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Licensee
Perfection  Health Care Service
2092 Oakridge Street
Saint Paul, MN 55119

RE: Project Number(s) SL41268015

Dear Licensee:

Thi s is your off icia l notic e th at  you have been  gra nt  ed your  assiste  d livin g faci lity li cense.  You r
license effective and expiration dates  remain  the  same  as on your provisional license. Your updated
stat  us wil l be listed on the  licens e cert  ificate at  rene  wal and thi s le tte  r se rves 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 February 4, 2026, 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 violati ons ; however,  no immediate  fines are  assessed  for this  survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY
Per Minn . Sta t. § 144G.30, Sub d. 5(c), th e licens ee  must  doc umen  t ac tion s taken to comply with th e
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correction  orders  within the  time period  outlined  on the  state  form; however,  plans of correction  are
not  required  to  be submitted  for approval.

The correction  order  documentation  should include the  following:

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

· Identify how the  area( s) of noncompliance  was corrected  for all of the
provider’s residents/ employees  that  may be affected  by the  noncompliance.

· Identify what  changes  to  your systems and practices  were  made  to  ensure
compliance with the  specific statute( s).

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance  with Minn. Stat. § 144G.32, Subd. 2, you may challenge the  correction  order  issued,
including the  level and  scope,  and  any fine assessed  through  the  correction  order  reconsideration
process.  The request  for reconsideration  must  be in writing and  received by the  Department  of
Health within 15 calendar  days of the  correction  order  receipt  date.

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 conv enien  ce at  thi s link: https: / / forms.office.com/ g/Bm5uQEpHVa. Your inpu t is import  ant
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 L. Anderson, Supervisor
State  Evaluation Team
Email: Renee.L.Anderson@state. mn.us
Tel ephon  e: 651-201- 5871 Fax: 1-866- 890- 9290
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******ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

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

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

INITIAL COMMENTS:
SL #41268015- 0

On  February  2,  2026,  through  February  4,  2026,
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  was  1 resident;  the  resident  was
receiving  services  under  the  provider' s
Provisional  Assisted  Living Facility license.

Minnesota  Department  of Health  is
documenting  the  State  Licensing
Correction  Orders  using  federal  software.
Tag numbers  have  been  assigned  to
Minnesota  State  Statutes  for Assisted
Living License  Providers.  The  assigned
tag  number  appears  in the  far left column
entitled  "ID Prefix  Tag." The  state  Statute
number  and  the  corresponding  text  of the
state  Statute  out  of compliance  is listed  in
the  "Summary  Statement  of Deficiencies"
column.  This  column  also  includes  the
findings  which  are  in violation of the  state
requirement  after  the  statement,  "This
Minnesota  requirement  is not  met  as
evidenced  by." Following  the  surveyors'
findings  is the  Time  Period  for Correction.

PLEASE  DISREGARD  THE HEADING OF
THE FOURTH  COLUMN WHICH
STATES, "PROVIDER' S  PLAN OF
CORRECTION. " THIS APPLIES  TO
FEDERAL DEFICIENCIES  ONLY. THIS
WILL APPEAR  ON EACH PAGE.

THERE  IS NO REQUIREMENT  TO
SUBMIT A PLAN OF CORRECTION  FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.  The  letter  in the  left column  is
used  for tracking  purposes  and  reflects
the  scope  and  level  pursuant  to 144G. 31
Subd.  1,  2 and  3.

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

0 480

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

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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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
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;
(5) 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

0 480

Minnesota  Department  of Health
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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.

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,  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) .

The  findings  include:

Please  refer  to the  document  titled,  Food  and
Beverage  Establishment  Inspection  Report
(FBEIR)  dated  February  2,  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.

Minnesota  Department  of Health
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0 620  144G. 42  Subd.  6 (a)  / 626. 557,  Subd.  3
SS= D Compliance  with requirements  for reporting  ma

0 620

(a)  The  assisted  living facility must  comply  with
the  requirements  for the  reporting  of
maltreatment  of vulnerable  adults  in section
626. 557.  The  facility must  establish  and
implement  a  written  procedure  to ensure  that  all
cases  of suspected  maltreatment  are  reported.

The  requirement  in Minnesota  Statute  section
626. 557,  Subd.  3 is:
(a)  A mandated  reporter  who has  reason  to
believe  that  a  vulnerable  adult  is being  or has
been  maltreated,  or who has  knowledge  that  a
vulnerable  adult  has  sustained  a  physical  injury
which  is not  reasonably  explained  shall
immediately  report  the  information  to the
common  entry  point.  If an  individual  is a
vulnerable  adult  solely  because  the  individual  is
admitted  to a  facility, a  mandated  reporter  is not
required  to report  suspected  maltreatment  of the
individual  that  occurred  prior to admission,
unless:
(1) the  individual  was  admitted  to the  facility from
another  facility and  the  reporter  has  reason  to
believe  the  vulnerable  adult  was  maltreated  in the
previous  facility; or
(2) the  reporter  knows  or has  reason  to believe
that  the  individual  is a  vulnerable  adult  as  defined
in section  626. 5572,  subdivision  21,  paragraph
(a) , clause  (4).
(b) A person  not  required  to report  under  the
provisions  of this  section  may  voluntarily  report  as
described  above.
(c) Nothing  in this  section  requires  a  report  of
known  or suspected  maltreatment,  if the  reporter
knows  or has  reason  to know  that  a  report  has
been  made  to the  common  entry  point.

Minnesota  Department  of Health
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(d) Nothing  in this  section  shall  preclude  a
reporter  from also  reporting  to a  law enforcement
agency.
(e)  A mandated  reporter  who knows  or has
reason  to believe  that  an  error  under  section
626. 5572,  subdivision  17,  paragraph  (c), clause
(5), occurred  must  make  a  report  under  this
subdivision.  If the  reporter  or a  facility, at  any  time
believes  that  an  investigation  by a  lead
investigative  agency  will determine  or should
determine  that  the  reported  error  was  not  neglect
according  to the  criteria  under  section  626. 5572,
subdivision  17,  paragraph  (c), clause  (5), the
reporter  or facility may  provide  to the  common
entry  point  or directly  to the  lead  investigative
agency  information  explaining  how the  event
meets  the  criteria  under  section  626. 5572,
subdivision  17,  paragraph  (c), clause  (5). The
lead  investigative  agency  shall  consider  this
information  when  making  an  initial disposition  of
the  report  under  subdivision  9c.

0 620

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to immediately  report  an  incident
of suspected  maltreatment  to the  Minnesota  Adult
Abuse  Reporting  Center  (MAARC) for one  of one
discharged  resident  (R1) .

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death)  and
was  issued  at  an  isolated  scope  (when  one  or a
limited number  of residents  are  affected  or one  or
a  limited number  of staff  are  involved,  or the
situation  has  occurred  only occasionally) .

Minnesota  Department  of Health
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The  findings  include:

0 620

R1 was  admitted  October  13,  2025,  with
diagnoses  including  alcohol  use  disorder,  bipolar
affective  disorder  (mental  health  disease) , anxiety
disorder  and  Type  2 diabetes.

R1's  unsigned  Service  Plan,  dated  October  1,
2025,  indicated  R1  received  services  including
assistance  with behavior  management,  dressing,
grooming,  and  medication  administration.

R1's  record  included  a  Resident  profile note,
dated  November  11, 2025,  at  9:51  p.m.  The  note
indicated  R1  had  been  sent  to the  emergency
room  for weakness  and  an  increased  number  of
falls.  The  note  indicated  owner/ licensed  assisted
living director  (O/LALD)-A had  previous  concerns
about  R1' s  ability to manage  her  diabetes  given
the  number  of sugared  sodas  R1  consumed  each
day.  The  note  further  indicated  O/LALD-A had
found  eight  empty  bottles  of alcohol  in R1's  room
since  she  was  admitted  to the  facility, and
O/LALD also  had  concerns  about  R1  mixing
alcohol  with narcotics.  The  note  indicated  "it is
now more  concerning  what  can  happen  to the
client' s  health  and  even  life when  these  powerful
narcotics  are  mixed  with alcohol. "

R1's  record  lacked  evidence  O/LALD-A or other
staff  reported  suspected  self- abuse  or neglect  to
MAARC.

On  February  3,  2025,  at  10:37  a. m. , O/LALD-A
stated  he  had  reported  his  concerns  to R1's  case
managers  and  was  not  aware  he  should  have
filed a  MAARC report  as  well.

2025  Minnesota  Statutes  626. 5572  Subd.  17.
indicated  "neglect"  meant  by a  caregiver  or

Minnesota  Department  of Health
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self- neglect.  Subd.  17.  (c), indicated
"Self- neglect"  meant  neglect  by a  vulnerable  adult
of the  vulnerable  adult' s  own food,  clothing,
shelter,  health  care,  or other  services  that  are  not
the  responsibility  of a  caregiver  which  a
reasonable  person  would  deem  essential  to
obtain  or maintain  the  vulnerable  adult' s  health,
safety,  or comfort.

0 620

The  licensee' s  2.44  Vulnerable  Adult
Maltreatment- Prevention  and  Reporting  policy,
dated  May 13,  2024,  indicated  staff  who
suspected  maltreatment  of a  resident  (abuse,
financial  exploitation,  or neglect)  would  take
immediate  action  to protect  the  resident  affected
and  a  MAARC report  would  be  made  by the  LALD
or registered  nurse.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

0 775  144G. 45  Subd.  2.  (a)  Fire  protection  and  physical  0 775
SS= C 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,  interview,  and  record
review,  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
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violation that  will cause  only 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  the  potential  to
affect  a  large  portion  or all the  residents) .

0 775

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
February  4,  2026,  for the  specific  violations
related  the  physical  environment  under  Minnesota
Statute  144G.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

0 810  144G. 45  Subd.  2 (b-f) Fire  protection  and
SS= F physical  environment

0 810

(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  thereafter.
(d) Fire  safety  and  evacuation  plans  shall  be
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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  residents  is
not  required.  Fire  alarm  system  activation  is not
required  to initiate  the  evacuation  drill.

0 810

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  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  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) .

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
February  4,  2026,  for the  specific  violations
related  the  physical  environment  under  Minnesota
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Statute  144G.

0 810

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

0 920  144G. 50  Subd.  2 (c)  Contract  information
SS= F

(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;
(6) billing and  payment  procedures  and
requirements;  and
(7) disclosure  of the  facility's  ability to provide
specialized  diets.

0 920

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

0 920

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) .

The  findings  include:

On  February  3,  2026,  at  7:15  a. m. , the  surveyor
observed  unlicensed  personnel  (ULD)-D assisting
R2 with medication  administration  and  blood
glucose  monitoring.

R2's  service  plan  dated  January  8,  2026,
indicated  R2  received  services  including
assistance  with medication  administration.

R2's  record  included  an  Assisted  Living Contract
for Housing  and  Services  signed  January  8,
2026.  The  contract  lacked  the  following required
content:
-delineation  of the  grounds  under  which  the
resident  may  be  subject  to an  emergency
relocation.

On  February  4,  2026,  at  12:15  p.m. , licensed
assisted  living director  (LALD)-A stated  the
Assisted  Living Contract  for Housing  and
Services  lacked  the  emergency  relocation  content
and  he  was  not  aware  the  information  was
required.

No further  information  was  provided.
Minnesota  Department  of Health
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TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days

01330  144G. 60  Subd.  4 (b) Unlicensed  personnel
SS= E

(b) Unlicensed  personnel  performing  delegated
nursing  tasks  in an  assisted  living facility must:
(1) have  successfully  completed  training  and
demonstrated  competency  by successfully
completing  a  written  or oral  test  of the  topics  in
section  144G. 61,  subdivision  2,  paragraphs  (a)
and  (b), and  a  practical  skills test  on  tasks  listed
in section  144G. 61,  subdivision  2, paragraphs
(a) , clauses  (5) and  (7), and  (b), clauses  (3), (5),
(6), and  (7), and  all the  delegated  tasks  they  will
perform;
(2) satisfy  the  current  requirements  of Medicare
for training  or competency  of home  health  aides
or nursing  assistants,  as  provided  by Code  of
Federal  Regulations,  title 42,  section  483  or
484. 36;  or
(3) have,  before  April 19,  1993,  completed  a
training  course  for nursing  assistants  that  was
approved  by the  commissioner.

01330

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  competency
evaluations  were  completed  for all required  skill
areas  prior to providing  services,  for two of four
employees  (unlicensed  personnel  (ULP)-D,
ULP-E).

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

Minnesota  Department  of Health
STATE FORM 6899  XNSL11 If continuation  sheet  12  of 19



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  03/04/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

41268 B. WING _____________________________ 02/04/2026

NAME OF  PROVIDER  OR  SUPPLIER

PERFECTION  HEALTH CARE  SERVICE

STREET  ADDRESS,  CITY, STATE, ZIP CODE

2092  OAKRIDGE  STREET
SAINT PAUL, MN 55119

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01330  Continued  From  page  12

cause  serious  injury, impairment,  or death)  and
was  issued  at  a  pattern  scope  (when  more  than  a
limited number  of residents  are  affected,  more
than  a  limited number  of staff  are  involved,  or the
situation  has  occurred  repeatedly;  but  is not
found  to be  pervasive) .

01330

The  findings  include:

ULP-D and  ULP-E were  hired  November  17,
2025,  and  June  13,  2025,  respectively,  and
provided  direct  care  services  to the  licensee' s
residents.

The  licensee' s  staff  schedule  for January  and
February  2026,  indicated  ULP-D and  ULP-E
worked  Monday  through  Friday  and  Monday
through  Thursday  respectively.

On  February  3,  2026,  at  7:15  a. m. , the  surveyor
observed  ULD-D assisting  R2  with medication
administration  and  blood  glucose  monitoring.

ULP-D and  ULP-E's  employee  record  each
contained  a  completed  competencies  tracking
form dated  February  3,  2026  (during  the  survey
period) .

ULP-D and  ULP-E's  employee  record  lacked
documentation  of training  and  competency
evaluations,  completed  prior to providing
services,  for the  following areas:
-appropriate  and  safe  techniques  in personal
hygiene  and  grooming,  including:
-hair  care  and  bathing;
-care  of teeth,  gums,  and  oral  prosthetic  devices;
-care  and  use  of hearing  aids;
-dressing  and  assisting  with toileting;
-standby  assistance  techniques  and  how to
perform  them;

Minnesota  Department  of Health
STATE FORM 6899 XNSL11 If continuation  sheet  13  of 19



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  03/04/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

41268 B. WING _____________________________ 02/04/2026

NAME OF  PROVIDER  OR  SUPPLIER

PERFECTION  HEALTH CARE  SERVICE

STREET  ADDRESS,  CITY, STATE, ZIP CODE

2092  OAKRIDGE  STREET
SAINT PAUL, MN 55119

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01330  Continued  From  page  13

- safe  transfer  techniques  and  ambulation;
-reading  and  recording  temperature,  pulse,  and
respirations  of the  resident;  and
-range  of motioning  and  positioning.

01330

On  February  3,  2026,  at  9:30  a. m. , ULP-D stated
the  registered  nurse  (RN) had  observed  them
giving medications.

On  February  4,  2026,  at  9:00  a. m. , licensed
assisted  living director  (LALD)-A stated  ULP-D
and  ULP-E's  competency  evaluations  were  done
by the  RN, but  the  nurse  did not  document  them.
LALD-A provided  the  surveyor  with the  required
competencies  for ULP-D and  ULP-E dated
February  3,  2026  (during  the  survey  period) .

The  licensee' s  5.02  Competency  Training
Evaluations  policy dated  May 13,  2024,  indicated
ULP would  receive  competency  evaluations  on  all
the  required  topics.

No further  information  was  provided.

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

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

01760

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

01760

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  record
review,  the  licensee  failed  to ensure  the  steps  of
the  medication  administration  process  were
followed  by two of two employees  (unlicensed
personnel  (ULP)-D, ULP-F) who administered
medications.

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:

R2's  service  plan  dated  January  8,  2026,
indicated  R2  received  services  including
assistance  with medication  administration.

R2's  prescriber  orders,  dated  January  18,  2026,
included  orders  for metoprolol  succinate
extended  release  50  milligrams  (mg) , and
indicated  the  medication  should  be  held  if the
heart  rate  was  less  than  65  beats  per  minute  or
the  systolic  blood  pressure  (BP,  top  number)  was
less  than  95.  The  orders  further  included
isosorbide  dinitrate  10  mg,  and  indicated  the
medication  should  be  held  if the  systolic  BP was
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less  than  110.

01760

ULP-D
On  February  3,  2026,  at  7:15  a. m. , the  surveyor
observed  ULP-D assisting  R2  with medication
administration.  ULP-D brought  R2' s  medications,
BP and  heart  monitor  to R2' s  room.  ULP-D
placed  the  monitor  on  R2' s  right upper  arm  and
obtained  a  blood  pressure  reading  of 119/63  and
a  pulse  of 76.  ULP-D incorrectly  stated  they
needed  to withhold both  medications.

On  February  3,  2026,  at  9:30  a. m. , ULP-D stated
they  had  been  trained  by the  registered  nurse
(RN) on  medication  administration.

On  February  3,  2026,  at  12:20  p.m. , ULP-D
stated  they  did not  give  R2  the  metoprolol  or the
isosorbide  dinitrate  because  they  were  nervous
and  read  the  blood  pressure  monitor  incorrectly.
ULP-D stated  they  thought  the  pulse  was  63.
Licensed  practical  nurse  (LPN)-C stated  the  held
medications  would  have  been  considered  a
medication  error  and  she  would  go  over  the
instructions  with the  ULP again.

ULP-F
R2's  medication  administration  record  (MAR) for
January  and  February  2026,  indicated  ULP-F
held  R2' s  metoprolol  50  mg  and  isosorbide
dinitrate  10  mg  on  January  24,  25,  31  and
February  1.

R2's  Vital Signs  record,  dated  January  3,  2026,  to
February  3,  2026,  indicated  R2's  systolic  BP  on
January  24,  25,  31,  February  1,  and  3,  was  125,
133,  117,  125,  119,  respectively  (not  less  than  95
or 110) . The  readings  further  indicated  R2' s
pulse/ heart  rate  on  January  24,  25,  31,  February
1 and  3,  was  75,  84,  79,  75,  and  76,  respectively
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(not  less  than  65) .

01760

On  February  4,  2026,  at  11:22  a. m. , RN-B stated
the  ULP should  call the  nurse  when  they  hold  a
medication.  RN-B further  stated  they  could  not  tell
why the  medications  were  held  based  on  what
was  documented  on  January  24,  25,  31,  February
1 and  3,  and  the  improperly  held  medications
would  be  considered  a  medication  error.

On  February  4,  2026,  at  12:04  p.m. , ULP-F stated
they  thought  they  were  supposed  to hold  the
medication  if the  systolic  BP was  greater  than  110
and  they  were  confused  about  how to read  the
parameters.

The  licensee' s  7.15  Medications  and
Treatment- Administration  and  Delegation  policy
dated  May 13,  2024,  indicated  the  RN would
instruct  the  ULP in the  proper  methods  with
respect  to each  resident  to administer  the
medications,  and  the  ULP would  demonstrate  the
ability to competently  follow the  procedures.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01880  144G. 71  Subd.  19  Storage  of medications
SS= F

An assisted  living facility must  store  all
prescription  medications  in securely  locked  and
substantially  constructed  compartments
according  to the  manufacturer' s  directions  and
permit  only authorized  personnel  to have  access.

01880

This  MN Requirement  is not  met  as  evidenced
by:
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Based  on  observation,  and  interview,  the  licensee
failed  to ensure  medications  were  stored
according  to manufacturer' s  instructions.

01880

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) .

The  findings  include:

On  February  4,  2026,  at  11:45  a. m. , the  surveyor
observed  the  contents  of the  licensee' s
medication  refrigerator  with owner/ licensed
assisted  living director  (O/LALD)-A. The
refrigerator  contained  4 Lantus  insulin  injector
pens  (long-acting  insulin  used  to lower  blood
sugar) , and  thermometer  to record  temperature.
The  O/LALD stated  the  thermometer  indicated
the  temperature  was  32  degrees  Fahrenheit.

The  manufacturer' s  prescribing  information  for
the  use  of Lantus  insulin  pens,  revised  June
2023,  indicated  unopened  medication  should  be
refrigerated  at  36-46  degrees  F.

The  licensee' s  7.11 Medication  Storage  policy,
dated  May 13,  2024,  indicated  medications
requiring  refrigeration  would  be  stored
consistently  with manufacturer' s
recommendations  (refrigerated,  room
temperature,  or frozen) .

No further  information  was  provided.
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TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01880
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Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
Perfection Health Care Service
2092 Oakridge Street
St Paul, MN 55119
Ramsey County
Parcel:

Phone:

License Info
License: HFID 41268

Risk:
License:
Expires on:
CFPM:
CFPM #: ; Exp:

Inspection Info
Report Number: F8058261038
Inspection Type: Full - Single
Date: 2/2/2026 Time: 11:51:26 AM
Duration: minutes
Announced Inspection:
Total Priority 1 Orders: 0
Total Priority 2 Orders: 0
Total Priority 3 Orders: 1
Delivery:

New Order: 2-100 Supervision
2-102.12AMN Priority Level: Priority 3 CFP#: 2
MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
COMMENT: MISSING CFPM
Comply By: 4/30/2026 Originally Issued On: 2/2/2026

DISH MACHINE 160
41 GRAPES COOLER
40 CHEESE COOLER

Food & Beverage General Comment

RESIDENTIAL HOME WITH NON COMMERCIAL APPLIANCES AND FINISHES

HRD INSPECTOR TAMMY CARLSON

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.

I  acknowledge receipt of the Metro District Office inspection report number F8058261038 from 2/2/2026

ABDULKADIR OSMAN
OWNER

Aaron Gertz,
Public Health Sanitarian 3
651-201-4516
aaron.gertz@state.mn.us



Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL41268015

Facility Name: Perfection Health Care Service

Facility Address: 2092 Oakridge St., St. Paul, MN 55119

Date: 2/4/2026

�  TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 1; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. Extension cords and flexible cords shall not be a substitute for permanent wiring and shall be listed and
labeled in accordance with UL 817. Extension cords and flexible cords shall not be affixed to
structures, extended through walls, ceilings or floors, or under doors or floor coverings, nor shall such
cords be subject to environmental damage or physical impact. Extension cords shall be used only with
portable appliances. Extension cords marked for indoor use shall not be used outdoors. [Minn. Stat.
144G.45 subd. 2; MSFC 604.5] Relocatable power taps (power strips) shall be directly connected to a
permanently installed receptacle. [Minn. Stat. 144G.45 subd. 2; MSFC 604.4.2]

Comments: A power strip was plugged into an extension cord in the living room. The power strip was
running multiple devices including the television. The power cord should be directly plugged into wall
outlet and extension cords should not be used in lieu of permanent wiring. The extension cord was
removed by staff during the survey.

3. The means of egress shall be maintained free of obstructions or impediments to full instant use in case
of fire or other emergency. [Minn. Stat. 144G.45 subd. 2; MSFC 1031.2]

Comments: The rear door was marked as an exit door, but snow and ice obstructed a clear path from
that door to the public right of way. Any marked path of egress should be maintained in proper
condition and free of snow, ice or other obstruction. The exit sign was removed from the rear door by
staff during the survey.

�  TAG IDENTIFICATION: 0810

Project Number: SL41268015
Facility Name: Perfection Health Care Service Date: 2/4/26

Page | 1



SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45
subd.2]

Comments: The employee actions provided for evacuation in the FSEP were not detailed or specific to
the facility. The procedures provided were from a third-party source and were not adequate or accurate
for the facility to evacuate in an emergency.

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include fire protection procedures necessary for residents. [Minn. Stat. 144G.45 subd.2]

Comments: No resident plan for evacuation was provided during the survey. The FSEP did not include
procedures for residents to evacuate the facility.

3. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include 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. [Minn. Stat. 144G.45 subd.2]

Comments: No documentation of unique resident needs for evacuation was provided during the survey.
The FSEP should include record of unique resident needs for evacuation that are updated with resident
requirements.

Project Number: SL41268015
Facility Name: Perfection Health Care Service Date: 2/4/26
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