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Electronically Delivered

September 22, 2023

Licensee
Family Choice Assisted Living LLC
272 Arlington Avenue West
Little Canada, MN  55117

RE:  Project Number(s) SL38908015

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 survey on September 7, 2023, for the purpose
assessing compliance with state licensing statutes. At the time of the survey, the Minnesota Department of
Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

The Department of Health 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. The Department of Health documents state
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 . . ."

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.

                                                                            An equal opportunity employer.                                               Letter ID: 9GJX Revised 04/20/2023
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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 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 survey:

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 approximately 30 days after receipt of this
notice, subject to appeal.     

DOCUMENTATION OF ACTION TO COMPLY
Per 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:

� 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).

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 correction 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).
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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

REQUESTING A HEARING
Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has been
assessed a fine under this subdivision has a right to a reconsideration or a hearing under this section and
chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a hearing must be in
writing and received by the Department of Health within 15 business days of the correction order receipt date.
The request must contain a brief and plain statement describing each matter or issue contested and any new
information you believe constitutes a defense or mitigating factor. 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 the letter and/or state form with your organization’s Governing Body.    

If you have any questions, please contact me.

Sincerely,

    
Jonathan Hill, Supervisor
State Evaluation Team
Email: jonathan.hill@state.mn.us
Telephone: 651-201-3993 Fax: 651-281-9796

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

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are corrected
requires compliance with all requirements
provided at the Statute number indicated below.
When Minnesota Statute contains several items,
failure to comply with any of the items will be
considered lack of compliance.

INITIAL COMMENTS:
SL38908015-0

On September 4, through September 7, 2023, the
Minnesota Department of Health conducted a full
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were three (3) active residents
receiving services under the Provisional Assisted
Living license.

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living 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 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

0 480

(13) offer to provide or make available at least the
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 480 Continued From page 1

following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

0 480

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 September 5, 2023, for the specific
Minnesota Food Code deficiencies.

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

0 510 144G.41 Subd. 3 Infection control program
SS=F

(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

0 510

Minnesota Department of Health
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0 510 Continued From page 2

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.

0 510

This MN Requirement is not met as evidenced
by:
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. The licensee failed to ensure
direct care staff performed adequate hand
hygiene (HH) for 2 of 2 employees (clinical
nursing supervisor (CNS)-A, unlicensed
personnel (ULP)-C).

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:

CNS-A
CNS-A was hired March 6, 2022, and provided
direct care services to residents.

On September 5, 2023, at 11:43 a.m., CNS-A
was observed to administer an insulin injection to
R2. CNS-A performed HH with soap and water,
rubbing hands together for five seconds, then for

Minnesota Department of Health
STATE FORM 6899 UNBL11 If continuation sheet 3 of 10
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five more seconds under the running water, dried
hands, turned off water, and donned gloves.
CNS-A administered the medication, disposed of
waste, and removed soiled gloves. CNS-A
washed hands with soap and water, rubbing
hands together for three seconds, then for seven
more seconds under the running water, dried
hands, turned faucet off, and documented the
medication administration.

0 510

ULP-C
ULP-C was hired June 7, 2023, and provided
direct care services to residents.

On September 6, 2023, at 7:30 a.m., ULP-C was
observed to check R2's blood glucose (BG) level.
ULP-C went to the kitchen handwashing station,
turned on the water, added soap, and rubbed
hands together under the running water for five
seconds, dried, turned the water off with a paper
towel, then donned gloves. ULP-C gathered
supplies, entered R2's room, and checked R2's
BG level with a glucometer. ULP-C noted the
result, gathered supplies, returned to the kitched,
disposed of waste, and placed the glucometer
back into a basket. ULP-C then gathered vitals
monitoring equipment and returned to R2's room
to check vital signs. ULP-C returned to the
kitchen, documented cares in the electronic
medical record, then removed soiled gloves and
performed HH under running water for six
seconds.

On September 6, 2023, at 9:08 a.m., ULP-C
stated she was taught to perform HH for 20
seconds.

On September 6, 2023, at 9:17 a.m., CNS-A
stated she taught ULPs to perform HH for 20
seconds, and taught staff to sing "Happy

Minnesota Department of Health
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Birthday" or count in their head.

0 510

The CDC guidance, CDC's Core Infection
Prevention and Control Practices for Safe
Healthcare Delivery in All Settings, revised
November 29, 2022, indicated, standard
precautions were to be used to care for all
patients in all settings to include HH, and noted,
"Use an alcohol-based hand rub or wash with
soap and water for the following clinical
indications:

a. Immediately before touching a patient
b. Before performing an aseptic task (e.g.,

placing an indwelling device) or handling invasive
medical devices

c. Before moving from work on a soiled body
site to a clean body site on the same patient

d. After touching a patient or the patient's
immediate environment

e. After contact with blood, body fluids or
contaminated surfaces

f. Immediately after glove removal."

The licensee's Infection Control policy, dated
September 29, 2023. indicated, "Hands should be
washed at the following times.
a. After changing beds
b. Before assisting with medications
c. Before and after treatments
d. After all pet care
e. After housekeeping
f. After emptying bedpans
g. After assisting the resident to the toilet
h. After removing items from the floor
i. Before preparing food
j. Before feeding residents
k. After using the bathroom
l. After coughing or sneezing
m. After smoking
n. After handling plants

Minnesota Department of Health
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o. After removing gloves"

0 510

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01760 144G.71 Subd. 8 Documentation of
SS=D administration of medication

01760

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to ensure medications
were administered per providers orders and
manufacturer recommendations for one of one
resident (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) and was issued at an
isolated scope (when one or a limited number of

Minnesota Department of Health
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residents are affected or one or a limited number
of staff are involved, or the situation has occurred
only occasionally).

01760

The findings include:

R2's service plan dated February 7, 2023,
indicated R2 received services including
assistance with medication management, blood
glucose management, dressing, meals,
housekeeping, and laundry.

R2's record included prescriber orders signed
February 7, 2023, including Victoza (for diabetes)
0.6 milligrams (mg)/0.1 milliliter (ml) (18 mg/3 ml
injection)- inject 1.8 mg subcutaneous once daily.

R2's medication administration record (MAR) for
September 2023, indicated R2 was administered
Victoza 18 mg/3ml, 1.8mg subcutaneously daily
September 1-5, 2023.

ULP-C was hired June 7, 2023, and provided
direct cares and medication administration
services for residents.

On September 6, 2023, at 8:27 a.m., ULP-C was
observed administering medications to R2.
ULP-C retrieved R2's Victoza injection pen, wiped
the pen with an alcohol prep pad, applied a
needle to the pen, dialed the pen one "click" to a
black line and expelled the medication into the
sharps container to prime the pen. ULP-C then
approached R2, wiped the injection site with an
alcohol prep pad, and again dialed the pen one
click to the black line. ULP-C stated she would
administer "1.8", so would dial the pen one click,
(to the black line, which was "one", per ULP)
"plus a little more" to equal 1.8. The surveyor
questioned ULP-C as to whether that was the

Minnesota Department of Health
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correct amount. ULP-C stated that was correct,
and stated that was how CNS-A showed her to
administer the medication. ULP-C administered
the medication, disposed of waste, and returned
the medication pen to the medication room.

01760

On September 6, 2023, at 9:01 a.m., CNS-A
stated and demonstrated the Victoza injector pen
should be dialed several clicks to show 1.8 mg.
CNS-A further stated the black line was only used
to prime the pen.
-at 9:20 a.m., CNS-A stated she taught ULP-C
the proper administration of Victoza, but added
ULP-C was "very new".

The licensee's Medication Administration policy,
dated September 29, 2022, indicated, "Residents
of [Licensee] are entitled to the safe
administration of medications by qualified
personnel according to a written Medication
Management Plan."

No further information provided

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910 144G.71 Subd. 22 Disposition of medications
SS=D

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or

01910

Minnesota Department of Health
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expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide documentation in the
resident's record regarding the disposition of
medications to include quantity and names of
staff and other individuals involved in the
disposition of medications, for one of one
discharged resident (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 service plan, dated January 27, 2023,
indicated R1 received services including
assistance with medication management.

R1's discharge summary, dated March 2, 2023,
indicated R1 was discharged on that date, due to
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needing a higher level of care.

01910

R1's discharge summary included a medication
list, but lacked the quantity of medications and if
the medications were destroyed or who received
them.

On September 5, 2023, at 1:19 p.m., clinical
nursing supervisor (CNS)-A stated they gave all
R1's medications to his guardian, but that she did
not complete a medication disposition form or
have the guardian sign for receipt of the
medications.

The licensee's Disposition and Disposal of
Medications policy, dated September 29, 2023,
indicated, "Upon disposition, [licensee] will
document the following information in the clinical
record
a. Name, strength and prescription number of
medication, as applicable
b. Quantity
c. Method of disposition or to whom the
medications were given
d. Date of disposition
e. Name(s)/signature(s) of staff or other
individuals involved in disposition
f. If applicable, to whom the medications were
given"

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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