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February 2, 2026

Licensee
Greatercare  Facilities LLC
7780 Somerset  Road
Woodbury, MN 55125

RE: Project Number(s) SL37679016

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on January 8, 2026, 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.

MDH 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.  MDH documents  state  licensing
correction  orders  using federal  software.  Tag numbers  are  assigned to  Minnesota  state  statutes  for
Assisted Living Facilities. The assigned tag number  appears  in the  far left column entitled  "ID Prefix
Tag." The state  statute  number  and the  corresponding  text  of the  state  statute  out  of compliance are
listed in the  "Summary Statement  of Deficiencies" column. This column also includes the  findings that
are  in violation of the  state  statute  after  the  statement,  "This MN Requirement  is not  met  as
evidenced  by . . ."

IMPOSITION OF FINES
In accordance  with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement  actions  may be imposed
based  on the  level and scope of the  violations and may be imposed  immediately  with no opportunity
to  correct  the  violation first as follows:

Level 1: no fines or enforcement;
Level 2: a fine of $500 per  violation, in addition  to  any enforcement  mechanism  authorized  in

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

authorized  in § 144G.20;
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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.

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

0775 - 144g.45 Subd. 2. (a) - Fire Protection  And Physical Environment  - $500.00

The refor e, in accor danc e wit h Minn. Sta t. §§ 144G.01 to  144G.999 9, 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 accorda nce with Mi nn. Stat.  § 144G.30, Sub d. 5(c), th e lic ens ee  mus t docum ent  ac tions taken  to
comply with the  correction  orders  within the  time period  outlined  on the  state  form; however,  plans
of correction  are  not  required  to  be submitted  for approval.

The correction  order  documentation  should include the  following:

· Identify how the  area( s) of noncompliance  was corrected  related  to  the
resident( s)/employee( s) identified in the  correction  order.

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

· Identify what  changes  to  your systems  and practices  were  made  to  ensure  compliance with
the  specific statute( s).

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

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

REQUESTING A HEARING
Alternatively, in accordance  with Minn. Stat. § 144G.31, Subd. 5(d), an assisted  living provider  that
has been  assessed  a fine under  this subdivision has a right to  a reconsideration  or a hearing  under
this section  and chapter  14. Pursuant  to  Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request  for a
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
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factor.

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

To appe  al fi nes via re cons iderat  ion , pl ease  follow the procedu  re outl ined abo ve. Plea se no te  tha  t you
may re que  st a rec onside rati on or a hearing, bu t not bot  h. If you wis h to cont  est  ta  gs with out  fine s in
a reconsideration  and tags with the  fines at  a hearing,  please  submit  two separate  appeals  forms at
the  website  listed above.

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 conv enien  ce at  thi s link: https: / / forms.office.com/ g/Bm5uQEpHVa. Your inpu t is import  ant
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,

Jess Schoenecker,  Supervisor
State  Evaluation Team
Email: jess.schoenecker@ state. mn.us
Tel ephon  e: 651-201- 3789 Fax: 1-866- 890- 9290

JMD
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******ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER

In accordance  with Minnesota  Statutes,  section
144G. 08  to 144G. 95,  these  correction  orders  are
issued  pursuant  to a  survey.

Determination  of whether  violations  are  corrected
requires  compliance  with all requirements
provided  at  the  Statute  number  indicated  below.
When  Minnesota  Statute  contains  several  items,
failure  to comply  with any  of the  items  will be
considered  lack  of compliance.

INITIAL COMMENTS:
SL#37679016

On  January  5,  2026,  through  January  8,  2026,  the
Minnesota  Department  of Health  conducted  a
survey  at  the  above  provider,  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  4 residents;  4 receiving
services  under  the  Assisted  Living license.

Minnesota  Department  of Health  is
documenting  the  State  Correction  Orders
using  federal  software.  Tag numbers  have
been  assigned  to Minnesota  State
Statutes  for Assisted  Living License
Providers.  The  assigned  tag  number
appears  in the  far-left column  entitled  "ID
Prefix  Tag." The  state  Statute  number  and
the  corresponding  text  of the  state  Statute
out  of compliance  is listed  in the
"Summary  Statement  of Deficiencies"
column.  This  column  also  includes  the
findings  which  are  in violation of the  state
requirement  after  the  statement,  "This
Minnesota  requirement  is not  met  as
evidenced  by." Following  the  surveyors'
findings  is the  Time  Period  for Correction.

PLEASE  DISREGARD  THE HEADING OF
THE FOURTH  COLUMN WHICH
STATES, "PROVIDER' S  PLAN OF
CORRECTION. " THIS APPLIES  TO
FEDERAL DEFICIENCIES  ONLY. THIS
WILL APPEAR  ON EACH PAGE.

THERE  IS NO REQUIREMENT  TO
SUBMIT A PLAN OF CORRECTION  FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

THE LETTER  IN THE LEFT COLUMN IS
USED  FOR  TRACKING PURPOSES  AND
REFLECTS  THE SCOPE  AND LEVEL
ISSUED  PURSUANT  TO 144G. 31
SUBDIVISION 1-3.

0 470  144G. 41  Subdivision  1 Minimum requirements
SS= C

0 470

(11) develop  and  implement  a  staffing  plan  for
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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0 470  Continued  From  page  1

determining  its staffing  level  that:
(i) includes  an  evaluation,  to be  conducted  at
least  twice  a  year,  of the  appropriateness  of
staffing  levels  in the  facility;
(ii) ensures  sufficient  staffing  at  all times  to meet
the  scheduled  and  reasonably  foreseeable
unscheduled  needs  of each  resident  as  required
by the  residents'  assessments  and  service  plans
on  a  24-hour  per  day  basis;  and
(iii) ensures  that  the  facility can  respond  promptly
and  effectively  to individual  resident  emergencies
and  to emergency,  life safety,  and  disaster
situations  affecting  staff  or residents  in the  facility;
(12)  ensure  that  one  or more  persons  are
available  24  hours  per  day,  seven  days  per  week,
who are  responsible  for responding  to the
requests  of residents  for assistance  with health  or
safety  needs.  Such  persons  must  be:
(i) awake;
(ii) located  in the  same  building,  in an  attached
building,  or on  a  contiguous  campus  with the
facility in order  to respond  within a  reasonable
amount  of time;
(iii) capable  of communicating  with residents;
(iv) capable  of providing  or summoning  the
appropriate  assistance;  and
(v) capable  of following directions;

0 470

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to ensure  a  current  staffing  schedule  was
posted  as  required,  potentially  affecting  all the
licensee' s  current  residents,  staff,  and  visitors.

This  practice  resulted  in a  level  one  violation (a
violation that  will cause  only minimal  impact  on
the  resident  and  does  not  affect  health  or safety)
and  was  issued  at  a  widespread  scope  (when
problems  are  pervasive  or represent  a  systemic

Minnesota  Department  of Health
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0 470  Continued  From  page  2

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

0 470

The  findings  include:

On  January  5,  2026,  at  approximately  10:35  a. m. ,
during  a  tour  of the  facility, the  surveyor  did not
observe  a  posted  daily staffing  schedule  after
redacting  direct- care  staff  member' s  resident
assignments,  at  the  beginning  of each  work shift
in a  central  location.

On  January  5,  2026,  at  approximately  10:37  a. m. ,
clinical nurse  supervisor  (CNS) -B acknowledged
the  staffing  plan  was  not  posted  and  stated  the
licensee  took  down  the  outdated  staff  schedule
and  was  going  to post  a  new  staff  schedule  that
was  being  created  at  the  licensee' s  offsite  office.

On  January  5,  2026,  at  approximately  11:20  a. m. ,
unlicensed  personnel/ house  manager
(ULP/HM)-D provided  the  licensee' s  Master
Schedule  dated  December  21,  2025,  through
January  3, 2026.  The  schedule  had  multiple  pen
marks  that  crossed  out  the  old dates  and  new
dates  were  written  in by the  licensee.

On  January  6,  2026,  at  approximately  4:00  p.m. ,
per  phone  interview,  licensed  assisted  living
director  (LALD)-A acknowledged  the  licensee' s
staffing  scheduled  was  not  posted  as  required
and  stated  she  was  upset  this  happened.

The  licensee' s  4.06  Staffing  & Scheduling  policy,
dated  August  1, 2021,  indicated  the  licensee
would  post  the  daily work schedule  in a  central
location.

No further  information  was  provided.

Minnesota  Department  of Health
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TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days

0 470

0 485  144G. 41  Subdivision  1.a  (a)  Minimum
SS= C requirements;  required  food  services

0 485

(a)  All assisted  living facilities  must  offer to
provide  or make  available  at  least  three  nutritious
meals  daily with snacks  available  seven  days  per
week,  according  to the  recommended  dietary
allowances  in the  United  States  Department  of
Agriculture  (USDA) guidelines,  including  seasonal
fresh  fruit and  fresh  vegetables.  The  menus  must
be  prepared  at  least  one  week  in advance  and
made  available  to all residents.  The  facility must
encourage  residents'  involvement  in menu
planning.  Meal  substitutions  must  be  of similar
nutritional  value  if a  resident  refuses  a  food  that  is
served.  Residents  must  be  informed  in advance
of menu  changes.  The  facility must  not  require  a
resident  to include  and  pay  for meals  in the
resident' s  contract.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  record
review,  the  licensee  failed  to ensure  a  menu  was
prepared  a  week  in advance  and  provided  to the
residents.

This  practice  resulted  in a  level  one  violation (a
violation that  has  no  potential  to cause  more  than
a  minimal  impact  on  the  resident  and  does  not
affect  health  or safety)  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 the
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residents) .

0 485

The  findings  include:

On  January  5,  2026,  at  approximately  10:15  a. m. ,
during  entrance  conference,  clinical nurse
supervisor  (CNS) -B stated  the  licensee  provided
three  meals  daily to the  residents.

On  January  5,  2026,  at  approximately  10:35  a. m. ,
during  a  facility tour  of the  kitchen  and  common
areas,  the  surveyor  did not  observe  a  prepared
menu  that  was  available  to all the  residents.

On  January  5,  2026,  at  approximately  10:36  a. m. ,
unlicensed  personnel  (ULP)-C stated  the  licensee
does  not  have  a  menu  available  onsite  at  this
time  for the  surveyor  to review.

On  January  5,  2026,  at  approximately  10:37  a. m. ,
CNS- B acknowledged  the  menu  was  not
available  to all residents  and  stated  the  licensee
took  down  the  outdated  menu  and  was  creating  a
new  menu  at  the  licensee' s  offsite  office.

On  January  5,  2026,  at  approximately  11:20  a. m. ,
ULP/house  manager  (ULP/HM)-D provided  the
licensee' s  Weekly  Menu  dated  January  4,  2026,
through  January  10,  2026,  which  was  prepared
and  provided  one  day  late  and  not  a  week  in
advance  as  required.

On  January  6,  2026,  at  approximately  4:00  p.m. ,
per  phone  interview,  licensed  assisted  living
director  (LALD)-A verified  the  licensee' s  menu
was  not  prepared  a  week  in advance  and
provided  to the  residents  and  stated  she  was
upset  this  happened.

The  licensee' s  12. 01  Food  Service  & Menu
Minnesota  Department  of Health
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Planning  policy, dated  August  1,  2021,  indicated
menus  would  be  prepared  at  least  one  (1) week
in advance  and  made  available  to all residents.

0 485

No further  information  provided.

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

0 640  144G. 42  Subd.  7 Posting  information  for
SS= F reporting  suspected  c

0 640

The  facility shall  support  protection  and  safety
through  access  to the  state' s  systems  for
reporting  suspected  criminal  activity and
suspected  vulnerable  adult  maltreatment  by:
(1) posting  the  911 emergency  number  in
common  areas  and  near  telephones  provided  by
the  assisted  living facility;
(2) posting  information  and  the  reporting  number
for the  Minnesota  Adult Abuse  Reporting  Center
to report  suspected  maltreatment  of a  vulnerable
adult  under  section  626. 557;  and
(3) providing  reasonable  accommodations  with
information  and  notices  in plain  language.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  and  record
review,  the  licensee  failed  to post  required
content  to include  the  911  emergency  number  in
common  areas.  This  had  the  potential  to affect  all
residents,  staff,  and  visitors.

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death) , and

Minnesota  Department  of Health
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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) .

0 640

The  findings  include:

On  January  5,  2026,  at  approximately  10:38  a. m. ,
during  the  facility tour,  the  surveyor  observed  the
main  areas  of the  facility with clinical nurse
supervisor  (CNS) -B. The  surveyor  did not
observe  the  911 emergency  number  posted  near
two (2) cordless  telephones.  One  cordless
telephone  was  located  on  the  fireplace' s  raised
hearth  in the  living room  and  one  cordless
telephone  was  located  on  top  of the  medication
storage  cart  in the  kitchen  area.

On  January  5,  2026,  at  approximately  10:40  p.m. ,
CNS- B stated  the  cordless  telephones  could  be
used  by staff,  residents,  or visitors.

On  January  5,  2026,  at  approximately  10:42  a. m. ,
CNS- B stated  the  licensee  was  unaware  of the
requirement  for the  911  emergency  number  to be
posted  near  the  cordless  telephones  in the
common  areas.

The  licensee' s  2.44  Vulnerable  Adult
Maltreatment  - Prevention  & Reporting  policy,
dated  August  1, 2021,  indicated  the  licensee
would  post  the  911 emergency  number  in
common  areas  and  near  telephones  provided  by
the  facility.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days
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0 680  144G. 42  Subd.  10  Disaster  planning  and
SS= F emergency  preparedness

0 680

(a)  The  facility must  meet  the  following
requirements:
(1) have  a  written  emergency  disaster  plan  that
contains  a  plan  for evacuation,  addresses
elements  of sheltering  in place,  identifies
temporary  relocation  sites,  and  details  staff
assignments  in the  event  of a  disaster  or an
emergency;
(2) post  an  emergency  disaster  plan  prominently;
(3) provide  building  emergency  exit diagrams  to
all residents;
(4) post  emergency  exit diagrams  on  each  floor;
and
(5) have  a  written  policy and  procedure  regarding
missing  residents.
(b) The  facility must  provide  emergency  and
disaster  training  to all staff  during  the  initial staff
orientation  and  annually  thereafter  and  must
make  emergency  and  disaster  training  annually
available  to all residents.  Staff  who have  not
received  emergency  and  disaster  training  are
allowed  to work only when  trained  staff  are  also
working  on  site.
(c) The  facility must  meet  any  additional
requirements  adopted  in rule.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to have  a  written  emergency
preparedness  plan  (EPP)  with all the  required
content.  This  had  the  potential  to affect  all
visitors,  employees,  and  residents.

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

0 680

The  findings  include:

On  January  5,  2026,  at  approximately  11:00  a. m. ,
clinical nurse  supervisor  (CNS) -B provided  a
binder  and  stated  the  contents  were  the
licensee' s  EPP.

The  licensee' s  EPP  dated  November  11, 2024,
lacked  an  individualized  plan  to include  all the
required  content  below:

-lacked  annual  EPP  review  for 2025;
-lacked  missing  resident  quarterly  reviews;  and
-EPP  testing  program.

On  January  6,  2026,  at  approximately  4:15  p.m. ,
by phone  interview,  licensed  assisted  living
director  (LALD)-A acknowledged  the  licensee' s
EPP  lacked  the  above  listed  required  content  and
stated  the  EPP  was  a  work in progress.

The  licensee' s  9.01  Emergency  Preparedness
Plan  - Appendix  Z Compliance  policy, dated
August  1,  2021,  indicated  the  licensee  would
complete  include  all the  required  elements  of
Appendix  Z and  the  licensee' s  EPP  would  be  in
writing and  reviewed  annually.

The  licensee' s  2.28  Missing  Resident  policy,
dated  August  1, 2021,  indicated  the  licensee
would  review  this  policy at  least  quarterly.
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No further  information  was  provided.

0 680

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

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
7511,  and:

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  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
was  issued  at  a  widespread  scope  (when
problems  are  pervasive  or represent  a  systemic
failure  that  has  affected  or has  the  potential  to
affect  a  large  portion  or all of the  residents) .

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
January  5, 2026,  for the  specific  violations  related
the  physical  environment  under  Minnesota
Statute  144G.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
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days.

0 775

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

(4) keep  the  physical  environment,  including
walls,  floors,  ceiling,  all furnishings,  grounds,
systems,  and  equipment  in a  continuous  state  of
good  repair  and  operation  with regard  to the
health,  safety,  comfort,  and  well-being  of the
residents  in accordance  with a  maintenance  and
repair  program.

0 800

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  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
was  issued  at  a  widespread  scope  (when
problems  are  pervasive  or represent  a  systemic
failure  that  has  affected  or has  the  potential  to
affect  a  large  portion  or all of the  residents) .

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
January  5, 2026,  for the  specific  violations  related
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the  physical  environment  under  Minnesota
Statute  144G.

0 800

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

0 810  144G. 45  Subd.  2 (b-f) Fire  protection  and
SS= F physical  environment

0 810

(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
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.
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This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  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
was  issued  at  a  widespread  scope  (when
problems  are  pervasive  or represent  a  systemic
failure  that  has  affected  or has  the  potential  to
affect  a  large  portion  or all of the  residents) .

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
January  5, 2026,  for the  specific  violations  related
the  physical  environment  under  Minnesota
Statute  144G.

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

01290  144G. 60  Subdivision  1 Background  studies
SS= D required

01290

(a)  Employees,  contractors,  and  regularly
scheduled  volunteers  of the  facility are  subject  to
the  background  study  required  by section
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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
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.

01290

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  a  background  study
(BGS)  was  submitted  and  a  clearance  received  in
affiliation with the  assisted  living licensee' s
current  health  facility identification  (HFID) for one
of one  employee  (unlicensed  personnel  (ULP)-C).

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-C was  hired  on  December  23,  2024.

On  January  5,  2026,  at  approximately  10:35  a. m. ,
clinical nurse  supervisor  (CNS) -B stated  ULP-C
worked  the  day  shift today  for the  licensee  at  this
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facility and  provided  cares  for the  residents.

01290

On  January  5,  2026,  at  approximately  12:10  p.m. ,
the  surveyor  observed  ULP-C perform  a
medication  administration  on  R2.

ULP-C's  employee  record  included  a  BGS
clearance  dated  December  27,  2024,  affiliated
with the  licensee' s  HFID license  35864.  ULP-C's
employee  record  lacked  evidence  of current,
cleared  BGS  affiliated  with the  licensee' s  assisted
living HFID license  37679.

On  January  5,  2026,  at  approximately  11:58  a. m. ,
the  Minnesota  Department  of Human  Services
NETStudy2  website  indicated  ULP-C's  BGS  was
affiliated  with HFID 35864,  a  facility under  the
same  ownership  umbrella  as  the  licensee  and
was  not  affiliated  with HFID 37679.

On  January  6,  2025,  at  approximately  3:50  p.m. ,
by phone  interview,  licensed  assisted  living
director  (LALD)-A acknowledged  the  BGS  for
ULP-C was  under  a  license  of a  different  facility
the  licensee  owned,  and  ULP-C was  not  affiliated
with HFID license  37679.  LALD-A stated  the
licensee  had  many  employees  that  worked  at  five
(5) facilities  owned  by the  licensee,  and  it was  an
oversight  for ULP-C's  BGS.

The  licensee' s  4.02  Background  Studies  policy,
dated  August  1, 2021,  indicated  the  licensee
complied  with all state  regulations  for
pre- employment  background  checks/ studies
required  for all employees.

TIME PERIOD  FOR  CORRECTION:  Two (2)
days
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01880  144G. 71  Subd.  19  Storage  of medications
SS= D

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.

01880

01880

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  medications
were  stored  securely  for one  of one  resident  (R2)
reviewed  with medication  management  services.

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death)  and
was  issued  at  an  isolated  scope  (when  one  or a
limited number  of residents  are  affected  or one  or
a  limited number  of staff  are  involved,  or the
situation  has  occurred  only occasionally) .

The  findings  include:

On  January  5,  2026,  at  10:15  a. m. , during  the
entrance  conference,  clinical nurse  supervisor
(CNS) -B stated  the  licensee  provided  medication
administration  to all the  residents.

On  January  5,  2026,  at  10:45  a. m. , during  a  tour
of the  facility with CNS- B, in R2' s  bedroom
located  on  the  upper  level,  the  surveyor  observed
R2's  medication  Lidocaine  HCL External  4%
solution  40  milligrams  (mg) /milliliter (ml) (for pain
relief) was  stored  out  in the  open  on  top  of a  three
(3) drawer  storage  container  at  the  foot of R2' s
bed.

Minnesota  Department  of Health
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R2 was  admitted  on  September  12,  2022.

R2's  Provider  Orders  dated  September  14,  2025,
indicated  five (5) to seven  (7) ml of Lidocaine
HCL External  4% solution  applied  topically  3
times  a  week  with gauze  and  placed  into left hip
pressure  ulcer  wound  with dressing  changes.

R2's  Assessment  dated  November  17,  2025,
indicated  R2' s  medication  management  included
storage  of all medications  in a  locked
compartment  of the  licensee' s  medication  cart.

R2's  Service  Plan  dated  November  28,  2025,
indicated  R2' s  services  provided  included
medication  administration.

On  January  5,  2026,  at  10:47  a. m. , CNS- B
acknowledged  R2' s  Lidocaine  HCL External  4%
solution  medication  was  not  stored  properly,  and
CNS- B stated  all resident  medications  should  be
stored  in the  licensee' s  locked  medication  cart.

The  licensee' s  7.11 Medication  Storage  policy
dated  August  1,  2021,  indicated  the  licensee
would  assure  that  medications  would  be  stored
consistent  with each  residents'  medication
management  plan.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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STATE FORM 6899  S8BV11 If continuation  sheet  17  of 17



Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
GREATERCARE FACILITIES LLC
7780 SOMERSET ROAD
Woodbury, MN 55125
Washington County
Parcel:

Phone:

License Info
License: HFID 37679

Risk:
License:
Expires on:
CFPM: IJEOMA ONYEJEKWE
CFPM #: 61522; Exp: 9/11/2029

Inspection Info
Report Number: F1023261008
Inspection Type: Full - Single
Date: 1/6/2026 Time: 9:34:48 AM
Duration: minutes
Announced Inspection:
Total Priority 1 Orders: 0
Total Priority 2 Orders: 0
Total Priority 3 Orders: 0
Delivery:

No orders were issued for this inspection report.

Food & Beverage General Comment
THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. INSPECTION CONDUCTED IN PRESENCE OF THE PERSON IN CHARGE.

THIS FACILITY DOES NOT HAVE COMMERCIAL GRADE ANSI EQUIPMENT. ALL FOOD MUST
BE SERVED THE SAME DAY IT IS PREPARED, AND LEFTOVERS CAN NEVER BE SAVED. FOOD IS
PURCHASED, PREPARED, AND SERVED BY FACILITY STAFF.

FOOD SERVICE AREA FLOORS, WALLS, CEILINGS, COUNTERTOPS, AND FINISH MATERIALS
MUST BE NON-ABSORBANT, SMOOTH, DURABLE, AND EASILY CLEANABLE. WOOD IS NOT AN
APPROVED FOOD CONTACT SURFACE.

THESE TOPICS WERE DISCUSSED WITH THE PERSON IN CHARGE:
- EMPLOYEE ILLNESS EXCLUSION
- HAND WASHING PROCEDURE
- NO BARE HAND CONTACT WITH RTE FOOD
- VOMIT CLEAN UP PROCEDURE
- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS
- STORE RAW MEAT AND EGGS ON BOTTOM OF FRIDGE
- ANSI 184 DISH WASHER

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I  acknowledge receipt of the Metro District Office inspection report number F1023261008 from 1/6/2026



Report Number: F1023261008
Inspection Type: Full
Date: 1/6/2026

IJEOMA ONYEJEKWE
PERSON IN CHARGE

Greg Nelson,
Public Health Sanitarian 3
651-201-4259
greg.nelson@state.mn.us

Page: 2



Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164

Temperature Observations/Recordings Page: 1

Establishment Info
GREATERCARE FACILITIES LLC
Woodbury
County/Group: Washington County

Inspection Info
Report Number: F1023261008

Inspection Type: Full
Date: 1/6/2026

Time: 9:34:48 AM

Food Temperature: Product/Item/Unit: MILK; Temperature Process: Cold-Holding
Location: Refrigerator at 41 Degrees F.
Comment:
Violation Issued?: No



Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164

Sanitizer Observations/Recordings Page: 1

Establishment Info
GREATERCARE FACILITIES LLC
Woodbury
County/Group: Washington County

Inspection Info
Report Number: F1023261008

Inspection Type: Full
Date: 1/6/2026

Time: 9:34:48 AM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen Greater Than 150 Degrees F.
Comment:
Violation Issued?: No

Sanitizing Chemical: Product: Chlorine; Sanitizing Process: Wiping Cloth Bucket
Location: Kitchen Equal To 100 PPM
Comment:
Violation Issued?: No



Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL37679016-0

Facility Name: GREATERCARE FACILITIES LLC

Facility Address: 7780 SOMERSET RD, WOODBURY, MN 55125

Date: January 5, 2026

�  TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. The means of egress shall be maintained free of obstructions or impediments to full instant use in case of
fire or other emergency. [Minn. Stat. 144G.45 subd. 2; MSFC 1031.2]

Comments: The egress window in resident room #4 was obstructed by bushes growing outside the window.
Resident room 5 was obstructed by clothes rack, and a dresser with TV on top.
Resident room 3 window crank didn’t open the window fully on the left side and not at all on the right.
Resident room 1 was obstructed by a large flowerpot.

3. Single- and multiple-station smoke alarms shall be replaced when they fail to respond to operability tests
or exceed ten years from the date of manufacture. Smoke alarms shall be replaced with smoke alarms
having the same type of power supply. [Minn. Stat. 144G.45 subd. 2; MSFC 1103.8.1]

Comments: The existing hardwired smoke alarms were removed from the basement hallway and the 2nd

floor hallway and replaced with battery powered smoke alarms. Existing hardwired smoke alarms are
required to be maintained as installed previously and shall be replaced with smoke alarms having the same
type of power supply.

Project Number: SL37679016-0
Facility Name: GREATERCARE FACILITIES LLC Date: January 5, 2026
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�  TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. The physical environment, including walls, floors, ceiling, all furnishings, grounds, systems, and equipment
are in a continuous state of good repair and operation with regard to the health, safety, comfort, and well-
being of the residents in accordance with a maintenance and repair program. [Minn. Stat. 144G.45 subd.2]

Comments: The water heater had calcium build up corrosion around the hose connections and venting.
Calcium build up has the potential to prevent the water heater from performing as intended.

�  TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans that include
employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45 subd.2]

Comments: The FSEP included standard employee procedures but failed to provide specific employee
actions to take in the event of a fire or similar emergency relative to the facility's building layout and
environmental risks. The provided FSEP was from a third-party provider and had not been updated to the
specific facility.

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans that include fire
protection procedures necessary for residents. [Minn. Stat. 144G.45 subd.2]

Comments: The FSEP did not identify specific fire protection actions for residents. There was no section in
the plan that addressed the responsibilities or basic evacuation procedures that residents should follow in
case of a fire or similar emergency.

3. Employees of assisted living facilities shall receive training on the fire safety and evacuation plans upon
hiring and at least twice per year thereafter. [Minn. Stat. 144G.45 subd.2]

Comments: Surveyor requested all staff training on the FSEP from the house manager (HM)-D. The licensee
failed to provide training to employees on the FSEP upon hire and at least twice per year. HM-D provided
documents for only one staff training in August 2025. HM-D stated the facility is using fire drills for staff
training, and an electronic based training website. No other staff training documentation was provided.

Project Number: SL37679016-0
Facility Name: GREATERCARE FACILITIES LLC Date: January 5, 2026
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4. Evacuation drills are required for employees twice per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is not required. Fire alarm system activation is not required
to initiate the evacuation drill. [Minn. Stat. 144G.45 subd.2]

Comments: Surveyor requested evacuation drill documentation from HM-D. HM-D provided monthly fire
drill reports from June 2025 through November 2025. Documents provided show drills didn’t occur twice
per year, per shift with at least one evacuation drill every other month. No other information or
documentation was provided.

Project Number: SL37679016-0
Facility Name: GREATERCARE FACILITIES LLC Date: January 5, 2026
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