DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
January 14, 2026

Licensee

Together Home Services LLC
3809-3811 Oregon Avenue
New Hope, MN 55427

RE: Project Number(s) SL38700016

Dear Licensee:

On November 25, 2025, the Minnesota Department of Health completed a follow-up survey of your
facility to determine correction of orders from the survey completed on August 13, 2025. This
follow-up survey verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

Stephanie Jones de Palma, Supervisor
State Engineering Services Section

Email: stephanie.jones.de.palma@state.mn.us
Telephone: 651-201-4320 Fax: 1-866-890-9290
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m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
September 30, 2025

Licensee

Together Home Services LLC
3809-3811 Oregon Avenue
New Hope, MN 55427

RE: Project Number(s) SL38700016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 13, 2025, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
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.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assighed 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 may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement;

Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;

Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in

§ 144G.20;
Level 5: a fine of $5,000 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20.

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

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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St - 0 - 0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment - $1,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with 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:

e |dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

e |dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

e |dentify 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(s) 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 MDH within 15 calendar
days of the correction order receipt date.

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

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.

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

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. If you wish to contest tags without fines in
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a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

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,

Renee Anderson, Supervisor

State Evaluation Team

Email: Renee.L.Anderson@state.mn.us
elephone: 651-201-5871 Fax: 1-866-890-9290

CLN
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0 000 Initial Comments 0 000
FEREATTENTION****** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95 this correction order(s) has appears in the far-left column entitled "ID
been issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether a violation has been out of compliance is listed in the
corrected requires compliance with all "Summary Statement of Deficiencies”
requirements provided at the Statute number column. This column also includes the
iIndicated below. When Minnesota Statute findings which are in violation of the state
contains several items, failure to comply with any requirement after the statement, "This
of the items will be considered lack of Minnesota requirement is not met as
compliance. evidenced by." Following the surveyors'
findings is the Time Period for Correction.
INITIAL COMMENTS:
SL38700016-0 PLEASE DISREGARD THE HEADING
OF THE FOURTH COLUMN WHICH
On August 11, 2025, through August 13, 2025, STATES,"PROVIDER'S PLAN OF
the Minnesota Department of Health conducted a CORRECTION." THIS APPLIES TO
full survey at the above provider, and the FEDERAL DEFICIENCIES ONLY. THIS
following correction orders are issued. At the time WILL APPEAR ON EACH PAGE.
of the survey, there were seven residents; seven
receiving services under the provider's Assisted THERE IS NO REQUIREMENT TO
Living 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.
0 480| 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services
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(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
iInstall 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;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
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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
(7) 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) 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 August 12, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.
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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 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:

Based on interview and record review, the
licensee failed to maintain a written emergency
preparedness (EP) plan with all the required
content as defined in Appendix Z. This had the

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

The findings include:

On August 11, 2025, at 11:15 a.m., the licensee's
Emergency Preparedness Plan dated March 1,
2025, was reviewed and lacked information to
iInclude the following:

- how they would coordinate with other health
care facilities and community during an
emergency or disaster (natural, man-made,
facility, etc.), reviewed/updated annually;

- documented date of reviews and updates;

- risk assessment with documentation;

- arrangements/contracts to re-establish utility
Services;

- take an all-hazards approach;

- categorize the various probable risks/hazards
by likelihood of occurrence;

- missing resident plan reviewed/updated
quarterly;

- a process for cooperation and collaboration with
local, tribal, regional, State and Federal EP to
maintain integrated response;

- EP policies/procedures reviewed/update
annually;

- a tracking system used to document locations
of residents, staff, and relocation of staff:

- develop policy and procedures to address:
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(X3) DATE SURVEY

- systems of medical documentation that
preserve resident information;

- protects confidentiality;

- secures/maintains availability of records;

- develop policy and procedures must address
use of volunteers including process and role for
integration;

- develop policy and procedures which address
development and arrangements with other
facilities or providers to receive residents in the
event continuity of services cannot be provided;
- develop policies and procedures which address
role of the [licensee] under a waiver declared by
the secretary in accordance with section 11395;

- develop a written communication plan and
review/update annually;

- communication plan must include all the
following names/contact information:

- staff;

- entities providing services under
agreement;

- residents’' physicians;

- other facilities;

- volunteers;

- communication plan must include contact
information for:

- Federal, State, tribal, regional, EP staff;

- State Licensing and Certification Agency;

- MIN Office of Ombudsman for LTC;

- other sources of assistance;

- communication plan must include;

- method for sharing information and medical
documentation for residence;

- means, in event of evacuation, to release
resident information;

- means of providing information about
general condition and location of residents under
[licensee's] care;

- communication plan must include:
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- means to provide information about facility
occupancy,

- heeds;

- and ability to provide assistance;

- authority having jurisdiction;

- Incident Command Center;

- or designee;
- communication plan must include A method for
sharing information from emergency plan;
- must develop and maintain EP training and
testing program, review/update annually;
- training program must include initial EP training
to policies and procedures to all new and existing
staff and volunteers;
- provide EP training at least annually;
- maintain documentation of EP training;
- demonstrate staff knowledge of EP; and
- must conduct exercises to test the EP plan at
least twice per year including unannounced staff
drills using the EP;
- must implement emergency and standby power
systems based on their EP.

On March 28, 2023, at 1:35 p.m., administrator
(A)-A stated the licensee's EP plan was missing
required information. Additionally, A-A stated the
licensee will update the EP to reflect the
requirement.

On August 11, 2025, at 1:45 p.m., A-A stated the
licensee's EP plan lacked the required
information noted above. Additionally, A-A stated
she had been working on the EP plan to reflect
the current requirements; however, had not had a
chance to complete all the necessary
documentation.

The licensee's undated Emergency Management
policy indicated, facility would have an identified
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Continued From page 7

plan in place to ensure the safety and well-being
of residents and employees during periods of an
emergency or disaster that disrupted facility
services. Furthermore, the facility would
implement the emergency management policy as
soon as the facility became aware of the
existence of an emergency. Moreover, the facility
would conduct an analysis to identify potential
emergencies and the direct and indirect effects
those emergencies may have on facility
operations and the demand for services.

No further information was provided.

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

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

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide emergency escape and rescue
openings (egress windows) in compliance with
the Minnesota State Fire Code in Minnesota
Rules Chapter 7511. This had the potential to
directly affect all of the residents and staff.

This practice resulted in a level three violation (a
violation that harmed a resident's health or
safety, or a violation that had the potential to
cause more than minimal harm to the resident)
and was issued at a widespread scope (when
problems are pervasive or represent a systemic
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failure that has affected or has potential to affect
a large portion or all of the residents).

Findings include:

On a facility tour on August 12, 2025, from 10:30
a.m. to 1:30 p.m., with administrator (A)-A, it was
observed that compliant emergency escape and
rescue openings were not provided in each side
of the duplex in resident sleeping room 2 on side
3809 and 6 on side 3811.

OCCUPIED RESIDENT SLEEPING ROOMS
Resident sleeping room 2 on the 3809 side of the
facility, emergency escape and rescue clear
window opening measurements were 28" inches
wide, 20 inches in height and only 570 square
iInches in openable area. The window was
measured with A-A, and the surveyor present.
The window did not meet the minimum
requirements for total clear opening square inch
area.

Resident sleeping room 6 on the 3811 side of the
facility, emergency escape and rescue clear
window opening measurements were 28" inches
wide, 20 inches in height and only 570 square
Inches in openable area. The window was
measured with A-A, and the surveyor present.
The window did not meet the minimum
requirements for total clear opening square inch
area.

It was explained to A-A that at least one
compliant emergency escape and rescue
opening is required within each resident sleeping
room.

Existing emergency escape and rescue openings

Minnesota Department of Health
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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 for
sleeping purposes;

(if) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms:

(i) 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
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are required to meet a minimum clear opening
area of 648 square inches and have a minimum
dimension of 20 inches in height and a minimum
dimension of 20 inches in width. Windowsill
height shall not be more than 48 inches from the
floor to the clear opening.
These deficient conditions were visually verified
by A-A, accompanying on the tour. Survey staff
explained that an immediate correction order was
Issued for the above findings.
TIME PERIOD FOR CORRECTION: Immediate
0 780| 144G .45 Subd. 2 (a) (1) Fire protection and 0780
SS=|
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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 that were
iInterconnected so that the actuation of one alarm
caused all alarms in the dwelling unit to actuate.
This had the potential to directly affect all
residents, staff, and visitors.

This practice resulted in a level three violation (a
violation that harmed a resident's health or
safety, or a violation that had the potential to
cause more than minimal harm to the resident)
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).

Findings include:

INTERCONNECTION

On August 11, 2025, from 10:30 a.m. to 1:30
p.m., the surveyor toured the facility with
administrator (A)-A. During the tour, the surveyor
observed:

Hard-wired smoke alarms throughout the facility
were not interconnected with the half of the
facility. Facility is a side-by-side duplex with one
license, smoke alarms were not interconnected
so activation of one alarm activates all alarms
throughout the facility.
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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) staff 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) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereatfter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
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 staff twice
per year per shift with at least one evacuation
drill every other month. Evacuation of the
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During a facility tour on August 11, 2025, at 12:30
p.m., A-A, verified the above listed observations
while accompanying on the tour.
TIME PERIOD FOR CORRECTION: Two (2)
days
08101 144G .45 Subd. 2 (b-f) Fire protection and 0810
SS=F
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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 develop the fire
safety and evacuation plan with the required
content and provide the required training and
drills. 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 potential to affect a large portion or all of
the residents).

On August 11, 2025, from 10:30 a.m. to 1:30
p.m., the surveyor toured the facility with
administrator (A)-A. Surveyor observed the fire
safety and evacuation plan (FSEP) did not
include a floor plan of the facility. Floor plan was
on the walls of the facility and not in the FSEP.

The findings include:

August 11, 2025, from 10:30 a.m. to 1:30 p.m.,
with A-A; provided documents on the FSEP, fire
safety and evacuation training, and evacuation
drills for the facility.

FIRE SAFETY AND EVACUATION PLAN:
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The licensee's FSEP, titled "Fire Emergency”,
dated 3-1-25, failed to include the following:

STAFF ACTIONS:

The FSEP included standard administrative
responsibilities for fire safety but failed to provide
specific employee actions to take in the event of
a fire or similar emergency relative to the facility's
building layout and environmental risks. The plan
Indicated that staff should call 911, but failed to
iInclude any procedures for how staff are to
evacuate the building.

On August 11, 2025, at 12:30 p.m., A-A stated
they understood the areas of their policy that
were incomplete and would work on bringing
them into compliance.

TRAINING:

The licensee failed to provide proof of training to
employees on the FSEP upon hire and at least
twice per year. A-A stated they do train with staff
during every drill, no documentation of any
training was available during survey. No other
training documentation was provided.

On August 11, 2025, at 12:30 p.m., A-A stated
they understood the requirements for training
residents and staff and would implement a
training program that was compliant with statute
requirements.

DRILLS:

The licensee failed to conduct evacuation drills
for employees twice per year, per shift with at
least one evacuation drill every other month.
Record review of licensee's evacuation drill log,
titted "Fire Drill Response Form", undated,
indicated evacuation drills were conducted on

Minnesota Department of Health

STATE FORM

(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)
0810 | Continued From page 13 0810

6899 If continuation sheet 14 of 31

XHCP11




Minnesota Department of Health

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

38700

PRINTED: 09/30/2025

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING: COMPLETED

B. WING 08/13/2025

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3809-3811 OREGON AVENUE
NEW HOPE, MN 55427

TOGETHER HOME SERVICES LLC

Minnesota De
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Assisted living facilities shall comply with all
applicable state and local governing laws,
regulations, standards, ordinances, and codes
for fire safety, building, and zoning requirements,
except a facility with a licensed resident capacity
of six or fewer is exempt from rental licensing
regulations imposed by any town, municipality, or
county.

This MN Requirement is not met as evidenced
by:

Based on observation, record review and
interview, the licensee failed to comply with all
state and local governing laws, and codes for fire
safety, building, and zoning requirements. This
had the potential to affect all staff, residents, and
visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

partment of Health
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March 1, 2024, June 1, 2024, September 1,
2024, December 1, 2024, and March 1, 2025.
Drill documentation shows drills were conducted
the same date and same time for both sides of
the facility. No other documentation was
provided.
On August 11, 2025, at 12:30 p.m., A-A stated
there were no additional documented drills for the
facility.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0 830| 144G.45 Subd. 3 Local laws apply 0 830
SS=D
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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 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:

On August 11, 2025, from 10:30 a.m. to 1:30
p.m., the surveyor toured the facility with
administrator (A)-A. During the tour, the surveyor
observed: a door was built into the basement wall
without submitting plans to Minnesota
Department of Health (MDH) for review. Based
on original floor plans submitted to MDH on
01-03-2022 for license application no door was
present between the two sides.

On August 11, 2025, at 12:30 p.m., A-A stated
that they had hired a contractor to install the door
for convenience of staff to go between the two
sides of the facility.

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

144G .45 Subd. 5 Assisted living facilities; Life
Safety Code

(a) All assisted living facilities with six or more
residents must meet the applicable provisions of
the 2018 edition of the NFPA Standard 101, Life
Safety Code, Residential Board and Care
Occupancies chapter. The minimum design
standard shall be met for all new licenses or new
construction.
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(b) If the commissioner decides to update the
Life Safety Code for purposes of this subdivision,
the commissioner must notify the chairs and
ranking minority members of the legislative
committees and divisions with jurisdiction over
health care and public safety of the planned
update by January 15 of the year in which the
new Life Safety Code will become effective.
Following notice from the commissioner, the new
edition shall become effective for assisted living
facilities beginning August 1 of that year, unless
provided otherwise in law. The commissioner
shall, by publication in the State Register, specify
a date by which facilities must comply with the
updated Life Safety Code. The date by which
facilities must comply shall not be sooner than six
months after publication of the commissioner's
notice In the State Register.

This MN Requirement is not met as evidenced
by:

Based on observation, record review and
iInterview, the licensee failed to meet the
applicable provisions of the 2018 edition of the
NFPA Standard 101, Life Safety Code,
Residential Board and Care Occupancies
chapter. 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, 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 of the residents).
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ACCESS DOOR:

On August 11, 2025, from 10:30 a.m. to 1:30
p.m., the surveyor toured the facility with
administrator (A)-A. During the tour, the surveyor
observed: an access door was installed into the
required building separation wall of a
side-by-side townhome that was licensed as
seperate campus buildings. The unapproved
iInstallation of this door creates a single licensed
area within the assisted living facilty with a
resident capacity of eight, instead of maintaining
two seperately licnesed areas with a resident
capacity of four in each.

Facilities with 6 or more residents must comply

with NFPA 101, Life Safety Code, Residential
Board and Care Occupancies chapter.

TIME PERIOD OF CORRECTION: Immediate

0 910| 144G.50 Subd. 2 (a-b) Contract information 0910
SS=C
(a) The contract must include in a conspicuous
place and manner on the contract the legal name
and the health facility identification of the facility.
(b) The contract must include the name,
telephone number, and physical mailing address,
which may not be a public or private post office
box, of:

(1) the facility and contracted service provider
when applicable;

(2) the licensee of the facility;

(3) the managing agent of the facility, if
applicable; and

(4) the authorized agent for the facility.

This MN Requirement is not met as evidenced
by:
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Based on interview and record review, the
licensee failed to execute a written assisted living
contract with the required content for one of two
residents (R2).

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 an
iIsolated 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:

R2 was admitted to licensee's assisted living
facility on June 5, 2025.

R2's service plan dated July 8, 2025, indicated
R2 received services which included assistance
with medication administration, housekeeping,
laundry, dressing, grooming, bathing, vital sign
checks, meals, and shopping.

R2's record contained a Resident Contract for
Assisted Living dated June 5, 2025, which
iIncluded the telephone number of the facility;
however, lacked the licensee's Health Facility
|ldentification Number (HFID).

On August 11, 2025, at 1:15 p.m., administrator
(A)-A stated R2's contract lacked the licensee's
HFID number. A-A further stated she was the one
responsible to ensure the contract had all the
required information on it, and at the time R2 was
admitted, licensee was utilizing an older version
of the contract, which did not have licensee's
HFID number on it.
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The licensee's undated Assisted Living Contracts
policy indicated the licensee's contract would
contain all items concerning the provisions of
housing, assisted living services, and the
resident’'s service plan, if applicable. The policy
further indicated the contract would include the
license number of the facility.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0 920| 144G.50 Subd. 2 (¢) Contract information 0 920
SS=C

(c) The contract must include:

(1) a disclosure of the category of assisted living
facility license held by the facility and, if the
facility is not an assisted living facility with
dementia care, a disclosure that it does not hold
an assisted living facility with dementia care
license;

(2) a description of all the terms and conditions of
the contract, including a description of and any
limitations to the housing or assisted living
services to be provided for the contracted
amount;

(3) a delineation of the cost and nature of any
other services to be provided for an additional
fee:

(4) a delineation and description of any additional
fees the resident may be required to pay if the
resident’'s condition changes during the term of
the contract;

(5) a delineation of the grounds under which the
resident may be transferred or have housing or
services terminated or be subject to an
emergency relocation;
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(6) billing and payment procedures and
requirements; and

(7) disclosure of the facility's ability to provide
specialized diets.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to execute a written assisted living
contract with the required content for two of two
residents (R1, R2).

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:

R1
R1 was admitted to licensee's assisted living
facility on July 16, 2024.

R1's service plan dated May 15, 20295, indicated
R1 received services which included assistance
with medication administration, housekeeping,
laundry, transferring, dressing, grooming,
bathing, vital sign checks, respiratory equipment
care, meals, and shopping.

R1's record contained a Resident Contract for
Assisted Living dated July 16, 2024.

R2
R2 was admitted to licensee's assisted living
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facility on June 5, 2025.

R2's service plan dated July 19, 2025, indicated
R2 received services which included assistance
with medication administration, housekeeping,
laundry, dressing, grooming, bathing, vital sign
checks, meal, and shopping.

R2's record contained a Resident Contract for
Assisted Living dated June 5, 2025.

R1 and R2's contracts lacked a disclosure of the
licensee's ability to provide specialized diets.

On August 11, 2025, at 1:15 p.m., administrator
(A)-A stated the licensee's assisted living contract
lacked the information noted above. A-A further
stated she was the one responsible to ensure the
contract had all the required information on it;
however, was unaware the contract they
acquired from a third-party consultant did not
contain all the required information.

The licensee's undated Assisted Living Contracts
policy indicated the licensee's contract would
contain all items concerning the provisions of
housing, assisted living services, and the
resident's service plan, if applicable.
Furthermore, the contract would include a
disclosure of the facility's ability to provide
specialized diets.

No further information was provided.

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

144G.50 Subd. 3 Designation of representative
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(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent”), if applicable."

(b) The contract must contain a page or space
for the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide the required verbatim
notice for designation of representative in writing,
before or at the time of execution of an assisted
living contract, for two of two residents (R1, R2).
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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:

R1
R1 was admitted to licensee's assisted living
facility on July 16, 2024.

R1's service plan dated May 15, 2025, indicated
R1 received services which included medication
administration, housekeeping, laundry,
transferring, dressing, grooming, and bathing
assistance, vital sign checks, respiratory
equipment care, meal assistance, and shopping
assistance.

R1's record contained a Resident Contract for
Assisted Living dated July 16, 2024.

R2
R2 was admitted to licensee's assisted living
facility on June 5, 2025.

R2's service plan dated July 19, 2025, indicated
R2 received services which included medication
administration, housekeeping, laundry, dressing,
grooming, and bathing assistance, vital sign
checks, meal assistance, and shopping
assistance.

R2's record contained a Resident Contract for
Assisted Living dated June 5, 2025.
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R1 and R2's contracts included the opportunity to
identify a designated representative in writing;
however,the contracts lacked the following
verbatim notice, on a document separate from
the contract: "RIGHT TO DESIGNATE A
REPRESENTATIVE FOR CERTAIN PURPOSES.
You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
iInformation and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

On August 12, 2025, at 10:30 a.m., administrator
(A)-A stated R1 and R2's contracts lacked the
right to designate a representative notice. A-A
further stated she was the one responsible to
ensure the contract had all the required
Information, however, was unaware the contract
acquired from a third-party consultant did not
contain all the required information.

Licensee's undated Assisted Living Contracts
policy indicated licensee's contract would contain
all items concerning the provisions of housing,
assisted living services, and the resident's
service plan, if applicable. Furthermore,

the licensee would provide the following notice
on a document separate from the contract:
"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES. You have the right
to name anyone as your "Designated
Representative." A Designated Representative
can assist you, receive certain information and
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notices about you, including some information
related to your health care, and advocate on your
behalf. A Designated Representative does not
take the place of your guardian, conservator,
power of attorney ("attorney-in-fact"), or health
care power of attorney ("health care agent"), if
applicable.”

No further information was provided.

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

0 970] 144G.50 Subd. 5 Waivers of liability prohibited 0 970
SS=C
The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
iInclude any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
iInclude any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the assisted living
contract did not include language waiving the
facility's liability for health, safety, or personal
property of a resident. This had the potential to
affect all residents.

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
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or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

R2 was admitted to licensee's assisted living
facility on June 5, 2025.

R2's service plan dated July 8, 2025, indicated
R2 received services which included assistance
with medication administration, housekeeping,
laundry, dressing, grooming, bathing, vital sign
checks, meals, and shopping.

R2's record contained a Resident Contract for
Assisted Living dated June 5, 2025. The assisted
living contract included the following section,
waiving the licensee's liability for the health and
safety or personal property of the resident:

Section 24. "Provisions Related to Liability”
Licensee would not be responsible for any
damage or injury suffered by resident, resident's
property, resident's guests, or their property that
was not caused by licensee. Furthermore,
licensee strongly recommended that resident's
obtain renter's insurance at an appropriate level
to insure against loss of resident's personal
property, as well as related incidental and
consequential damages, or such other or
additional insurance as resident considered
necessary to protect against injuries and property
damage. In addition, licensee's insurance may
not cover the loss of resident's personal property
and the incidental and consequential damages
arising from the loss of such property including,
but not limited to dentures, glasses, and hearing
aids.
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On August 12, 2025, at 10:30 a.m., administrator
(A)-A stated the contract R2 signed was the
contract licensee had been using for all the
current residents; however, was not aware
certain liability language had not been removed
from the contract. A-A further stated the contract
previously used had the liability language
removed prior to resident’s signing the contract.
Moreover, licensee's contract would need to be
revised.

Licensee's undated Assisted Living Contracts
policy indicated licensee's contract would contain
all items concerning the provisions of housing,
assisted living services, and the resident's
service plan, if applicable. Furthermore,

the licensee's contract would not include a
waiver of facility liability for health and safety, or
personal property of a resident. Moreover, the
contract would not include any provisions that the
facility knew or would know to be deceptive,
unlawful, or unenforceable under state or federal
law.

No further information was provided.

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

144G.52 Subd. 9 Emergency relocation

(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.
(b) In the event of an emergency relocation, the
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facility must provide a written notice that
contains, at a minimum:;

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G .54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination
process in this section.currently known; and

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
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licensee failed to provide a written notice with
required content for an emergency relocation 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 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 admitted for assisted living services on July
16, 2024.

R1's service plan dated May 15, 20295, indicated
R1 received services which included assistance
with medication administration, housekeeping,
laundry, transferring, dressing, grooming,
bathing, vital sign checks, respiratory equipment
care, meals, and shopping.

The licensee's current resident roster dated
August 11, 2025, indicated R1 had been
hospitalized within the past three (3) months.

R1's record lacked evidence R1 was provided a
written notice that contained, at a minimum:

- the reason for the relocation:;

- the name and contact information for the
location to which the resident has been relocated
and any new service provider:;

- contact information for the Office of
Ombudsman for Long-Term Care;

- If known and applicable, the approximate date

Minnesota Department of Health

STATE FORM

6899

XHCP11

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
38700 B. WING 08/13/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3809-3811 OREGON AVENUE
TOGETHER HOME SERVICES LLC
NEW HOPE, MN 55427
(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)
01060 | Continued From page 29 01060

If continuation sheet 30 of 31




Minnesota Department of Health

PRINTED: 09/30/2025
FORM APPROVED

or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known;

- a statement that, if the facility refuses to provide
housing or services after a relocation, the
resident has the right to appeal under section
144G .54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

On August 12, 2025, at 8:44 a.m., administrator
(A)-A indicated R1's medical record lacked the
required documentation noted above, and stated
she must have overlooked that process. A-A
further stated R1 was admitted to the hospital on
July 1, 2025, and returned to the facility on July
5, 2025; however, the only person A-A notified
about R1's hospitalization was R1's niece via
telephone conversation.

The licensee's undated Resident Record policy
indicated resident records would be legal
documents containing comprehensive, accurate,
and organized information concerning the
resident's health. Furthermore, resident records
would contain pertinent past and current findings
In accordance with accepted professional
standards.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
Establishment Info ——  — —License Info —Inspection Info
TOGETHER HOME SERVICES LLC License: HFID 38700 Report Number: F1031251084
3809-3811 OREGON AVENUE Inspection Type: Full - Single
New Hope, MN 55427 Risk: Date: 8/12/2025 Time: 9am
Hennepin County License: Duration: minutes
Parcel: Expires on: Announced Inspection:
CFPM: Total Priority 1 Orders: 0
Phone: CFPM #: ; Exp: Total Priority 2 Orders: 1
Total Priority 3 Orders: 0
Delivery: Emailed

New Order: 4-300 Equipment Numbers and Capacities
4-302.14 Priority Level: Priority 2 CFP#: 48

MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.
COMMENT:

ESTABLISHMENT DOES NOT HAVE SANITIZER TESTING KIT ON SITE.
PURCHASE KIT AND TEST SANI CONCENTRATION (50-200PPM BLEACH, 150-400PPM

QUAT) ON REGULAR BASIS.
Comply By: 8/15/2025 Onginally Issued On: 8/12/2025

Food & Beverage General Comment

All violations discussed with PIC prior to leaving site.

Discussed:

- Pasteurized egg use
- Pests

- llIness and illness log
- Raw food storage

NOTES:
1. LOCATION HAS 2 KITCHENS, ONE AT #3811 THAT IS MORE FOR STORAGE AND DISH WASHING, AND ONE AT #3809 FOR COOKING AND DISH WASHING. BOTH KITCHEN

INSPECTED DURING THE INSPECTION.
2. KATHERINE L - DUE TO RELIGIOUS REASONS, KATHERINE'S FAMILY BRINGS HER IN SPECIAL FOOD TO EAT. THIS FOOD IS REHEATED BY STAFF AND SERVED TO

KATHERINE.

ILLNESS COMPLAINT PROCEDURE:

If any customer complains of illness take these steps:
1. Gather as much information from the customer as possible, such as: name, phone#, date of illness, food consumed.

2. Give customer the illness hotline phone number: 1-877-366-3455.
3. Contact your health inspector: Give inspector information gathered from customer and any other useful information.

Contact inspector prior to any major equipment or building changes; some changes may require plan review to be completed.

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.



Report Number: F1031251084 Page: 2
Inspection Type: Full
Date: 8/12/2025

I acknowledge receipt of the Metro District Office inspection report number F1031251084 from 8/12/2025

U=

Phebe Koha Chris Foster, REHS/RS

Person in Charge Public Health Sanitarian 3
651-201-4/728
chris.].foster@state.mn.us




Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Temperature Observations/Recordings Page: 1
Establisnment Info Inspection Info
TOGETHER HOME SERVICES LLC Report Number: F1031251084
New Hope Inspection Type: Full
County/Group: Hennepin County Date: 8/12/2025
Time: 9am

Food Temperature: Product/Item/Unit: Milk; Temperature Process: Cold-Holding
Location: Refrigerator (#3811) at 41 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: Water; Temperature Process: Cold-Holding
Location: Refrigerator (#3809) at 41 Degrees F.

Comment: Bottle of water kept in refrigerator in door for checking temp.

Violation Issued?: No




Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment Iffo ——Inspection Info
TOGETHER HOME SERVICES LLC Report Number: F1031251084
New Hope Inspection Type: Full
County/Group: Hennepin County Date: 8/12/2025

Time: 9am

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen (#3311) Equal To 160 Degrees F.

Comment: Wax test strips used recently. Temp from log with strip.

Violation Issued?: No

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen (#3809) Equal To 160 Degrees F.

Comment: Wax test strips used recently. Temp from log with strip.

Violation Issued?: No



