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Electronically Delivered

December 30, 2024

Licensee
Parkview Court
300 8th Avenue Southeast
Glenwood, MN  56334

RE:  Project Number(s) SL20017016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on November 22, 2024, 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 . . ."    

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope
of the violations;  however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions 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:
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� 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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process.  Please fill out this anonymous provider feedback questionnaire
at your convenience at this link:  https://forms.office.com/g/Bm5uQEpHVa.  Your input is important
to us and will enable MDH to improve its processes and communication with providers.  If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.     

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

If you have any questions, please contact me.

Sincerely,

Kelly Thorson, Supervisor
State Evaluation Team
Email: Kelly.Thorson@state.mn.us
Telephone: 320-223-7336 Fax: 1-866-890-9290

HHH
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0 000 Initial Comments 0 000

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:

SL20017016

On November 18, 2024, through November 20,
2024, the Minnesota Department of Health
conducted a full survey at the above provider. At
the time of the survey, there were twenty eight
(28) residents; receiving services under the
Assisted Living license.

0 100 144G.10 Subdivision 1 License required
SS=F

0 100

(a)(1)Beginning August 1, 2021, no assisted living
facility may operate in Minnesota unless it is
licensed under this chapter.

(2) No facility or building on a campus may
provide assisted living services until obtaining the
required license under paragraphs (c) to (e).
(b)The licensee is legally responsible for the
management, control, and operation of the
facility, regardless of the existence of a
management agreement or subcontract. Nothing
in this chapter shall in any way affect the rights
and remedies available under other law.
(c) Upon approving an application for an assisted
living facility license, the commissioner shall
issue a single license for each building that is

Minnesota Department of Health
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operated by the licensee as an assisted living
facility and is located at a separate address,
except as provided under paragraph (d) or (e).
(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.
(e) Upon approving an application for an assisted
living facility license, the commissioner may:

(1) issue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

0 100

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
operated outside the scope of their assisted living
license when the licensee had two non assisted
living individuals residing at 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
was issued at a widespread scope (when

Minnesota Department of Health
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problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

0 100

The findings include:

On November 19, 2024, at 12:57 p.m., after the
engineer's inspection, the engineer reported the
licensee was housing two non assisted
living-resident individuals: one was housed on the
lower level with assisted living-residents and the
other individual was housed on the main level
with assisted living residents.

On November 19, 2024, at 1:18 p.m. executive
director (ED)- A and clinical nurse supervisor
(CNS)-B stated the licensee was housing non
assisted living individuals alongside assisted
living residents in room 101 and 104. ED-A and
CNS-B stated the individuals were pool staff for
the connected care center.

On November 19, 2024, at 2:47 p.m. pool staff
certified nursing assistant (CNA)-E stated they
resided in room 101. CNA-E further stated, "they
only provide me with lodging and use the laundry.
That's it."

On November 19, 2024, at 2:57 p.m. registered
nurse (RN)-F stated, "I am basically provided
lodging, if work a double shift then qualify for a
free meal. Washing clothes here too."

As indicated in the definitions for the Assisted
Living Licensure under 144G, Minnesota
Statute144G.08 DEFINITIONS Subd. 7.Assisted
living facility indicates "Assisted living facility"
means a facility that provides sleeping
accommodations and assisted living services to
one or more adults; Subd. 5.Assisted living

Minnesota Department of Health
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contract indicates "Assisted living contract"
means the legal agreement between a resident
and an assisted living facility for housing and, if
applicable, assisted living services; Subd. 59
.Resident. "Resident" means an adult living in an
assisted living facility who has executed an
assisted living contract; and Subd. 2.Adult. "Adult"
means a natural person who has attained the age
of 18 years.

144G.50 Subd. 1 (a) further indicates, "An
assisted living facility may not offer or provide
housing or assisted living services to any
individual unless it has executed a written
contract."

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

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

0 480

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.
(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:
(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;

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

0 480

This MN Requirement is not met as evidenced
by:

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

0 480

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated November 18, 2024, for the
specific Minnesota Food Code violations. The
Inspection Report was provided to the licensee
within 24 hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

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

0 630

(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

Minnesota Department of Health
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abuse prevention plan, abuse includes
self-abuse.

0 630

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop and
implement an individual abuse prevention plan
(IAPP) for one of two residents (R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
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's diagnoses included type 2 diabetes mellitus,
depression, epilepsy (brain condition causing
seizures), and hemiplegia (paralysis of one side
of the body) and hemiparesis (weakness on one
side of the body).

R1's Service Plan dated signed on September 11,
2024, indicated R1 received services including
medication set up, blood glucose, showers, and
morning dressing.

R1's Safety plan, dated August 30, 2024, listed
resident to require physical assistance in an
emergency, and acuity level 2, required moderate
nursing care and required moderate assistance in
evacuation.

R1's lacked an individual abuse prevention plan
Minnesota Department of Health
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with the requirements as follows:
-susceptibility to abuse by another individual,
including other vulnerable adults;
-risk if abusing other vulnerable adults; and
- a statement of specific measures to be taken to
minimize the risk of abuse to that person and
other vulnerable adults.

0 630

On November 19, 2024, at 12:30 p.m., clinical
nurse supervisor (CNS)-B verified the IAPP
lacked the requirements for R1. CNS-B stated
licensee is transferring to a different software
system where this would be included in the next
assessment due.

The licensee's Individual Abuse Prevent Plan
policy, dated August 1, 2021; read the individual
abuse prevention plan would include:
-individualized review or assessment of the
resident' s susceptibility to be abused by another
individual, including other vulnerable adults;
-the resident risk of abusing other vulnerable
adults;
-specific measures to minimize the risks of abuse
to that person and other vulnerable adults; and
-measures to minimize the risk of self0abuse if
applicable.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 680 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that

Minnesota Department of Health
STATE FORM
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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.

0 680

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop an
all-hazards risk assessment emergency
preparedness program (EPP) and plan to include
Appendix Z required elements and failed to post
the plan prominently. 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
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that

Minnesota Department of Health
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has affected or has the potential to affect a large
portion or all the residents).

0 680

The findings include:

On November 18, 2024, at 11:24 a.m. clinical
nurse supervisor (CNS)-B stated the EPP was
located in the office at all times and was unaware
the EPP was required to be posted prominently
within the building.

On November 18, 2024, at 11:29 a.m., the
surveyor reviewed the content of the facility's EPP
and review the required content of Appendix Z.

The licensee lacked the following required
information according to Emergency
Preparedness: Appendix Z:
- communication plan which includes contact
information for Federal, State, tribal, regional, and
local EP staff; State Licensing and Certification
Agency; and other sources of assistance;
- communication plan which includes alternate
means of communication with facility staff and
Federal, State, tribal, regional, and local
emergency management agencies; and
- review of the missing resident policy/procedure
quarterly.

On November 19, 2024, at 12:40 p.m., CNS-B
stated they were unaware of the missing
requirements and would review and fix.

The licensee's Emergency and Disaster
Preparedness policy, dated August 21, 2024,
read the facility would post the emergency
disaster plan prominently, and the plan would
comply.

No further information was provided.
Minnesota Department of Health
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TIME PERIOD FOR CORRECTION:
Twenty-One (21) days

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 and interview, the licensee
failed to maintain 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. This deficient condition had the
potential to affect all staff, residents, 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
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:

Minnesota Department of Health
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On November 19, 2024, at 11:10 a.m., surveyor
toured the facility with maintenance (M)-D. The
following maintenance issues were observed.

Hole in ceiling sheet rock in service entrance
broiler room.
Maintenance shop had missing sheetrock on the
ceiling.
Breakroom had dark stains from a past water
leak.
Hallway, by the breakroom, had yellow stains
from past water leaks.
Emergency stairwell had walker's, wheelchair and
iron board stored in them.

M-D stated they understood the above-listed
deficiencies.

TIME PERIOD FOR CORRECTION: twenty-one
(21) days.

0 970 144G.50 Subd. 5 Waivers of liability prohibited
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
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.

0 970

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the assisted living
contract did not include language that waived the
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licensee's liability for the health, safety, or
personal property of a resident. This had the
potential to affect all residents.

0 970

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
residents).

The findings include:

R1 was admitted to the licensee on August 30,
2024.

R1's Assisted Living Contract dated August 23,
2024, read under 28 section Indemnification,
"Resident will indemnify and hold harmless the
community, its employee and agents from and
against any and all claims and actions, damages,
and liability and expense in connection with loss
of life, personal injury or damage property, arising
from or out of the use by resident of the
apartment unity or other party of the community's
property." Under 30 section Liability read, " the
community is not liable to resident or resident's
guest for any injury, death or property damage."

R2 was admitted to the licensee on December
13, 2021.

R2's Assisted Living Contract dated December
13, 2021, read under 28 section Indemnification,
"Resident will indemnify and hold harmless the
community, its employee and agents from and
against any and all claims and actions, damages,
and liability and expense in connection with loss

Minnesota Department of Health
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of life, personal injury or damage property, arising
from or out of the use by resident of the
apartment unity or other party of the community's
property." Under 30 section Liability read, "the
community is not liable to resident or resident's
guest for any injury, death or property damage."

0 970

On November 19, 2024, at 12:36 p.m., clinical
nurse supervisor (CNS)-B stated they would
review the contract and fix to comply with the
requirement.

No further information was provided.

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

01060 144G.52 Subd. 9 Emergency relocation
SS=D

(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.
(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:
(1) the reason for the relocation;
(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) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement

01060

Minnesota Department of Health
STATE FORM 6899 SVRC11 If continuation sheet 14 of 26



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 12/30/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

20017 B. WING _____________________________ 11/22/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

PARKVIEW COURT 300 8TH AVENUE SE
GLENWOOD, MN 56334

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01060 Continued From page 14 01060

that a return date is not currently known; and
(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.
(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:
(1) the resident, legal representative, and
designated representative;
(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and
(3) the Office of Ombudsman for Long-Term Care
if the resident has been relocated and has not
returned to the facility within four days.
(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
in this section.currently known; and

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide a written notice with
required content for an emergency relocation 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 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:

01060

R2's diagnoses included type 2 diabetes mellitus.

R2's Service Plan Agreement dated September
25, 2024, indicated R2 received services
including compression stockings, dressing,
medication administration, blood glucose, and
medication set up.

R2's record included Progress Notes dated
October 5, 2024, at 8:46 p.m. resident was
admitted the to glenwood regional hospital due to
weakness and related COVID.

R2's record included Progress Note dated
October 9, 2024, at 2:27 p.m. resident returned
from hospitalization for COVID-19, generalized
weakness and multiple falls.

R2's record lacked evidence of a written notice
provide to the resident, the resident's legal
representative, and designated representative
that contained at a minimum:
- the reason for the relocation;
- the name and contact information for the
location to which the resident had been relocated
and any new service provider;
- contact information for the Office of
Ombudsman for Long-Term Care (OOLTC);
- if known and applicable, the approximate date
or range of dates within which the resident was
expected to return to the facility, or a statement
that a return date was not currently known; and
- a statement that, if the facility refused to provide
housing or services after a relocation, the
resident had the right to appeal and the contact
information for the agency to which the resident
may submit an appeal.
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On November 19, 2024, at 11:55 a.m., clinical
nurse supervisor (CNS)-B stated "we do not have
an Emergency Relocation form on him for this
encounter. This has been an area we have been
working on educating staff. We have done 1:1
education with staff who are forgetting this,
signage posted by our emergency relocation
book to help staff remember the steps/process."

01060

The licensee's Emergency Relocation policy
dated October, 2024, read "in the event of an
emergency relocation, [licensee] will provide a
written notice that contains, at a minimum:
- the reason for the relocation;
- the name and contact information for the
location to which the resident had been relocated
and any new service provider;
- contact information for the Office of
Ombudsman for Long-Term Care (OOLTC);
- if known and applicable, the approximate date
or range of dates within which the resident was
expected to return to the facility, or a statement
that a return date was not currently known; and
- a statement that, if the facility refused to provide
housing or services after a relocation, the
resident had the right to appeal and the contact
information for the agency to which the resident
may submit an appeal.

No further information was provided.

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

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

01290

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
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the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.
(c) Termination of a staff member in good faith
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 was
submitted and received in affiliation with the
assisted living license for one of three employees
(clinical nurse supervisor (CNS)-B).

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:

CNS-B began employment on August 20, 2024,
to provide direct care for the licensee's residents
and oversight of the unlicensed staff.

CNS-B employee record contained a background
Minnesota Department of Health
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study dated August 20, 2024, submitted through a
separate location operated by the licensee's
owner; however, CNS-B employee record lacked
evidence the licensee affiliated a background
study for their assisted living license.

01290

On November 18, 2024, at 10:56 a.m., executive
director (ED)-A provided the NETStudy roster as
requested. CNS-A was not listed on the roster
under HFID 20017. ED-A stated they had let their
human resource staff go and had performed an
audit and noted the background study for CNS-B
was not under HFID 20017 and was under the
affiliated care center. ED-A stated they connected
with NETStudy via phone to correct and comply
with the requirement.

The licensee's Background Checks policy,
effective August 1, 2024, indicated all employees
must pass a background study before beginning
employment. The policy lacked direction that the
background study must be affiliated with the
licensee, as required.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

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

01730

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
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each resident based on the resident's
assessment that must contain the following:
(1) a statement describing the medication
management services that will be provided;
(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;
(3) documentation of specific resident instructions
relating to the administration of medications;
(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;
(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and
(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.
(b) The medication management record must be
current and updated when there are any
changes.
(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

01730

This MN Requirement is not met as evidenced
by:
Based on interview, and record review, the
licensee failed to develop an individualized
medication management record with the required
content for one of two residents (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:

During the entrance conference on November 18,
2024, at 9:30 a.m., clinical nurse supervisor
(CNS)-B stated the licensee provided medication
management services to the licensee's residents.

R1's diagnoses included type 2 diabetes mellitus,
depression, epilepsy (brain condition causing
seizures), and hemiplegia (paralysis of one side
of the body) and hemiparesis (weakness on one
side of the body).

R1's Service Plan dated signed on September 11,
2024, indicated R1 received services including
medication set up, blood glucose, showers, and
morning dressing.

R1's Assessment dated September 13, 2024,
indicated medications would be set up by a nurse.

R1's record lacked a medication management
plan to include the following required content:
- type of medication storage system, based on
resident's needs.

On November 19, 2024, at 12:35 p.m., CNS-B
stated R1's record lacked a medication
management plan with the above required
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content and would be corrected upon next
assessment when transferred to a new software
system.

01730

The licensee's Medication Management Services
policy dated October 23, 2024, indicated the
nurse would be responsible for implementation of
a medication plan that would include the storing
and securing of medication.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01770 144G.71 Subd. 9 Documentation of medication
SS=F setup

01770

Documentation of dates of medication setup,
name of medication, quantity of dose, times to be
administered, route of administration, and name
of person completing medication setup must be
done at the time of setup.

This MN Requirement is not met as evidenced
by:
Based on interview, and record review, the
licensee failed to ensure documentation of
medication setup included all the required content
for two of two residents (R1, 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
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a large portion or all of the residents).

01770

The findings include:

On November 18, 2024, upon entrance
conference at 9:30 a.m.; clinical nurse supervisor
(CNS)-B stated all licensee's residents had their
medications set up by the registered nurse.

R1
R1's diagnoses included type 2 diabetes mellitus,
depression, epilepsy (brain condition causing
seizures), and hemiplegia (paralysis of one side
of the body) and hemiparesis (weakness on one
side of the body).

R1's Service Plan dated signed on September 11,
2024, indicated R1 received services including
medication set up, blood glucose, showers, and
morning dressing.

R2
R2's diagnoses included type 2 diabetes mellitus.

R2's Service Plan Agreement dated September
25, 2024, indicated R2 received services
including compression stockings, dressing,
medication administration, blood glucose, and
medication set up.

R1 and R2's record lacked a medication setup
record with the following required content:
- dates of medication setup;
- name of medication;
- quantity of dose;
- times to be administered;
- route of administration; and
- name of person completing medication setup.

On November 18, 2024, at 1:03 p.m., CNS-B
Minnesota Department of Health
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stated the registered nurse was responsible for
medication setup for all residents. Also, CNS-B
stated they completed medication setup weekly
however, the registered nurse is not documenting
the medication set-up. CNS-B stated that that the
registered nurse was not aware of the tasks to
document each set up.

01770

The licensee's Medication Management Services
policy dated October 23, 2024, indicated when
setting up medication the registered nurse will
perform and document.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01890 144G.71 Subd. 20 Prescription drugs
SS=D

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

01890

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review the licensee failed to ensure time-sensitive
medications were labeled with the date opened
for one of two residents (R2). In addition, the
licensee failed to maintain the original
prescription label on a medication for one of two
residents (R2).

This practice resulted in a level two violation (a
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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).

01890

The findings include:

R2's diagnoses included type 2 diabetes mellitus.

R2's Service Plan Agreement dated September
25, 2024, indicated R2 received services
including compression stockings, dressing,
medication administration, blood glucose, and
medication set up.

On November 19, 2024, at 11:17 a.m., the
surveyor observed unlicensed personnel (ULP)-C
administer R2's afternoon insulin. Upon
observation surveyor observed R2's flex pen
NovoLog to have no prescription label and no
open date label. At this time, surveyor observed
R2's Lantus flex pen to have no prescription label
and no open date label. Both flex pens were open
and used. ULP-C stated, "staff that take a new
insulin pen should label the open date on the
insulin pen."

On November 19, 2024, at 12:32 p.m. clinical
nurse supervisor (CNS)-B stated it is expected for
time sensitive medications to have an open date
labeled on the medication as well as the
prescription label.

The manufactures instructions for Novolg flexpen
and Lantus flexpen, dated November 2024,
indicated medication should be discarded 28
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days after opened.

01890

Licensee's Beyond Use Date Policy dated April
2024, read multi-dose pens and vials are dated
when first opened and discarded within 28 days.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Type:
Date:
Time:
Report:

Full
11/18/24
16:06:56
7935241097

Location:
Parkview Court
300 8th Avenue Se
Glenwood, MN56334
Pope County, 61

License  Categories:

MN Department of Health
Food, Pools, and Lodging Services
PO Box 64975
St. Paul, MN 55164-0975
218-332-5150

Food  and Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: 0039364
Risk:
Announced Inspection: No

Operator:

Page 1

Expires on: / /
Phone #: 3206345802
ID #:

The violations listed in this report include any previously issued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were issued during this inspection.

2-100 Supervision
2-102.12DMN

MN Rule 4626.0033D Post the certified food protection manager certificate.
SERVSAFE CERTIFICATE WAS POSTED. POST STATE CERTIFICATE ONCE RECEIVED.
Comply By: 11/30/24

4-600 Cleaning  Equipment  and  Utensils
4-602.11E

MN Rule 4626.0845E Clean surfaces contacting food that is not TCS: 1. at any time when contamination may
have occurred; 2. at least once every 24 hours for iced tea dispensers and consumer self-service utensils; 3.
before restocking consumer self-service equipment and utensils such as condiment dispensers, and display
containers; 4. at a frequency specified by the manufacturer or at a frequency necessary to preclude accumulation
of soil or mold for ice bins, beverage dispensing nozzles, enclosed components of ice makers, cooking oil
storage tanks and distribution lines, beverage and syrup dispensing lines or tubes, coffee bean grinders, and
water vending equipment.
SOME SCALE AND MINERAL DEPOSITS OBSERVED IN THE ICE MAKER. EMPTY AND CLEAN ICE
MAKER.
Comply By: 11/20/24

Surface  and  Equipment  Sanitizers
Hot Water: = at 165 Degrees Fahrenheit
Location: Dish Machine
Violation Issued: No



Type: Full
Date: 11/18/24
Time: 16:06:56
Report: 7935241097
Parkview Court

Food  and Beverage  Establishment
Inspection  Report

Page 2

Quaternary Ammonia: = 200 ppm at Degrees Fahrenheit
Location: Spray Bottle
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Hot Holding
Temperature: 159 Degrees Fahrenheit - Location: Chicken
Violation Issued: No
Process/Item: Hot Holding
Temperature: 146 Degrees Fahrenheit - Location: Beets
Violation Issued: No
Process/Item: Hot Holding
Temperature: 141 Degrees Fahrenheit - Location: Mixed Veggies
Violation Issued: No
Process/Item: Hot Holding
Temperature: 157 Degrees Fahrenheit - Location: Potatoes
Violation Issued: No
Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: Cooler
Violation Issued: No
Process/Item: Cold Holding
Temperature: 36 Degrees Fahrenheit - Location: Cooler
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
2

NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the MN Department of Health inspection report number
7935241097 of 11/18/24.

Certified Food Protection Manager: Judy Mattson

Certification Number: NEED Expires: / /

Signed:
emily.benham@grvillage.org

Signed:
Rebecca Tonneson
Public Health San Supervisor
Fergus Falls District Office
218-332-5142
rebecca.tonneson@state.mn.us


