DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
April 16, 2026

Licensee

Ntingale In-House Skilled Nurse LLC
416 31st Avenue North
Minneapolis, MN 55411

RE: Project Number SL32811007

Dear Licensee:

This is your official notice that you have been granted your comprehensive home care license. Your
license effective and expiration dates remain the same as on your temporary 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 45 days prior to your expiration date, please contact us at (651) 201-5273 or by email
at: health.homecare@state.mn.us.

The Minnesota Department of Health (MDH) completed an initial survey on March 24, 2026, for the
purpose of assessing compliance with state licensing statutes. At the time of the survey MDH noted
no violations of the laws pursuant to Minnesota Statutes, Chapter 144A.

The enclosed State Form documents no violations. MDH documents the state correction orders using
federal software. Please disregard the heading of the fourth column that states, "Provider's Plan of
Correction." A plan of correction is not required.

Performance Incentive. In accordance with Minn. Stat. 144A.474, Subd. (10) a licensee is eligible for a
performance incentive if there are no violations identified in a core or full survey. The performance
incentive is a ten percent discount on the licensee's next home care renewal license fee. You have
received the performance incentive discount.

Health Regulation Division (HRD) Licensing will contact you with additional information regarding the
Performance Incentive. Please contact health.homecare@state.mn.us if you do not receive notice
from HRD Licensing prior to your next Renewal Notice; you currently have a pending renewal
application; or have questions about the process.

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

An equal opportunity employer. Letter ID: Z9R9_Revised 04/23/2023



Ntingale In-House Skilled Nurse LLC
April 16, 2026
Page 2

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

Sincerely,

Annette Winters, Supervisor
State Evaluation Team

Email: annette.m.winters@state.mn.us
Telephone: 651-201-4204 Fax: 1-866-890-9290

KKM
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In compliance with Minnesota Statutes, section
144A.43 to 144A.484.
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