m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
November 3, 2025

Licensee

River Oaks at Lake Pepin LLC
815 North High Street

Lake City, MN 55041

RE: Project Number(s) SL31884016

Dear Licensee:

On October 17, 2025, the Minnesota Department of Health completed a follow-up survey of your
facility to determine correction of orders from the survey completed on December 4, 2024. This
follow-up survey verified that the facility is n substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

T He—

Tim Hanna, Supervisor

State Engineering Services Section

Email: Tim.Hanna@state.mn.us

Telephone: 507-208-8982 Fax: 1-866-890-9290

HHH
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
August 8, 2025

Licensee

River Oaks at Lake Pepin LLC
815 North High Street

Lake City, MN 55041

RE: Project Number(s) SL31884016

Dear Licensee:

On May 20, 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 December 4, 2024. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the December 4, 2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on December 4, 2024, found not corrected at the time of the May 20, 2025,
follow-up survey and/or subject to penalty assessment are as follows:

0780-Fire Protection And Physical Environment-144g.45 Subd. 2 (a) (1) - $500.00

The details of the violations noted at the time of this follow-up survey completed on May 20, 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.

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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023
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CORRECTION ORDER RECONSIDERATION PROCESS

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

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

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.

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

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

We urge you to review these orders carefully. If you have questions, please contact Tim Hanna at
507-208-8982.

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,

m—

[ FA—

Tim Hanna, Supervisor

State Engineering Services Section

Email: Tim.Hanna@state.mn.us

Telephone: 507-208-8982 Fax: 1-866-890-9290

KKM
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FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
31884 B. WING 05/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
815 NORTH HIGH STREET
RIVER OAKS AT LAKE PEPIN LLC LAKE CITY, MN 55041
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{0 000} Initial Comments {0 000}
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER FOLLOW UP using federal software. Tag numbers have
SURVEY WITH RE-ISSUE OF ORDERS been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
SL31884016-02 far-left column entitled "ID Prefix Tag." The
state Statute number and the
On June 6, 2025, the Minnesota Department of corresponding text of the state Statute out
Health conducted a follow-up survey at the above of compliance is listed in the "Summary
provider to follow-up on orders issued pursuant to Statement of Deficiencies" column. This
a survey completed on February 24, 2025. At the column also includes the findings which
time of the survey, there were 36 residents; 36 are in violation of the state requirement
receiving services under the Assisted Living after the statement, "This Minnesota
License. As a result of the follow-up survey, the requirement is not met as evidenced by."
following orders were issued. Following the evaluators ' findings is the
Time Period for Correction.
Minnesota Department of Health is documenting
the State Correction Orders using federal PLEASE DISREGARD THE HEADING OF
software. Tag numbers have been assigned to THE FOURTH COLUMN WHICH
Minnesota State Statutes for Assisted Living STATES,"PROVIDER'S PLAN OF
Facilities. The assigned tag number appears in CORRECTION." THIS APPLIES TO
the far-left column entitled "ID Prefix Tag." The FEDERAL DEFICIENCIES ONLY. THIS
state Statute number and the corresponding text WILL APPEAR ON EACH PAGE.
of the state Statute out of compliance is listed in
the "Summary Statement of Deficiencies" THERE IS NO REQUIREMENT TO
column. This column also includes the findings SUBMIT A PLAN OF CORRECTION FOR
which are in violation of the state requirement VIOLATIONS OF MINNESOTA STATE
after the statement, "This Minnesota requirement STATUTES.
IS not met as evidenced by." Following the
evaluators ' findings is the Time Period for THE LETTER IN THE LEFT COLUMN IS
Correction. USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
PLEASE DISREGARD THE HEADING OF THE ISSUED PURSUANT TO 144G.31
FOURTH COLUMN WHICH SUBDIVISION 1-3.
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO FEDERAL
DEFICIENCIES ONLY. THIS WILL APPEAR ON
EACH PAGE.
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 YD4013 If continuation sheet 1 of 12
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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 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
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

Minnesota Department of Health
STATE FORM 6899 YD4013 If continuation sheet 2 of 12
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{0 480} | Continued From page 2 {0 480}

contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
iInstall a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

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

{0 780} 144G.45 Subd. 2 (a) (1) Fire protection and {0 780}
SS=F | physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

(1) for dwellings or sleeping units, as defined in
the State Fire Code:

Minnesota Department of Health
STATE FORM 6899 YD4013 If continuation sheet 3 of 12
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(i) provide smoke alarms in each room used for
sleeping purposes;

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

(i) provide smoke alarms on each story within a
dwelling unit, including basements, but not
iIncluding crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated,;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to keep the facility in compliance with the
Minnesota Fire Code. The deficient condition has
the ability 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) 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).

Minnesota Department of Health
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Findings include:

On desk audit with the licensed assisted living
director (LALD)-A on June 4, 2025, at 11:15 a.m.
the following deficient conditions were observed:

FIRE RATING/DOORS:

The surveyor observed that there many labeled
fire doors throughout the facility being held open
by various devices. Also, there is a window cut
into the wall into the kitchen. This window is not
fire rated. The kitchen door is fire rated and has a
closure. The basement laundry room door is not
fire rated and was propped open.

The entire facility should be reviewed by a design
professional to determine the proper separation,
fire door locations and to determine if it meets fire
code. They a

have started this process.

EMERGENCY/EXIT LIGHTS:

The surveyor observed that some of the exit
lights and emergency lights were not on and/or
did not work when push button tested or were
missing completely.

Locations missing the exit/emergency lights are
as follows: 2nd floor near stairwell, south wing
exit door.

Emergency and exit lights shall be always lit,
operate when push button tested and replaced
when not operating. Also, several locations
throughout the facility were missing the
exit/emergency lights.

SMOKE ALARMS:

Minnesota Department of Health
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{0 780} | Continued From page 5 {0 780}

The surveyor observed smoke alarms missing in
the lower level of the north connected house and
on the main level outside the resident rooms.

These smoke alarms shall be replaced with like
type alarms and shall all be interconnected.
(when one activates, they all activate)

FIRE SPRINKLER SYSTEM:

The surveyor observed during the review of the
annual fire sprinkler report from Summit Fire that
there were deficiencies listed that had not been
completed and that the 5-year internal pipe
iInspection had not been completed. Also, on tour
the surveyor observed an escutcheon missing on
a sprinkler head in resident room 51.

The noted deficiencies on the Summit Fire annual
report shall be fixed as well as the 5-year internal
iInspection and the escutcheon replaced.

LIGHTING:

The surveyor observed there was no lighting in
the south basement stairwell.

The exiting system shall be always lit.

The deficient conditions were visually verified by
the LALD-A by email.

{01060} 144G.52 Subd. 9 Emergency relocation {01060}
SS=F
(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of

Minnesota Department of Health
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another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

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

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

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

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

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

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

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

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

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

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:
Not reviewed during this survey Not reviewed during this survey

{01370} 144G.61 Subd. 2 (a) Training and evaluation of {01370}
SS=D | unlicensed personn

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided,;

(2) reports of changes in the resident's condition
to the supervisor designated by the facility;

(3) basic infection control, including blood-borne
pathogens;

(4) maintenance of a clean and safe
environment;

(5) appropriate and safe techniques in personal
hygiene and grooming, including:

(i) hair care and bathing;

(i) care of teeth, gums, and oral prosthetic
devices;

(i) care and use of hearing aids; and

(iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

(7) standby assistance techniques and how to
perform them;

(8) medication, exercise, and treatment
reminders;

(9) basic nutrition, meal preparation, food safety,
and assistance with eating;

(10) preparation of modified diets as ordered by a
licensed health professional;

(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;

(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries

Minnesota Department of Health
STATE FORM 6899 YD4013 If continuation sheet 8 of 12



PRINTED: 08/08/2025
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

R
31884 B. WING 05/20/2025

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

815 NORTH HIGH STREET
LAKE CITY, MN 55041

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

RIVER OAKS AT LAKE PEPIN LLC

{01370} | Continued From page 8 {01370}

between staff and residents and the resident's
family;

(14) procedures to use in handling various
emergency situations; and

(15) awareness of commonly used health
technology equipment and assistive devices.

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

{01380}| 144G.61 Subd. 2 (b) Training and evaluation of {01380}
SS=D | unlicensed personn

(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident status:

(2) basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

(3) reading and recording temperature, pulse,
and respirations of the resident;

(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;

(5) safe transfer techniques and ambulation;
(6) range of motioning and positioning; and

(7) administering medications or treatments as
required.

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

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=D | administration of medication

Minnesota Department of Health
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{01760} | Continued From page 9 {01760}

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

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

{01790} 144G.71 Subd. 10 Medication management for {01790}
SS=D | residents who will

(2) for unplanned time away, when the pharmacy
IS not able to provide the medications, a licensed
nurse or unlicensed personnel shall provide
medications in amounts and dosages needed for
the length of the anticipated absence, not to
exceed seven calendar days;

(3) the resident must be provided written
information on medications, including any special
iInstructions for administering or handling the
medications, including controlled substances; and
(4) the medications must be placed in a
medication container or containers appropriate to
the provider's medication system and must be
labeled with the resident's name and the dates
and times that the medications are scheduled.
(b) For unplanned time away when the licensed
nurse is not available, the registered nurse may

Minnesota Department of Health
STATE FORM 6899 YD4013 If continuation sheet 10 of 12



PRINTED: 08/08/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
31884 B. WING 05/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
815 NORTH HIGH STREET
RIVER OAKS AT LAKE PEPIN LLC
LAKE CITY, MN 55041
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{01790} | Continued From page 10 {01790}

delegate this task to unlicensed personnel if:

(1) the registered nurse has trained the
unlicensed staff and determined the unlicensed
staff is competent to follow the procedures for
giving medications to residents; and

(2) the registered nurse has developed written
procedures for the unlicensed personnel,
including any special instructions or procedures
regarding controlled substances that are
prescribed for the resident. The procedures must
address:

() the type of container or containers to be used
for the medications appropriate to the provider's
medication system;

(i) how the container or containers must be
labeled:

(i) written information about the medications to
be provided;

(iv) how the unlicensed staff must document in
the resident's record that medications have been
provided, including documenting the date the
medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;

(V) how the registered nurse shall be notified that
medications have been provided and whether the
registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;

(vi) a review by the registered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and

(vil) how the unlicensed personnel must
document in the resident's record any unused
medications that are returned to the facility,
including the name of each medication and the

Minnesota Department of Health
STATE FORM 6899 YD4013 If continuation sheet 11 of 12



PRINTED: 08/08/2025
FORM APPROVED
Minnesota Department of Health

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

R
31884 B. WING 05/20/2025

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

815 NORTH HIGH STREET
LAKE CITY, MN 55041

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

RIVER OAKS AT LAKE PEPIN LLC

{01790} | Continued From page 11 {01790}

doses of each returned medication.

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

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

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey Not reviewed during this survey
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
March 28, 2025

Licensee

River Oaks At Lake Pepin LLC
815 North High Street

Lake City, MN 55041

RE: Project Number(s) SL31884016
Dear Licensee:

On February 24, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of
yvour facility to determine correction of orders found on the survey completed on December 4, 2024.
This follow-up survey determined your facility had not corrected all of the state correction orders
iIssued pursuant to the December 4, 2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on December 4, 2024, found not corrected at the time of the February 24,
2025, follow-up survey and/or subject to penalty assessment are as follows:

0780 - Fire Protection And Physical Environment - 144g.45 Subd. 2 (a) (1) - $500.00

The details of the violations noted at the time of this follow-up survey completed on February 24,
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.

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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

IMPOSITION OF FINES:
Level 1: no fines or enforcement.
Level 2: a fine of S500 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: 8GKP Revised 04/14/2023



River Oaks At Lake Pepin LLC
March 28, 2025
Page 2

§144G.20.

CORRECTION ORDER RECONSIDERATION PROCESS

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

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

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.

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

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

We urge you to review these orders carefully. If you have questions, please contact Tim Hanna at
507-208-8982.

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,

rr——

= p—

Tim Hanna, Supervisor
State Engineering Services Section
Health Regulation Division

Email: Tim.Hanna@state.mn.us
Telephone: 507-208-8982 Fax: 1-866-890-9290

JMD
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{0 000} Initial Comments {0 000}
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER FOLLOW UP using federal software. Tag numbers have
SURVEY WITH RE-ISSUE OF ORDERS been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
SL#31884016-1 far-left column entitled "ID Prefix Tag." The
state Statute number and the
On February 24, 2025, the Minnesota corresponding text of the state Statute out
Department of Health conducted a follow-up of compliance is listed in the "Summary
survey at the above provider to follow-up on Statement of Deficiencies" column. This
orders issued pursuant to a survey completed on column also includes the findings which
December 4, 2024. At the time of the survey, are in violation of the state requirement
there were 36 residents; 36 receiving services after the statement, "This Minnesota
under the Assisted Living License. As a result of requirement is not met as evidenced by."
the follow-up survey, the following orders were Following the evaluators ' findings is the
reissued. 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 APLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

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

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

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

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
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

Minnesota Department of Health
STATE FORM 6899 YD4012 If continuation sheet 2 of 11
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:
No further action needed

{0 780} 144G.45 Subd. 2 (a) (1) Fire protection and {0 780}
SS=F | physical environment

for dwellings or sleeping units, as defined in the
State Fire Code:

(i) provide smoke alarms in each room used for
sleeping purposes;

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

(i) provide smoke alarms on each story within a
dwelling unit, including basements, but not
iIncluding crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing

Minnesota Department of Health
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{0 780} | Continued From page 3 {0 780}
buildings may be battery operated;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to keep the facility in compliance with the
Minnesota Fire Code. The deficient condition has
the ability 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).

Findings include:

On facility tour with the licensed assisted living
director (LALD)-A and maintenance (M)-E on
February 24, 2025, between 11:30 a.m. and
12:30 p.m. the following deficient conditions were
observed:

FIRE RATING/DOORS:

The surveyor observed that there many labeled
fire doors throughout the facility being held open
by various devices. Also, there is a window cut
into the wall into the kitchen. This window is not
fire rated. The kitchen door is fire rated and has a
closure. The basement laundry room door is not
fire rated and was propped open.

Minnesota Department of Health
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{0 780} | Continued From page 4 {0 780}

The surveyor explained to the LALD-A and M-E
that the entire facility should be reviewed by a
design professional to determine the proper
separation, fire door locations and to determine if
it meets fire code.

SMOKE ALARMS:

The surveyor observed smoke alarms missing in
the lower level of the north connected house and
on the main level outside the resident rooms.

The surveyor explained to the LALD-A and M-E
that these smoke alarms shall be replaced with
like type alarms and shall all be interconnected.
(when one activates, they all activate)

LIGHTING:

The surveyor observed there was no lighting in
the south basement stairwell.

The surveyor explained to the LALD-A and M-E
that the exiting system shall be always lit.

The deficient conditions were visually verified by
the LALD-A and M-E accompanying on the tour.

{01060} 144G.52 Subd. 9 Emergency relocation {01060}
SS=F
(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.
(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,

Minnesota Department of Health
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at a minimum:

(1) the reason for the relocation;

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

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

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

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

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

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

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

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

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

This MN Requirement is not met as evidenced
by:
No further action needed

Minnesota Department of Health
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{01370} 144G.61 Subd. 2 (a) Training and evaluation of {01370}
SS=D | unlicensed personn

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;

(2) reports of changes in the resident's condition
to the supervisor designated by the facility;

(3) basic infection control, including blood-borne
pathogens;

(4) maintenance of a clean and safe
environment;

(5) appropriate and safe technigues in personal
hygiene and grooming, including:

(1) hair care and bathing;

(i) care of teeth, gums, and oral prosthetic
devices;

(i) care and use of hearing aids; and

(iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

(7) standby assistance techniques and how to
perform them;

(8) medication, exercise, and treatment
reminders;

(9) basic nutrition, meal preparation, food safety,
and assistance with eating;

(10) preparation of modified diets as ordered by a
licensed health professional;

(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;

(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident'’s
family;

(14) procedures to use in handling various
emergency situations; and

Minnesota Department of Health
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{01370} | Continued From page 7 {01370}

(15) awareness of commonly used health
technology equipment and assistive devices.

This MN Requirement is not met as evidenced
by:
No further action needed

{01380} 144G.61 Subd. 2 (b) Training and evaluation of {01380}
SS=D | unlicensed personn

(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident status:

(2) basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

(3) reading and recording temperature, pulse,
and respirations of the resident;

(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;

(5) safe transfer techniques and ambulation;
(6) range of motioning and positioning; and

(7) administering medications or treatments as
required.

This MN Requirement is not met as evidenced
by:
No further action needed

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident’'s record. The documentation must
include the signature and title of the person who

Minnesota Department of Health
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administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:
No further action needed

{01790} 144G.71 Subd. 10 Medication management for {01790}
SS=D | residents who will

(2) for unplanned time away, when the pharmacy
IS not able to provide the medications, a licensed
nurse or unlicensed personnel shall provide
medications in amounts and dosages needed for
the length of the anticipated absence, not to
exceed seven calendar days;

(3) the resident must be provided written
information on medications, including any special
iInstructions for administering or handling the
medications, including controlled substances; and
(4) the medications must be placed in a
medication container or containers appropriate to
the provider's medication system and must be
labeled with the resident's name and the dates
and times that the medications are scheduled.
(b) For unplanned time away when the licensed
nurse is not available, the registered nurse may
delegate this task to unlicensed personnel if:

(1) the registered nurse has trained the
unlicensed staff and determined the unlicensed
staff is competent to follow the procedures for

Minnesota Department of Health
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giving medications to residents; and

(2) the registered nurse has developed written
procedures for the unlicensed personnel,
iIncluding any special instructions or procedures
regarding controlled substances that are
prescribed for the resident. The procedures must
address:

(i) the type of container or containers to be used
for the medications appropriate to the provider's
medication system;

(i) how the container or containers must be
labeled;

(i) written information about the medications to
be provided;

(iv) how the unlicensed staff must document in
the resident's record that medications have been
provided, including documenting the date the
medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;

(v) how the registered nurse shall be notified that
medications have been provided and whether the
registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;

(vi) a review by the registered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and

(vi) how the unlicensed personnel must
document in the resident's record any unused
medications that are returned to the facility,
iIncluding the name of each medication and the
doses of each returned medication.

This MN Requirement is not met as evidenced
by:

No further action needed

Minnesota Department of Health
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{01910} 144G.71 Subd. 22 Disposition of medications {01910}
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,
guantity, 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:
No further action needed
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
January 27, 2025

Licensee

River Oaks At Lake Pepin LLC
815 North High Street

Lake City, MN 55041

RE: Project Number(s) SL31884016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on December 4, 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.

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 assighed tag number appears in the far left column entitled "ID Prefix
ag." The state statute number and the corresponding text of the state statute out of compliance are
listed in the "Summary Statement of Deficiencies" column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . . ."

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

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

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

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

e I|dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021



River Oaks At Lake Pepin LLC
January 27, 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

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,
C YIS —~—

Jodi Johnson, Supervisor

State Evaluation Team

Email: jodi.johnson@state.mn.us

Telephone: 507-344-2730 Fax: 1-866-890-9290

JMD
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In accordance with Minnesota Statutes, section been assigned to Minnesota State
144G.08 to 144G.95, these correction orders are Statutes for Assisted Living Facilities. The
Issued pursuant to a survey. assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
Determination of whether violations are corrected state Statute number and the
requires compliance with all requirements corresponding text of the state Statute out
provided at the Statute number indicated below. of compliance is listed in the "Summary
When Minnesota Statute contains several items, Statement of Deficiencies" column. This
failure to comply with any of the items will be column also includes the findings which
considered lack of compliance. are in violation of the state requirement
after the statement, "This Minnesota
INITIAL COMMENTS: requirement is not met as evidenced by."
Following the evaluators ' findings is the
SL31884016-0 Time Period for Correction.
On December 2, 2024, through December 4, PLEASE DISREGARD THE HEADING OF
2024, the Minnesota Department of Health THE FOURTH COLUMN WHICH
conducted a full survey at the above provider. At STATES,"PROVIDER'S PLAN OF
the time of the survey, there were 36 residents; CORRECTION." THIS APPLIES TO
36 receiving services under the Assisted Living FEDERAL DEFICIENCIES ONLY. THIS
Facility license. 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 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services
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0480 | Continued From page 1 0 480

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
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

Minnesota Department of Health
STATE FORM 6899 YD4011 If continuation sheet 2 of 25
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated December 4, 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

Minnesota Department of Health
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to the FBEIR for any compliance dates.

0 780| 144G.45 Subd. 2 (a) (1) Fire protection and 0 780
SS=F | physical environment

for dwellings or sleeping units, as defined in the
State Fire Code:

(i) provide smoke alarms in each room used for
sleeping purposes;

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

(i) provide smoke alarms on each story within a
dwelling unit, including basements, but not
Including crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(V) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to keep the facility in compliance with the
Minnesota Fire Code. The deficient condition has
the ability 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

Minnesota Department of Health
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safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

Findings include:

On facility tour with the licensed assisted living
director (LALD)-A and maintenance (M)-E on
December 4, 2024, between 7:45 a.m. and 11:15
a.m. the following deficient conditions were
observed:

FIRE RATING/DOORS:

The surveyor observed that there many labeled
fire doors throughout the facility being held open
by various devices. Also, there is a window cut
into the wall into the kitchen. This window is not
fire rated. The kitchen door is fire rated and has a
closure. The basement laundry room door is not
fire rated and was propped open.

The surveyor explained to the LALD-A and M-E
that the entire facility should be reviewed by a
design professional to determine the proper
separation, fire door locations and to determine if
it meets fire code.

EMERGENCY/EXIT LIGHTS:

The surveyor observed that some of the exit
lights and emergency lights were not on and/or
did not work when push button tested or were
missing completely.

Locations missing the exit/emergency lights are

Minnesota Department of Health
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as follows: 2nd floor near stairwell, south wing
exit door.

The surveyor explained to the LALD-A and M-E
that the emergency and exit lights shall be always
lit, operate when push button tested and replaced
when not operating. Also, several locations
throughout the facility were missing the
exit/emergency lights.

EXTENSION CORDS:

The surveyor observed and extension cord being
used as permanent wiring throughout the facility,
many routed through doors, walls and ceilings.

Locations of extension cords are as follows: white
cord to copier routed through fire door north
breezeway, basement maintenance room had a
white cord to a refrigerator and coffee maker,
orange cord to a floor lamp, orange cord routed
through the floor to the jacuzzi tub on the 1st
floor, dining room in the basement had two white
cords routed through the ceiling to lights above
the serving counters, white cord through the
closed door to an outside camera lights south exit
door from basement, brown cord through the wall
and ceiling to a TV in the basement and a orange
and brown cord in the 1st floor med room.

The surveyor explained to the LALD-A and M-E
that extension cords shall not be used for
permanent wiring and shall not run through
doors/walls etc.

SMOKE ALARMS:

The surveyor observed smoke alarms missing in
the lower level of the north connected house and
on the main level outside the resident rooms.

Minnesota Department of Health
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The surveyor explained to the LALD-A and M-E
that these smoke alarms shall be replaced with
like type alarms and shall all be interconnected.
(when one activates, they all activate)

FIRE SPRINKLER SYSTEM:

The surveyor observed during the review of the
annual fire sprinkler report from Summit Fire that
there were deficiencies listed that had not been
completed and that the 5-year internal pipe
iInspection had not been completed. Also, on tour
the surveyor observed an escutcheon missing on
a sprinkler head in resident room 51.

The surveyor explained to the LALD-A and M-E
that noted deficiencies on the Summit Fire annual

report shall be fixed as well as the 5-year internal
iInspection and the escutcheon replaced.

COMBUSTIBLE STORAGE:

The surveyor observed combustible storage too
close to the boiler and gas water heater in the
boiler room SW side of the basement.

The surveyor explained to the LALD-A and M-E

that clearances between equipment and storage
shall be at least 36 inches, or as required by the
manufacturer, whichever is greater.

ELECTRICAL:

The surveyor observed and open electrical box
with a receptacle hanging out of it in the
basement maintenance room in the ceiling. Also,
there were covers missing from two receptacles
at the ceiling level just inside the front door.

Minnesota Department of Health
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The surveyor explained to the LALD-A and M-E
that all electrical boxes shall have a cover
iInstalled and the receptacles shall be mounted
according to the electrical code.

DRYER VENT:

The surveyor observed that the dryer vent was
disconnected from the dryer in the basement.

The surveyor explained to the LALD-A and M-E
that the dryer vent shall be connected when in
use.

LOCKING:

The surveyor observed a non-approved lock on
the main front door.

The surveyor explained to the LALD-A and M-E
that the locking device shall be removed and that
the door shall be readily openable from the
egress side without the use of a key or special
knowledge or effort.

CORRIDOR WIDTH/BLOCKED:

The surveyor observed a piano, wheelchair and
other combustible materials in the corridor and
stairwell, south end of the basement. The

wheelchair and piano were impeding the exit
width.

The surveyor explained to the LALD-A and M-E
that the corridor width shall be maintained
throughout the egress system and that no storage
IS allowed in the stairwell.

LIGHTING:

Minnesota Department of Health
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The surveyor observed there was no lighting in
the south basement stairwell.

The surveyor explained to the LALD-A and M-E
that the exiting system shall be always lit.

The deficient conditions were visually verified by
the LALD-A and M-E accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

g1SO6F0 144G.52 Subd. 9 Emergency relocation 01060
(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

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

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

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

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

Minnesota Department of Health
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information for the agency to which the resident
may submit an appeal.

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

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

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

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a written notice with the
required content for an emergency relocation for
one of one resident (R3).

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 iIssued 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:

R3 began receiving assisted living services on
May 16, 2024, with diagnoses of anxiety,
depression, and hypertension.

Minnesota Department of Health
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R3's Attachment D: Service Agreement dated
October 31, 2024, indicated R3 received
assistance to empty catheter bag, manage
self-injurious behavior, and medication
administration.

R3's Progress Notes dated October 4, 2024, at
11:18 a.m., indicated R3 left the facility for
emergency department via ambulance for
complaints of dizziness, weakness, and pain at
the catheter insertion site. Progress Notes dated
October 4, 2024, at 4:01 p.m., identified R3 had
been admitted to the hospital for urinary retention,
urinary tract infection, syncope (fainting),
hypotension (low blood pressure), and acute
renal failure (decrease in kidney function). R3's
Progress Notes dated October 23, 2024, at 11:00
a.m., (identified as a late entry for October 22,
2024, at 10:30 a.m.) identified R3 had discharged
from hospital and returned to the facility.

R3's record lacked a written notice that
contained, at a minimum:

- the reason for the relocation.

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

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

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

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

Minnesota Department of Health
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On December 4, 2024, at 8:00 a.m., clinical nurse
supervisor (CNS)-B stated she had notified the
Office of Ombudsmen for Long-Term Care
(OOLTC) of R3's hospitalization but no written
notice had been provided to R3. CNS-B stated
she was not aware of the emergency relocation
regulation.

No further information was provided.

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

01370, 144G.61 Subd. 2 (a) Training and evaluation of 01370
SS=D | unlicensed personn

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;

(2) reports of changes in the resident's condition
to the supervisor designated by the facility;

(3) basic infection control, including blood-borne
pathogens;

(4) maintenance of a clean and safe
environment;

(5) appropriate and safe technigues in personal
hygiene and grooming, including:

(1) hair care and bathing;

(i) care of teeth, gums, and oral prosthetic
devices;

(i) care and use of hearing aids; and

(iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

(7) standby assistance techniques and how to
perform them;

(8) medication, exercise, and treatment
reminders;

Minnesota Department of Health
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(9) basic nutrition, meal preparation, food safety,
and assistance with eating;

(10) preparation of modified diets as ordered by a
licensed health professional;

(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;

(12) awareness of confidentiality and privacy;

(13) understanding appropriate boundaries
between staff and residents and the resident's
family;

(14) procedures to use in handling various
emergency situations; and

(15) awareness of commonly used health
technology equipment and assistive devices.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure training and competency
evaluations were completed as required prior to
providing direct care for one of two employees
(unlicensed personnel (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, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

ULP-F was hired on July 14, 2022, to provide
direct care services to residents at the assisted
living.

Minnesota Department of Health
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ULP-F's record lacked evidence the following
competencies had been completed prior to
providing direct cares:

- documentation requirements for all services
provided;

- reports of changes in the resident’'s condition to
the supervisor designated by the facility;

- training on the prevention of falls;

- basic nutrition, meal preparation, food safety,
and assistance with eating;

- preparation of modified diets as ordered by a
licensed health professional;

- communication skills that include preserving the
dignity of the resident and showing respect for the
resident and the resident's preferences, cultural
background, and family.

On December 4, 2024, at 2:39 p.m., vice
president of operations (VPO)-G stated the above
topics were lacking from ULP-F's employee file.
VPO-G stated the required courses had not been
assigned to ULP-F.

The licensee's Assisted Living Orientation-ULP
Staff policy dated as reviewed/revised June 1,
2023, identified in addition to training all staff
receive, ULP who are not a registered nursing
assistant would receive additional training with a
written or oral competency test on the above
missing topics.

No further information was provided.

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

01380| 144G.61 Subd. 2 (b) Training and evaluation of 01380
SS=D | unlicensed personn
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(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident status;

(2) basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

(3) reading and recording temperature, pulse,
and respirations of the resident;

(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;

(5) safe transfer techniques and ambulation;
(6) range of motioning and positioning; and

(7) administering medications or treatments as
required.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure training and competency
evaluations were completed as required prior to
providing direct care for one of two employees
(unlicensed personnel (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, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

ULP-F was hired on July 14, 2022, to provide

Minnesota Department of Health
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direct care services to residents at the assisted
living.

ULP-F's employee record lacked evidence of
training to include the following required content:
- observing, reporting, and documenting resident
status;

- basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel; and

- recognizing physical, emotional, cognitive, and
developmental needs of the resident.

On December 4, 2024, at 2:39 p.m., vice
president of operations (VPO)-G stated the above
topics were lacking from ULP-F's employee file.
VPO-G stated the required courses had not been
assigned to ULP-F.

The licensee's Assisted Living Orientation-ULP
Staff policy dated as reviewed/revised June 1,
2023, identified in addition to training all staff
receive, ULP who are not a registered nursing
assistant would receive additional training with a
written or oral competency test on the above
missing topics.

No further information was provided.

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

01760] 144G.71 Subd. 8 Documentation of 01760
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident’'s record. The documentation must

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were administered correctly by one of two staff
(unlicensed personnel (ULP)-C) observed during
medication administration.

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

The findings include:

R2's diagnoses included schizoaffective disorder
bipolar type (mental health condition with
episodes of extreme highs and extreme lows),
fioromyalgia (widespread musculoskeletal pain,
fatigue, and sleep disturbances), and chronic
pain.

R2's Attachment D: Service Agreement dated
Minnesota Department of Health
STATE FORM 6899 YD4011 If continuation sheet 17 of 25



PRINTED: 01/27/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: , COMPLETED
A. BUILDING:
31884 B. WING 12/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
815 NORTH HIGH STREET
RIVER OAKS AT LAKE PEPIN LLC
LAKE CITY, MN 55041
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
01760 | Continued From page 17 01760
August 1, 2024, included medication
management.

R2's prescriber orders dated August 14, 2024,
iIncluded an order for diclofenac (Voltaren) gel 1%
(topical nonsteroidal anti-inflammatory drug)
apply 4 grams topically to neck, shoulders, back,
and knees three times daily for pain.

R2's medication administration record (MAR)
dated December 1, 2024, through December 2,
2024, included diclofenac gel 1%, apply 4 grams
to neck, shoulders, back and knees three times
daily for pain.

On December 3, 2024, at 12:37 p.m., the
surveyor observed ULP-C prepare and administer
medications to R2. ULP-C reviewed R2's MAR,
sanitized hands, donned clean gloves, and placed
a pea sized amount of R2's diclofenac 1% gel to
her gloved hand. ULP-C applied the gelto R2's
bilateral knees. ULP-C did not measure the
amount of diclofenac gel applied. Following the
application of the gel, ULP-C removed gloves,
sanitized hands, and documented the diclofenac
1% gel administration. When interviewed at this
time, ULP-C stated she thought a pea sized
amount of gel was 4 grams and was unaware of
the measuring device to be utilized when
measuring the amount of gel to administer.

On December 3, 2024, at 2:30 p.m., clinical nurse
supervisor (CNS)-B stated staff were taught and
iInstructed to use the measuring device that
comes with the diclofenac gel for an accurate
measurement of the medication.

The Voltaren (diclofenac) gel instructions for use
dated revised May 2016, identified to use the
dosing card to correctly measure each dose.
Minnesota Department of Health
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Place the dosing card on a flat surface so that
you can read the print. Squeeze the gel onto the
dosing card evenly, up to the 4 gram line (a 4.5-
inch length of gel). Make sure that the gel covers
the 4 gram area of the doing card. After using
the dosing card, hold end with fingertips, rinse
and dry. Store the dosing card until next use.

The licensee's Administration of Medication,
Treatment and Therapy by Unlicensed Personnel
policy dated June 20, 2023, noted:
g. Medications, treatment, and therapy always
need to be administered according to the "6
Rights":

v. Right dose (how many milligrams, drops,
etc.)

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01790, 144G.71 Subd. 10 Medication management for 01790
SS=D | residents who will

(2) for unplanned time away, when the pharmacy
IS not able to provide the medications, a licensed
nurse or unlicensed personnel shall provide
medications in amounts and dosages needed for
the length of the anticipated absence, not to
exceed seven calendar days;

(3) the resident must be provided written
information on medications, including any special
iInstructions for administering or handling the
medications, including controlled substances; and
(4) the medications must be placed in a
medication container or containers appropriate to
the provider's medication system and must be
labeled with the resident's name and the dates

Minnesota Department of Health
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and times that the medications are scheduled.
(b) For unplanned time away when the licensed
nurse is not available, the registered nurse may
delegate this task to unlicensed personnel if:

(1) the registered nurse has trained the
unlicensed staff and determined the unlicensed
staff is competent to follow the procedures for
giving medications to residents; and

(2) the registered nurse has developed written
procedures for the unlicensed personnel,
including any special instructions or procedures
regarding controlled substances that are
prescribed for the resident. The procedures must
address:

(i) the type of container or containers to be used
for the medications appropriate to the provider's
medication system;

(i) how the container or containers must be
labeled:

(i) written information about the medications to
be provided;

(iv) how the unlicensed staff must document in
the resident's record that medications have been
provided, including documenting the date the
medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;

(V) how the registered nurse shall be notified that
medications have been provided and whether the
registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;

(vi) a review by the reqgistered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and

(vi) how the unlicensed personnel must

Minnesota Department of Health
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document in the resident's record any unused
medications that are returned to the facility,
including the name of each medication and the
doses of each returned medication.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) trained and ensured competency for two of
two employees (unlicensed personnel (ULP)-C,
ULP-F) providing medications for residents with
unplanned time away from home when the
licensed nurse was not available.

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

The findings included:

ULP-C was hired on June 11, 2024, to provide
direct care services to residents at the assisted
living.

ULP-F was hired on July 14, 2022, to provide
direct care services to residents at the assisted
living.

ULP-C and ULP-F's employee record lacked
documentation of competencies for providing
medications to residents with medication
management who have unplanned time away
from home.
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On December 4, 2024, at 2:45 p.m., clinical nurse
supervisor (CNS)-B stated ULP-C and ULP-F
were trained to administer medications and would
encounter times when they would need to get
medications ready for a resident to take with them
for unplanned time away from home. CNS-B
stated the nurse did not checkmark the
competency for unplanned time away indicating
ULP-C and ULP-F's employee record lacked the
above required competency.

The licensee's Training Unlicensed Personnel for
Medication, Treatment and Therapy
Administration policy dated June 20, 2023, noted
before the registered nurse (RN) delegates the
task of medication administration, the RN would
iInstruct and competency test the unlicensed
personnel to competently administer each type of
service they are assigned in the staff person's
personnel record.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910] 144G.71 Subd. 22 Disposition of medications 01910
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
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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:

Based on interview and record review, the
licensee failed to document in the resident's
record the disposition of the medication including
the prescription numbers as applicable, for one of
one discharged resident (R4).

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

The findings include:

The licensee's discharged or deceased resident
roster dated December 2, 2024, indicated R4
discharged on November 25, 2024, to another
facility.

R4's Attachment D: Service Agreement dated July
26, 2024, indicated R4 received assistance with
medication administration.
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R4's Orders for Discharge/Release of
Medications (identified as the form used for the
disposition of medications) dated November 25,
2024 . included lines that identified the medication
name/strength, amount remaining, a nurse
signature line, a staff signature line, and R3's
signature as the accepting person. The
document did not include the prescription
numbers for the prescriptions as applicable.

- The following medications were listed without a
prescription number: metformin (diabetes),
atorvastatin (for cholesterol), Eliquis (blood
thinner), Jardiance (diabetes), lisinopril (blood
pressure) spironolactone (fluid retention), and
torsemide (fluid retention).

On December 2, 2024, at 2:30 p.m., clinical nurse
supervisor (CNS)-B stated R4's disposition of
medications lacked prescription numbers and
should have been documented on the form in the
designated area.

The licensee's Disposition or Disposal of
Medication policy dated June 20, 2023, identified
a resident's current medications that are secured
or stored by our facility would be given to the
resident or the resident's representative when the
resident's medication management services are
terminated. The policy identified staff would
document in the resident's record the name of the
person to whom the medications were given, the
time and date, the name of each medication and
the amount of medication remaining. The policy
did not direct to include the the prescription
number as required.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
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Minnesota Department of Health
Food Pools and Lodging Services Section
625 Robert St N

DEPARTMENT St. Paul
OF HEALTH 651-201-4500
iype bl Food and Beverage Establishment b
Date: 12/04/24 _
Time:  13:21:55 Inspection Report
Report: 7962241183
— Location: — Establishment Info:
River Oaks At Lake Pepin Llc ID #: 0038182
815 North High Street Risk:
Lake City, MN55041 Announced Inspection: No
Wabasha County, 79

— License Categories: — Operator:

. Phone #: 63513452713
Expireson: / / D #-

The violations listed 1n this report include any previously 1ssued orders and deficiencies 1dentified
during this inspection. Compliance dates are shown for each item.

The following orders were 1ssued during this inspection.

3-S00A Microbial Control: cooling
3-501.15A4 ** Priority 2 **

MN Rule 4626.0390A Cool food by: 1) placing the food 1n shallow pans; 2) separating the food into smaller
portions 3) using rapid cooling equipment; 4) stirring the food 1n a container placed in an ice water bath; 5) using
containers that facilitate heat transfer; 6) adding ice as an ingredient; or other effective methods.

HEAVY CONDENSATION ON INSIDE OF LID OF CONTAINER DATED 12/3, USE ABOVE METHODS
TO COOL, METAL FOR COOLING, PLASTIC FOR STORING

Comply By: 12/04/24

S5-200C Plumbing: Maintenance, fixture location
5-205.11AB ** Priority 2 **

MN Rule 4626.1110AB The handwashing sink must be accessible at all times for employee use, and must be
used only for handwashing.

HAND WASH SINK HAS EYE WASHING STATION ATTACHED TO FAUCET, REMOVE
Comply By: 12/04/24

S-200C Plumbing: Maintenance, fixture location
5-205.13 ** Priority 2 **

MN Rule 4626.1120 Inspect, test and maintain water treatment and backtlow prevention devices according to
the manufacturer's instructions and as necessary to prevent device failure. The person 1n charge must maintain
records of inspection and service of water treatment and backflow prevention devices.

WATER FILTER FOR ICE MAKING MACHINE NO VISIBLE DATE OF INSTALLATION
Comply By: 12/04/24



Type:  Full Food and Beverage Establishment Fage &
Date: 12/04/24

Time:  13:21:55 Inspection Report

Report: 7962241183
River Oaks At Lake Pepin Lic

2-400 Hygenic Practices
2-402.11

MN Rule 4626.0115 Food employees must wear an effective hair restraint, such as a hat, hair covering or hair
net, a beard restraint and clothing to keep hair from contacting exposed food, clean equipment, utensils, linens,
and unwrapped single-service or single-use articles.

NO FACIAL HAIR NETS, CORRECTED DURING INSPECTION
Comply By: 12/04/24

Surface and Equipment Sanitizers

Chlorine: = 50ppm at Degrees Fahrenheit
Location: dish washing machine
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Serving Line Hot
Temperature: 196 Degrees Fahrenheit - Location: potato
Violation Issued: No

Process/Item: Serving Line Hot
Temperature: 176 Degrees Fahrenheit - Location: meatloaf
Violation Issued: No

Process/Item: Serving Line Hot
Temperature: 159 Degrees Fahrenheit - Location: beans
Violation Issued: No

Process/Item: Upright Cooler
Temperature: 38 Degrees Fahrenheit - Location: hard boiled egg
Violation Issued: No

Process/Item: Upright Cooler
Temperature: 41 Degrees Fahrenheit - Location: pumpkin
Violation Issued: No

Process/Item: Upright Cooler
Temperature: 38 Degrees Fahrenheit - Location: soup cooled yesterday, heavy condensation on inside of lid

Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
0 3 1

Establishment Info:

12-4-24

Observed:

Floor: bare concrete, missing cove base, rubber cove base 1n refrigeration/food prep/dish washing areas
Ceiling: missing ceiling tiles in dish room, to left of kitchen hood

Wall: piece of wall missing under hand wash sink

Discuss finishes with inspector before correcting



Type:  Full Food and Beverage Establishment Fage 3
Date: 12/04/24

Time:  13:21:55 Inspection Report

Report: 7962241183
River Oaks At Lake Pepin Lic

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 7962241183 of 12/04/24.

Certified Food Protection ManagerSamuel Ver Douw-Gustine

Certification Number: _FM124146 Expires: _03/16/27

Inspection report reviewed with person in charge and emailed.

Signed: Signed: ‘ < ;7’ W

Samuel Ver Douw-Gustine Heather Flueger

Food Service Director Public Health Sanitarian
Rochester District Office
507-208-3096

heather flueger(@state.mn.us




