DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

NOTICE OF INITIAL LICENSE DENIAL
Electronically Delivered

May 14, 2026

Licensee

Atlantic Health LLC

3657 Brunswick Avenue North
Crystal, MN 55422

RE: Denial of License Number 417980
Health Facility Identification Number (HFID) 40352
Initial survey; Project Number(s) SL40352015

Dear Licensee:

The Minnesota Department of Health (MDH) completed an initial survey on April 8, 2026 for the
purpose of assessing compliance with state licensing statutes and determine issuance of an initial
license to the above-mentioned provider. Based on the survey(s), MDH found you not in substantial
compliance with the laws pursuant to Minnesota Statute, Chapter 144G. As a result, your authority to
continue to operate under a provisional license or be approved for an assisted living facility license is
being denied.

STATE CORRECTION ORDERS

The enclosed State Form documents the state licensing orders. The Department of Health documents
state 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 . . ."

REQUEST FOR RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.16, Subd. 4, you may request a reconsideration by the
Minnesota Department of Health. The request for reconsideration process must be conducted
internally by the Minnesota Department of Health and Chapter 14 does not apply. This is your only

ability to request a reconsideration under this enforcement action.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

Note requests for reconsideration must be received by the department within 15 calendar days of
the date of this notice.

An equal opportunity employer. Letter ID: WVHW, REVISED 12/09/2021
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REQUIREMENTS FOR NOTIFICATION AND TRANSFER OF RESIDENTS

You must comply with the requirements for notification and coordinated move of residents noted in
Minn. Stat. § 144G.52 and Minn. Stat. § 144G55. Additionally, please provide the information
described in Minn. Stat. § 144G.20, Subd. 15 (a) (1), (2), (3), (4) and (5) to this department's contact,
Casey DeVries, via email at: Casey.DeVries@state.mn.us. Also provide this information to the lead
agencies as defined in section 256B.0911, county adult protection and case managers, and the
ombudsman for long-term care no later than May 17, 2026.

Pursuant to Minn. Stat. § 144G.16, Subd. 5 (3), a provisional licensee whose license is denied is
permitted to continue operating as an assisted living facility during the period of time when a
transfer of assisted living facility resident(s) from the provisional licensee to a new assisted living
facility provider is in process.

Additionally, pursuant to Minn. Stat. § 144G.16, Subd. 5 (1), you may continue operating during the
reconsideration process.

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 additional questions, please do not hesitate to contact Casey DeVries, Supervisor, at
Casey.DeVries@state.mn.us. Casey DeVries can also be reached by office phone at 651-201-5917.

Sincerely,
Rick Michals, J.D.
Executive Regional Operations Manager

Minnesota Department of Health
Health Regulation Division

CLN
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0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL40352015-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On April 6, 2026, through April 8, 2026, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there was one discharged resident who
had received services under the Provisional THERE IS NO REQUIREMENT TO
Assisted Living Facility license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 180| 144G.16 Subd. 2 Initial survey 0 180
SS=F
(a) During the provisional license period, the
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commissioner shall survey the provisional
licensee after the commissioner is notified or has
evidence that the provisional licensee is providing
assisted living services to at least one resident.
(b) Within two days of beginning to provide
assisted living services, the provisional licensee
must provide notice to the commissioner that it is
providing assisted living services by sending an
e-mail to the e-mail address provided by the
commissioner.

(c) If the provisional licensee does not provide
services during the provisional license period, the
provisional license shall expire at the end of the
period and the applicant must reapply.

(d) If the provisional licensee notifies the
commissioner that the licensee is providing
assisted living services within 45 calendar days
prior to expiration of the provisional license, the
commissioner may extend the provisional license
for up to 60 calendar days in order to allow the
commissioner to complete the on-site survey
required under this section and follow-up survey
visits.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to notify the Minnesota
Department of Health (MDH) within two days of
providing services. This had the potential to affect
all residents residing at 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, but was not likely to
cause serious Injury, impairment, or death), and
IS Issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
Minnesota Department of Health
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portion or all of the residents).
The findings include:

The licensee was Issued a Provisional Assisted
Living Facility license which was effective
September 20, 2024, and expired on September
19, 2025.

The licensee'’s Notice of Providing Assisted Living
Services form dated September 25, 2025, was
received by the Minnesota Department of Health
(MDH) on October 9, 2025. The form indicated
the licensee began providing assisted living
services on September 18, 2025. Included with
the form was a contract for R1.

R1's Assisted Living Contract provided by the
licensee to the Department with their Notice of

Providing Assisted Living Services form was
dated September 18, 2025.

The licensee failed to provide notice to MDH
within two (2) days of when licensee first started
providing assisted living services.

On April 6, 2026, at 12:40 p.m., clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-A stated they had not received all
the required paperwork to send the notice within
the required timeframe.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

0470/ 144G.41 Subdivision 1 Minimum requirements 0470
SS=F

Minnesota Department of Health
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(11) develop and implement a staffing plan for
determining its staffing level that:

(1) Includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(1) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents’ assessments and service plans
on a 24-hour per day basis; and

(i) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(1) awake;

(1) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time:

(1l1) capable of communicating with residents;

(Iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the clinical
nurse supervisor (CNS) developed and
Implemented a staffing plan that included an
evaluation to be conducted at least twice a yearr,
of the appropriateness of staffing levels in the
facility. This had the potential to affect all
residents, staff, and visitors.

Minnesota Department of Health
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, but was not likely to
cause serious Injury, impairment, or death), and
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 April 6, 2026, at 12:40 p.m., during the
entrance conference, the surveyor requested to
review the licensee's staffing plan. Clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-A stated their staffing schedule was
posted.

On April 6, 2026, at 12:55 p.m., the surveyor
observed the licensee's posted documents; the
staffing plan was missing.

On April 6, 2026, at 1:00 p.m., CNS/LALD-A
stated they were not aware of the requirement to
develop and implement a staffing plan.

The licensee’s undated Staffing & Scheduling
policy indicated the clinical nurse supervisor will
develop and implement a written staffing plan that
provides an adequate number of qualified
direct-care staff to meet the residents’ needs 24
hours a day, seven-days a week.

Minnesota Administrative Rule Chapter
4659.0180 Subpart 3. indicated a clinical nurse
supervisor must develop and implement a written
staffing plan.

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to

Minnesota Department of Health
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Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(9) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

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

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, but was not likely to
cause serious Injury, impairment, or death), and
IS Issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

Minnesota Department of Health
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Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated April 7, 2026, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

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

0 510, 144G.41 Subd. 3 Infection control program 0 510
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
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:

Based on interview and record review, the
licensee failed to establish and maintain an
Infection control program that complied with
accepted health care, medical, and nursing
standards for infection control. The deficient
practice had the potential to affect all residents,
employees, 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

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

The findings include:

On April 6, 2026, at 12:40 p.m., the surveyor
requested to review the licensee's infection
prevention and control program. Clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-A provided the surveyor with the
licensee’s infection control policy.

The licensee lacked an infection control program
with the following content:

- demonstration of leadership support;

- education and training;

- resident, family, and visitor education; and

- performance monitoring and feedback

- standard precautions; and

- fransmission-based precautions.

On April 6, 2026, at 2:00 p.m., CNS/LALD-A
stated they were unaware of the written infection
control program requirement.

The licensee'’s undated Infection Control policy
Indicated infection control practices are important
to [licensee] for the health and safety of both
staff, residents, and guests. The facility has a
system for preventing, identifying,

reporting, investigating, and controlling infections
and communicable diseases.

The CDC's Core Infection Prevention and Control
Practices for Safe Healthcare Delivery in All
Settings dated April 12, 2024, indicated Core

Minnesota Department of Health
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Practices should be implemented in all settings
where healthcare Is delivered including:

- leadership support;

- education and training on infection prevention;
- resident, family and visitor education;

- performance monitoring and feedback;

- standard precautions; and

- fransmission-based precautions.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

80858F0 144G .42 Subd. 2 Quality management 0 580
The faclility shall engage in quality management
appropriate to the size of the facility and relevant
to the type of services provided. "Quality
management activity” means evaluating the
quality of care by periodically reviewing resident
services, complaints made, and other issues that
have occurred and determining whether changes
In services, staffing, or other procedures need to
be made in order to ensure safe and competent
services to residents. Documentation about
quality management activity must be available for
two years. Information about quality management
must be avalilable to the commissioner at the time
of the survey, investigation, or renewal.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to implement and maintain a
guality management program (QMP) appropriate
to the size of the facility and relevant to the type
of services provided. This had the potential to
affect all current residents, staff, and visitors.

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

The findings include:

On April 6, 2026, 12:30 p.m., during the entrance
conference, clinical nurse supervisor/licensed
assisted living director (CNS/LALD)-A stated the
licensee provided ongoing QMP in areas they
identified, but no meeting minutes, tracking, or
specific Improvement projects would be
documented.

The licensee's undated Quality Management
Project policy indicated [licensee] would have at
least one documented quality management
project in place at all times, and retain records of
such projects for at least two years.

No further information was provided.

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

0 660 144G.42 Subd. 9 Tuberculosis prevention and 0 660
SS=F | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
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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 maintain a tuberculosis (TB)
prevention and control program, based on the
most current guidelines issued by the Centers for
Disease Control and Prevention (CDC), which

Included TB training for two of two employees
(unlicensed personnel (ULP)-B, 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, 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
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings Include:
The faclility TB risk assessment dated September

18, 2025, indicated the facility was at a medium
risk for TB transmission.

ULP-B

Minnesota Department of Health
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ULP-B started employment with the licensee on
October 15, 2025, to provide assisted living
services.

ULP-B's record included a TB history and
symptom screen completed on September 18,
2025, and a 2-step tuberculin skin test (TST)
completed on September 20, 2025, and
September 30, 2025.

ULP-C

ULP-C started employment with the licensee on
March 20, 2022, from another location owned by
the same licensee to provide assisted living
services.

ULP-C's record included a TB history and
symptom screen completed on September 18,
2025, and a 2-step tuberculin skin test (TST)
completed on September 20, 2025, and
September 30, 2025.

ULP-B and ULP-C's record lacked TB training
upon hire and annually.

On April 7. 2026. at 12:30 p.m., clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-A stated ULP-B and ULP-C were
screened and trained from the licensee's other
location. CNS/LALD-A also stated they would
provide the screening record, however, they did
not provide the employee record by the survey
exit time.

The licensee's undated Tuberculosis Screening
policy indicated staff will be educated regarding
TB at time of hire. The content of the training
should be appropriate to the job responsibilities
and educational or professional background of
the employee.

Minnesota Department of Health
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The Minnesota Department of Health's Assisted
Living Resources and Frequently Asked
Questions (FAQs) dated March 9, 2026, indicated
all Minnesota health care personnel should
receive T B education annually, regardless of
facility risk level classification.

No further information was provided.

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

0 680, 144G .42 Subd. 10 Disaster planning and 0 680
SS=F | 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 detalls staff
assignments in the event of a disaster or an
emergency,;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

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

Minnesota Department of Health
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(c) The facility must meet any additional
requirements adopted In rule.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to have a written emergency
preparedness plan (EPP) with all the required
content as defined in Appendix Z. This had the
potential to affect all 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, 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
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings Include:

On April 6, 2026, at 1:20 p.m., the surveyor
requested to review the licensee's EPP. Clinical
nurse supervisor/licensed assisted living director
(CNS/LALD)-A stated they had a generic version
In their binder and that they were yet to print their
specific location's EPP.

The licensee undated EPP lacked the following
required content:

- maintain and annual EPP updates;

- EPP program patient population;

- process for EPP collaboration;

- development of EPP policies and procedures;
- subsistence needs for staff and patients;

- procedures for tracking of staff and patients;
- policies and procedures including evacuation;
- policies and procedures for sheltering;

Minnesota Department of Health
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- policies and procedures for medical documents;
- policies and procedures for volunteers;

- arrangement with other facilities;

- roles under a waiver declared by secretary;
- development of communication plan;

- names and contact information;

- emergency officials contact information;

- primary/alternate means for communication;
- methods for sharing information;

- sharing information on occupancy/needs;

- LTC family notifications;

- emergency prep training and testing;

- emergency prep training program;

- emergency prep testing requirements; and

- Integrated health systems.

On April 6, 2026, at 2:30 p.m., clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-A acknowledged their EPP lacked
required content indicated above. CNS/LALD-A
also stated the licensee's management staff had
talked about implementing their EPP.

The licensee’s undated Emergency
Preparedness Plan - Appendix Z Compliance
policy indicated it is the intent that [licensee] has
In place an effective and compliant Emergency
Preparedness Plan. The plan will be aligned with
the Centers for Medicare and Medicaid Services
State Operation Manual Appendix Z: "State
Operations

Manual Appendix Z - Emergency Preparedness
for All Provides and Certified Supplier Types:
Interpretive Guidance.”

No additional information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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0 790 144G .45 Subd. 2 (a) (2-3) Fire protection and 0 790

SS=B | physical environment

(2) Install and maintain portable fire extinguishers
In accordance with the State Fire Code;

(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and

maintained in accordance with the State Fire
Code; and

This MN Requirement Is not met as evidenced
by:

Based on observation, record review, and
Interview, the licensee failed to ensure the
physical environment of the facility was
maintained in compliance with the requirements
of Minnesota Statute 144G.

This practice resulted in a level one violation (a
violation that will cause only minimal impact on
the resident and does not affect health or safety)
and was Issued at a pattern scope (when more
than a limited number of residents are affected,
more than a limited nhumber of staff are involved,
or the situation has occurred repeatedly, but is
not found to be pervasive).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated April
[, 2026, for the specific violations related the
physical environment under Minnesota Statute
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STATE FORM 6899 UXXE11 If continuation sheet 17 of 36



PRINTED: 05/14/2026

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
40352 B. WING 04/08/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3657 BRUNSWICK AVENUE NORTH
ATLANTIC HEALTH LLC CRYSTAL, MN 55422
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 790 | Continued From page <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>