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August 29, 2025

Licensee
Comfort Care Plus LLC
7420 Brunswick Avenue North
Brooklyn Park, MN 55443

RE: Project Number(s) SL41038015

Dear Licensee:

This is your official  notice that you have been granted your assisted living facility  license.  Your
license effective and expiration dates remain the same as on your provisional license. Your updated
status will be listed on the license certificate at renewal and this letter serves as proof in the
meantime. If you have not received a letter from us with information regarding renewing your license
within 60 days prior to your expiration date, please contact us at (651) 201-5273 or by email at
Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on July 8, 2025, for the purpose
assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

The Department of Health concludes the licensee is in substantial compliance. State law requires the
facility must take action to correct the state correction orders and document the actions taken to
comply in the facility's records. The Department reserves the right to return to the facility at any time
should the Department receive a complaint or deem it necessary to ensure the health, safety, and
welfare of residents in your care.

STATE CORRECTION  ORDERS
The enclosed State Form documents the state correction orders. The Department of Health
documents state correction orders using federal software. Tag numbers are assigned to Minnesota
state statutes for Home Care Providers. The assigned tag number appears in the far left column
entitled "ID Prefix Tag." The state statute number and the corresponding text of the state statute out
of compliance are listed in the "Summary Statement of Deficiencies" column. This column also
includes the findings that are in violation of the state statute after the statement, "This MN
Requirement is not met as evidenced by . . ."

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:
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Level 1: no fines or enforcement;
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in

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

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

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

§ 144G.20.

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

St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection  And Physical  Environment  - $500.00

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

The correction order documentation should include the following:

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

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

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

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

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

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
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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 MDH within 15 business days of the correction order
receipt date. The request must contain a brief and plain statement describing each matter or issue
contested and any new information you believe constitutes a defense or mitigating factor.

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

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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa . Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,

Casey DeVries, Supervisor
State Evaluation Team
Email: Casey.DeVries@state.mn.us
Telephone: 651-201-5917 Fax: 1-866-890-9290

KKM
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***ATTENTION***

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:

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

SL41038015-0

On July 7, 2025, through July 8, 2025, the
Minnesota Department of Health conducted a full
survey at the above provider and the following
correction orders are issued. At the time of the
survey, there were two residents; two receiving
services under the Provisional Assisted Living
Facility license.

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

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

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

0 110 144G.10 Subdivision 1a Assisted living director
SS=C license required

0 110

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

STATE FORM 6899 ZBTV11 If continuation sheet 1 of 28
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0 110 Continued From page 1

Each assisted living facility must employ an
assisted living director who is licensed or
permitted by the Board of Executives for Long
Term Services and Supports and affiliated as the
director of record with the board.

0 110

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the licensed
assisted living director (LALD) was listed as the
director of record for the licensee. This had the
potential to affect all the licensee's residents,
staff, and visitors.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

These findings include:

The licensee's Staff List indicated LALD-D was
hired on February 8, 2025.

On July 7, 2025, at 9:56 a.m., the surveyor
observed the Board of Executives for Long-Term
Services and Supports (BELTSS) website which
indicated the licensee lacked an affiliated LALD.

On July 7, 2025, at 9:57 a.m., owner (O)-E stated
LALD-D was their current LALD. O-E stated they
were unaware the LALD was required to be
affiliated with the licensee. O-E questioned if

Minnesota Department of Health
STATE FORM 6899 ZBTV11 If continuation sheet 2 of 28
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there was an affiliation website for their nurse as
well. The surveyor explained the LALD was the
only licensed staff member who required
affiliation.

0 110

On July 8, 2025, at 12:30 p.m., LALD-D stated
they were the current LALD; they were aware
they were required to be affiliated on the BELTSS
website and would do so immediately.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

0 470 144G.41 Subdivision 1 Minimum requirements
SS=F

(11) develop and implement a staffing plan for
determining its staffing level that:
(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached
building, or on a contiguous campus with the

0 470

Minnesota Department of Health
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facility in order to respond within a reasonable
amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

0 470

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to post a current staff
schedule which had the potential to affect all staff,
residents, and volunteers.

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

The findings include:

On July 7, 2025, at 9:45 a.m., the surveyor
observed the licensee's postings in the main
commons area between the kitchen and living
room. The surveyor observed there was not a
staff schedule posted.

On July 8, 2025, at 9:49 a.m., owner (O)-E stated
the staff schedule was posted downstairs in the
office which was not accessible to residents or
visitors. The surveyor observed O-E move the
staff schedule upstairs along with their other
postings.

On July 8, 2025, at 12:30 p.m., licensed assisted
Minnesota Department of Health
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living director (LALD)-D and clinical nurse
supervisor (CNS)-A both stated the staff schedule
was posted upstairs along with their other
postings but someone must have moved it
downstairs to the office space.

0 470

The licensee's 4.06 Staffing & Scheduling policy
dated May 26, 2025, indicated, "4. The daily work
schedule must be posted, after redacting
direct-care staff members' resident assignments,
at the beginning of each work shift in a central
location in each building of a facility or campus,
accessible to staff, residents, volunteers, and the
public. The facility shall not disclose any
information that is protected by law from public
disclosure."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 480

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

Minnesota Department of Health
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(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;
(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;
(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;
(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;
(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

0 480

Minnesota Department of Health
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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 had the potential to affect all
residents of the assisted living facility.

0 480

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

The findings include:

Please refer to the included document titled, Food
and Beverage Establishment Inspection Report
(FBEIR) dated July 7, 2025, for the specific
Minnesota Food Code deficiencies. The
Inspection Report was provided to the licensee
on July 7, 2025.

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

0 550 144G.41 Subd. 7 Resident grievances; reporting 0 550
SS=F maltreatment

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
information for the Office of Ombudsman for

Minnesota Department of Health
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Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
individual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to post information
directing individuals to the Office of Health Facility
Complaints (OHFC) at the Minnesota Department
of Health (MDH) if they had complaints about the
facility or person providing services. Further, the
licensee failed to post the name, telephone
number, and e-mail contact information for the
individuals who are responsible for handling
resident grievances.

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

The findings include:

On July 7, 2025, at 9:45 a.m., the surveyor
observed the licensee's postings in the main
commons area between the kitchen and living
room which lacked required information directing
individuals to OHFC for complaints about the

Minnesota Department of Health
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facility. The surveyor observed the licensee's
posted 2.10 Complaint/Grievance Posting policy
dated May 16, 2025, lacked OHFC information
and the name, telephone number, and e-mail
contact information for the individuals who are
responsible for handling resident grievances.

0 550

On July 8, 2025, at 9:49 a.m., owner (O)-E stated
they were not aware the above-mentioned
information was required to be posted but would
update their posting immediately.

No further information was provided.

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

0 660 144G.42 Subd. 9 Tuberculosis prevention and
SS=D control

0 660

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.
(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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Based on interview and record review, the
licensee failed to conduct a tuberculosis (TB)
symptom screening for one of two employees
(unlicensed personnel (ULP)-C).

0 660

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at an
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 TB risk assessment was
completed on March 27, 2025. The licensee was
at a low risk level.

ULP-C was hired on April 16, 2025, to provide
direct cares to residents.

ULP-C's employee record included a Baseline TB
Screening Tool for Healthcare Workers (HCWs)
form dated April 20, 2025. The form was
incomplete with the screening history questions
left blank.

The licensee's staff schedule indicated ULP-C
was scheduled to work the following shifts:
-July 10, 2025, at 2:00 p.m. to 10:00 p.m.; and
-July 11, 2025, at 7:00 a.m. to 3:00 p.m.

On July 8, 2025, at 11:37 a.m., clinical nurse
supervisor (CNS)-A stated they thought the
screening questions had been answered. CNS-A
stated they would contact ULP-C immediately to
have the form completed.

Minnesota Department of Health
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The Minnesota Department of Health TB FAQ,
last updated on July 1, 2025, indicated baseline
TB screening is required at the time of hire for all
health care personnel in Minnesota which
included:
- assessing for current symptoms of active TB
disease;
- assessing TB history; and
- testing for the presence of Mycobacterium
tuberculosis by administering either a two-step
tuberculin skin test (TST) or single TB blood test.

0 660

The licensee's 8.16 Tuberculosis Screening
policy dated April 1, 2025, indicated, "1. New staff
will be screened for active signs of TB using the
Baseline TB Screening Tool for HCWs."

No further information was provided.

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

0 775 144G.45 Subd. 2. (a) Fire protection and physical 0 775
SS=F environment

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

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to comply with the requirements of the
Minnesota State Fire Code. This had the potential
to directly affect all residents, staff, and visitors.

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

Minnesota Department of Health
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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).

0 775

Findings include:

On facility tour with the owner (O)-E on July 8,
2025, at 10:50 a.m., it was observed that
cigarette butts were found lying on the ground in
the backyard by the garage and in the front yard
by the front steps.

The surveyor explained to the O-E, that all
cigarette butts shall be properly discarded into an
approved container and that cigarette smoking
should take place outside in the designated area
away from the structure. O-E stated he has
provided a cigarette butt receptacle but the
resident does not always use it.

The deficient condition was visually verified by the
O-E accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 810

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:
(1) location and number of resident sleeping
rooms;
(2) staff actions to be taken in the event of a fire
or similar emergency;
(3) fire protection procedures necessary for

Minnesota Department of Health
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residents; and
(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

0 810

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content and provide the required training and
drills. This had the potential to directly affect all
residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive

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

0 810

The findings include:

On July 8, 2025, at 10:50 a.m., owner (O)-E and
licensed assisted living assistant (LALD)-D
provided documents on the fire safety and
evacuation plan (FSEP), fire safety and
evacuation training, and evacuation drills for the
facility.

FIRE SAFETY AND EVACUATION PLAN:

The FSEP (fire safety and evacuation plan)
included standard employee procedures but
failed to provide specific employee actions to take
in the event of a fire or similar emergency relative
to the facility's building layout and environmental
risks. The plan included the acronym R.A.C.E.
(Rescue, Alarm, Confine, and Extinguish or
Evacuate) and was very basic. The provided
FSEP was a general guidance for fire response
including responding to a fire alarm, activating the
RACE systems but did not provide specific
employee and resident actions to take in the
event of a fire or similar emergency geared to this
facility.

O-E and LALD-C stated that they understood
what was lacking in this plan.

TRAINING:
The licensee failed to provide evacuation training
to residents at least once per year. O-E and
LALD-C stated residents were provided the
training once per year but lacked documentation
showing any training was offered for residents on
the fire safety and evacuation plan.

Minnesota Department of Health
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The licensee failed to provide training to
employees on the FSEP upon hire and at least
twice per year. O-E and LALD-C stated that they
were doing training upon hire and twice per year
but was unable to provide the documentation for
this.

DRILLS:
The licensee failed to conduct evacuation drills
for employees twice per year, per shift with at
least one evacuation drill every other month.
Record review of licensee's evacuation drill log
indicated evacuation drill was conducted on April
2, 2025, and June 6, 2025. No other
documentation was provided since the facility
opened in July 2024.

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

0 950 144G.50 Subd. 3 Designation of representative
SS=C

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

0 950

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated

Minnesota Department of Health
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Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

0 950

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

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to include verbatim language,
separate from the resident contract, giving
residents the right to identify a designated
representative for one of one resident (R1).

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

The findings include:

R1 was admitted to the licensee on February 1,
2025.

R1's Service Plan dated March 25, 2025,
indicated R1 received services for medication
management, grooming, dressing, and bathing.
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R1's record included a Designated
Representative Agreement form dated February
1, 2025, which lacked the required designated
representative verbatim language. It indicated:
"Designated Representative Agreement
This document explains the role and
responsibilities of a Designated Representative in
an assisted living setting. It also provides space
for the signatures of the resident, the designated
representative, and a facility representative to
confirm understanding and agreement.
What is a Designated Representative?
A Designated Representative is a person chosen
by the resident or legally authorized to act on
behalf of the resident. This individual may assist
with decision-making related to the resident's
care, health, safety, and overall well-being. The
Designated Representative may be a family
member, legal guardian, or another trusted
individual.
Responsibilities of a Designated Representative
- Advocating for the resident's rights and best
interests.
- Communicating with the facility staff
regarding the resident's care and preferences.
- Participating in care planning and
decision-making processes when requested by
the resident or required by law.
- Respecting the resident's autonomy and
involving them in decisions whenever possible.
- Keeping the facility informed of any legal
authority, such as Power of Attorney or
guardianship.
Designation Acknowledgement
By signing this document, the undersigned
parties acknowledge and agree to the designation
and responsibilities outlined above. This
agreement does not override any legal authority
and may be amended or revoked in writing by the
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resident at any time."

0 950

On July 8, 2025, at 12:00 p.m., owner (O)-E
stated they used the same above-mentioned
designated representative form for all residents.
Clinical nurse supervisor (CNS)-A stated the form
they were using definitely wasn't the one they
were used to seeing or using; the form was one
the licensee began using prior to CNS-A's
employment with the licensee.

On July 8, 2025, at 12:30 p.m., licensed assisted
living director (LALD)-D stated they thought the
designated representative form was the correct
one. The surveyor explained they found a
designated representative form while searching
for their designated representative policy which
would meet the regulation requirements. CNS-A
stated they had the correct form and just needed
to start using it. LALD-D stated it was their
mistake and would make the correction to use the
other form.

The licensee's 1.08 Designated Representative
policy dated May 26, 2025, indicated:
"3. The Designated Representative form must
provide the following verbatim notice:
"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.
You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some info1mation related to your health care, and
advocate on your behalf A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable.""
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No further information was provided.

0 950

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

01620 144G.70 Subd. 2 (c-e) Initial reviews,
SS=D assessments, and monitoring

01620

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
initial nursing assessment.
(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
prior to the date on which a prospective resident
executes a contract with a facility or the date on
which a prospective resident moves in, whichever
is earlier. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.
(c) Resident reassessment and monitoring must
be conducted by a registered nurse:
(1) no more than 14 calendar days after initiation
of services;
(2) as needed based on changes in the resident's
needs; and
(3) at least every 90 calendar days.
(d) Sections of the reassessment and monitoring
in paragraph (c) may be completed by a licensed
practical nurse as allowed under the Nurse
Practice Act in sections 148.171 to 148.285. A
registered nurse must review the findings as part
of the resident's reassessment.
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(e) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(f) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

01620

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) conducted a
comprehensive 14-day assessment for one of
two residents (R1).

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

The findings include:

R1 was admitted to the licensee on February 1,
2025.
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R1's Service Plan dated March 25, 2025,
indicated R1 received services for medication
management, grooming, dressing, and bathing.

01620

R1's record included an Admission Assessment
dated February 1, 2025, and a 14-day
assessment (incorrectly labeled as a
pre-admission assessment) dated February 27,
2025, completed 26 days after the admission
assessment.

On July 8, 2025, at 9:20 a.m., the surveyor
received an email from clinical nurse supervisor
(CNS)-A which indicated in reference to R1, "Yes
14 day [sic] assessment was late I believe. That
was before my time."

On July 8, 2025, at 12:30 p.m., CNS-A stated
R1's 14-day assessment was completed late by
the previous nurse before they were hired.

The licensee's 6.01 Assessment, Reviews &
Monitoring policy dated April 1, 2025, indicated,
"3. Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment."

No additional information was provided.

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

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

01760
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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.

01760

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure staff
documented medication administration for two of
two residents (R1, R2).

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

The findings include:

R1
R1 was admitted to the licensee on February 1,
2025.

R1's Service Plan dated March 25, 2025,
indicated R1 received services for medication
management, grooming, dressing, and bathing.
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R1's July 2025 Med Admin Summary (medication
administration record (MAR)) lacked
documentation of medication administration for
the following medications and dates:
-atorvastatin 40 milligrams tablet; take half tablet
by mouth (PO) daily in the evening; July 5, 2025;
-carvedilol 25mg tablet; take one tablet PO twice
daily, July 5, 2025;
-olanzapine 5mg tablet; take one tablet PO every
evening; July 5, 2025;
-senna 8.6mg tablet; take two tablets PO twice
daily; July 5, 2025; and
-tamsulosin hydrochloride (HCL) 0.4mg tablet;
take one tablet PO 30 minutes after a meal; July
4, 2025.

R2
R2 was admitted to the licensee on May 5, 2025.

R2's Service Plan - Modification dated May 16,
2025, indicated R2 received services for
medication management, bathing, grooming, and
behavior management.

R2's July 2025 Med Amin Summary MAR lacked
documentation of medication administration for
the following medications and dates:
-Aspercreme Lidocaine 4% patch; apply one
patch to right side of back of neck and one patch
to lower back, remove on evening shift; July 1, 4,
5, 2025;
-diclofenac sodium 1% gel; put on gloves and
apply a small amount of cream to right back side
of neck; July 4-5, 2025;
-metoprolol succinate extended release (ER)
tablet 50mg tablet; take one tablet by mouth twice
daily; July 5, 2025; and
-potassium chloride 20 micro equivalent (MEQ);
place one packet in a glass of juice twice daily;
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July 4, 2025.

01760

On July 8, 2025, at 11:00 a.m., clinical nurse
supervisor (CNS)-A stated documentation should
not be left blank. CNS-A stated if staff did not
administer a medication, they were required to
document it along with a reason why the
medication was not given. CNS-A stated they
would need to retrain their ULPs on documenting
medication administration.

The licensee's 7.08 Medication Management -
Administration & Setup policy dated April 1, 2025,
indicated, "3. Assistance with medication and
medication administration will be documented on
the MAR by entering the ULP's initials under the
date and opposite the medication and dose given
and include the full signature and title of the
person who provided the medication
administration." It further indicated, "10. ULP will
also document any 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."

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

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

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

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to store all medications in a securely locked
location when medications were left unattended.

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

The findings include:

R1 was admitted to the licensee on February 1,
2025.

R1's Service Plan dated March 25, 2025,
indicated R1 received services for medication
management.

On July 7, 2025, at 9:25 a.m., the surveyor was
allowed entry into the facility by unlicensed
personnel (ULP)-B and led to the kitchen.

On July 7, 2025, at 9:28 a.m., the surveyor
observed a medication cup containing pills on the
kitchen table unattended; ULP-B stated the
medications belonged to R1.

On July 7, 2025, at 9:40 a.m., ULP-B stated
usually they would put the medication away but
when the surveyor arrived it interrupted their
process, but they should have put the medication
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away.

01880

On July 8, 2025, at 11:00 a.m., clinical nurse
supervisor (CNS)-A stated ULP-B should not
have left the medications on the table
unattended, they should have locked them up.
CNS-A stated staff were trained to never leave
medication unattended.

The licensee's 7.11 Medication Storage policy
dated April 1, 2025, indicated, "When medications
are managed and stored by [licensee],
medications will be kept securely locked and
stored per manufacturer's directions. Only
authorized staff will have access to stored
medications."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02320 144G.91 Subd. 4 (b) Appropriate care and
SS=F services

02320

(b) Residents have the right to receive health
care and other assisted living services with
continuity from people who are properly trained
and competent to perform their duties and in
sufficient numbers to adequately provide the
services agreed to in the assisted living contract
and the service plan.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure unlicensed
personnel (ULP) followed appropriate medication
administration procedures for one of two
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residents (R2).

02320

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

The findings include:

R2 was admitted to the licensee on May 15,
2025.

R2's Service Plan dated May 16, 2025, indicated
R2 received medication administration services.

On July 7, 2025, at 9:49 a.m., the surveyor
observed ULP-B administer R2's medication; they
handed the medications to R2 in a medication
cup. R2 stated they would take the medications
later after they finished their coffee and breakfast.
The survey or observed ULP-B leave the
medications with R2 and walk away.

On July 7, 2025, at 9:52 a.m., the surveyor
observed R2 take their medications without
ULP-B's supervision.

On July 7, 2025, at 9:53 a.m., ULP-B stated they
left medications with residents all of the time and
did not watch residents take them. ULP-B stated
residents were able to take medications on their
own without being supervised. ULP-B stated they
were trained by the previous nurse on medication
administration.
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On July 8, 2025, at 11:00 a.m., clinical nurse
supervisor (CNS)-A stated staff were trained to
always make sure a resident takes their
medication during a medication administration;
ULPs should watch the resident swallow the
medications before walking away.

02320

The licensee's 7.08 Medication Management -
Administration & Setup policy dated April 1, 2025,
indicated, "9. ULP is expected to remain with
resident for the entire time when administering
medication, unless there are instructions in the
EMAR that state otherwise (such as the [sic] it is
safe to leave meds with resident unsupervised)
[sic] The ULP will chart in each resident's
medication administration record any problems
with medication administration, including
refusals."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
COMFORT CARE PLUS LLC
7420 BRUNSWICK AVE NORTH
Brooklyn Park, MN 55443
Hennepin County
Parcel:

Phone:

License Info
License: HFID 41038

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

Inspection Info
Report Number: F1043251076
Inspection Type: Full - Single
Date: 7/7/2025 Time: 11:15 AM
Duration: minutes
Announced Inspection:
Total Priority 1 Orders: 3
Total Priority 2 Orders: 1
Total Priority 3 Orders: 4
Delivery:

New Order: 2-100 Supervision
2-102.12AMN Priority Level: Priority 3 CFP#: 2
MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
COMMENT: COURSE CERTIFICATE AVAILABLE BUT NO MN CFPM EMPLOYED. INFO PROVIDED WITH REPORT.
COMPLY WITH ABOVE RULE.
Comply By: 7/7/2025 Originally Issued On: 7/7/2025

! New Order: 2-200 Employee Health
2-201.11C Priority Level: Priority 1 CFP#: 3
MN Rule 4626.0040C The person in charge must record all reports of diarrhea or vomiting made by food employees and
report those illnesses to the regulatory authority at the specific request of the regulatory authority.
COMMENT: NO ILLNESS LOG IN USE. ADVISED STAFF TO RECORD INFO FOR EMPLOYEES WHO CALL IN SICK OR
GO HOME SICK FROM WORK. LOG PROVIDED WITH REPORT. COMPLY WITH ABOVE RULE.
Comply By: 7/7/2025 Originally Issued On: 7/7/2025

! New Order: 3-300B Protection from Contamination: cross-contamination, eggs
3-302.11A(1) Priority Level: Priority 1 CFP#: 15
MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from ready-to-eat
foods to prevent cross-contamination.
COMMENT: RAW SHELL EGGS STORED OVER READY-TO-EAT FOODS (DELI MEAT, PRODUCE) IN FRIDGE.
ADVISED STAFF TO STORE EGGS AT BOTTOM OF FRIDGE OR IN A SPILL PROOF CONTAINER THAT IS REMOVED
WHEN EGGS ARE NEEDED. COMPLY WITH ABOVE RULE.
Comply By: 7/7/2025 Originally Issued On: 7/7/2025

New Order: 3-400A Destroying Organisms: cooking time/temperature, freezing
3-401.11C(1) Priority Level: Priority 3 CFP#: 18
MN Rule 4626.0340C(1) Discontinue offering raw or undercooked steak to a highly susceptible population.
COMMENT: PER STAFF, FOODS (BURGERS/STEAKS/ETC) ARE SERVED RAW OR UNDERCOOKED. ADVISED
STAFF TO DISCONTINUE PRACTICE - FOODS MUST BE FULLY COOKED. COMPLY WITH ABOVE RULE.
Comply By: 7/7/2025 Originally Issued On: 7/7/2025
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! New Order: 3-500D Microbial Control: disposition of food
3-501.18A Priority Level: Priority 1 CFP#: 23
MN Rule 4626.0405A Discard all TCS food prepared in the establishment or opened commercially packaged food when the
time exceeds 7 days from the preparation or opening date or if the container or package is not marked.
COMMENT: CONTAINERS OF UNALTERED DELI MEAT, CHEESE, AND TOMATO IN FRIDGE OBSERVED WITH A
DATE MARK OF 6/21 AND 6/25. ADVISED STAFF TO DISCARD LEFTOVERS AFTER 7 DAYS OF OPENING
COMMERCIALLY PACKAGED FOOD. COMPLY WITH ABOVE RULE.
Comply By: 7/7/2025 Originally Issued On: 7/7/2025

New Order: 4-100 Equipment Construction Materials
4-101.17 Priority Level: Priority 3 CFP#: 47
MN Rule 4626.0490 Discontinue using wood and wood wicker as a food contact surface.
COMMENT: WOODEN CUTTING BOARDS IN USE. ADVISED STAFF TO DISCONTINUE USAGE, ALTERNATIVE
OPTIONS PROVIDED. COMPLY WITH ABOVE RULE.
Comply By: 7/7/2025 Originally Issued On: 7/7/2025

New Order: 4-200 Equipment Design and Construction
4-201.11GMN Priority Level: Priority 3 CFP#: 47
MN Rule 4626.0506G Discontinue serving TCS foods that are held for more than same-day service in an adult or child care
center or boarding establishment or provide equipment that is certified or classified for sanitation by an American National
Standards Institute (ANSI) accredited certification program.
COMMENT: PER STAFF, LEFTOVER FOOD IS KEPT FOR RE-SERVICE. ADVISED STAFF TO DISCONTINUE
PRACTICE AND TO DISCARD IN-HOUSE LEFTOVERS BY END OF DAY. VEGETABLES COOKED IN-HOUSE IN
FRIDGE MADE A PREVIOUS DAY - ADVISED STAFF TO DISCARD. COMPLY WITH ABOVE RULE.
Comply By: 7/7/2025 Originally Issued On: 7/7/2025

New Order: 6-300 Physical Facility Numbers and Capacities
6-301.12 Priority Level: Priority 2 CFP#: 10
MN Rule 4626.1445 Provide and maintain a supply of individual disposable towels, a continuous towel system, a heated-air
hand drying device, or an approved ambient air temperature hand drying device at each handwashing sink or group of
adjacent handwashing sinks.
COMMENT: STAFF USES THE BATHROOM BESIDE THE KITCHEN. NO PAPER TOWEL AVAILABLE IN BATHROOM
DISPENSER. ADVISED STAFF TO PROVIDE AND MAINTAIN. COMPLY WITH ABOVE RULE.
Comply By: 7/7/2025 Originally Issued On: 7/7/2025

Food & Beverage General Comment
Inspection was completed with Joey Keen as the lead Health Regulation Division Nurse Evaluator completing the site
survey.

Discussed highly susceptible populations, date marking, illness policy, sanitizer use, ware washing, temperature control,
same day service, cleaning, pest control, vomit/fecal procedures, test kits, food storage, and food handling procedures.

FOOD TEMPERATURES (F)
FRIDGE: MILK 41, DELI MEAT 41, CANTALOUPE 41, CHEESE 41

UTENSIL SURFACE TEMPERATURE (F)
DISH MACHINE: 160

Foods cooked in house must be fully cooked (exception for pasteurized eggs) and must only be available for same day
service for highly susceptible populations, discontinue any cooling and reservice of cooked food.

This facility has a residential kitchen with residential equipment, wooden cabinetry and floors, laminated flooring, and
smooth walls and ceiling. Residential dish machine with a sani rinse option - sanitizing option on dish machine must always
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be used when running a cycle. Equipment and physical facility will be monitored at future inspections.

Contact Health Regulation Division for plan review approval when facility/kitchen undergoes remodeling.

***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.

***If any customer complains of illness, establishment is required to notify the Minnesota Department of Health and
provide the foodborne illness hotline phone number to the customer: 1-877-366-3455***

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

I  acknowledge receipt of the Metro District Office inspection report number F1043251076 from 7/7/2025

Munir Ahmed
PIC

Blia Lor,
Public Health Sanitarian 1
651-355-0641
blia.lor@state.mn.us


