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Electronically Delivered

June 2, 2025

Licensee
The Lake Cottage
18660 Simonet Drive
Elk River, MN  55330

RE:  Project Number(s) SL33926015-3

Dear Licensee:

On March 3, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on July 11, 2024, and the
follow-up surveys completed on September 17, 2024 and December 16, 2024. This follow-up survey
determined your facility had not corrected all of the state correction orders issued pursuant to the
July 11, 2024 survey.

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.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on July 11, 2025, found not corrected at the time of the March 3, 2025,
follow-up survey and/or subject to penalty assessment are as follows:

0830 - Local Laws Apply - 144g.45 Subd. 3

The details of the violations noted at the time of this follow-up survey completed on March 3, 2025
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to
comply with the correction orders outlined on the state form; however, plans of correction are not
required to be submitted for approval.  
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The Lake Cottage
June 2, 2025
Page  2

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

We urge you to review these orders carefully. If you have questions, please contact Benjamin J. Zwart
at 651-201-3715.    

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

Sincerely,

    
Benjamin J. Zwart, P.E., Supervisor
State Engineering Services Section
Health Regulation Division
Email: Benjamin.Zwart@state.mn.us
Telephone: 651-201-3715  Fax: 1-866-890-9290

JMD



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

33926

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

B. WING _____________________________

PRINTED: 06/02/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

R
03/03/2025

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

THE LAKE COTTAGE 18660 SIMONET DRIVE
ELK RIVER, MN 55330

(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

{0 000} Initial Comments {0 000}

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95 this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
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:

SL33926015-3

On March 3, 2025, the Minnesota Department of
Health conducted a follow-up survey at the above
provider to follow-up on orders issued pursuant to
a survey completed on December 16, 2024. As a
result of the follow-up survey, the following orders
were reissued.

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

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.
(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:
(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius

Minnesota Department of Health
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{0 480} Continued From page 1 {0 480}

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
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

Minnesota Department of Health
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{0 480} Continued From page 2

provided with a self-closing door.

{0 480}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 510} 144G.41 Subd. 3 Infection control program
SS=F

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.
(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.
(c) The facility must maintain written evidence of
compliance with this subdivision.

{0 510}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

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

{0 800}

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.
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This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 830} 144G.45 Subd. 3 Local laws apply
SS=E

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.

{0 830}

This MN Requirement is not met as evidenced
by:
Based on record review and interview, the
licensee failed to obtain a building permit for
installation of new egress windows. This had the
potential to directly affect two residents and more
than a limited number of staff.

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
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).

The findings include:

On March 3, 2025, at 8:05 a.m., the surveyor

Minnesota Department of Health
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{0 830} Continued From page 4 {0 830}

emailed the licensee requesting a response and
documentation to support that a building permit
was obtained for the egress window installations
pursuant to a survey completed on December 16,
2024. On March 3, 2025, at 9:22 a.m., licensed
assisted living director (LALD)-D responded we
are in contact with our architect to get the
drawings so we can get this process started.
Once I receive them, I will be submitting
construction documents to DLI/CCLD for building
plan review. My hopes is hear back from the
architect with in two weeks. I apologize for the
inconvenience and delay. No further information
was provided.

FINDINGS FROM PREVIOUS SURVEYS:

On December 13, 2024, at 8:18 a.m., the
surveyor emailed the licensee and licensed
assisted living director (LALD)-D requesting a
response and documentation to support that a
building permit was obtained for the egress
window installations. On December 16, 2024, at
10:31 a.m., LALD-D responded that Whispering
Pines AL sent over a plan of correction and
acknowledgement of education and
understanding of local laws. Whispering Pines AL
has not obtained a building permit since the last
email.

On July 11, 2024, at 7:45 a.m., the surveyor
emailed licensed assisted living director (LALD)-D
and requested a copy of the building permit for
the new egress window installations. In an email
to survey staff on July 11, 2024, at 10:08 a.m.,
LALD-D verified the facility did not have a building
permit for the egress window installations.
LALD-D indicated the licensee did not know a
permit was required for egress window
replacements.

Minnesota Department of Health
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{0 970} 144G.50 Subd. 5 Waivers of liability prohibited
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
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

{0 970}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01910} 144G.71 Subd. 22 Disposition of medications
SS=D

{01910}

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

Minnesota Department of Health
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{01910} Continued From page 6

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01910}
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Electronically Delivered

February 5, 2025

Licensee
The Lake Cottage
18660 Simonet Drive
Elk River, MN  55330

RE:  Project Number(s) SL33926015

Dear Licensee:

On December 16, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the survey completed on July 11, 2024 and
follow-up survey completed on September 17, 2024. This follow-up survey determined your facility
had not corrected all of the state correction orders issued pursuant to the July 11, 2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on July 11, 2024, found not corrected at the time of the December 16, 2024,
follow-up survey and/or subject to penalty assessment are as follows:

0830 - Local Laws Apply - 144g.45 Subd. 3

The details of the violations noted at the time of this follow-up survey completed on December 16,
2024 (listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to
comply with the correction orders outlined on the state form; however, plans of correction are not
required to be submitted for approval.  

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

An equal opportunity employer.                                                              Letter ID:  8GKP Revised 04/14/2023  



The Lake Cottage
February 5, 2025
Page  2

We urge you to review these orders carefully. If you have questions, please contact Benjamin J. Zwart
at 651-201-3715.    

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

Sincerely,

    
Benjamin J. Zwart, P.E., Supervisor
State Engineering Services Section
Health Regulation Division
Email: Benjamin.Zwart@state.mn.us
Telephone: 651-201-3715  Fax: 1-866-890-9290

JMD
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ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95 this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
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:

SL33926015-1

On December 13, 2024, and December 16, 2024,
the Minnesota Department of Health conducted a
follow-up survey at the above provider to
follow-up on orders issued pursuant to a survey
completed on September 17, 2024. At the time of
the survey, there were five residents; five
receiving services under the Assisted Living
license. As a result of the follow-up survey, the
following orders were reissued.

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

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.
(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:
(1) notwithstanding Minnesota Rules, part

Minnesota Department of Health
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{0 480} Continued From page 1 {0 480}

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
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

Minnesota Department of Health
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{0 480} Continued From page 2

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:
Not reviewed during this survey.

{0 510} 144G.41 Subd. 3 Infection control program
SS=F

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.
(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.
(c) The facility must maintain written evidence of
compliance with this subdivision.

{0 510}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

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

{0 800}

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

Minnesota Department of Health
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{0 800} Continued From page 3

repair program.

{0 800}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 830} 144G.45 Subd. 3 Local laws apply
SS=E

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.

{0 830}

This MN Requirement is not met as evidenced
by:
Based on record review and interview, the
licensee failed to obtain a building permit for
installation of new egress windows. This had the
potential to directly affect two residents and more
than a limited number of staff.

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
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).

Minnesota Department of Health
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{0 830} Continued From page 4

The findings include:

{0 830}

On December 13, 2024, at 8:18 a.m., the
surveyor emailed the licensee and the licensed
assisted living director (LALD)-D requesting a
response and documentation to support that a
building permit was obtained for the egress
window installations pursuant to a survey
completed on September 16, 2024. On
December 16, 2024, at 10:31 a.m., the LALD-D
provided the following response:

On September, 17 2024, Whispering Pines AL
sent over a plan of correction and
acknowledgement of education and
understanding of local laws and the need to
submit a plan review to MDH for review.
Whispering Pines AL has not obtained a building
permit since the last email as the work was
completed prior to obtaining any permit. To my
understanding, WPAL is unable to obtain a
building permit after work has been completed.
Attached to this email is
maintenance/administration acknowledgment of
education and understanding, client census and
staff roster.

No further information was provided.

{0 970} 144G.50 Subd. 5 Waivers of liability prohibited
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
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is

{0 970}
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{0 970} Continued From page 5

required by law.

{0 970}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01910} 144G.71 Subd. 22 Disposition of medications
SS=D

{01910}

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
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P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

November 7, 2024

Licensee
The Lake Cottage
18660 Simonet Drive
Elk River, MN  55330

RE:  Project Number(s) SL33926015

Dear Licensee:

On September 17, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the survey completed on July 11, 2024. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the July 11, 2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on July 11, 2024, found not corrected at the time of the September 17, 2024,
follow-up survey and/or subject to penalty assessment are as follows:

0830-Local Laws Apply-144g.45 Subd. 3

The details of the violations noted at the time of this follow-up survey completed on September 17,
2024 (listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to
comply with the correction orders outlined on the state form; however, plans of correction are not
required to be submitted for approval.  

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

An equal opportunity employer.                                                              Letter ID:  8GKP Revised 04/14/2023  



The Lake Cottage
November 7, 2024
Page  2

We urge you to review these orders carefully. If you have questions, please contact Benjamin J. Zwart
at 651-201-3715.    

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

Sincerely,

    
Benjamin J. Zwart, P.E., Supervisor
State Engineering Services Section
Health Regulation Division
Email: Benjamin.Zwart@state.mn.us
Telephone: 651-201-3715 Fax: 1-866-890-9290

HHH
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{0 000} Initial Comments {0 000}

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95 this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
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:

SL33926015-1

On September 16, 2024, through September 17,
2024, the Minnesota Department of Health
conducted a follow-up survey at the above
provider to follow-up on orders issued pursuant to
a survey completed on July 11, 2024. At the time
of the survey, there were four residents; four
receiving services under the Assisted Living
license. As a result of the follow-up survey, the
following orders were reissued.

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

{0 480}

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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{0 480} Continued From page 1

by:
Not reviewed during this survey.

{0 480}

{0 510} 144G.41 Subd. 3 Infection control program
SS=F

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.
(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.
(c) The facility must maintain written evidence of
compliance with this subdivision.

{0 510}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

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

{0 800}

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

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
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{0 830} Continued From page 2 {0 830}

{0 830} 144G.45 Subd. 3 Local laws apply
SS=E

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.

{0 830}

This MN Requirement is not met as evidenced
by:
Based on record review, the licensee failed to
obtain a building permit for installation of new
egress windows. This had the potential to directly
affect two residents and more than a limited
number of staff.

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
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).

The findings include:

On September 16, 2024, at 3:28 p.m., survey
staff emailed the licensee requesting a response
and documentation to support that a building
permit was obtained for the egress window
installations since the initial survey on July 10,
2024, and July 11, 2024. On September 17, 2024,
at 10:53 a.m., the licensee provided the following
response:

As far as a building permit, we never obtained
one. Unfortunately the work was already

Minnesota Department of Health
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{0 830} Continued From page 3 {0 830}

completed prior to a building permit being
obtained. You educated us at the time of the
survey that this was considered an alteration not
a replacement. We were under the impression
that this was considered a replacement. Since the
survey, administration and maintenance have
been educated on the local laws and the need to
submit a plan review to MDH engineering for
review and approval within 30 days before
completion of construction. Attached below is
administration and maintenance's
acknowledgment of understanding. Please let me
know if you need any additional information.

{0 970} 144G.50 Subd. 5 Waivers of liability prohibited
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
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

{0 970}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01910} 144G.71 Subd. 22 Disposition of medications
SS=D

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for

{01910}

Minnesota Department of Health
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{01910} Continued From page 4 {01910}

disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
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P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

September 11, 2024

Licensee
The Lake Cottage
18660 Simonet Drive
Elk River, MN  55330

RE:  Project Number(s) SL33926015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on July 11, 2024, 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.

MDH 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. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assigned tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
listed in the "Summary Statement of Deficiencies" column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . . ."    

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 $500 per violation, in addition to any enforcement mechanism authorized in    
        § 144G.20 for widespread violations;
  Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism    
        authorized in § 144G.20.
  Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in

                                                                                      An equal opportunity employer.                                             Letter ID: IS7N REVISED 09/13/2021
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          § 144G.20.        
        
In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5), MDH may impose fine amounts of either
$1,000 or $5,000 to licensees who are found to be responsible for maltreatment. MDH may impose a
fine of $1,000 for each substantiated maltreatment violation that consists of abuse, neglect, or
financial exploitation according to Minn. Stat. § 626.5572, Subds. 2, 9, 17. MDH also may impose a
fine of $5,000 for each substantiated maltreatment violation consisting of sexual assault, death, or
abuse resulting in serious injury.    
    
In accordance with Minn. Stat. § 144G.31, Subd. 4(b), when a fine is assessed against a facility for
substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.    

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

St - 0 - 0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $500.00. 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:

� 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
resident(s)/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(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



The Lake Cottage
September 11, 2024
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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
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,

    
Amy Hyers, Evaluation Regional Operations Manager    
State Evaluation Team
Email: amy.hyers@state.mn.us
Telephone: 651-443-2878 Fax: 1-800-337-9238 / 1-866-890-9290

HHH
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0 000 Initial Comments 0 000

******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:

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

SL33926015-0

On July 8, 2024, through July 11, 2024, the
Minnesota Department of Health conducted a full
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were four resident(s); four receiving
services under the provider's Assisted Living
Facility license.

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

THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

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

0 480

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 480 Continued From page 1

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

0 480

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated July 8, 2024, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

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

0 510 144G.41 Subd. 3 Infection control program
SS=F

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and

0 510

Minnesota Department of Health
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0 510 Continued From page 2

nursing standards for infection control.
(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.
(c) The facility must maintain written evidence of
compliance with this subdivision.

0 510

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to establish and maintain an effective
infection control program to comply with accepted
health care, medical, and nursing standards for
infection control. The licensee failed to ensure
direct care staff performed adequate hand
hygiene (HH) for 2 of 2 employees (unlicensed
personnel (ULP)-C, ULP-F).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

ULP-C
ULP-C was hired April 5, 2021, and provided
direct care services to residents.

On July 8, 2024, at 11:43 a.m., ULP-C was
observed assisting R2 with toileting and personal
cares. ULP-C used gloves appropriately while

Minnesota Department of Health
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0 510 Continued From page 3

providing cares, left R2's room, removed soiled
gloves, then went to the kitchen handwashing
station, turned on the water, added soap, and
performed HH for 4 seconds. ULP-C retrieved a
bedside table from the living room, and returned it
to R2's room. ULP-C then performed HH for 4
seconds, donned clean gloves and returned to
R2's room.

0 510

On July 8, 2024, at 12:48 p.m., ULP-C stated HH
training was provided by licensed assisted living
director-in-residency and licensed practical nurse
(LALDIR/LPN)-E, and that she was taught to
perform HH for 20 seconds, but was nervous
being observed by the surveyor.

ULP-F
ULP-F was hired June 20, 2023, and provided
direct care services to residents.

On July 9, 2024 at 8:17 a.m., ULP-F was
observed assisting residents with personal cares.
Initial HH was not observed. ULP-F donned
gloves, then donned a second glove to right hand.
ULP-F entered R2's room, then exited, removed
gloves, and performed HH with soap for 5
seconds, then rubbed hands while rinsing under
running water for an additional 5 seconds. ULP-F
dried hands with a paper towel, then turned water
off with a paper towel. ULP-F donned gloves,
again applying a second glove to the right hand,
and answered a call bell for R3. ULP-F exited
R3's room, and applied a blue protective sleeve
to the right arm. ULP-F stated she would be
assisting R3 to clean up after a bowel movement.
The surveyor did not enter the room.
-at 8:29 a.m., ULP-F exited R3's room, disposed
of garbage and removed soiled gloves and arm
sleeve. ULP-F then performed HH with soap for 8
seconds, then rubbed hands while rinsing under

Minnesota Department of Health
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0 510 Continued From page 4

running water for 10 more seconds. ULP-F dried
hands and shut the water off with a paper towel,
donned clean gloves, then proceeded to assist
R2 with medication administration.

0 510

On July 9, 2024, at 8:55 a.m., ULP-F stated she
was trained as a certified nursing assistant (CNA)
and also trained on HH by nurses at the facility.
ULP-F stated they should be washing for 20
seconds, but did not realize it should not be
completed under running water.

On July 9, at 9:05 a.m., licensed assisted living
director (LALD)-D and LALDIR/LPN-E both stated
staff were trained to wash for 20 seconds, and
the training was provided annually, but stated
they had not documented HH audits.

The CDC guidance, CDC's Core Infection
Prevention and Control Practices for Safe
Healthcare Delivery in All Settings, revised
November 29, 2022, indicated, standard
precautions were to be used to care for all
patients in all settings to include HH, and noted,
"Use an alcohol-based hand rub or wash with
soap and water for the following clinical
indications:

a. Immediately before touching a patient
b. Before performing an aseptic task (e.g.,

placing an indwelling device) or handling invasive
medical devices

c. Before moving from work on a soiled body
site to a clean body site on the same patient

d. After touching a patient or the patient's
immediate environment

e. After contact with blood, body fluids or
contaminated surfaces

f. Immediately after glove removal."

The licensee's Hand Washing policy, dated April
Minnesota Department of Health
STATE FORM 6899 XR6O11 If continuation sheet 5 of 15
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0 510 Continued From page 5

18, 2023. indicated, "Proper hand washing
techniques should be used to protect the spread
of infection. Hand washing should be completed:
-before, during, and after preparing food
-before eating food
-before and after caring for someone who is sick
-before and after treating a cut or wound
-after using the toilet
-after changing diapers or cleaning up after
someone who has used the toilet
-after blowing your nose, coughing, or sneezing
-after touching an animal or animal waste
-after handling pet food or pet treats
-after touching garbage."
The policy further indicated the steps of proper
HH included:
"4. Apply soap over hands and wrists, working
into a generous lather by scrubbing vigorously
5. Use friction and scrub vigorously for at least 20
seconds (long enough to sing 'Happy Birthday'
twice)
6. Be sure to clean beneath the fingernails,
around the knuckles and along the sides of the
fingers and hands
7. Rinse hands and wrists completely under
running water to wash away suds and
microorganisms".

0 510

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 800

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of

Minnesota Department of Health
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0 800 Continued From page 6

good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

0 800

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide the physical environment in a
continuous state of good repair and operation
with regard to the health, safety, and well-being of
the residents. This had the potential to directly
affect three residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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 July 10, 2024, at 10:20 a.m., survey staff
toured the home with director of maintenance
(DM)-G and licensed assisted living director
(LALD)-D. During the tour, survey staff observed
the following:
1. The drywall was unfinished around the egress
window in occupied resident bedroom 4. During
the facility tour interview, DM-G stated the facility
had recently installed this new egress window
and the drywall would be finished soon.
2. The carpet was torn and frayed near the
doorway to occupied resident bedroom 3.
3. One piece of tile had fallen off the fireplace
hearth in occupied resident bedroom 1.

Minnesota Department of Health
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During the facility tour interview, DM-G verified
the carpet and hearth required repair.

0 800

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 830 144G.45 Subd. 3 Local laws apply
SS=E

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.

0 830

This MN Requirement is not met as evidenced
by:
Based on observation and record review, the
licensee failed to obtain a building permit and
submit a plan review application for installation of
new egress windows. This had the potential to
directly affect two residents and more than a
limited number of staff.

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
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).

The findings include:

On July 10, 2024, at 10:20 a.m., survey staff
toured the home with director of maintenance
(DM)-G and licensed assisted living director
(LALD)-D. During the tour, survey staff observed

Minnesota Department of Health
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new egress windows had been installed in
occupied resident bedrooms 3 and 4. One new
window was installed in each of these bedrooms.
During the facility tour interview, DM-G stated
these new windows had been recently installed
because the old windows were not working
properly.

0 830

On July 11, 2024, at 7:45 a.m., survey staff
emailed LALD-D and requested a copy of the
building permit for the new egress window
installations and verification that a plan review
application had been submitted to Minnesota
Department of Health Engineering Services for
this project.

In an email to survey staff on July 11, 2024, at
10:08 a.m., LALD-D verified the facility did not
have a building permit for the egress window
installations, and a plan review application was
not submitted to Minnesota Department of Health
Engineering Services for this project. LALD-D
indicated the licensee did not know a permit and
plan review were required for egress window
replacements.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 970 144G.50 Subd. 5 Waivers of liability prohibited
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
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is

0 970

Minnesota Department of Health
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0 970 Continued From page 9

required by law.

0 970

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 no 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:

R2 was admitted August 18, 2022, and had
diagnoses including diabetes mellitus (type 2),
and depression.

R2's service plan, dated June 11, 2024, indicated
R2 received services including assistance with
medication management, blood glucose
monitoring, bathing, hygiene/grooming, dressing,
incontinence, laundry, housekeeping, meals,
behavior management, mobility, socialization,
scheduling appointments, and transportation.

R2's Client Agreement, signed March 2, 2023,
and September 30, 2021, included the following
language indicating a waiver of liability on page 8:

17. PERSONAL PROPERTY AND MONEY
POLICY

Minnesota Department of Health
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0 970 Continued From page 10 0 970

"Facility is not responsible for lost or stolen
property. We recommend that you do not bring
expensive or valuable jewelry or family heirlooms
to the facility. If you choose to do so, you assume
the risk of loss or damage. We do not have room
to store excess furniture, clothing or personal
items. If you are bringing an item to the facility
which does not fit in your room, you will be
responsible for removing it immediately. Facility
reserves the sole right to decide what fits in a
room and how quickly the time must be removed.
This decision will be based on fire codes, other
health and safety concerns, and aesthetic
concerns. If a client fails to remove the excess
items, Facility reserves the right to relocate them.
Facility does not ensure the safety or condition of
items removed from Clients rooms. Similarly,
Facility is not responsible for lost money. If
requested, Facility will safeguard cash and other
valuable personal items in a safe. We
recommend that Clients do not keep more than
$10.00 on their person or in their room. We make
all reasonable attempts to check the honesty and
reliability of our staff, and we have zero tolerance
if staff is discovered stealing from Clients.
However, we also recognize that some Clients
can be confused and may not have a good
understanding of what constitutes personal
property. Ultimately, we recommend that
valuables be left in the care of other family
members."

On July 9, 2024, at 9:23 a.m., licensed assisted
living director (LALD)-D stated they were not
aware of the specific restriction on waivers of
liability, but did understand after reading the
statute.

No further information was provided.
Minnesota Department of Health
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01910 144G.71 Subd. 22 Disposition of medications
SS=D

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide documentation in the
resident's record regarding the disposition of
medication 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) and was issued at an

Minnesota Department of Health
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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).

01910

The findings include:

R1 was discharged June 20, 2024.

R1's service plan, dated April 1, 2023, indicated
R1 received services including assistance with
medication management.

R1's Medication Administration Record for June
2024, indicated R1 received the following
medications prior to discharge:
-Ozempic (for diabetes);
-acetaminophen (for pain);
-amlodipine (for high blood pressure);
-artificial tears;
-aspirin;
-atorvastatin (for high cholesterol);
-baclofen (for muscle spasms);
-Clearlax powder (for constipation);
-divalproex (antipsychotic);
-docusate sodium (for constipation);
-escitalopram (for depression);
-fish oil supplement;
-hydralazine (for anxiety);
-Jardiance (for diabetes);
-latanoprost eye drops;
-lisinopril (for blood pressure);
-quetiapine (antipsychotic);
-trazadone (for insomnia);
-vitamin D3 supplement;
-Minerin cream (for skin);
-zinc oxide barrier cream as needed;
-Glucagon as needed (for low blood sugar); and
-senna as needed (for constipation).
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R1's record included a discharge summary, dated
June 20, 2024. The discharge summary indicated
R1 was admitted to a sister-facility of the
licensee, and, "Medications sent to [sister-facility]
for staff to continue to administer." The discharge
summary did not include a list of medications
sent to the accepting facility.

01910

R1's record lacked documentation in resident's
record the disposition of the medication including
the medication's name, strength, prescription
number as applicable, and quantity.

On July 8, 2024, at 1:24 p.m., licensed assisted
living director (LALD)-D stated they did not have
documentation of the quantity of each medication
sent to the receiving facility with R1. LALD-D
stated they were looking at it as a transfer, so
was not on their radar to document the
medications like they do when destroying
medications for a deceased resident. LALD-D
further stated they did understand that would not
be considered a transfer under 144G.

The licensee's Medication Disposal policy, dated
June 6, 2022, indicated,
"Current unused medications managed by
[licensee] will be returned to the pharmacy for
credit, or given to the resident or the resident's
representative, when the resident's medications
are no longer managed by the facility or the
medication has been discontinued by the
prescriber.
Upon disposition, the facility must document in
the resident's records the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medication was given, date
of disposition and names of staff and other
individuals involved in the disposition."
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Type:
Date:
Time:
Report:

Full
07/08/24
11:00:00
1051241048

Location:
The Lake Cottage
18660 Simonet Drive
Elk River, MN55330
Sherburne County, 71

License  Categories:

Minnesota Department of Health

3333 Division St #212
St. Cloud
320 223-7300

Food  and Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: 0038711
Risk:
Announced Inspection: No

Operator:

Page 1

Expires on: / /
Phone #: 7637128363
ID #:

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

The following orders were issued during this inspection.

2-100 Supervision
2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
NICOLE L. ALDES' CFPM HAS EXPIRED ON 6/22/2024. SHE ALREADY TOOK THE RENEWAL
COURSE. SEND IN THE RENEWAL APPLICATION, COURSE RESULTS, AND FEE TO THE STATE.
Comply By: 07/29/24

Food  and  Equipment  Temperatures

Process/Item: Upright Cooler
Temperature: 40 Degrees Fahrenheit - Location: AMBIENT-KITCHEN
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 39 Degrees Fahrenheit - Location: CUP OF WATER-KITCHEN
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

MET UP WITH NURSE EVALUATOR, RENEE ANDERSON

Priority 3
1

DISCUSSED THE FOLLOWING WITH LALD, KATE STEVENS:

EMPLOYEE ILLNESS LOG
VOMIT CLEAN-UP PROCEDURE
HIGHLY SUSCEPTIBLE POPULATION



Type: Full
Date: 07/08/24
Time: 11:00:00
Report: 1051241048
The Lake Cottage

Food  and Beverage  Establishment
Inspection  Report

Page 2

NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1051241048 of 07/08/24.

Certified Food Protection Manager:Nicole L. Aldes

Certification Number: FM107381 Expires: 06/22/24

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Kate Stevens
LALD

Signed:
Kai Yang
Public Health Sanitarian 1
St. Cloud
320 640-3532
Kai.Yang@state.mn.us


