DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
April 17, 2026

Licensee

Azalea Homes LLC

5857 Perry Avenue North
Crystal, MN 55429

RE: Project Number SL39267016

Dear Licensee:

On April 6, 2026, the Minnesota Department of Health completed a follow-up survey of your facility

to determine correction of orders from the survey completed on November 20, 2025. This follow-up
survey verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

Casey DeVries, Supervisor

State Evaluation Team

Email: Casey.DeVries@state.mn.us

Telephone: 651-201-5917 Fax: 1-866-890-9290
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
March 4, 2026

Licensee

Azalea Homes LLC

5857 Perry Avenue North
Crystal, MN 55429

RE: Project Number(s) SL39267016
Dear Licensee:

On February 17, 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 November 20, 2025. This
follow-up survey determined your facility had not corrected all of the state correction orders issued pursuant
to the November 20, 2025 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last
survey, completed on November 20, 2025, found not corrected at the time of the February 17, 2026, follow-up
survey and/or subject to penalty assessment are as follows:

0470-Minimum Requirements-144g.41 Subdivision 1 - $1,000.00

The details of the violations noted at the time of this follow-up survey completed on February 17, 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
$1,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to comply
with the correction orders 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;

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023
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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 Casey DeVries at
651-201-5917.

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,

W\&&@x

Casey DeVries, Supervisor

State Evaluation Team

Email: Casey.DeVries@state.mn.us

Telephone: 651-201-5917 Fax: 1-866-890-9290

CLN
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Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
39267 B. WING 02/17/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5857 PERRY AVENUE NORTH
AZALEAROMES LLC CRYSTAL, MN 55429
(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} |nitial Comments {0 000}
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
SL3926/7016-1 far-left column entitled "ID Prefix Tag.” The
state Statute number and the
On February 17, 2026, the Minnesota corresponding text of the state Statute out
Department of Health conducted a follow-up of compliance is listed in the "Summary
survey at the above provider to follow-up on Statement of Deficiencies” column. This
orders issued pursuant to a survey completed on column also includes the findings which
November 20, 2025. At the time of the survey, are in violation of the state requirement
there were three residents all of whom received after the statement, "This Minnesota
services under the Assisted Living license. As a requirement is not met as evidenced by."
result of the follow-up survey, the following orders Following the evaluators' findings is the
were issued and/or reissued: 0470 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.

{0 330} 144G.30 Subd. 4 Information provided by facility | {0 330}
SS=F

(a) The assisted living facility shall provide

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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{0 330} | Continued From page 1 {0 330}

accurate and truthful information to the
department during a survey, investigation, or
other licensing activities.

(b) Upon request of a surveyor, assisted living
facilities shall within a reasonable period of time
provide a list of current and past residents and
their legal representatives and designated
representatives that includes addresses and
telephone numbers and any other information
requested about the services to residents.

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

{0470} 144G.41 Subdivision 1 Minimum requirements {0 470}
SS=|
(11) develop and implement a staffing plan for
determining its staffing level that:
() Includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(1) 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
(1) 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:
(1) awake;
(1) located in the same building, in an attached
building, or on a contiguous campus with the

Minnesota Department of Health
STATE FORM 6899 SMINE12 If continuation sheet 2 of 22
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facility in order to respond within a reasonable
amount of time;

(li1) capable of communicating with residents;
(Iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure sufficient
staffing at all times to meet the reasonably
foreseeable unscheduled needs of each resident
as required by the resident's assessment and/or
service plan. In addition, the licensee failed to
ensure the daily staff schedule posted was
Intelligible for residents, staff, and visitors to
review.

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 a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has potential to affect a large
portion or all of the residents).

The findings include:

On February 17, 2025, upon initiation of the
survey, the licensee had a census of three
residents.

The licensee's staff list dated February 17, 2026,
Indicated nine staff members were employed with
the licensee and included the following staff
members:

-two owners: one of which was the housing
manager (HM) and the other was the licensed

Minnesota Department of Health
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assisted living director (LALD);
-two registered nurses;

-one temporary administration; and
-four unlicensed personnel (ULP).

R2 admitted to the license on April 3, 2024, and
began receiving assisted living services.

R2's diaghoses included spastic quadriplegic
(paralysis of all four limbs) cerebral palsy,
cellulitis of bilateral lower extremities, major
depressive disorder, neuromuscular dysfunction
of the bladder, chronic pain, post-traumatic stress
disorder, and diabetes.

R2's service plan titled Addendum A to Resident's
Assisted Living Contract (Waliver) signhed January
8, 2026, indicated R2 recelved assistance with
activities, bathing, bedmaking, catheter care,
dressing, finances, grooming, housekeeping,
tolleting, laundry, behavior management, meals,
medication administration, repositioning, blood
glucose monitoring, shopping, socialization,
transfers, transportation, and wound care.

R2's Master Care Plan dated January 6, 2026,
Indicated the following:

-R2 was unable to walk;

-R2 needed assistance with turning and
repositioning;

-R2 required a mechanical lift for transfers; and
-R2 assist two with the Hoyer lift.

The licensee's Corrective Action Plan - Tag 0470
effective November 21, 2025, indicated the
licensee had two awake direct care staff
members on each shift from 7:00 a.m. to 7:00
p.m. and 7:00 p.m. to 7:00 a.m.

The licensee's staffing plan dated November 23,

Minnesota Department of Health
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2025, included the following:

- at least one resident required a two-person
assist for transfers, which directly impacted
minimum staffing requirements on all shifts;

- when a resident required a two-person transfer,
a minimum of two trained ULP must be physically
present on the shift;

- day and overnight shift required a minimum of
two ULP due to resident transfers and safety
heeds: and

- due to resident acuity and the presence of a
two-person transfer requirement, staffing levels
may not drop below two ULP on any shift.

On February 17, 2026, at 9:30 a.m. upon entering
the facility, the surveyor observed ULP-B. The
surveyor inquired Iif there were other staff
members present in the facility. ULP-B stated
there was no other staff member with them and
owner/licensed assisted (O/LALD)-D left the

facility five minutes ago.

On February 17, 2026, at 9:39 a.m., the surveyor
called owner (O)-A to alert them of the survey
being conducted.

On February 17, 2026, at 9:42 a.m., the surveyor
observed the licensee’'s common area and
observed the licensee's staff schedule posting
titled Direct Support Personnel Block Schedule
located at the main entryway. The schedule
Indicated Monday through Sunday there were two
staff members that worked from 7:00 a.m. to 7:00
p.m., and two staff members that worked from
/:00 p.m. to 7:00 a.m. The staff posting did not
contain dates: however, it listed four different
weeks. The surveyor was unable to decern what
week in the schedule the licensee was on.
Although the staff schedule was posted, a person
trying to interpret the schedule would be reliant on

Minnesota Department of Health
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knowing what week it was on in order to
understand the schedule.

On February 17, 2026, at 9:50 a.m., ULP-B
stated there were always two people at the facility
when they worked; however, today O/LALD-D
had to leave to get something. The surveyor
Inquired if it was the first time they were left
without a second person in the facility. ULP-B
stated O/LALD-D normally worked in the yard
when they worked with them because iIf R2
needed to use the bed pan or reposition then
there would be a second person to assist with
R2's needs.

On February 17, 2026, at 9:52 a.m., the surveyor
attempted to interview R2. R2 declined the
Interview.

On February 17, 2026, at 9:58 a.m., R3 stated
there was usually one or two staff members
present at the facility. The surveyor inquired if
there were always two staff members present at
the facility. R3 stated, "sometimes there Is just
one person.”

On February 17, 2026, at 10:01 a.m., 31 minutes
after the surveyor entered the facility, O-A entered
the facility.

On February 17, 2026, at 10:34 a.m., O-A stated
they normally worked the day shift with ULP-B;
however, another one of the homes they owned
had a plumbing issue they had to deal with. O-A
stated O/LALD-D left the facility because they
were sick. O-A stated there were normally two
people present at the facility on each shift. O-A
stated the licensee recently hired two new ULP
that were listed on the staff list; however, they
were waiting on fingerprints to complete the

Minnesota Department of Health
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background studies. O-A stated the posted staff
schedule was for four weeks. The surveyor
Inquired how a resident would know what date
they were on. O-A stated they would know by the
day of the week listed and week one meant it was
the first week of the month, week two meant
second week of the month, week three meant
third week of the month, and week four meant
fourth week of the month. O-A stated the licensee
was going to switch to a different scheduling
program soon, and it would contain the date of
the schedule on it.

The licensee's Two - Person Assist / Transfer
Staffing Requirement policy dated November 21,
2025, indicated the licensee ensured that a
minimum of two ULP were scheduled and
physically present each shift at all times when any
resident required a two person assist or
two-person transfer.

No further information was provided.

{0 480} 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 480}
SS=F | requirements; required food services

(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

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

(6) notwithstanding Minnesota Rules, part
4626.1375, 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

(/) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

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

{0 510} 144G.41 Subd. 3 Infection control program {0 510}
SS=D
(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

(c) The facility must maintain written evidence of
compliance with this subdivision.

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

{0630} 144G.42 Subd. 6 (b) Compliance with {0 630}
SS=E | 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

Minnesota Department of Health
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self-abuse.

This MN Requirement Is not met as evidenced

by:
Not reviewed during this survey.

{g§5g} 144G .42 Subd. 8 (a) Staff records {0 650}
(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
Individual contractor providing services. The
records must include the following infomation:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations:

(3) current job description, including
gualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

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

{0680} 144G.42 Subd. 10 Disaster planning and {0 680}
SS=F | emergency preparedness
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(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 detalls 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:
Not reviewed during this survey.

{0780} 144G.45 Subd. 2 (a) (1) Fire protection and {0 780}
SS=F | physical environment

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

(1) for dwellings or sleeping units, as defined In
the State Fire Code:

Minnesota Department of Health
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(1) provide smoke alarms in each room used for
sleeping purposes;

() provide smoke alarms outside each separate
sleeping area in the Iimmediate vicinity of
bedrooms;

(lif) provide smoke alarms on each story within a
dwelling unit, including basements, but not
Including crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated,;

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

{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

Minnesota Department of Health
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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.

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

{0 940} 144G.50 Subd. 2 (e; 5-7) Contract information {0 940}
SS=C
(5) a description of the facility's policies related to
medical assistance waivers under chapter 256S
and section 256B.49 and the housing support
program under chapter 2561, including:

(1) whether the facility is enrolled with the
commissioner of human services to provide
customized living services under medical

Minnesota Department of Health
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assistance waivers;

(1) whether the facility has an agreement to
provide housing support under section 2561.04,
subdivision 2, paragraph (b);

(1) whether there Is a limit on the number of
people residing at the facility who can receive
customized living services or participate in the
housing support program at any point in time. If
so, the limit must be provided;

(Iv) whether the facility requires a resident to pay
privately for a period of time prior to accepting
payment under medical assistance waivers or the
housing support program, and if so, the length of
time that private payment is required,;

(v) a statement that medical assistance waivers
provide payment for services, but do not cover
the cost of rent;

(vi) a statement that residents may be eligible for
assistance with rent through the housing support
program; and

(vil) a description of the rent requirements for
people who are eligible for medical assistance
waivers but who are not eligible for assistance
through the housing support program;

(6) the contact information to obtain long-term
care consulting services under section
256B.0911; and

(7) the toll-free phone number for the Minnesota
Adult Abuse Reporting Center.

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

{0970} 144G.50 Subd. 5 Waivers of liability prohibited {0 970}
SS=C
The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
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Include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
Include any provision that requires or implies a
lesser standard of care or responsibility than Is
required by law.

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

{01060} 144G.52 Subd. 9 Emergency relocation {01060}
SS=F
(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;
(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
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(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 sighature 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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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
desighated 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.
{01640} 144G.70 Subd. 4 (a-e) Service plan, {01640}
SS=E | implementation and revisions to
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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:
Not reviewed during this survey.

{01650} 144G.70 Subd. 4 (f) Service plan, implementation | {01650}
SS=D | and revisions to

(f) The service plan must include:

(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;

(2) the identification of staff or categories of staff
who will provide the services;

(3) the schedule and methods of monitoring
assessments of the resident;

(4) the schedule and methods of monitoring staff
providing services; and

(5) a contingency plan that includes:

() the action to be taken if the scheduled service
cannot be provided;

(1) information and a method to contact the
facility;

(1) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there Is a significant adverse
change in the resident's condition, including
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