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April 6, 2023

Licensee
Horizon Home Care Services Inc
6017 92nd Avenue North
Brooklyn Park, MN  55443

RE:  Project Number(s) SL38338015

Dear Licensee:

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

The Minnesota Department of Health completed an initial evaluation on February 15, 2023, for the purpose of
assessing compliance with state licensing statutes. At the time of the evaluation, the Minnesota Department of
Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

STATE LICENSING ORDERS
The enclosed State Form documents the state licensing orders. The Department of Health documents state
licensing correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Home Care Providers. The assigned tag number appears in the far left column entitled "ID Prefix Tag." The
state statute number and the corresponding text of the state statute out of compliance are listed in the
"Summary Statement of Deficiencies" column. This column also includes the findings that are in violation of
the state statute after the statement, "This MN Requirement is not met as evidenced by . . ."

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

DOCUMENTATION OF ACTION TO COMPLY
Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with the
correction order by the correction order date. A copy of the provider’s records documenting those actions may
be requested for follow‐up evaluations. The licensee is not required to submit a plan of correction 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
residents/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).

     

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s    

                                                                             An equal opportunity employer.                                                Letter ID: 9GJX Revised 12/29/2021



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

A state licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated with a
maltreatment determination by the Office of Health Facility Complaints. If maltreatment is substantiated, you
will receive a separate letter with the reconsideration process under Minn. Stat. § 626.557.

Please email reconsideration requests to:   Health.HRD.Appeals@state.mn.us. Please attach this letter as part
of your reconsideration request. Please clearly indicate which tag(s) you are contesting and submit information
supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

You are encouraged to retain this document for your records. It is your responsibility to share the information
contained in this letter and the results of this visit with the President of your organization’s Governing Body.
If you have any questions, please contact me.

Sincerely,

     
Rhylee Gilb, Supervisor
Health Regulation Division
State Rapid Response Team
85 East Seventh Place, Suite 220
P.O. Box 64970
St. Paul, MN 55164‐0970
Email: rhylee.gilb@state.mn.us
Phone: 218‐232‐8285 Fax: 651‐215‐6894

JMD

Horizon Home Care Services Inc
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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:

SL38338015

On-February 13, 2023, to February 15, 2023,  the 
Minnesota Department of Health conducted a 
survey at the above provider, and the following 
correction orders are issued. At the time of the 
survey, there were three residents receiving 
services under the Assisted Living license.

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

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

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

The letter in the left column is used for 
tracking purposes and reflects the scope 
and level issued pursuant to 144G.31 
subd. 1, 2, and 3. 

 0 480
SS=F

144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

(13) offer to provide or make available at least the 

 0 480

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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following services to residents:
(B) food must be prepared and served according 
to the Minnesota Food Code, Minnesota Rules, 
chapter 4626; and

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to ensure food was 
prepared and served according to the Minnesota 
Food Code.

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

Findings include:

Please refer to the included document titled, Food 
and Beverage Establishment Inspection Report 
dated February 13, 2023, for the specific 
Minnesota Food Code deficiencies. 

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

 

 0 630
SS=D

144G.42 Subd. 6 (b) Compliance with 
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 

 0 630

Minnesota Department of Health
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individual, including other vulnerable adults; the 
person's risk of abusing other vulnerable adults; 
and statements of the specific measures to be 
taken to minimize the risk of abuse to that person 
and other vulnerable adults. For purposes of the 
abuse prevention plan, abuse includes 
self-abuse.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure development of an 
individual abuse prevention plan with the required 
content for one of one resident (R1) with records 
reviewed. 

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). 

Findings include:

R1's diagnoses included, but were not limited to, 
psycho-affective disorder and chemical 
dependency. 

R1's service plan dated September 12, 2022, 
indicated R1 received services which included 
medication administration.

R1's Vulnerability Assessment/ Individual Abuse 
Prevention Plan dated September 15, 2022,  
identified areas of vulnerability with interventions. 
R1's assessment did not include a review of R1's 
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risk of abusing other vulnerable adults or a review 
of R1's susceptibility to be abused by another 
individual, including other vulnerable adults.  

On February 13, 2023, at 11:00 a.m., chief 
operating officer/owner  (CEO)-B confirmed R1's 
assessment did not address R1's susceptibility to 
be abused by another individual, or R1's risk of 
abusing other vulnerable adults.

The licensee's undated vulnerable adult policy, 
noted the licensee would individually assess 
clients to determine vulnerability to abuse or 
neglect, and develop a specific plan to minimize 
the risk of abuse or neglect to that client. 

No further information was provided. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days.

 0 800
SS=F

144G.45 Subd. 2 (a) (4) Fire protection and 
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.

This MN Requirement  is not met as evidenced 
by:

 0 800

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 
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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) 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). 

Findings include:

On February 15, 2023, between 12:00 p.m. and 
1:30 p.m., survey staff toured the facility with 
Licensed Assisted Living Director/Registered 
Nurse (LALD/RN)-A and Licensed Assisted Living 
Director/Chief Executive Officer (LALD/CEO)-B. 
During the facility tour, survey staff observed the 
following:

1. In Basement Bedroom 7, the lever operator to 
open the egress casement window was not 
functioning correctly when (LALD/CEO)-B 
attempted to open it and it appeared broken. To 
get the window to open (LALD/CEO)-B had to try 
multiple times and use physical force to open it.
2. In Basement Bedroom 7 there was a cover 
over the egress window well. Survey staff 
requested that the cover be removed to ensure 
that the egress path out of resident room 7 was 
not obstructed by the cover. When 
(LALD/CEO)-B attempted to remove the cover, it 
was not free and appeared to be frozen to the 
ground. After multiple attempts and the use of 
substantial force (LALD/CEO)-B was able to 
remove the cover. Survey staff requested the 
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cover be removed permanently.
3. In the bathroom attached to Upper Level 
Bedroom 1 (Master), wood molding above the 
shower rod curtain was pulled away from the 
ceiling and was hanging down in the shower stall. 
The wood molding had exposed nails that could 
come in contact with the resident when using the 
shower.
4. In the Upper Level Full Bathroom, several floor 
tiles at the entrance to the bathroom were 
cracked and separating and the floor tile grout 
was deteriorating and falling apart. This has the 
potential to be a tripping hazard for residents and 
makes it difficult to maintain cleanliness in the 
bathroom. 
5. In the Upper Level Full Bathroom, the wood 
back splash on the sink counter was deteriorating 
and starting to rot and the sink counter to 
backsplash transition was not caulked 
completely. This makes it difficult to maintain 
cleanliness in the bathroom.
6. The exterior exit path out of the Living 
Room/Dining that goes through the backyard to 
the front yard and public right of way was not 
maintained clear of ice and snow. Keeping this 
exterior exit path clear of ice and snow provides 
unobstructed exiting for occupants and access for 
emergency responders in the event of an 
emergency.

These deficient conditions were verified by 
(LALD/CEO)-B and (LALD/RN)-A accompanying 
on the facility tour.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 810
SS=F

144G.45 Subd. 2 (b)-(f) Fire protection and 
physical environment

 0 810
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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) employee 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) Employees 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 employees 
twice per year per shift with at least one 
evacuation drill every other month. Evacuation of 
the residents is not required. Fire alarm system 
activation is not required to initiate the evacuation 
drill.

This MN Requirement  is not met as evidenced 
by:
Based on record review and interview, the 
licensee failed to develop and maintain fire safety 
and evacuation plans and failed to conduct 
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required amount of evacuation drills. 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) 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). 

Findings include:

On February 15, 2023, at approximately 1:30 
p.m., records were provided for review. Records 
were reviewed by survey staff on February 15, 
2023, between 1:30 p.m. and 1:45 p.m.

Record review of available documentation 
indicated that the licensee failed to provide fire 
safety and evacuation plans specific for the 
facility. The documents provided referenced 
another facility with a different name and had not 
been edited or updated to fit the facility. In 
addition, the fire safety and evacuation plans did 
not include 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. 

Record review of the available documentation 
indicated that the licensee did not conduct 
evacuation drills twice per year per shift and 
every other month as required by statute. 
Provided documentation indicated that one drill 
was conducted in November 2022 and one drill 
was conducted February 2023. 

Minnesota Department of Health
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On February 15, 2023, at approximately 1:45 
p.m., during the interview, the Licensed Assisted 
Living Director/Chief Executive Officer 
(LALD/CEO)-B and Licensed Assisted Living 
Director/Registered Nurse (LALD/RN)-A verified 
these deficient conditions.  

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