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Electronically Delivered

July 24, 2024

Licensee
Kayli Residence LLC
8256 Scott Avenue North
Brooklyn Park, MN  55443

RE:  Project Number(s) SL39817015

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 June 26, 2024, 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 . . ."

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

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.
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� 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.

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

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 questions regarding
the questionnaire, please contact Susan Winkelmann at susan.winkelmann@state.mn.us or call 651-201-5952.     

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 Body.

If you have any questions, please contact me.

Sincerely,

    
Jess Schoenecker, Supervisor
State Evaluation Team
Email: Jess.Schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290

HHH
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0 000 Initial Comments 0 000

******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:

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 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 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 evaluators ' findings is the
Time Period for Correction.

SL39817015-0

On June 24, 2024, through, June 26, 2024, 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 two residents receiving
services under the provider's provisional Assisted
Living Facility license.

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
SUBDIVISION 1-3.

0 480 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

0 480

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

(13) offer to provide or make available at least the
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 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 document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated June 25, 2024, 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.

0 650 144G.42 Subd. 8 Employee records
SS=F

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual

0 650

Minnesota Department of Health
STATE FORM 6899 WNB011 If continuation sheet 2 of 10
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0 650 Continued From page 2

contractor providing services. The records must
include the following information:
(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;
(2) records of orientation, required annual training
and infection control training, and competency
evaluations;
(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;
(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;
(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and
(6) documentation of the background study as
required under section 144.057.

0 650

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure employee
records included all required content for two of
two employees (unlicensed personnel (ULP)-A,
agent (A)-B).

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:
Minnesota Department of Health
STATE FORM 6899 WNB011 If continuation sheet 3 of 10
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ULP-A
ULP-A was hired on October 21, 2023.

On June 25, 2024, at 8:15 a.m., ULP-A was
observed to be the only staff in the facility
providing cares to residents.

ULP-A's record lacked the following:
-documentation of competency evaluations
related to medication administration when a
licensed nurse was not available to provide
mediations for a resident with an unplanned time
away from home; and
-documentation of 30-day supervision by the
registered nurse.

A-B
A-B was hired on June 21, 2021.

On June 26, 2024, at 8:23 a.m., the surveyor
observed A-B provide medication assistance to
R1.

A-B's record lacked the following:
-documentation of competency evaluations
related to medication administration when a
licensed nurse was not available to provide
mediations for a resident with an unplanned time
away from home; and
-documentation of 30-day supervision by the
registered nurse.

On June 24, 2024, at 3:00 p.m., licensed assisted
living director (LALD)-C stated they were aware of
the required content for employee records
however it was an oversight as they maintained
the supervision under the resident in the
electronic software program for delegated tasks.
Also, LALD-C stated the unplanned time away

Minnesota Department of Health
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0 650 Continued From page 4

training was in a separate binder as they had not
organized these yet with the employee records.

0 650

The licensee's 4.9 Personnel Records policy
dated May 4, 2023, indicated each employee
record would include documentation of
supervision and competency evaluations.

No further information provided.

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

0 690 144G.43 Subdivision 1 Resident record
SS=F

(a) Assisted living facilities must maintain records
for each resident for whom it is providing
services. Entries in the resident records must be
current, legible, permanently recorded, dated,
and authenticated with the name and title of the
person making the entry.

0 690

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure entries in
resident records were authenticated with the
name and title of the person making the entry for
one of one 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 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).

Minnesota Department of Health
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The findings include:

R1
R1 was admitted on December 15, 2023, with
diagnoses that included diabetes.

R1's service plan dated December 15, 2023,
indicated R1 received assistance with
medications.

On June 25, 2024, at 8:15 a.m., unlicensed
personnel (ULP)-A told the surveyor they had
already administered medication to R1.

On June 26, 2024, at 8:23 a.m., the surveyor
observed agent (A)-B administering medications
to R1.

R1's medication administration record (MAR) for
June 2024, indicated A-B administered
medications at 8:00 a.m. to R1 on June 25, 2024,
and June 26, 2024.

On June 26, 2024, at 9:03 a.m., A-B indicated
they had documented medication administration
for ULP-A, who had administered R1's
medications on June 25, 2024, at 8:00 a.m.,
since ULP-A informed A-B they did not document
medications given prior to leaving the facility on
June 25, 2024. A-B indicated they have
documented medication administration for other
ULPs who have omitted their documentation in
the past.

On June 26, 2024, at 9:28 a.m., licensed assisted
living director (LALD)-C stated staff are to
document when medications were administered
to residents and LALD-C or the nurse would talk
to the resident and ULP to further investigate why

Minnesota Department of Health
STATE FORM 6899 WNB011 If continuation sheet 6 of 10
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0 690 Continued From page 6

a medication administered was not documented.

0 690

The licensee's 3.5 Medication Documentation
policy dated May 4, 2023, indicated complete
documentation of medication administration
included signature and title of the staff
administering the medication.

The licensee's 2.4 Clinical Records policy dated
May 4, 2023, indicated documentation would be
entered into the clinical record no later than two
weeks after the end of the day services were
provided.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 800 144G.45 Subd. 2 (a) (4) Fire protection and
SS=D physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

0 800

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain the facility's physical
environment in a continuous state of good repair
and operation regarding the health, safety, and
well-being of the residents. This had the potential
to affect a limited number of residents, staff, and

Minnesota Department of Health
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visitors.

0 800

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).

Findings include:

On a facility tour on June 24, 2024, at 1:15 p.m.,
with administrator (A)-B, and licensed assisted
living director (LALD)-C, the surveyor made the
following observations of facility disrepair:

The emergency escape and rescue window in
unoccupied resident sleeping room number 4
was hard to open. The window was catching on
something making it hard to open but it did open
to the required clear opening size.

There was a stain and hole on the ceiling from a
previous water leak in unoccupied resident
sleeping room number 4.

The closet door was hard to open and in need of
adjustment in unoccupied resident sleeping room
number 4.

During a facility tour on June 24, 2024, at 1:25
p.m., A-B, and LALD-C, verified the above listed
observations while accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

Minnesota Department of Health
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01970 Continued From page 8
01970 144G.72 Subd. 6 Treatment and therapy orders
SS=D

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
renewed at least every 12 months.

01970

01970

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure up-to-date
written or electronic treatment orders were
maintained for one of one resident (R1) who had
a treatment.

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 on December 15, 2023, with
diagnoses that included diabetes.

R1's service plan dated December 15, 2023,
indicated R1 received glucose monitoring.

R1's Individualized Treatment and Therapy Plan
dated April 4, 2024, indicated R1 received blood

Minnesota Department of Health
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01970 Continued From page 9

glucose monitoring weekly on Saturdays.

01970

R1's record lacked up-to-date written or electronic
orders authenticated by R1's provider.

On June 25, at 11:55 a.m., licensed assisted
living director (LALD)-C stated the licensee could
not find a current order for R1's blood glucose
when the frequency was decreased to weekly and
stated it must have gotten lost in translation.

The licensee's 2.6 Prescriber's Orders policy
dated May 4, 2023, indicated written orders from
an authorized prescriber would be obtained for all
treatments managed by the licensee and would
be renewed every year or when changes occur.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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Minnesota Department of Health
Division of Environmental Health, FPLS
PO Box 64975
Saint Paul, 55164-0975
651-201-4500

Type:
Date:
Time:
Report:

Full
06/25/24
11:50:32
1023241132

Food  and Beverage  Establishment
Inspection  Report

Location:
KAYLI RESIDENCE LLC
8256 SCOTT AVENUE NORTH
BROOKLYN PARK, MN55443
Hennepin County, 27

Establishment  Info:
ID #: N999999
Risk:
Announced Inspection: No

Page 1

License  Categories: Operator:

Expires on: / /

KAYLI RESIDENCE LLC
VICTORIA MUNYEKA
Phone #:
ID #:

The violations listed in this report include any previously issued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were issued during this inspection.

4-300 Equipment  Numbers  and  Capacities
4-302.12B ** Priority  2 **

MN Rule 4626.0705B Provide a readily accessible food temperature measuring device with a small diameter
probe to measure the temperature in thin foods such as meat patties and fish fillets.
ACQUIRE AND USE A FAST AND ACCURATE FOOD THERMOMETER TO ENSURE SAFE
TEMPERATURES.
Comply By: 06/25/24

4-100 Equipment  Construction  Materials
4-101.17

MN Rule 4626.0490 Discontinue using wood and wood wicker as a food contact surface.
OBSERVED WOODEN SPOONS. OPERATOR REMOVED WOOD ITEMS FROM FACILITY.
Comply By: 06/25/24

Surface  and  Equipment  Sanitizers
Hot Water: = at 155 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Chlorine: = at Degrees Fahrenheit
Location:
Violation Issued: No

Food  and  Equipment  Temperatures
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Process/Item: Cold Hold/MILK
Temperature: 40 Degrees Fahrenheit - Location: REACH IN COOLER
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
1

Priority 3
1

THIS FACILITY DOES NOT HAVE ALL COMMERCIAL GRADE ANSI EQUIPMENT. ALL FOOD
MUST BE SERVED THE SAME DAY IT IS PREPARED, AND LEFTOVERS CAN NEVER BE SAVED.

FOOD SERVICE IS PROVIDED BY FACILITY STAFF.
FOOD SERVICE AREA FLOORS, WALLS, CEILINGS, COUNTERTOPS, AND FINISH MATERIALS
MUST BE NON-ABSORBANT, SMOOTH, DURABLE, AND EASILY CLEANABLE. CEILINGS
CANNOT HAVE POPCORN TEXTURE. CABINETS CANNOT HAVE HOLLOW BASES. EXPOSED
WOOD IS NOT APPROVED FOR FOOD SERVICE AREAS. WOOD IS NOT AN APPROVED FOOD
CONTACT SURFACE.

THESE TOPICS WERE DISCUSSED WITH THE PERSON IN CHARGE:
- EMPLOYEE ILLNESS EXCLUSION
- HAND WASHING PROCEDURE
- NO BARE HAND CONTACT WITH RTE FOOD
- VOMIT CLEAN UP PROCEDURE
- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS
- ANSI 184 DISH WASHER
NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1023241132 of 06/25/24.

Certified Food Protection Manager:VICTORIA MUNYEKA

Certification Number: 119235 Expires: 09/27/26

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
VICTORIA MUNYEKA
PERSON IN CHARGE

Signed:
Gregory T. Nelson
Public Health Sanitarian
Freeman Building
651-201-4259
greg.nelson@state.mn.us


