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August 4, 2022

Administrator
Olus Home, Inc.
1850 7th Street East
Saint Paul, MN  55119

RE:  Project Number(s) SL35381015

Dear Administrator:

The Minnesota Department of Health completed an evaluation on July 8, 2022, for the purpose of
evaluating and 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, Minnesota Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572
and/or Minnesota Statute Chapter 260E.

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 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 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 for widespread violations;
 Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism   
      authorized in § 144G.20.
   Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
       § 144G.20.       
       
In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine
amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
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that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.   
   
In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under
this chapter for the same circumstance.    

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

St - 0 - 0510 - 144g.41 Subd. 3 - Infection Control Program = $500.00

The total amount you are assessed is $500.00. You will be invoiced after 15 days of the receipt of
this notice, subject to appeal.

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
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 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 general reconsideration requests to:   Health.HRD.Appeals@state.mn.us.

Please address your cover letter for general
reconsideration requests to:

Free from Maltreatment reconsideration
requests should be addressed to:

Olus Home, Inc.
August 4, 2022
Page   2



Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

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

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

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

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.  Requests for hearing may be emailed to
Health.HRD.Appeals@state.mn.us.
      
To appeal fines via reconsideration, please follow the procedure outlined above.   Please note that you
may request a reconsideration   or a hearing, but not both.   

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,

   
Jonathan Hill, Supervisor
State Evaluation Team
Health Regulation Division
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN  55101-3879
Telephone: 651-201-3993 Fax: 651-215-9697

PMB
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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:
SL35381015

On July 5 through July 8, 2022, 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 six (6) residents, all of whom received 
services under the provider's 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

 0 480

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(13) offer to provide or make available at least the 
following services to residents:

(i) at least three nutritious meals daily with snacks 
available seven days per week, according to the 
recommended dietary allowances in the United 
States Department of Agriculture (USDA) 
guidelines, including seasonal fresh fruit and 
fresh vegetables. The following apply:

(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 had the potential to affect all 
residents of the assisted living 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) 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 included document titled, Food 
and Beverage Establishment Inspection Report, 
dated July 5, 2022, for the specific Minnesota 
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Food Code deficiencies. 

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

 0 510
SS=F

144G.41 Subd. 3 Infection control program

(a) All assisted living facilities must establish and 
maintain an infection control program that 
complies with accepted health care, medical, and 
nursing standards for infection control.
(b)The facility's infection control program must be 
consistent with current guidelines from the 
national Centers for Disease Control and 
Prevention (CDC) for infection prevention and 
control in long-term care facilities and, as 
applicable, for infection prevention and control in 
assisted living facilities.
(c) The facility must maintain written evidence of 
compliance with this subdivision.

This MN Requirement  is not met as evidenced 
by:

 0 510

Based on observation and interview, the licensee 
failed to establish and maintain an effective 
infection control program to comply with accepted 
health care, medical, and nursing standards for 
infection control and current recommendations for 
COVID-19. The licensee failed to ensure 
appropriate personal protective equipment was 
worn in the facility and while providing cares. This 
had the potential to affect all six (6) 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 
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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 5, 2022, at 10:00 a.m., upon entering the 
facility, contracted cleaning staff were observed 
not wearing a face mask.  
-at 10:08 a.m., licensed practical nurse (LPN)-C 
was observed in the facility and not wearing a 
face mask. 

On July 5, 2022, at 11:04 a.m., registered nurse 
(RN)-A arrived at the facility, and was observed 
not wearing a face mask.

On July 6, 2022, at 8:12 a.m., LPN-C was 
observed to assist R1 with medication 
administration. LPN-C was not wearing a face 
mask or eye protection while administering 
medications to R1.
-at 8:24 a.m., LPN-C was observed to assist R1 
with blood glucose testing.  LPN-C was not 
wearing a face mask or eye protection while 
checking R1's blood glucose level.

On July 6, 2022, at 10:24 a.m., unlicensed 
personnel (ULP)-D stated he wore a mask at all 
times while in the facility, but did not wear eye 
protection aside from prescription eyeglasses.  

On July 6, 2022, at 9:00 a.m., licensed assisted 
living director (LALD)-B stated her understanding 
was she could not force staff to wear masks 
because it wasn't mandated. LALD-B further 
stated there was a supply of eye protection in the 
facility for staff to use during cares, going forward.

Minnesota Department of Health
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The Minnesota Department of Health COVID-19 
Personal Protective Equipment (PPE) Grid for 
Congregate Care Settings dated June 30, 2021, 
instructed health care workers (HCW) with 
face-to-face contact with COVID-19 negative 
residents to wear a medical grade well fitting 
facemask and eye protection.  In addition, it 
instructed HCW with no face-to-face contact with 
residents to wear a medical-grade well fitting 
facemask.

The Minnesota Department of Health (MDH) 
guidance titled, "COVID-19 PPE and Source 
Control Grids - for congregate care settings, by 
community transmission level", dated April 7, 
2022, indicated during "substantial" or "high" 
levels of community transmission (based on the 
Centers for Disease Control and Prevention 
(CDC) online data tracking system),  caregivers 
must wear a face mask (source control) and eye 
protection while working with residents without 
suspected or confirmed SARS-CoV-2 infection.

The CDC COVID Data Tracker on July 5 and July 
6, 2022, indicated Ramsey County, MN (the 
county of the assisted living facility) was at a 
"high" level of community transmission, which 
indicated the use of a face mask and eye 
protection while working with residents.

No further information was provided. 

TIME PERIOD FOR CORRECTION: Two (2) 
days

 0 660
SS=F

144G.42 Subd. 9 Tuberculosis prevention and 
control

(a) The facility must establish and maintain a 

 0 660
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If continuation sheet  5 of 406899STATE FORM U10R11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 08/04/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

35381 07/08/2022

NAME OF PROVIDER OR SUPPLIER

OLUS HOME INC

STREET ADDRESS, CITY, STATE, ZIP CODE

1850 7TH STREET EAST
SAINT PAUL, MN  55119

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 660Continued From page 5 0 660

comprehensive tuberculosis infection control 
program according to the most current 
tuberculosis infection control guidelines issued by 
the United States Centers for Disease Control 
and Prevention (CDC), Division of Tuberculosis 
Elimination, as published in the CDC's Morbidity 
and Mortality Weekly Report. The program must 
include a tuberculosis infection control plan that 
covers all paid and unpaid employees, 
contractors, students, and regularly scheduled 
volunteers. The commissioner shall provide 
technical assistance regarding implementation of 
the guidelines.
(b) The facility must maintain written evidence of 
compliance with this subdivision.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to establish and maintain a 
tuberculosis (TB) prevention program based on 
the most current guidelines issued by the Centers 
for Disease Control and Prevention (CDC) which 
included baseline testing and screening for four of 
four employees (registered nurse (RN)-A, 
licensed assisted living director (LALD)-B, 
licensed practical nurse (LPN)-C, and unlicensed 
personnel (ULP)-D), and TB training for two of 
four employees (RN-A, LPN-C), with employee 
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) 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).
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The findings include:

The Facility TB Risk Assessment dated May 1, 
2022, identified the facility was at a low risk for 
transmission.

RN-A was hired June 1, 2022, and provided 
assessment services for the residents of the 
facility. RN-A's employee record lacked 
documentation of TB training, baseline tuberculin 
skin test (TST) and symptom and history 
screening.

LALD-B was hired March 1, 2010, and provided 
supervisory services at the facility. LALD-B's 
employee record lacked documentation of 
baseline tuberculin skin test (TST) and symptom 
and history screening.

LPN-C was hired November 29, 2021, and 
provided direct care and supervisory services at 
the facility. LPN-C's employee record lacked 
documentation of TB training, baseline tuberculin 
skin test (TST) and symptom and history 
screening.

ULP-D was hired February 2, 2021, and provided 
direct cares for residents of the facility. ULP-D's 
employee record lacked documentation of a 
baseline tuberculin skin test (TST) and symptom 
and history screening.

On July 6, 2022, at 10:24 a.m. ULP-D stated he 
provided verification of a single TST completed "a 
few weeks" prior to hire, but did not recall filling 
out a symptom and history screening form.

On July 6, 2021, at 1:55 p.m. LALD-B stated they 
did not recall completing a TB baseline screening, 
but could have been completed back in 2010 
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upon hire. LALD-B acknowledged the screening 
process likely was not completed for any of the 
staff due to RN position turnover. 

The Regulations for Tuberculosis Control in 
Minnesota Health Care Settings dated July 2013 
noted training was required at the time of hire and 
included: pathogenesis, signs symptoms, and the 
licensee's infection control plan. In addition, 
baseline screening for all health care workers 
(HCW) included a history and symptom screen 
and testing for the presence of TB infection. The 
regulations noted a blood test should include the 
date of the test. According to the regulations, if a 
HCW had documentation for latent TB, that 
documentation could be substituted for 
documentation of a previous positive TST or 
blood test.  

The licensee's undated Tuberculosis Screening 
policy indicated, "For all employees or contract 
personnel providing direct client care, there shall 
be evidence of baseline TB screening consisting 
of two components:
a. Assessing for current symptoms of active TB 
disease,  (see attached screening tool) and
b. Testing for the presence of infection with 
Mycobacterium tuberculosis by administering 
either a two-step tuberculin skin test (TST) or a 
single TB blood test." The policy further indicated, 
"All staff will receive education and training about 
TB. Training will be conducted prior to initial 
assignment and annually thereafter."

No further information was provided.

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

(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 tenant residents.
(b) The facility must provide emergency and 
disaster training to all staff during the initial staff 
orientation and annually thereafter and must 
make emergency and disaster training annually 
available to all residents. Staff who have not 
received emergency and disaster training are 
allowed to work only when trained staff are also 
working on site.
(c) The facility must meet any additional 
requirements adopted in rule.

This MN Requirement  is not met as evidenced 
by:

 0 680

Based on interview and record review, the 
licensee failed to develop a written emergency 
preparedness (EP) plan with all the required 
content. This had the potential to affect all six (6) 
residents, staff and visitors. 

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

The findings include:

The licensee-provided EP plan, undated, was 
reviewed and noted to lack individualized 
emergency procedures to include the following:
 -a risk assessment considering all hazards that 
may impact all or a portion of the facility;
- a process for emergency preparedness 
cooperation with state and local EP 
officials/organizations;
- a tracking system used to document locations of 
residents and staff;
- the medical record documentation system to 
preserve resident information;
- handling and use of volunteers;
- how the facility would operate under an 1135 
waiver;
- a communication plan that included: 

- names and contact information for resident 
physicians, other facilities.

On July 5, 2022, during a 1:55 p.m. interview, 
licensed assisted living director (LALD)-B 
acknowledged the EP plan was lacking some 
content. LALD-B indicated the plan would be 
updated.

No further information was provided. 

TIME PERIOD FOR CORRECTION:  
Twenty-One (21) days
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 0 730
SS=F

144G.43 Subd. 3 Contents of resident record

Contents of a resident record include the 
following for each resident:
(1) identifying information, including the resident's 
name, date of birth, address, and telephone 
number;
(2) the name, address, and telephone number of 
the resident's emergency contact, legal 
representatives, and designated representative;
(3) names, addresses, and telephone numbers of 
the resident's health and medical service 
providers, if known;
(4) health information, including medical history, 
allergies, and when the provider is managing 
medications, treatments or therapies that require 
documentation, and other relevant health 
records;
(5) the resident's advance directives, if any;
(6) copies of any health care directives, 
guardianships, powers of attorney, or 
conservatorships;
(7) the facility's current and previous 
assessments and service plans;
(8) all records of communications pertinent to the 
resident's services;
(9) documentation of significant changes in the 
resident's status and actions taken in response to 
the needs of the resident, including reporting to 
the appropriate supervisor or health care 
professional;
(10) documentation of incidents involving the 
resident and actions taken in response to the 
needs of the resident, including reporting to the 
appropriate supervisor or health care 
professional;
(11) documentation that services have been 
provided as identified in the service plan;
(12) documentation that the resident has received 

 0 730
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and reviewed the assisted living bill of rights;
(13) documentation of complaints received and 
any resolution;
(14) a discharge summary, including service 
termination notice and related documentation, 
when applicable; and
(15) other documentation required under this 
chapter and relevant to the resident's services or 
status.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the resident record 
included documentation of all provided services 
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) 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:

R1 was admitted March 13, 2020, and began 
receiving services under the assisted living 
licensure August 1, 2021.

R1's service plan, dated June 14, 2022, indicated 
R2 received services for assistance with 
housekeeping (daily), laundry (2x weekly), 
shopping (1x weekly), making appointments 
(monthly, and as needed), 1:1 socialization (3x 
weekly, and as needed), medication reminders 
(daily), comprehensive assessment and skin 
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audit (weekly), vital signs and skin checks (daily), 
orientation and behavior management (daily).

On July 5, 2022, at 3:25 p.m., licensed practical 
nurse (LPN)-C stated staff documented the 
services provided in the program notes for each 
resident.  

R1's program notes for June 1 through July 5, 
2022, were reviewed.  The program notes 
included entries dated June 11(vital signs, bath, 
nail care and nursing notes), June 13 (nursing 
notes), June 27 (nursing notes), and July 1, 2022 
(meal and nursing notes).  The record did not 
include consistent documentation of services 
provided.  

On July 6, 2022, during a 1:55 p.m. interview, 
licensed assisted living director (LALD)-B stated 
going forward, staff will be able to document 
cares in the electronic charting system.  LALD-B 
indicated they were not aware staff was required 
to document all services provided.

No further information was provided.

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

 0 780
SS=F

144G.45 Subd. 2 (a) (1) Fire protection and 
physical environment

(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 

 0 780
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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;

This MN Requirement  is not met as evidenced 
by:
Based on observation and interview the licensee 
failed to provide smoke alarms on the upper level 
that are interconnected so that actuation of one 
alarm causes all alarms in the dwelling to actuate 
as required. This had the potential to directly 
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) 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: 

On July 6, 2022, between 9:00 a.m. and 10:30 
a.m., survey staff toured the facility with licensed 
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assisted living director (LALD)-B. During the 
facility tour, survey staff observed the following:
1. Smoke detectors on upper level were not 
interconnected with each other.
2. The fire alarm system had last been tested in 
2019 per tag on alarm panel. 

LALD-B verbally confirmed survey staff 
observations during the facility tour. 

No further information was provided. 

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

 0 810
SS=F

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

(b)  Each assisted living facility shall develop and 
maintain fire safety and evacuation plans. The 
plans shall include but are not limited to:
   (1) location and number of resident sleeping 
rooms;
   (2) 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 

 0 810
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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 observation, interview and record 
review, the licensee failed to provide the required 
fire safety training and evacuation plans for 
residents and staff.  This has the potential to 
directly 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 
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 residents). 

The findings include:

On July 6, 2022, from approximately 9:00 a.m. to 
10:30 a.m., survey staff toured the facility with 
licensed assisted living director (LALD)-B.  During 
the facility tour, survey staff observed the licensee 
lacked fire drills completed for the home in the 
last year. LALD-B provided posted floor plans, 
however, the postings lacked procedures 
directing resident movement, evacuation or 
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relocation during a fire.  

During interview on July 6, 2022 at 9:30 a.m., 
LALD-B verbally confirmed survey staff 
observations during the facility tour.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 01370
SS=D

144G.61 Subd. 2 (a) Training and evaluation of 
unlicensed personn

(a) Training and competency evaluations for all 
unlicensed personnel must include the following:
(1) documentation requirements for all services 
provided;
(2) reports of changes in the resident's condition 
to the supervisor designated by the facility;
(3) basic infection control, including blood-borne 
pathogens;
(4) maintenance of a clean and safe 
environment;
(5) appropriate and safe techniques in personal 
hygiene and grooming, including:
(i) hair care and bathing;
(ii) care of teeth, gums, and oral prosthetic 
devices;
(iii) care and use of hearing aids; and
(iv) dressing and assisting with toileting;
(6) training on the prevention of falls;
(7) standby assistance techniques and how to 
perform them;
(8) medication, exercise, and treatment 
reminders;
(9) basic nutrition, meal preparation, food safety, 
and assistance with eating;

 01370
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(10) preparation of modified diets as ordered by a 
licensed health professional;
(11) communication skills that include preserving 
the dignity of the resident and showing respect for 
the resident and the resident's preferences, 
cultural background, and family;
(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries 
between staff and residents and the resident's 
family;
(14) procedures to use in handling various 
emergency situations; and
(15) awareness of commonly used health 
technology equipment and assistive devices.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure training and competency 
to include all required content was completed for 
one of one employee (unlicensed personnel 
(ULP)-D) with employee training record 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). 

The findings include:

ULP-D was hired February 2, 2021, and provided 
direct cares for residents of the facility.

ULP-D's employee record lacked documentation 
of training for the following topics:
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-documentation requirements for all services 
provided;
-reports of changes in the resident's condition to 
the supervisor designated by the facility;
-maintenance of a clean and safe environment;
-appropriate and safe techniques in personal 
hygiene and grooming, including:

-hair care and bathing;
-care of teeth, gums, and oral prosthetic 

devices;
-care and use of hearing aids; and
-dressing and assisting with toileting;

-training on the prevention of falls;
-standby assistance techniques and how to 
perform them;
-basic nutrition, meal preparation, food safety, 
and assistance with eating;
-preparation of modified diets as ordered by a 
licensed health professional;
-communication skills that include preserving the 
dignity of the resident and showing respect for the 
resident and the resident's preferences, cultural 
background, and family;
-understanding appropriate boundaries between 
staff and residents and the resident's family;
-procedures to use in handling various 
emergency situations;
-observing, reporting, and documenting resident 
status;
-basic knowledge of body functioning and 
changes in body functioning, injuries, or other 
observed changes that must be reported to 
appropriate personnel;
-reading and recording temperature, pulse, and 
respirations of the resident;
-recognizing physical, emotional, cognitive, and 
developmental needs of the resident;
-safe transfer techniques and ambulation; and
-range of motioning and positioning.
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On July 6, 2022, at 1:55 p.m., licensed assisted 
living director (LALD)-B acknowledged training 
was incomplete for ULP-D.  LALD-B indicated 
she would ensure all unlicensed staff complete 
required training topics.

No further information was provided.

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

 01440
SS=D

144G.62 Subd. 4 Supervision of staff providing 
delegated nurs

(a) Staff who perform delegated nursing or 
therapy tasks must be supervised by an 
appropriate licensed health professional or a 
registered nurse according to the assisted living 
facility's policy where the services are being 
provided to verify that the work is being 
performed competently and to identify problems 
and solutions related to the staff person's ability 
to perform the tasks. Supervision of staff 
performing medication or treatment 
administration shall be provided by a registered 
nurse or appropriate licensed health professional 
and must include observation of the staff 
administering the medication or treatment and the 
interaction with the resident.
(b) The direct supervision of staff performing 
delegated tasks must be provided within 30 
calendar days after the date on which the 
individual begins working for the facility and first 
performs the delegated tasks for residents and 
thereafter as needed based on performance. This 
requirement also applies to staff who have not 
performed delegated tasks for one year or longer.

This MN Requirement  is not met as evidenced 

 01440
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by:
Based on interview and record review, the 
licensee failed to ensure a registered nurse (RN) 
conducted direct supervision of staff performing a 
delegated task within 30 days of providing 
services for one of one unlicensed staff 
(unlicensed personnel (ULP)-D) with employee 
record 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) and was issued at an 
isolated scope (when one or a limited number of 
residents are affected or one or a limited number 
of staff are involved, or the situation has occurred 
only occasionally).

The findings include:

ULP-D was hired February 2, 2021, and provided 
direct cares for residents of the facility.

ULP-D's employee record included a medication 
administration training, blood glucose testing 
training, and competency evaluations dated May 
18, 2022. 

R1's medication administration record indicated 
ULP-D assisted R1 with medication 
administration on the following dates: June 1, 3, 
8, 10, 14, 15, 17, and 29, and July 1-2, 2022.

ULP-D's employee record lacked a 30-day 
supervision of performance of delegated tasks.

On July 6, 2022, at 1:55 p.m., licensed assisted 
living director (LALD)-B indicated ULP-D's 30-day 
supervision was possibly done, but was unable to 
provide documentation.  
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No further information was provided. 

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

 01460
SS=F

144G.63 Subdivision 1 Orientation of staff and 
supervisors

All staff providing and supervising direct services 
must complete an orientation to assisted living 
facility licensing requirements and regulations 
before providing assisted living services to 
residents. The orientation may be incorporated 
into the training required under subdivision 5. The 
orientation need only be completed once for each 
staff person and is not transferable to another 
facility.

This MN Requirement  is not met as evidenced 
by:

 01460

Based on interview and record review, the 
licensee failed to ensure staff providing services 
completed orientation to assisted living facility 
licensing requirements and regulations before 
providing services for four of four employees 
(registered nurse (RN)-A, licensed assisted living 
director (LALD)-B, licensed practical nurse 
(LPN)-C, and unlicensed personnel (ULP)-D) with 
employee 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) 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).  
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The findings include:

The licensee converted to an Assisted Living 
license on August 1, 2021

RN-A
RN-A was hired June 1, 2022, and provided 
assessment services for the residents of the 
facility.  RN-A's employee record lacked 
documentation RN-A completed required 
orientation to assisted living licensing 
requirements and regulations with the required 
content.

LALD-B
LALD-B was hired March 1, 2010, and provided 
supervisory services at the facility. LALD-B's 
employee record lacked documentation LALD-B 
completed required orientation to assisted living 
licensing requirements and regulations with the 
required content.

LPN-C
LPN-C was hired November 29, 2021, and 
provided direct care and supervisory services at 
the facility. LPN-C's employee record lacked 
documentation that the following orientation 
topics were completed:
- Overview of Assisted Living statutes; 
- Review of provider's policies and procedures; 
- Handling emergencies and using emergency 
services;
- Home care/Assisted Living bill of rights 
- Handling of resident/clients' complaints, 
reporting of complaints, where to report 
- Consumer advocacy services of the Office of 
Ombudsman for Long-Term Care, Office of 
Ombudsman for Mental Health and 
Developmental Disabilities, Managed Care 
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Ombudsman at the Department of Human 
Services, county-managed care advocates, or 
other relevant advocacy services;
- Review of types of Assisted Living services the 
employee will provide and provider's scope of 
license; and 
- Principles of person-centered planning/service 
delivery and how they apply to direct support 
services provided by the staff person.

ULP-D
ULP-D was hired February 2, 2021, and provided 
direct cares for residents of the facility.

ULP-D's employee record lacked documentation 
that the following orientation topics were 
completed:
- Overview of Assisted Living statutes; 
- Handling of emergencies and use of emergency 
services;
- Handling of residents' complaints, reporting of 
complaints, and where to report complaints, 
including information on the Office of Health 
Facility Complaints;
- Consumer advocacy services of the Office of 
Ombudsman for Long-Term Care, Office of 
Ombudsman for Mental Health and 
Developmental Disabilities, Managed Care 
Ombudsman at the Department of Human 
Services, county-managed care advocates, or 
other relevant advocacy services;
- Review of types of Assisted Living services the 
employee will provide and provider's scope of 
license; and
- Principles of person-centered planning and 
service delivery and how they apply to direct 
support services provided by the staff person.

On July 6, 2022, at 1:55 p.m., licensed assisted 
living director (LALD)-B acknowledged orientation 
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was lacking for all staff.  LALD-B indicated she 
did not realize supervisory staff would need the 
same orientation provided to other staff, and 
would have all staff complete required orientation 
topics.

No further information was provided. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 01530
SS=F

144G.64 TRAINING IN DEMENTIA CARE 
REQUIRED

(a) All assisted living facilities must meet the 
following training requirements:
(1) supervisors of direct-care staff must have at 
least eight hours of initial training on topics 
specified under paragraph (b) within 120 working 
hours of the employment start date, and must 
have at least two hours of training on topics 
related to dementia care for each 12 months of 
employment thereafter;
(2) direct-care employees must have completed 
at least eight hours of initial training on topics 
specified under paragraph (b) within 160 working 
hours of the employment start date. Until this 
initial training is complete, an employee must not 
provide direct care unless there is another 
employee on site who has completed the initial 
eight hours of training on topics related to 
dementia care and who can act as a resource 
and assist if issues arise. A trainer of the 
requirements under paragraph (b) or a supervisor 
meeting the requirements in clause (1) must be 
available for consultation with the new employee 
until the training requirement is complete. 
Direct-care employees must have at least two 
hours of training on topics related to dementia for 

 01530
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each 12 months of employment thereafter;

This MN Requirement  is not met as evidenced 
by:
Based on interview, and record review, the 
licensee failed to ensure the required amount of 
dementia care training was completed in the 
required time frame in accordance with 144G.64 
for three of three employees (licensed assisted 
living director (LALD)-B, licensed practical nurse 
(LPN)-C, and unlicensed personnel (ULP)-D) with 
employee records reviewed. This had the 
potential to affect all six (6) residents. 

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).  

The findings include:

LALD-B
LALD-B was hired March 1, 2010, and provided 
supervisory services at the facility. 

LALD-B's employee record indicated a dementia 
care course was completed May 26, 2020, but 
lacked documentation LALD-B completed the 
required amount of dementia care training in the 
required topics.

LPN-C
LPN-C was hired November 29, 2021, and 
provided direct care and supervisory services at 
the facility. 
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LPN-C's employee record lacked documentation 
LPN-C completed the required amount of 
dementia care training in the required topics.

On July 5, 2022, at 3:05 p.m., LPN-C stated she 
completed some training modules online, but had 
not had any dementia care training.  

ULP-D
ULP-D was hired February 2, 2021, and provided 
direct cares for residents of the facility. 

ULP-D's employee record lacked documentation 
ULP-D completed the required amount of 
dementia care training in the required topics.

On July 6, 2022, at 10:24 a.m., ULP-D indicated 
he had some training provided upon hire, 
including dementia care training and VA training. 

On July 6, 2022, at 1:55 p.m., LALD-B stated she 
did not have any knowledge of dementia care 
training provided to staff. LALD-B further stated 
she was not aware it was a requirement.

The licensee's Dementia Training policy, dated 
January 1, 2022, indicated, supervisors of direct 
care staff would complete eight (8) hours of initial 
training within 120 hours of the employment start 
date, and direct care employees will complete 
eight (8) hours of initial training within 160 hours 
of the employment start date. The policy further 
indicated dementia care training would include: 
an explanation of Alzheimer's disease and other 
dementias, assistance with activities of daily 
living, problem solving with challenging behaviors, 
communication skills, and person centered 
planning and service delivery.

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

 01620
SS=D

144G.70 Subd. 2 (c-e) Initial reviews, 
assessments, and monitoring

(c) Resident reassessment and monitoring must 
be conducted no more than 14 calendar days 
after initiation of services. Ongoing resident 
reassessment and monitoring must be conducted 
as needed based on changes in the needs of the 
resident and cannot exceed 90 calendar days 
from the last date of the assessment.
(d) For residents only receiving assisted living 
services specified in section 144G.08, subdivision 
9, clauses (1) to (5), the facility shall complete an 
individualized initial review of the resident's needs 
and preferences. The initial review must be 
completed within 30 calendar days of the start of 
services. Resident monitoring and review must 
be conducted as needed based on changes in 
the needs of the resident and cannot exceed 90 
calendar days from the date of the last review.
(e) A facility must inform the prospective resident 
of the availability of and contact information for 
long-term care consultation services under 
section 256B.0911, prior to the date on which a 
prospective resident executes a contract with a 
facility or the date on which a prospective 
resident moves in, whichever is earlier.

This MN Requirement  is not met as evidenced 
by:

 01620

Based on interview, and record review, the 
licensee failed to ensure the registered nurse 
(RN) conducted ongoing resident monitoring and 
reassessment, not to exceed 90 calendar days 
from the last date of the assessment for one of 
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one resident (R1) receiving services with record 
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). 

The findings include:

R1 was admitted March 13, 2020, and began 
receiving services under the Assisted Living 
licensure August 1, 2021.

R1's service plan, signed November 10, 2021, 
indicated R1 received services including 
assistance with housekeeping, transportation, 
meals, activities of daily living, bathing, and 
medication management.

R1's record included a nursing assessment 
completed June 10, 2020, and a reassessment 
completed June 14, 2022, greater than 90 days 
after the previous assessment.

R1's record included a Minnesota Department of 
Health and Human Services (DHS) assessment, 
completed June 3, 2022, but lacked nursing 
reassessments completed by the licensee at 
least every 90 days.

On July 5, 2022, at 1:42 p.m., licensed assisted 
living director (LALD)-B verified the assessment 
completed June 3, 2022, was a DHS form 
completed by R1's case worker.
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On July 6, 2022, at 8:52 a.m., LALD-B stated 
there were no current RN assessments for R1. 
LALD-B indicated there was repeated turnover in 
the RN position and they were unaware tasks that 
were to be done by the RN were not completed. 

No further information was provided.

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

 01820
SS=D

144G.71 Subd. 13 Prescriptions

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.

This MN Requirement  is not met as evidenced 
by:

 01820

Based on observation, interview and record 
review, the licensee failed to ensure written or 
electronically recorded prescriptions were 
obtained for one of one resident (R1) with record 
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). 

The findings include: 
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R1 was admitted March 13, 2020, and began 
receiving services under the Assisted Living 
licensure August 1, 2021.

R1's service plan, signed November 10, 2021, 
indicated R1 received services including 
assistance with housekeeping, transportation, 
meals, activities of daily living, bathing, and 
medication management.

On July 6, 2022, at 8:13 a.m., licensed practical 
nurse (LPN)-C was observed to administer 
medications to R1.  

R1's record included a list of prescriptions signed 
by a physician March 3, 2020.  R1's record lacked 
current signed prescriptions.  

On July 5, 2022, at 2:14 p.m., licensed assisted 
living director (LALD)-B verified there was a 
current medication list for R1, but acknowledged 
it was not signed by a physician. LALD-B further 
stated the normal process was to have orders 
signed at the annual appointment, and R1 had an 
appointment coming up where the current orders 
would be signed.  

The licensee's Medication & Treatment Orders 
policy dated January 1, 2022, indicated the RN is 
responsible for assuring that current, authorized 
prescriber orders for medications or treatments 
administered by the staff are kept on file in the 
residents' records.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days
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 01950
SS=D

144G.72 Subd. 4 Administration of treatments 
and therapy

Ordered or prescribed treatments or therapies 
must be administered by a nurse, physician, or 
other licensed health professional authorized to 
perform the treatment or therapy, or may be 
delegated or assigned to unlicensed personnel by 
the licensed health professional according to the 
appropriate practice standards for delegation or 
assignment. When administration of a treatment 
or therapy is delegated or assigned to unlicensed 
personnel, the facility must ensure that the 
registered nurse or authorized licensed health 
professional has:
(1) instructed the unlicensed personnel in the 
proper methods with respect to each resident and 
the unlicensed personnel has demonstrated the 
ability to competently follow the procedures;
(2) specified, in writing, specific instructions for 
each resident and documented those instructions 
in the resident's record; and
(3) communicated with the unlicensed personnel 
about the individual needs of the resident.

This MN Requirement  is not met as evidenced 
by:

 01950

Based on observation, interview and record 
review, the licensee failed to ensure the 
registered nurse (RN) specified, in writing, 
specific treatment instructions for each resident 
and documented those instructions in the resident 
record for one of one resident (R1) with record 
reviewed.

This practice resulted in a level two violation (a 
violation that did not harm a client's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
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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 March 13, 2020, and began 
receiving services under the Assisted Living 
licensure August 1, 2021.

On July 6, 2022, at 8:24 a.m. licensed practical 
nurse (LPN)-C was observed to assist R1 with 
blood glucose level monitoring.

R1's undated "Home Health Aid Care Plan" 
indicated R1 received assistance with blood 
glucose checks daily, but lacked specific 
treatment instructions related to blood glucose 
monitoring.

R1's treatment management plan dated June 14, 
2022, indicated R1 received treatment services to 
include assistance with blood glucose monitoring 
delegated to unlicensed personnel (ULP). The 
treatment management plan lacked specific 
treatment instructions related to R1's treatment, 
and indicated specific instructions were located 
on the treatment administration record (TAR).

R1's medication administration record 
(MAR)/TAR for July, 2022, included 
documentation of blood glucose levels, but lacked 
specific treatment instructions related to R1's 
treatment.

On July 6, 2022, during a 1:55 p.m. interview, 
licensed assisted living director (LALD)-B 
acknowledged the specific treatment instructions 
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for R1 should be present in the resident record. 
LALD-B stated they were developing an updated 
service plan and treatment management plan for 
R1.

The licensee's Medication & 
Treatment-Administration & Delegation policy 
dated January 1, 2022, indicated "When 
administration of medications or 
treatment/therapy is delegated or assigned to 
unlicensed personnel, [licensee] will ensure that 
the registered nurse has:
1. Instructed the unlicensed personnel (ULP) in 
the proper methods with respect to each resident 
to administer the medications or perform 
treatment/therapy, and the ULP has 
demonstrated the ability to competently follow the 
procedures
2. Specified, in writing, specific instructions for 
each resident and documented those instructions 
in the resident's records 
3. Communicated with the unlicensed personnel 
about the individual needs of the resident."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 01970
SS=D

144G.72 Subd. 6 Treatment and therapy orders

There must be an up-to-date written or 
electronically recorded order from an authorized 
prescriber for all treatments and therapies. The 
order must contain the name of the resident, a 
description of the treatment or therapy to be 
provided, and the frequency, duration, and other 
information needed to administer the treatment or 
therapy. Treatment and therapy orders must be 

 01970
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renewed at least every 12 months.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to obtain prescriber 
orders for all treatments and therapies, including 
the frequency, duration and other information 
needed to administer the treatment or therapy for 
one of one resident (R1) with record 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). 

The findings include:

R1 was admitted March 13, 2020, and began 
receiving services under the Assisted Living 
licensure August 1, 2021.

On July 6, 2022, at 8:24 a.m. licensed practical 
nurse (LPN)-C was observed to assist R1 with 
blood glucose level monitoring.

R1's treatment management plan dated June 14, 
2022, indicated R1 received treatment services to 
include assistance with blood glucose monitoring 
delegated to unlicensed personnel (ULP).

R1's medication administration record 
(MAR)/TAR for July, 2022, indicated blood 
glucose levels were tested June 1-5, 2022.
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R1's record lacked a signed prescriber order for 
blood glucose monitoring.

On July 6, 2022, during a 1:55 p.m. interview, 
licensed assisted living director (LALD)-B 
acknowledged there was no current order for 
blood glucose monitoring for R1. LALD-B stated 
she had previously discussed, with LPN-C, the 
need to get an order for blood glucose testing, but 
they had not yet gotten the signed order.

The licensee's Medication & Treatment Orders 
policy dated January 1, 2022, indicated the RN 
was responsible for assuring current, authorized 
prescriber orders for medications or treatments 
administered by the staff were kept on file in the 
residents' records.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 02240
SS=C

144G.90 Subdivision 1 Assisted living bill of 
rights; notification

(a) An assisted living facility must provide the 
resident a written notice of the rights under 
section 144G.91 before the initiation of services 
to that resident. The facility shall make all 
reasonable efforts to provide notice of the rights 
to the resident in a language the resident can 
understand.
(b) In addition to the text of the assisted living bill 
of rights in section 144G.91, the notice shall also 
contain the following statement describing how to 
file a complaint or report suspected abuse:
"If you want to report suspected abuse, neglect, 
or financial exploitation, you may contact the 

 02240
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Minnesota Adult Abuse Reporting Center 
(MAARC). If you have a complaint about the 
facility or person providing your services, you may 
contact the Office of Health Facility Complaints, 
Minnesota Department of Health. You may also 
contact the Office of Ombudsman for Long-Term 
Care or the Office of Ombudsman for Mental 
Health and Developmental Disabilities."
(c) The statement must include contact 
information for the Minnesota Adult Abuse 
Reporting Center and the telephone number, 
website address, e-mail address, mailing 
address, and street address of the Office of 
Health Facility Complaints at the Minnesota 
Department of Health, the Office of Ombudsman 
for Long-Term Care, and the Office of 
Ombudsman for Mental Health and 
Developmental Disabilities. The statement must 
include the facility's name, address, e-mail, 
telephone number, and name or title of the 
person at the facility to whom problems or 
complaints may be directed. It must also include 
a statement that the facility will not retaliate 
because of a complaint.
(d) A facility must obtain written acknowledgment 
from the resident of the resident's receipt of the 
assisted living bill of rights or shall document why 
an acknowledgment cannot be obtained. 
Acknowledgment of receipt shall be retained in 
the resident's record.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the current "Minnesota 
Bill of Rights for Assisted Living Residents" was 
provided to the resident and a written 
acknowledgement received for one of one 
resident (R1) with record reviewed.
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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 the potential to affect a large portion or all 
the residents). 

The findings include:

The facility converted to an Assisted Living 
license on August 1, 2021. 

R1 was admitted March 13, 2020, and began 
receiving services under the Assisted Living 
licensure August 1, 2021.

R1's assisted living contract included an undated 
"Health Care Bill of Rights for Residents of 
Supervised Living Facilities", signed by the 
resident representative November 10, 2021.

R1's record lacked documentation of receipt of 
the current Assisted Living Bill of Rights.

On July 6, 2022, at 8:52 a.m., licensed assisted 
living director (LALD)-B stated residents had not 
signed the current Assisted Living Bill of Rights.  
LALD-B further stated she did not believe they 
had received it.  LALD-B indicated she was 
unaware of the Bill of Rights requirements for 
Assisted living and was depending on the 
registered nurse (RN) to update documents. 

The licensee's Bill of Rights policy, dated January 
1, 2022, indicated, "[Licensee] will provide each 
resident with the Assisted Living Care Bill of 
Rights."
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No further information was provided.  

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

 03090
SS=C

144.6502, Subd. 8 Notice to Visitors

Subd. 8.Notice to visitors. (a) A facility must post 
a sign at each facility entrance accessible to 
visitors that states: "Electronic monitoring 
devices, including security cameras and audio 
devices, may be present to record persons and 
activities."
 
(b) The facility is responsible for installing and 
maintaining the signage required in this 
subdivision.

This MN Requirement  is not met as evidenced 
by:

 03090

Based on observation and interview, the licensee 
failed to ensure the required notice was posted at 
the main entry way of the establishment to display 
statutory language to disclose electronic 
monitoring activity, potentially affecting all current 
residents in the assisted living facility, staff, and 
any visitors to the facility.

This practice resulted in a level one violation (a 
violation that has not 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 of 
the residents).  

The findings include:
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On January 5, 2022, at approximately 10:00 a.m. 
upon entrance to the facility, the surveyor 
observed the facility's front door and common 
areas and noted the lack of the required posting 
of the electronic monitoring notice to visitors.

On January 5, 2022, at 10:20 a.m. during the 
entrance conference, licensed assisted living 
director (LALD)-B verified the licensee did not 
have an electronic monitoring notice to visitors 
sign posted near the entrance of the facility.

No further information was provided.

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