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August 11, 2026

Licensee
Minnesota  Wellness Center  LLC
11103 Oak Knoll Terrace North
Minnetonka,  MN 55305

RE: Project Number(s) SL36098016

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on July 17, 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:

St - 0 - 0810 - 144g.45 Subd. 2 (b-F) - 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.

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
Telephone:  651-201-3789 Fax: 1-866-890-9290

HHH
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*****ATTENTION*****

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

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:

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 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  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  evaluators'  findings  is the
Time Period  for Correction.

SL36098016

On  July  13,  2026  through  July,  17,  2026,  the
Minnesota  Department  of Health  conducted  a  full
survey  at  the  above  provider  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  4 residents  receiving  services
under  the  Assisted  Living Facility license.

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= F

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

STATE FORM 6899  SSL011 If continuation  sheet  1 of 17
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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,  interview,  and  record
review,  the  licensee  failed  to ensure  a  clinical
nurse  supervisor  (CNS)  reviewed  the  staffing  plan
at  least  twice  per  year.  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

Minnesota  Department  of Health
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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) .

0 470

The  findings  include:

The  licensee  held  an  assisted  living license  and
was  licensed  for a  capacity  of four residents,  with
a  current  census  of four residents.

During  a  tour  of the  licensee' s  establishment  on
July  13,  2026,  at  11:15  a. m., there  was  an
undated  staffing  schedule  posted  on  a  wall in the
common  area.

During  the  entrance  conference  on  July  13,  2026,
at  11:35  p.m. , licensed  assisted  living director
(LALD)-C stated  the  licensee  was  familiar  with
current  minimum  assisted  living requirements.
LALD-C stated  clinical nurse  supervisor  (CNS) -A
had  developed  a  staffing  plan  and  would  provide
the  surveyor  with a  copy  of the  plan.

During  entrance  conference  on  July  13,  2026,  at
11:40  a. m. , surveyor  was  provided  with a  survey
binder  that  CNS- A and  LALD-C had  developed
for an  assisted  living surveyor  to review  the
licensee' s  documentation  during  the  assisted
living survey.  Surveyor  noted  in the  binder  a  copy
of a  Staffing  Plan  that  was  dated  March  22,  2022.
There  was  no  signature  confirming  the  staffing
plan  was  developed  or reviewed  by a  CNS.

During  interview  on  July  13,  2026,  at  11:45  a. m. ,
surveyor  questioned  LALD-C if the  staffing  plan
that  was  in the  survey  binder  was  current.
LALD-C stated  he  believed  there  was  a  more
recent  staffing  plan  developed  and  would  provide

Minnesota  Department  of Health
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to surveyor  as  soon  as  he  could  locate  the  form.

0 470

On  July  13,  2026,  at  1:40  p.m. , LALD-C brought
to surveyor  a  copy  of the  licensee' s  staffing  plan
form,  dated  July  12,  2024,  the  form had  CNS- A's
signature  with a  date  of July  12,  2024,  indicating
CNS- A had  developed  and  reviewed  the  staffing
plan.

The  licensee' s  undated  Staffing  Plan  policy
indicated  a  staffing  plan  would  be  reviewed  at
least  twice  a  year  by the  CNS.

Minnesota  Administrative  Rule  4659. 0180,
subpart  3,  indicated  the  CNS  must  develop  and
implement  a  written  staff  plan  that  provided  an
adequate  number  of qualified  direct- care  staff  to
meet  the  residents'  needs  24  hours  per  day.

No further  information  was  provided.

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

0 580  144G. 42  Subd.  2 Quality  management
SS= F

The  facility shall  engage  in quality  management
appropriate  to the  size  of the  facility and  relevant
to the  type  of services  provided.  "Quality
management  activity" means  evaluating  the
quality  of care  by periodically  reviewing  resident
services,  complaints  made,  and  other  issues  that
have  occurred  and  determining  whether  changes
in services,  staffing,  or other  procedures  need  to
be  made  in order  to ensure  safe  and  competent
services  to residents.  Documentation  about
quality  management  activity must  be  available  for
two years.  Information  about  quality  management
must  be  available  to the  commissioner  at  the  time

0 580

Minnesota  Department  of Health
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of the  survey,  investigation,  or renewal.

0 580

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to engage  in and  maintain
documentation  of ongoing  quality  management
activities  relevant  to the  size  and  services
provided  by the  assisted  living provider.  This  had
the  potential  to affect  all four (4) residents
receiving  assisted  living 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
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:

On  July  13,  2026,  at  11:15  a. m. , during  the
entrance  conference  with licensed  assisted  living
director  (LALD)-C,  the  surveyor  requested  to
review  documentation  of the  licensee' s  quality
management  activities.

During  interview  on  July  13,  2026,  at  12:30  p.m. ,
LALD-C stated  they  had  quality  management
meetings  and  would  need  to locate  the  meeting
minutes.

The  licensee' s  Quality  Management  Project
policy, dated  September  1,  2021,  indicated  the
licensee  would  have  always  at  least  one
documented  quality  management  project  in place,
and  retain  records  of such  projects  for at  least

Minnesota  Department  of Health
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two years.

0 580

At the  time  of the  assisted  living exit on  July  17,
2026,  at  3:00  p.m. , the  surveyor  did not  receive
any  quality  management  meeting  minutes  from
the  licensee.

No further  information  was  provided.

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

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

Minnesota  Department  of Health
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requirements  adopted  in rule.

0 680

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to evaluate  the  missing
person  policy at  least  quarterly.  This  had  the
potential  to affect  all residents,  staff,  and  visitors
of the  facility.

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

The  licensee' s  2.28  Missing  Resident  policy dated
August  1,  2021,  was  included  in the  licensee' s
policy and  procedure  binder.  The  policy lacked
evidence  that  the  licensed  assisted  living director
(LALD)-C and  clinical nurse  supervisor  (CNS) -A
had  reviewed  or updated  the  policy and
documented  any  changes,  at  least  quarterly  as
required.

During  interview  on  July  13,  2026,  at  2:00  p.m. ,
LALD-C acknowledged  the  missing  resident
policy had  not  been  reviewed  or updated  quarterly
as  required.  LALD-C indicated  he  was  not  aware
of the  requirement  to review  the  missing  resident
policy quarterly.

The  licensee' s  2.28  Missing  Resident  policy dated
August  1,  2021,  indicated  the  licensee  will review
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the  policy at  least  quarterly.

0 680

Minnesota  Rules  Chapter  4659. 0110,  Subpart  4,
dated  August  11, 2021,  indicated  the  licensed
assisted  living director  and  clinical nurse
supervisor  must  review  the  missing  person  plan
at  least  quarterly  and  document  any  changes  to
the  plan.

No further  information  was  provided.

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

0 775  144G. 45  Subd.  2.  (a)  Fire  protection  and  physical  0 775
SS= D 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  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) .
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The  findings  include:

0 775

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated  July
14  2026,  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

0 780  144G. 45  Subd.  2 (a)  (1) Fire  protection  and
SS= D physical  environment

0 780

(a)  Each  assisted  living facility must  comply  with
the  State  Fire  Code  in Minnesota  Rules,  chapter
7511,  and:
(1) for dwellings  or sleeping  units,  as  defined  in
the  State  Fire  Code:
(i) provide  smoke  alarms  in each  room  used  for
sleeping  purposes;
(ii) provide  smoke  alarms  outside  each  separate
sleeping  area  in the  immediate  vicinity of
bedrooms;
(iii) 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;
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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  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:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated  July
14  2026,  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

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

0 800

(4) keep  the  physical  environment,  including
walls,  floors,  ceiling,  all furnishings,  grounds,
systems,  and  equipment  in a  continuous  state  of
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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  July
14  2026,  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

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

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

Minnesota  Department  of Health
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(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.

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
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compliance  with the  requirements  of Minnesota
Statute  144G.

0 810

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  July
14  2026,  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

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

01820  144G. 71  Subd.  13  Prescriptions
SS= D

There  must  be  a  current  written  or electronically
recorded  prescription  as  defined  in section
151. 01,  subdivision  16a,  for all prescribed
medications  that  the  assisted  living facility is
managing  for the  resident.

01820

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  current  written  or
electronically  recorded  prescriptions  were
obtained  for all medications  the  provider  had
managed  for one  of one  resident  (R1) .
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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:

R1 was  admitted  to licensee  on  March  25,  2026,
with a  diagnosis  of schizoaffective  disorder.

R1's  assessment  dated  March  25,  2026,
indicated  R1  required  assistance  with medication
administration.

R1's  resident  record  lacked  signed  prescriber' s
orders  for medications  administered  by the
licensee  or any  documentation  that  faxed
medication  order  forms  had  been  sent  to R1' s
primary  care  provider  for signature.

On  July  13,  2026,  at  2:30  p.m. , surveyor
attempted  to contact  clinical nurse  supervisor
(CNS) -A but  was  unable  to reach.  Licensed
assisted  living director  (LALD)-C verified  R1' s
record  lacked  signed  prescriber' s  orders.
LALD-C stated  that  the  clinical nurse  supervisor
had  faxed  the  medication  order  form to R1' s
primary  care  provider  for signature  approximately
two weeks  prior but  had  not  received  the  form
back  and  was  still waiting  for a  response  from the
provider.

R1's  resident  record  lacked  any  documentation
that  CNS- A had  faxed  medication  order  forms  to
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R1's  primary  care  provider.

01820

The  licensee' s  7.20  Medication  and  Treatment
Orders  policy dated  August  1,  2021,  indicated
prescriber  orders  must  be  obtained  for any
medication  administration  provided  to a  resident.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01880  144G. 71  Subd.  19  Storage  of medications
SS= F

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

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  facility failed  to store  all prescription
medications  according  to the  manufacturer' s
directions  for one  of two residents  (R2).

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death) , and
was  issued  at  a  widespread  scope  (when
problems  are  pervasive  or represent  a  systemic
failure  that  has  affected  or has  potential  to affect
a  large  portion  or all of the  residents) .

The  findings  include:
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R2 was  admitted  on  February  4,  2019,  with
diagnoses  to include  PTSD,  type  1 diabetes,  and
schizoaffective  disorder.

01880

During  a  tour  of the  licensee' s  establishment  on
July  13,  2026,  at  12:05  p.m. , licensed  assisted
living director  (LALD)-C was  asked  to indicate
where  the  licensee' s  medication  refrigerator  was
located.  LALD-C escorted  the  surveyor  to the
area  at  the  lower level  of the  home  where  the
licensee' s  employee  office was  located.  The
dorm  size  refrigerator  was  located  on  the  floor of
the  lower  level.  The  dorm  size  refrigerator  lacked
a  lock on  the  outside  of the  door.  The
medications  were  in an  unsecured  compartment
on  the  inside  of the  refrigerator  upper  shelf.  The
compartment  holding  the  medications  could  be
removed  from the  unlocked  refrigerator.  Inside
the  compartment  there  were  2 unopened  boxes
of Trulicity Single  dose  pens.

During  observation,  the  surveyor  noted  a
thermometer  located  on  the  first rack  inside  of the
refrigerator  door.  The  thermometer  reading  was
31  degrees  Fahrenheit.  When  asked  if there  was
a  written  records  of temperature  recordings  for
the  medication  refrigerator,  LALD-C asked
unlicensed  personnel  (ULP)-B to obtain  the
record.  ULP-B brought  to surveyor  the  written
temperature  recording  for the  medication
refrigerator.  The  temperature  recordings
indicated  from June  28,  2026,  to July  12,  2026,
the  medication  refrigerator  temperatures  ranged
from 29  degrees  Fahrenheit  to 31  degrees
Fahrenheit.

Trulicity prescribing  information  dated  April 2023,
indicated  single  dose  pens  should  be  kept
between  thirty-six (36)  degrees  Fahrenheit  and
forty-six (46)  degrees  Fahrenheit  when  not
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At approximately  12:25  p.m. , the  surveyor
requested  LALD-C view findings  of medication
refrigerator.  LALD-C stated  they  were  not  aware
of the  temperature  readings  or that  the
thermometer  was  kept  on  the  refrigerator  door
and  not  on  an  inside  shelf  of the  refrigerator.
LALD-C also  stated  that  he  thought  the  locked
compartment  that  held  the  Trulicity inside  the
refrigerator  was  sufficient  for medication  safety
storage  and  was  not  aware  the  refrigerator  would
need  a  lock on  the  outside  of the  refrigerator
door.

The  licensee' s  Storage  of Medications  policy
dated  September  1,  2021,  indicated  medications
would  be  stored  consistently  with manufacturer' s
recommendations  (refrigerated,  room
temperature,  or frozen) . The  policy also  indicated
medications  must  be  securely  locked  and  permit
only authorized  personnel  to have  access.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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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
MINNESOTA WELLNESS CENTER LLC
11103 Oak Knoll Terrance No
Minnetonka, MN 55305
Hennepin County
Parcel:

Phone:

License Info
License: HFID 36098

Risk:
License:
Expires on:
CFPM: Abdillahi Adan Farrah Abrar
CFPM #: 6566; Exp: 10/24/2028

Inspection Info
Report Number: F8041261088
Inspection Type: Full - Single
Date: 7/13/2026 Time: 1:00 PM
Duration: minutes
Announced Inspection:
Total Priority 1 Orders: 0
Total Priority 2 Orders: 0
Total Priority 3 Orders: 0
Delivery: Emailed

No orders were issued for this inspection report.

Food & Beverage General Comment
Inspection was completed with the food service manager, Abdillahi. Elyse Jones was the HRD nurse evaluator.

Facility has a residential kitchen. Food must be prepared for same day service only. Kitchen has a popcorn ceiling, vinyl
flooring, wood cabinets with a hollow base and a laminate countertop. There is a chest freezer in the room next to the
kitchen.

Establishment has a dish machine with a sanitize cycle option that achieved a utensil surface temperature of at least 160F.

Discussed the following:
- Employee illness policy and logging requirements
- Reporting foodborne illness complaints to the health dept.
- Handwashing
- Date marking
- Glove-use and bare hand contact
- Proper food storage
-Vomit clean-up procedures
- Restrictions concerning serving a highly susceptible population

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 F8041261088 from 7/13/2026

Abdillahi Adan Farrah Abrar
Director

Sarah Conboy,
Public Health Sanitarian Supervisor
651-201-3984



Report Number: F8041261088
Inspection Type: Full
Date: 7/13/2026

sarah.conboy@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
MINNESOTA WELLNESS CENTER LLC
Minnetonka
County/Group: Hennepin County

Inspection Info
Report Number: F8041261088

Inspection Type: Full
Date: 7/13/2026

Time: 1:00 PM

Food Temperature: Product/Item/Unit: milk; Temperature Process: Cold-Holding
Location: kitchen refrigerator at 39 Degrees F.
Comment:
Violation Issued?: No



Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL36098016-0 Date: 7/14/2026

Facility Name: Minnesota Wellness Center LLC

Facility Address: 11103 Oak Knoll Terrace N, Minnetonka, Mn 55305

�  TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Isolated 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. Occupancy separation shall be provided in Group I and Group R occupancies. Existing wood lath and
plaster in good condition or ½ inch gypsum wallboard is acceptable where one hour occupancy
separations are required. [Minn. Stat. 144G.45 subd. 2; MSFC 1105.2]

Comments: In the garage there was a large piece of gypsum board missing on the south wall. This wall
is shared with resident room 3.

�  TAG IDENTIFICATION: 0780

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

1. Smoke alarms shall be interconnected so that actuation of one alarm causes all alarms in the individual
dwelling or sleeping unit to operate where more than one smoke alarm is required within an individual
dwelling or sleeping unit. [Minn. Stat. 144G.45 subd.2]

Comments: The lower-level hallway smoke alarm did not activate when testing the system. This smoke
alarm was not interconnected with the rest of the system.

�  TAG IDENTIFICATION: 0800

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

Project Number: SL36098016-0
Facility Name: Minnesota Wellness Center LLC Date: 7/14/2026

Page | 1



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: Resident room 1 had a hole in the wall behind the door.

The handrail on the west side deck was missing; brackets were present indicating a handrail was
previously installed.

Resident room 3 had a large amount of refuse throughout.

�  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 (FSEP) that
include the location and number of resident rooms. [Minn. Stat. 144G.45 subd.2]

Comments: The evacuation maps were not in the FSEP, and the maps posted in the facility did not have
resident room identifiers.

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) 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 did not include any specific actions for staff, only generalized information.

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

Comments: The FSEP did not include any specific actions for residents, only generalized information.

Project Number: SL36098016-0
Facility Name: Minnesota Wellness Center LLC Date: 7/14/2026
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