults
4. The plan will be implemented immediately and
evaluated at each supervisory visit or more
frequently, if necessary

Minnesota Department of Health
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

0 660 144G.42 Subd. 9 Tuberculosis prevention and 0 660
SS=F| 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:

Based on observation, interview, and record
review, the licensee failed to 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 two-step TST (tuberculin skin test) or
other evidence of tuberculosis (TB) screening
such as a blood test and failed to include
documentation of a completed health history and
symptom screening for two of two employees
(unlicensed personnel (ULP)-B and ULP-D).

Minnesota Department of Health
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This practice resulted in a level two violation (a
violation that did no 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
the residents).

The findings include:

ULP-B
ULP-B was hired on April 24, 2026, to provide
direct care and services to the facility's residents.

ULP-B's employee record contained a one-step
TST dated January 30, 2026.

ULP-B's employee record lacked evidence of the
following:

-TB history and symptom screening

-Two-step TST or other evidence of TB screening
such as a blood test.

ULP-D

ULP-D was hired on November 4, 2025, to
provide direct care and services to the facility's
residents.

ULP-D's employee record contained a negative
quantiferon test dated April 16, 2025; however,
the blood test was not completed within 90 days
of hire. ULP-D's employee record also lacked
evidence of TB history and symptom screening.

On May 12, 2026, at 9:47 a.m., assisted living
director in residency/registered nurse
(ALDIR/RN)-A stated all employees were sent to
the local clinic to have baseline testing completed
Minnesota Department of Health
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where she assumed the employees also
completed a TB history and symptoms screening;
however, the licensee did not obtain copies of the
1B history and symptom screening for the
employee records. ULP-B stated he thought the
one-step TST met the requirements as required.

The licensee's Tuberculosis
Screening/Prevention policy dated April 11, 2025,
Indicated the following:

-employees receive baseline TB screening upon
hire to test for infection with M. tuberculosis.
-baseline screening includes an assessment for
TB history and current TB symptoms

-the baseline test may be either TST (2-step) or
BAMT

No further information was provided.

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

07795 144G .45 Subd. 2. (a) Fire protection and physical | 0 775
SS=E | environment

Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
/9511, and:

This MN Requirement Is not met as evidenced
by:

Based on observation, record review, and
Interview, the licensee failed to ensure the
physical environment of the facility was
maintained in compliance with the requirements
of Minnesota Statute 144G.

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

Minnesota Department of Health
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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:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated May
11, 2026, for the specific violations related the
physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Two (2)
days

0 810| 144G .45 Subd. 2 (b-f) Fire protection and 0 810
SS=F | 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) staff actions to be taken in the event of a fire
or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans

Minnesota Department of Health
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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 staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

This MN Requirement Is not met as evidenced
by:

Based on observation, record review, and
Interview, the licensee failed to ensure the
physical environment of the facility was

maintained in compliance with the requirements
of Minnesota Statute 144G.

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:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated May

Minnesota Department of Health
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

13416 PENN AVENUE SOUTH
BURNSVILLE, MN 55337

ACACIA GROVE ASSISTED LIVING LLC

(a) All assisted living facilities must meet the
following dementia care, mental iliness, and
de-escalation training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on dementia
topics specified under paragraph (b), clauses (1)
to (9), and two hours of initial training on mental
Illness and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 120
working hours of the employment start date.
Supervisors must have at least two hours of
training on topics related to dementia and one
hour of training on topics related to mental illness
and de-escalation for each 12 months of
employment thereafter;

(2) direct-care staff must have completed at least
eight hours of initial training on dementia topics
specified under paragraph (b), clauses (1) to (9),
and two hours of Initial training on mental iliness
and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 160
working hours of the employment start date. Until
this initial training Is complete, a staff member
must not provide direct care unless there Is
another staff member on site who has completed
the initial eight hours of training on topics related
to dementia and the Initial two hours of training on
topics related to mental illness and de-escalation
and who can act as a resource and assist If
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physical environment under Minnesota Statute
144G.
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Issues arise. A trainer of the requirements under
paragraph (b) or a supervisor meeting the
requirements in clause (1) must be available for
consultation with the new staff member until the
training requirement is complete. Direct-care staff
must have at least two hours of training on topics
related to dementia and one hour of training on
topics related to mental illness and de-escalation
for each 12 months of employment thereafter;

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure one of two employees
(unlicensed personnel (ULP)-D received the
required amount of dementia care training in the
required time frame.

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 imited number of staff are involved, or the
situation has occurred only occasionally).

The findings include:

The licensee provided services under a
Provisional Assisted Living license.

ULP-D was hired on November 4, 2025, to

provide direct care and services to the facility's
residents.

ULP-D's employee record contained evidence of
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completing 7.75 hours of dementia care training,
not the required eight hours of training within 160
working hours of the employment start date.

On May 12, 2026, at 9:35 a.m., assisted living
director in residency/registered nurse
(ALDIR/RN)-A stated ULP-D must not have
completed one of the assighed dementia courses
to meet the 8-hour training requirement.

The licensee’'s Education on Dementia policy
dated April 11, 2025, indicated direct care
employees must have completed at least eight (3)
hours of initial education with 160 working hours
of the employment start date.

No further information was provided.

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

01640 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=D | implementation and revisions to

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

(d) The service plan and the revised service plan
must be entered into the resident record,
Including notice of a change in a resident’s fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a written service plan
was signhed and revised to reflect the current
services provided 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 Iisolated scope (when one or a
limited number of residents are affected or one or
a Imited number of stafft are involved, or the
situation has occurred only occasionally).

The findings include:

R1 was admitted on July 29, 2025, with
diagnoses that included traumatic brain injury.

R1's service plan dated October 1, 2025,
Indicated R1 received services to include bathing,
dressing, walking, safety checks, behavior
management, medication reminders and
medication administration. R1's service plan was
not signed by the licensee.

R1's medication administration record (MAR)
dated May 2026, indicated the staff administered
R1's medications once a day and as needed.

Minnesota Department of Health
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On May 12, 2026, at 9:07 a.m., assisted living
director in residency/registered nurse
(ALDIR/RN)-A stated the staff administered R1's
medications once a day, and did not have
medication reminders. ALDIR/RN-A stated the
licensee should have sighed R1's service plan.

The licensee's Service Plan policy dated April 11,
2025, indicated the following:

-the service plan must be revised, if needed,
based on resident review or reassessment

-the Initial service plan and any revisions are
sighed by a representative from the licensee and
the resident or resident's representative,
Indicating agreement with the services to be
provided

No further information was provided.

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

01710 144G.71 Subd. 3 Individualized medication 01710
SS=D | monitoring and reas

A registered nurse, advanced practice registered
nurse, or qualified staff delegated the task by a
registered nurse must monitor and reassess the
resident's medication management services as
needed under subdivision 2 when the resident
presents with symptoms or other issues that may
be medication-related and, at a minimum,
annually.

This MN Requirement Is not met as evidenced
by:
Based on interview and record review, the
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licensee failed to ensure one of one resident (R1)
who self-administered medications, was
assessed for self-administration of medications.

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 imited number of staff are involved, or the
situation has occurred only occasionally).

The findings include:

R1 was admitted on July 29, 2025, with
diagnoses that included traumatic brain injury.

R1's service plan dated October 1, 2025,
Indicated R1 recelved services to include
medication administration.

R1's medication administration record (MAR)
dated May 2026, indicated R1 self-administered
an Albuterol inhaler and Tretinoin cream.

R1's individualized medication management plan
dated November 25, 2025, under Self-Admin
(administration) of Meds (medications), included
the following:

-Med Self-Admin is not applicable: The resident
does not self-administer medications. All
medications are administered and documented
by trained staff in accordance with the facility
policy and medication management procedures
-Can correctly read aloud or verbalize instructions
on medication container? NO

-Can verbalize what each medication is for and
common side effects? NO

Minnesota Department of Health
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-Can correctly state when medications are taken
and proper dosage for each”? NO

-Can demonstrate opening medication containers
correctly? Yes No, has been observed on multiple
occaslions needing assistance opening containers
-Can correctly measure the appropriate amount
of medication from container? NO

-Can correctly state situations for administering
"as needed"” medications? YES

-Can correctly administer topical ointments,
creams or transdermal patches? YES

-Can correctly administer eye drops or
ointments? NO

-Can correctly administer suppositories? YES
-Can correctly administer inhalant medications?
-Can correctly administer subcutaneous
Injections? NO

-Can correctly administer oxygen? NO

-In summary, may self-administer medication
safely”? No No, the resident cannot safely
self-administer medications due to requiring
assistance with medication management and
setup, reminders for timely administration, and
monitoring to ensure accuracy and adherence.
The resident depends on staff to follow the seven
rights of medication administration, maintain
proper documentation and ensure medications
are taken correctly and safely.

On May 12, 2026, at 9:09 a.m., assisted living
director in residency/registered nurse
(ALDIR/RN)-A reviewed R1's medication
management plan and stated R1 was not able to
self-administer any medications. The surveyor
Inquired about R1's MAR which indicated R1
could self-administer an albuterol inhaler and a
topical cream. ALDIR/RN-A asked unlicensed
personnel (ULP)-B if R1 self-administered the
Inhaler and topical cream which ULP-B replied R1
did. ALDIR/RN-A stated the clinical nurse
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supervisor (CNS) had completed R1's medication
assessment prior to her starting at the facility.
ALDIR/RN-A stated she would assess R1's ability
to self-administer inhalers and topical creams and
If appropriate, update R1's medication
management plan to reflect this accurately.

The licensee's Assessment of medications policy
dated April 11, 2025, indicated prior to providing
medication management services, the licensee
will provide an assessment by a RN to determine
what medication management services will be
provided and how they will be implemented.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

01730] 144G.71 Subd. 5 Individualized medication 01730
SS=D | management plan

(a) For each resident receiving medication
management services, a registered nurse,
advanced practice registered nurse, or qualified
staff delegated the task by a registered nurse
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;
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STATE FORM 6899 S20511 If continuation sheet 18 of 33



PRINTED: 06/03/2026

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:
41034 B. WING 05/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
13416 PENN AVENUE SOUTH
ACACIA GROVE ASSISTED LIVING LLC
BURNSVILLE, MN 55337
(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)

01730 | Continued From page 18 01730

(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;
(9) 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
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 interview and record review, 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
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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:

R1 was admitted on July 29, 2025, with
diagnoses that included traumatic brain injury.

R1's service plan dated October 1, 2025,
Indicated R1 received services to include
medication administration and medication
reminders.

R1's medication administration record (MAR)
dated May 2026, indicated R1 self-administered
an Albuterol inhaler and Tretinoin cream.

R1's individualized medication management plan
dated November 25, 2025, indicated the
following:

-In summary, may self-administer medication
safely”? No No, the resident cannot safely
self~-administer medications due to requiring
assistance with medication management and
setup, reminders for timely administration, and
monitoring to ensure accuracy and adherence.
The resident depends on staff to follow the seven
rights of medication administration, maintain
proper documentation and ensure medications
are taken correctly and safely.

-Needs reminders to take medications, specify:
Resident requires verbal reminders to take
medications as prescribed. Staff will cue at
scheduled times, document compliance, and
notify the nurse/case manager of missed or
refused doses

-Needs help with medication administration,
specify: Resident requires staff assistance with
medication administration. Staff will prepare and
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provide medications as prescribed, ensuring the
seven rights of medication are followed. All
medication administration will be accurately
documented, and any missed doses or refusals
will be reported to the nurse

-Secure storage of all other medications, specify:
All non-controlled medications are stored in a
locked medication cabinet accessible only to
authorized staff. Medications are kept in their
original labeled containers, organized by resident,
and checked regularly to ensure accuracy, safety,
and compliance with facility policies.

R1's medication management plan lacked the
following required content:

-self-administration of inhalers and topical creams
-storage of inhalers and topical creams (in R1's
room)

-accurate identification of medication
management tasks that may be delegated to
unlicensed personnel (does not have medication
reminders as indicated in medication plan)

On May 12, 2026, at 9:11 a.m., assisted living
director in residency/registered nurse
(ALDIR/RN)-A stated R1 did not receive
medication reminders, the unlicensed personnel
(ULP) administered medications once a day and
as needed. ALDIR/RN-A stated R1
self~-administered his albuterol inhaler and topical
creams which were stored in R1's room.
ALDIR/RN-A stated she would update R1's
medication management plan to reflect that he
stored some medications (inhaler and topical
creams) In his room, he did not have medication
reminders and that R1 self-administered inhalers
and creams.

The licensee's Assessment of medications policy
dated April 11, 2025, indicated based on the
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results of the assessment, the RN will document
and individualized medication management plan
Including the following elements:

-description of medication management services
to be provided

-description of medication storage based on
resident need, preference, risk of diversion, and
per manufacturer's direction

-documentation procedures

-procedures for verification that medications are
administered as prescribed

-procedures for monitoring medication use to
prevent complications or adverse reactions
-Identification of person(s) responsible for
monitoring medication supplies and ensuring
refills are ordered in a timely manner
-Identification of medication management tasks
delegated to unlicensed staff

-procedures for notifying the registered nurse or
licensed health profession regarding problems
arising with medication management services

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01750 144G.71 Subd. 7 Delegation of medication 01750
SS=D | administration

When administration of medications Is delegated
to unlicensed personnel, the assisted living facility
must ensure that the registered nurse has:

(1) Instructed the unlicensed personnel in the
proper methods to administer the medications,
and the unlicensed personnel has demonstrated
the ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
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In the resident's records; and
(3) communicated with the unlicensed personnel
about the individual needs of the resident.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse documented resident-specific
Instructions for one of one resident (R1) whose
medication administration was delegated to
unlicensed personnel (ULP).

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 Imited number of stafft are involved, or the
situation has occurred only occasionally).

The findings include:

R1 was admitted on July 29, 2025, with
diagnoses that included traumatic brain injury.

R1's service plan dated October 1, 2025,
Indicated R1 receilved services to include
medication administration.

On May 11, 2026, at 11:27 a.m., the surveyor
observed the contents in R1's locked medication
box which included one box of epinephrine which
contained three epinephrine pens.

R1's after visit summary (AVS) dated May 8,
2026, included the following medication:
-Epinephrine 0.3 mg/0.3 milliliter (ml); inject 0.3
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ml into the muscle once as needed for
anaphylaxis

The AVS did not include a prescriber signature.

R1's medication administration record (MAR) did
not include the epinephrine order.

The licensee failed to have resident-specific
Instructions regarding the use of R1's epinephrine
pen.

On May 12, 2026, at 9:21 a.m., the surveyor
Inquired about R1's epinephrine pens and what
anaphylaxis allergy indicated the use of the
epinephrine pen. ULP-B stated R1 required the
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