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Administrator
Asher Haus
717 1st Street North
Cold Spring, MN  56320

RE:  Project Number SL35636015

Dear Administrator:

The Minnesota Department of Health completed an evaluation on July 7, 2022, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the evaluation, the
Minnesota Department of Health 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.

The enclosed State Form documents the state licensing orders. The Department of Health 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 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
          § 144G.20.        
        
In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine

amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
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that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health 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 (a)(5)(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, no immediate fines are assessed.

DOCUMENTATION OF ACTION TO COMPLY
Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order by the correction order date. A copy of the provider’s records documenting
those actions may be requested for follow‐up evaluations. The licensee is not required to submit a
plan of correction 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 issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the Department of Health
within 15 calendar days of the correction order receipt date.

A state licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat.    

§ 626.557. Please   email general reconsideration requests to:   Health.HRD.Appeals@state.mn.us.

Please address your cover letter for general
reconsideration requests to:

Free from Maltreatment reconsideration
requests should be addressed to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

Asher Haus
July 29, 2022
Page   2



You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

   
Jess Gallmeier, Supervisor
Health Regulation Division
State Evaluation Team
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN 55101‐3879
Email:   jess.gallmeier@state.mn.us
Phone: 651‐247‐0268 Fax: 651‐215‐9697

HHH

Asher Haus
July 29, 2022
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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:
SL35636015

On July 6, 2022,  through July 7, 2022,  the 
Minnesota Department of Health conducted a 
survey at the above provider,  and the following 
correction orders are issued.  At the time of the 
survey, there were seventeen (17)  residents, all 
of whom received services receiving services 
under the provider's Assisted Living Dementia 
Care 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 issued pursuant to 144G.31 
subd. 1, 2, and 3. 

 0 460
SS=F

144G.41 Subdivision 1 Minimum requirements

(5) provide a means for residents to request 

 0 460
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assistance for health and safety needs 24 hours 
per day, seven days per week;
(6) allow residents the ability to furnish and 
decorate the resident's unit within the terms of the
assisted living contract;
(7) permit residents access to food at any time;
(8) allow residents to choose the resident's 
visitors and times of visits;
(9) allow the resident the right to choose a 
roommate if sharing a unit;
(10) notify the resident of the resident's right to 
have and use a lockable door to the resident's 
unit. The licensee shall provide the locks on the 
unit. Only a staff member with a specific need to 
enter the unit shall have keys, and advance 
notice must be given to the resident before 
entrance, when possible. An assisted living 
facility must not lock a resident in the resident's 
unit;

This MN Requirement  is not met as evidenced 
by:
Based on observation and interview, the licensee 
failed to provide a means for residents to request 
assistance for health and safety needs as 
required when the licensee did not have a system 
in place for residents to request assistance for 
health and safety needs 24 hours a day, seven 
days a week. This had the potential to affect all 
17 residents at the facility. 

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).
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The findings include:

The licensee held an assisted living with 
dementia care license and was licensed for a bed 
capacity of twenty-eight residents.

During the entrance conference on July 6, 2022, 
at approximately 10:20 a.m., registered nurse 
(RN)-A confirmed the licensee did not have a call 
system in place for all residents to request 
assistance when needed.  RN-A stated there 
were several residents that did have a call 
pendant (an alarm system attached to a string 
that is placed around the neck of a resident) that 
would summon staff when they needed 
assistance.  RN stated not all residents had this 
system in place.    

During a tour of the facility on July 6, 2022, at 
11:10 a.m., the surveyor noted the licensee had 
separate hallways where residents resided. Each 
resident's room had a wood paneled door, and 
each door had a doorknob that would be used to 
close a door.  Each resident's room lacked any 
type of calling system in their living area to notify 
staff when assistance would be needed.

During an observation on July 6, 2022, at 
approximately 11:20 a.m., R1 was noted to not 
have a call pendant on her person. R1 was not 
able to answer surveyor questions. 

During an interview on July 6, 2022, at 11:35 
a.m., assisted living director (ALD)-C stated that 
resident restrooms had a pull cord that could 
summon staff if they needed assistance in the 
restroom but there was no other means to 
summon staff in the other part of their room.   

Minnesota Department of Health
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During an interview on July 6, 2022, at 
approximately 1:45 p.m., RN-A stated she could 
not verify how many residents had a call pendant. 
RN-A also stated there were some residents that 
chose not to have a call pendant, but RN-A could 
not verify who those residents were.
 
No further information was provided.

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

 0 480
SS=F

144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

(13) offer to provide or make available at least the 
following services to residents:

(i) at least three nutritious meals daily with snacks 
available seven days per week, according to the 
recommended dietary allowances in the United 
States Department of Agriculture (USDA) 
guidelines, including seasonal fresh fruit and 
fresh vegetables. The following apply:

(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 
by:

 0 480

Based on observation, interview and record 
review, the licensee failed to ensure food was 
prepared and served according to the Minnesota 
Food Code. This had the potential to affect all 17 
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residents in the Assisted Living with Dementia 
Care facility.

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 included document titled, Food 
and Beverage Establishment Inspection Report, 
dated July 6, 2022, for the specific Minnesota 
Food Code deficiencies. 

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

 0 680
SS=F

144G.42 Subd. 10 Disaster planning and 
emergency preparedness

(a) The facility must meet the following 
requirements:
(1) have a written emergency disaster plan that 
contains a plan for evacuation, addresses 
elements of sheltering in place, identifies 
temporary relocation sites, and details staff 
assignments in the event of a disaster or an 
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to 
all residents;
(4) post emergency exit diagrams on each floor; 
and

 0 680
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(5) have a written policy and procedure regarding 
missing tenant residents.
(b) The facility must provide emergency and 
disaster training to all staff during the initial staff 
orientation and annually thereafter and must 
make emergency and disaster training annually 
available to all residents. Staff who have not 
received emergency and disaster training are 
allowed to work only when trained staff are also 
working on site.
(c) The facility must meet any additional 
requirements adopted in rule.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to post an emergency 
preparedness plan prominently.  This had the 
potential to impact all residents, staff, and visitors 
to the facility.

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 6, 2022, at approximately 11:25 a.m., 
during a tour of licensee's establishment, the 
surveyor did not observe any signage or 
information regarding the licensee's emergency 
disaster or preparedness plan posted in a 
prominent location.

On July 6, 2022, at approximately 12:35 p.m., the 
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surveyor requested the licensee's emergency 
disaster or preparedness plan. Registered nurse 
(RN)-A provided a red binder consisting of all the 
documents related to the licensee's emergency 
management plan.  

During an interview on July 6, 2022, at 
approximately 2:15 p.m., RN-A stated she was 
not aware the licensee had not posted the 
emergency preparedness information.  RN-A 
stated she was aware this information was posted 
in the staff office but was not visible to residents 
or visitors to review.

The licensee's Plans for Natural Disasters and 
Emergencies policy dated June 1, 2020, indicated 
the licensee would have a written plan of action to 
facilitate our resident's care and services in 
response to a natural disaster or any type of 
emergency that may affect our ability to provide 
services. This plan will be updated regularly and 
will be coordinated with local emergency 
responders, and where appropriate, with the 
management of senior housing buildings or HWS 
establishments where our residents reside.  The 
policy did not indicate that it would post the 
licensee's plan for staff, resident, or visitors to 
review.

No additional information provided.

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

 0 800
SS=F

144G.45 Subd. 2 (a) (4) Fire protection and 
physical environment

(4) keep the physical environment, including 
walls, floors, ceiling, all furnishings, grounds, 

 0 800
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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:
Based on a record review and interview, the 
licensee failed to provide training to employees 
upon hire and at least twice per year thereafter on 
the fire safety and evacuation plan for the facility. 
This had the potential to affect all staff and 
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, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at a widespread scope (when 
problems are pervasive or represent a systemic 
failure that has affected or has potential to affect 
a large portion or all of the residents).

The findings include: 

A record review and interview were conducted on 
July 7, 2022, at approximately 10:20 a.m. with 
Director of Maintenance/ Facilities (MD)-E on the 
fire safety and evacuation plan, fire safety and 
evacuation training, and evacuation drills for the 
facility.

Record review of available documentation 
indicated that the licensee did not provide 
employee training on the fire safety and 
evacuation plan twice per year after the training 
upon initial hire. During interview, MD-E stated 
that the licensee uses the drills as the training 
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instead of providing the actual training on the fire 
safety and evacuation plan. MD-E also stated that 
the employees do cross train to work from the 
attached nursing home and the attached assisted 
living memory care facility and could not verify if 
all employees are receiving the required training 
twice per year. A policy was requested but was 
not able to be provided. 

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

 0 970
SS=C

144.50 Subd. 5 Waivers of liability prohibited

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.

This MN Requirement  is not met as evidenced 
by:

 0 970

Based on interview and record review, the 
licensee failed to ensure the assisted living 
contract did not include language waiving the 
licensee's liability for the health, safety, or 
personal property of a resident for one of one 
resident (R1) with record reviewed.

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 
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or has the potential to affect a large portion or all 
the residents).  

The findings include:

R1 was admitted on January 29, 2021, under the 
comprehensive home care license and began 
receiving assisted living dementia care services 
on August 1, 2021.

R1's Assisted Living Contract was signed August 
1, 2021.

R1's Assisted Living Contract included a clause 
that indicated the licensee was not responsible 
for any damage or injury suffered by residents or 
to residents' property that was not caused by 
licensee.  The agreements indicated the licensee 
strongly recommended that residents obtain 
renter's insurance at an appropriate level to 
insure against loss of personal property, as well 
as related incidental and consequential damages, 
or such other or additional insurance as resident 
considers necessary to protect against injuries 
and property damage. The agreements stated the 
licensee indicated their insurance may not cover 
the loss of personal property and the incidental 
and consequential damages arising from the loss 
of such property. The agreements indicated 
residents' personal property included but was not 
limited to dentures, glasses, and hearing aids.

On July 6, 2022, at approximately 10:50 a.m., 
registered nurse (RN)-A stated all the licensee's 
resident agreements contained liability wavier 
language as indicated above.

No further information provided. 

TIME PERIOD FOR CORRECTION: Twenty-One 
Minnesota Department of Health
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(21) days

 01440
SS=F

144G.62 Subd. 4 Supervision of staff providing 
delegated nurs

(a) Staff who perform delegated nursing or 
therapy tasks must be supervised by an 
appropriate licensed health professional or a 
registered nurse according to the assisted living 
facility's policy where the services are being 
provided to verify that the work is being 
performed competently and to identify problems 
and solutions related to the staff person's ability 
to perform the tasks. Supervision of staff 
performing medication or treatment 
administration shall be provided by a registered 
nurse or appropriate licensed health professional 
and must include observation of the staff 
administering the medication or treatment and the
interaction with the resident.
(b) The direct supervision of staff performing 
delegated tasks must be provided within 30 
calendar days after the date on which the 
individual begins working for the facility and first 
performs the delegated tasks for residents and 
thereafter as needed based on performance. This 
requirement also applies to staff who have not 
performed delegated tasks for one year or longer.

This MN Requirement  is not met as evidenced 
by:

 01440

Based on interview and record review, the 
licensee failed to ensure a registered nurse (RN) 
conducted direct supervision of staff performing 
delegated tasks within 30 days of providing 
services for one of one unlicensed personnel 
((ULP)-B) with employee record reviewed.

This practice resulted in a level two violation (a 
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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-B had a hire date of November 23, 2021.  
ULP-B was hired to provide direct care and 
services to the licensee's residents. ULP-B's 
employee record lacked documentation of a 
registered nurse (RN) supervising ULP-B 
performing delegated tasks within 30 days of 
beginning work with the licensee. ULP-B's 
employee record lacked verification that the work 
was performed competently and to identify 
problems and solutions to address issues relating 
to ULP-B's ability to provide the services.

During interview on July 6, 2022, at 2:15 p.m. 
registered nurse (RN)-A stated that she did not 
conduct official 30-day supervisory visits with 
ULPs performing delegated tasks.   

The licensee's Supervision of Licensed and 
Unlicensed Personnel policy dated June 1, 2020, 
indicated direct supervision of unlicensed staff 
providing delegated nursing tasks, delegated 
treatments or assigned therapy tasks must be 
performed within 30 days after the person begins 
work for our agency and has been trained and 
determined competent to perform all the tasks 
assigned.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one 
Minnesota Department of Health
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 02140
SS=F

144G.83 Subd. 3 Supervising staff training

Persons providing or overseeing staff training 
must have experience and knowledge in the care 
of individuals with dementia, including:
(1) two years of work experience related to 
Alzheimer's disease or other dementias, or in 
health care, gerontology, or another related field; 
and(2) completion of training equivalent to the 
requirements in this section and successfully 
passing a skills competency or knowledge test 
required by the commissioner.

This MN Requirement  is not met as evidenced 
by:

 02140

Based on interview and record review, the 
licensee failed to designate a qualified person to 
oversee staff training in the care of individuals 
with dementia.  This had the potential to affect all 
residents, staff, and visitors.

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety), 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:

Registered nurse (RN)-A had a hire date of July 
14, 2008, and provided supervision and training 
to unlicensed personnel (ULP) in the licensee's 
assisted living with dementia care establishment.  
RN-A's employee record lacked documentation of 
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completion of an approved dementia training 
program and knowledge/competency test.

During the entrance conference on July 6, 2022, 
at approximately 10:30 a.m., RN-A stated she 
oversaw training of staff in the care of individuals 
with dementia.  

On July 6, 2022, at approximately 12:00 p.m., 
RN-A stated she had not completed an approved 
competency and knowledge test required for 
supervising staff in an assisted living facility with 
dementia care; however, RN-A stated she was 
currently working on the required training in 
dementia care needed to obtain 
competency/certification.  

No further information was provided. 

TIME PERIOD TO CORRECT: Twenty-One (21) 
days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975
Saint Paul, MN  55164-0975
651-201-4500

8042221121

Page 1
07/06/22
16:10:30

Type:

Time:
Date:

Report:

Full         Food and Beverage Establishment 
       Inspection Report

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

2306854110

Asher Haus
717 1st Street North          
Cold Spring, MN56320
Stearns County, 73

  /  /

No
Risk:

Expires on:

Announced Inspection:

ID #: 0038027

ID #:

Location:

License Categories: Operator:

Establishment Info:

Phone #:

The following orders were issued during this inspection.

7-102.11

SPRAY BOTTLE WITH YELLOW LIQUID FOUND UNDER SINK NOT LABELED.  BOTTLE WAS
LABELED DURING INSPECTION.

7-100   Toxic Labeling
** Priority 2 **

MN Rule 4626.1595   Clearly label all working containers used for storing poisonous or toxic materials from
bulk supplies such as sanitizers and cleaners, with the common name of the product.

Corrected on Site

Food and Equipment Temperatures

Temperature: 179 Degrees Fahrenheit  - Location: PASTA BAKE
Violation Issued: No

Process/Item: Hot Holding

Temperature: 165 Degrees Fahrenheit  - Location: CAULIFLOWER
Violation Issued: No

Process/Item: Hot Holding

Temperature: 171 Degrees Fahrenheit  - Location: SOUP
Violation Issued: No

Process/Item: Hot Holding

Temperature: 41 Degrees Fahrenheit  - Location: YOGURT
Violation Issued: No

Process/Item: Upright Cooler



8042221121

Page 2
07/06/22
16:10:30

Type:

Time:
Date:

Asher Haus
Report:

Full         Food and Beverage Establishment 
       Inspection Report

 Priority 1 Priority 3
0 01

Priority 2Total Orders  In This Report

I acknowledge receipt of the Minnesota Department of Health inspection report
number 8042221121 of 07/06/22.

Certified Food Protection Manager:

Certification Number: Expires:   /  /

Signed: Signed:
Establishment Representative Erin Hodgins

Public Health Sanitarian
651-201-4500

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

health.foodlodging@state.mn.us

Inspection report reviewed with person in charge and emailed.
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