
    

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

NOTICE OF REMOVAL OF CONDITIONAL LICENSE

Electronic Delivery

May 13, 2024

Licensee
Golden Assisted Living LLC
1496 Auburn Court
Eagan, MN  55122

RE:    Initial License Number 411078
   Health Facility Identification Number (HFID) 39713
   Project Number(s) SL39713015

Dear Licensee:

On April 09, 2024, The Minnesota Department of Health (MDH) completed a follow-up survey of your facility to
determine correction of orders found on the survey completed April 09, 2024.  The follow-up survey found the
facility to be in substantial compliance.  Based on these findings, the condition(s) on the license were removed
effective April 09, 2024.     

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.

Effective, May 13, 2024 MDH is granting your assisted living facility license.  Your license effective and expiration
dates remain the same as on your provisional license. Your license number is 411078.   You will not receive a
replacement license certificate until your license is due to renew.  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.
     
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,

    
Rick Michals, J.D.
Interim Assistant Division Director

Minnesota Department of Health
Health Regulation Division

JMD

An equal opportunity employer.                                                     Letter ID: 292I_Revised 04/14/2023  
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{0 000} Initial Comments {0 000}

*****ATTENTION******
ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER
In accordance with Minnesota Statutes, section
144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.
Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.
INITIAL COMMENTS:
SL-39713015-1
On April 09, 2024, the Minnesota Department of
Health conducted a revisit at the above provider
to follow-up on orders issued pursuant to a
survey completed on February 12, 2024. At the
time of the survey, there were 02 residents; 02
receiving services under the Assisted Living
license. As a result of the revisit, the licensee is in
substantial compliance.

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

{0 480}

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

This MN Requirement is not met as evidenced
by:
No further actions required
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{0 680} Continued From page 1
{0 680} 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

{0 680}

{0 680}

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing residents.
(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.
(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement is not met as evidenced
by:
No further actions required

{01440} 144G.62 Subd. 4 Supervision of staff providing
SS=D delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a

Minnesota Department of Health
STATE FORM
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{01440} Continued From page 2 {01440}

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

This MN Requirement is not met as evidenced
by:
No further actions required

{01730} 144G.71 Subd. 5 Individualized medication
SS=D management plan

{01730}

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:
(1) a statement describing the medication
management services that will be provided;

Minnesota Department of Health
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{01730} Continued From page 3 {01730}

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;
(3) documentation of specific resident instructions
relating to the administration of medications;
(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;
(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and
(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.
(b) The medication management record must be
current and updated when there are any
changes.
(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement is not met as evidenced
by:
No further actions required

Minnesota Department of Health
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P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

NOTICE OF PROVISIONAL EXTENSION AND CONDITIONAL LICENSE

Electronically Delivered

March 14, 2024

Licensee
Golden Assisted Living, LLC
1496 Auburn Court
Eagan, MN 55122

RE: Provisional Conditional License Number 411078
Health Facility Identification Number (HFID) 39713
Project Number(s) SL39713015

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on February 14, 2024, for the  purpose  of
assessing compliance with state  licensing statutes.  Based on the  survey results  you were  found not  to  be in
substantial  compliance with the  laws pursuant  to  Minnesota  Statutes,  Chapter  144G.

As a result,  pursuant  to Minn. Stat. § 144G.16, Subd. 3(b)(2), MDH is extending the  provisional license for
90-days and  applying conditions necessary  to bring the  facility into substantial  compliance.  The provisional
license extension  and conditions are  due  to expire June 12, 2024.

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

MDH may assess  fines based  on the  level and scope of the  orders.  The total  amount  of potential  fines that  may
be assessed  related  to these  correction  orders  is $3,000.00. MDH is not  imposing these  fines against  your
provisional  license at  this  time.

DOCUMENTATION OF ACTION TO COMPLY
In accorda nce wi th Mi nn. Stat. § 144G. 30, Subd. 5(c), the  prov isi ona l licensee  must  docum ent  acti ons take  n to
comply with the  correction  orders  within the  time period  outlined  on the  state  form; however,  plans of
corr ection are  not  requi red to be subm itted  for approv al. If corrections  are  not  made,  MDH may impose  fines
as described  above  and  in accordance  with  Minnesota  Statutes  144G.

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

An equal  opportunity  employer.  Letter ID: 175O



Golden Assisted Living, LLC
March 14, 2024
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resident( s)/ employees  that  may be affected  by the  noncompliance.
· Identify what  changes  to your systems  and  practices  were  made  to ensure  compliance with the  specific

statute( s).

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

A state  correction  order  under  Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment  is associated  with a
maltreatment  determination  by the  Office of Health Facility Complaints. If maltreatment  is substantiated,  you
will receive a separate  letter  with the  reconsideration  process  under  Minn. Stat. § 626.557.

To submit  a reconsideration  request,  please  visit:

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

CONDITIONAL LICENSE ISSUED:
MDH will issue Golden Assisted Living, LLC a conditional provisional assisted  living facility license for 90
calendar  days from the  date  of this notice.  At an unannounced  point  in time,  within the  90 calendar  days, MDH
will conduct  a follow-up survey, as defined  in Minn. Stat. § 144G.30, Subd. 6. Based on the  results  of the
follow-up survey, MDH will determine  if Golden Assisted Living, LLC is in substantial  compliance.

The following conditions  apply:

a. Hea lth Fa cility Con struct  io n Permit:  Golden Assisted Living, LLC, will contact  The Minnesota
Department  of Labor and Industry (MNDLI) and obtain  a construction  permit  for a health  facility.
Within 14-days from the  date  of this notice,  Golden Assisted Living, LLC, will provide MDH with a
copy of the  permit  obtained  from MNDLI.

b. General  Contractor:  Golden Assisted Living, LLC must  provide the  following to Kelly Thorson
(kelly.thorson@ state. mn.us) via email within two (2) weeks of the  date  of this notice:

1. Name
2. License Number
3. Contract Information

c. Egress Wind ow Req uirements:  Golden Assisted Living, LLC will replace  at  least  one  window in
occupied resident  sleeping rooms #2 and #4 and  unoccupied  resident  sleeping rooms #1, #3 and
#5, meeting the  mini mum size re qui rem ents  . At least  one  window in each res ident  be droom mus t
meet  the  minimum window opening size of no less than  20 inches in width, with a total  of at  least
648 square  inches (4.5 square  feet)  required  for egress,  and have a windowsill height  from the  floor
to the  clear opening area  of 648 square  inches and have a minimum dimension  of 20 inches in
height  and  a minimum dimension  of 20 inches in width and have a windowsill height  from the  floor
to the  clear opening of not  more  than  48 inches. Egress windows must  be openable  from the  inside
without  the  use of keys, tools, or special knowledge.
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RESULTS OF FOLLOW-UP EVALUATION DURING THE CONDITIONAL PROVISIONAL LICENSE PERIOD:
MDH will determine  if Golden Assisted Living, LLC is in substantial  compliance based  on the  results  of the
follow up survey. MDH will make this determination  within the  90-day conditional provisional license period.  If
MDH determines  Golden Assisted Living, LLC is in substantial  compliance on the  follow up survey, MDH will
remove  the  conditions and grant  the  assisted  living facility license to Golden Assisted Living, LLC’s assisted
living facility license. If MDH determines  Golden Assisted Living, LLC is not  in substantial  compliance, MDH may
deny the  license pursuant  to  Minn. Stat. § 144G.16, Subd. 3 (b) (2).

REQUEST FOR RECONSIDERATION:
Pursuant  to Minn. Stat. §144G.16, Subd. 4, if a provisional licensee  whose  assisted  living facility license has
been  denied,  or extended  with conditions,  disagrees  with the  action taken  against  the  provisional license
under  this section,  the  provisional licensee  may request  a reconsideration  no later  than  15 calendar  days after
provisional licensee  receives notice of the  action. To submit  a reconsideration  request,  please  visit:
https: / / forms. web. health. state. mn.us/ form/ HRDAppealsForm

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  Kelly Thorson, Supervisor, directly at:  320-223-7336.

Sincerely,

Rick Michals, J.D.
Interim  Assistant  Division Director

Minnesota  Department  of Health
Health Regulation  Division

PMB
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0 000  Initial Comments 0 000

An immediate  correction  order  was  identified  on
February  12,  2024,  issued  for SL39713015- 0,  tag
identification  0820.

On  February  14,  2024,  the  immediacy  of
correction  order  0820  was  removed,  however
non- compliance  remained  at  an  scope  and  level
of I.
******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:
SL39713015

On  February  12,  2024,  through  February  14,
2024,  the  Minnesota  Department  of Health
conducted  a  survey  at  the  above  provider,  and
the  following correction  orders  are  issued.  At the
time  of the  survey,  there  were  two (2) residents
receiving  services  under  the  Assisted  Living
license.

Minnesota  Department  of Health  is
documenting  the  State  Licensing
Correction  Orders  using  federal  software.
Tag numbers  have  been  assigned  to
Minnesota  State  Statutes  for 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  is listed  in the
"Summary  Statement  of Deficiencies"
column.  This  column  also  includes  the
findings  which  are  in violation of the  state
requirement  after  the  statement,  "This
Minnesota  requirement  is not  met  as
evidenced  by." Following  the  surveyors'
findings  is the  Time  Period  for Correction.

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

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

THE LETTER  IN THE LEFT COLUMN IS
USED  FOR  TRACKING PURPOSES  AND
REFLECTS  THE SCOPE  AND LEVEL
ISSUED  PURSUANT  TO 144A. 474
SUBDIVISION 11 (b)(1)(2).

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

0 480

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

STATE FORM 6899  ZOGC11 If continuation  sheet  1 of 12
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0 480  Continued  From  page  1

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

0 480

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

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

The  findings  include:

Please  refer  to the  document  titled,  Food  and
Beverage  Establishment  Inspection  Report
(FBEIR)  dated  February  12,  2024,  for the  specific
Minnesota  Food  Code  violations.  The  Inspection
Report  was  provided  to the  licensee  within 24
hours  of the  inspection.

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

0 680  144G. 42  Subd.  10  Disaster  planning  and
SS= F emergency  preparedness

(a)  The  facility must  meet  the  following
requirements:

Minnesota  Department  of Health
STATE FORM

0 680

6899  ZOGC11 If continuation  sheet  2 of 12
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0 680  Continued  From  page  2

(1) have  a  written  emergency  disaster  plan  that
contains  a  plan  for evacuation,  addresses
elements  of sheltering  in place,  identifies
temporary  relocation  sites,  and  details  staff
assignments  in the  event  of a  disaster  or an
emergency;
(2) post  an  emergency  disaster  plan  prominently;
(3) provide  building  emergency  exit diagrams  to
all residents;
(4) post  emergency  exit diagrams  on  each  floor;
and
(5) have  a  written  policy and  procedure  regarding
missing  residents.
(b) The  facility must  provide  emergency  and
disaster  training  to all staff  during  the  initial staff
orientation  and  annually  thereafter  and  must
make  emergency  and  disaster  training  annually
available  to all residents.  Staff  who have  not
received  emergency  and  disaster  training  are
allowed  to work only when  trained  staff  are  also
working  on  site.
(c) The  facility must  meet  any  additional
requirements  adopted  in rule.

0 680

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review  the
licensee  failed  to maintain  a  written  emergency
preparedness  plan  (EPP)  with all the  required
content.  This  had  the  potential  to affect  all staff,
visitors,  and  residents  of the  assisted  living.

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

Minnesota  Department  of Health
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a  large  portion  or all of the  residents) .

0 680

The  findings  include:

The  licensee' s  undated  EPP  lacked  evidence  of
the  following required  content:
- EEP  program  patient  population;
- process  for EPP  collaboration;
- procedures  for tracking  of staff  and  patients;
and
- roles  under  a  waiver  declared  by secretary.

On  February  12,  2024,  at  2:20  p.m.  licensed
assisted  living director  (LALD)-A and  surveyor
reviewed  EPP  together.  LALD-A stated  LALD-A
had  oversight  of the  EPP,  and  licensee  was  not
aware  of the  required  EPP  content.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  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) employee  actions  to be  taken  in the  event  of
a  fire or similar  emergency;

(3) fire protection  procedures  necessary  for
residents;  and

(4) procedures  for resident  movement,
evacuation,  or relocation  during  a  fire or similar
emergency  including  the  identification  of unique
or unusual  resident  needs  for movement  or

Minnesota  Department  of Health
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evacuation.
(c) Employees  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 employees
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  a  record  review  and  interview,  the
licensee  failed  to develop  a  fire safety  and
evacuation  plan  with required  elements.  This  had
the  potential  to affect  all staff,  residents,  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,  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:
Minnesota  Department  of Health
STATE FORM 6899 ZOGC11  If continuation  sheet  5 of 12
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On  February  12,  2024,  at  1:55  p.m. , licensed
assisted  living director  (LALD)-A provided
documents  via email  on  the  fire safety  and
evacuation  plan,  fire safety  and  evacuation
training,  and  evacuation  drills for the  facility.

Record  review  of the  available  documentation
indicated  that  the  licensee  did not  have  employee
actions  to be  taken  in the  event  of a  fire or similar
emergency.  The  facility plan  was  very  vague  and
did not  provide  complete  actions  for employees  to
take  in the  event  of a  fire or similar  emergency  as
well as  complete  procedures  for residents'
movement,  evacuation,  and  relocation  during  a
fire or similar  emergency  including  the
identification  of unique  or unusual  resident  needs
for movement  or evacuation.

During  a  phone  interview  on  February  13,  2024,
at  10:23  a. m. , LALD-A verified  that  the  fire safety
and  evacuation  plan  for the  facility lacked  these
provisions.

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

0 820  144G. 45  Subd.  2 (g) Fire  protection  and  physical  0 820
SS= I environment

(g) Existing  construction  or elements,  including
assisted  living facilities  that  were  registered  as
housing  with services  establishments  under
chapter  144D  prior to August  1,  2021,  shall  be
permitted  to continue  in use  provided  such  use
does  not  constitute  a  distinct  hazard  to life. Any
existing  elements  that  an  authority  having
jurisdiction  deems  a  distinct  hazard  to life must
be  corrected.  The  facility must  document  in the

Minnesota  Department  of Health
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facility's  records  any  actions  taken  to comply  with
a  correction  order,  and  must  submit  to the
commissioner  for review  and  approval  prior to
correction.

0 820

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to provide  properly  sized  egress  window for
resident  rooms  that  did not  create  a  distinct
hazard  for residents.  This  had  the  potential  to
directly  affect  a  portion  of the  residents  and  staff.

This  practice  resulted  in a  level  three  violation (a
violation that  harmed  a  resident' s  health  or safety,
not  including  serious  injury, impairment,  or death,
or a  violation that  has  the  potential  to lead  to
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  February  12,  2024,  at  12:26  p.m. , survey  staff
conducted  a  facility tour  with licensed  assisted
living director  (LALD-A. During  facility tour,
survey  staff  observed  the  following:

Survey  staff  measured  and  verified  egress
window measurement  of the  openable  area  to be
33" high  x 17" wide  for a  total  of 561  square
inches  in unoccupied  resident  room  #1.
Survey  staff  measured  and  verified  egress
window measurement  of the  openable  area  to be
33" high  x 17" wide  for a  total  of 561  square
inches  in occupied  resident  room  #2.
Survey  staff  measured  and  verified  egress

Minnesota  Department  of Health
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This  immediate  correction  order  identified
on  February  12,  2024,  has  had  the
immediacy  lifted as  of February  14,  2024,
however  non- compliance  remained  a
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window measurement  of the  openable  area  to be
33" high  x 17" wide  for a  total  of 561  square
inches  in unoccupied  resident  room  #3.
Survey  staff  measured  and  verified  egress
window measurement  of the  openable  area  to be
36" high  x 18" wide  for a  total  of 648  square
inches  in occupied  resident  room  #4.
Survey  staff  measured  and  verified  egress
window measurement  of the  openable  area  to be
36" high  x 18" wide  for a  total  of 648  square
inches  in unoccupied  resident  room  #5.

0 820

Egress  windows  in existing  facilities  must  have  a
minimum  opening  dimension  of 648  square
inches  with an  openable  height  and  width
dimension  of no  less  than  20".

TIME PERIOD  FOR  CORRECTION:  Immediate

01440  144G. 62  Subd.  4 Supervision  of staff  providing
SS= D delegated  nurs

01440

(a)  Staff  who perform  delegated  nursing  or
therapy  tasks  must  be  supervised  by an
appropriate  licensed  health  professional  or a
registered  nurse  according  to the  assisted  living
facility's  policy where  the  services  are  being
provided  to verify that  the  work is being
performed  competently  and  to identify problems
and  solutions  related  to the  staff  person' s  ability
to perform  the  tasks.  Supervision  of staff
performing  medication  or treatment
administration  shall  be  provided  by a  registered
nurse  or appropriate  licensed  health  professional
and  must  include  observation  of the  staff
administering  the  medication  or treatment  and  the
interaction  with the  resident.
(b) The  direct  supervision  of staff  performing
delegated  tasks  must  be  provided  within 30

Minnesota  Department  of Health
STATE FORM 6899  ZOGC11 If continuation  sheet  8 of 12



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  03/14/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

39713 B. WING _____________________________ 02/14/2024

NAME OF  PROVIDER  OR  SUPPLIER

GOLDEN  ASSISTED  LIVING LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

1496  AUBURN COURT
EAGAN,  MN 55122

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01440  Continued  From  page  8

calendar  days  after  the  date  on  which  the
individual  begins  working  for the  facility and  first
performs  the  delegated  tasks  for residents  and
thereafter  as  needed  based  on  performance.  This
requirement  also  applies  to staff  who have  not
performed  delegated  tasks  for one  year  or longer.

01440

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  direct
supervision  of staff  performing  delegated  tasks
was  provided  within 30  calendar  days  after  the
date  on  which  the  individual  begins  working  for
the  licensee  for one  of one  employee,  owner
(O-B).

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:

O-B began  employment  on  July  1,  2023,  to
provide  direct  care  services  to residents.

On  February  12,  2024,  at  12:48  p.m.  O-B was
observed  to provide  R1's  afternoon  medications
that  included  blood  glucose  and  insulin  injection.

O-B's  employee  record  lacked  documentation  of
a  registered  nurse  (RN) supervising  O-B
performing  a  delegated  task  within 30  days  of
beginning  work with the  licensee.

Minnesota  Department  of Health
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On  February  12,  2024,  at  2:14  p.m. , clinical nurse
supervisor  (CNS) -C stated  CNS- C had  oversight
of 30-day  supervision  for staff.  CNS- C
acknowledged  that  O-B's  employee  record  did not
contain  30-day  supervision  of a  delegated  task  by
the  RN and  was  unsure  why.

The  licensee' s  Supervision  of Unlicensed  Staff
dated,  April 1, 2023,  indicated  direct  supervision
provided  by the  RN of home  health  aides
performing  delegated  tasks  will be  provided  within
30  days  after  the  individual  begins  working  for the
assisted  living provider.

No further  information  was  provided.

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

01730  144G. 71  Subd.  5 Individualized  medication
SS= D management  plan

01730

(a)  For  each  resident  receiving  medication
management  services,  the  assisted  living facility
must  prepare  and  include  in the  service  plan  a
written  statement  of the  medication  management
services  that  will be  provided  to the  resident.  The
facility must  develop  and  maintain  a  current
individualized  medication  management  record  for
each  resident  based  on  the  resident' s
assessment  that  must  contain  the  following:
(1) a  statement  describing  the  medication
management  services  that  will be  provided;
(2) a  description  of storage  of medications  based
on  the  resident' s  needs  and  preferences,  risk of
diversion,  and  consistent  with the  manufacturer' s
directions;
(3) documentation  of specific  resident  instructions

Minnesota  Department  of Health
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relating  to the  administration  of medications;
(4) identification  of persons  responsible  for
monitoring  medication  supplies  and  ensuring  that
medication  refills are  ordered  on  a  timely basis;
(5) identification  of medication  management
tasks  that  may  be  delegated  to unlicensed
personnel;
(6) procedures  for staff  notifying a  registered
nurse  or appropriate  licensed  health  professional
when  a  problem  arises  with medication
management  services;  and
(7) any  resident- specific  requirements  relating  to
documenting  medication  administration,
verifications  that  all medications  are  administered
as  prescribed,  and  monitoring  of medication  use
to prevent  possible  complications  or adverse
reactions.
(b) The  medication  management  record  must  be
current  and  updated  when  there  are  any
changes.
(c) Medication  reconciliation  must  be  completed
when  a  licensed  nurse,  licensed  health
professional,  or authorized  prescriber  is providing
medication  management.

01730

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview,  and  record  review,  the
licensee  failed  to develop  and  maintain  a  current
individualized  medication  management  record  for
each  resident  to include  all required  content  for
one  of one  resident  (R1) .

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  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
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a  limited number  of staff  are  involved  or the
situation  has  occurred  only occasionally) .

01730

The  findings  include:

R1 admitted  to the  licensee  on  January  20,  2024,
and  began  receiving  assisted  living services.

R1's  diagnoses  included  hypertension  and
diabetes  mellitus  type  2.

R1's  Plan  of Care  - dated  January  20,  2024,
indicated  R1  received  assistance  with medication
administration.

R1's  medication  management  plan  lacked  the
following required  content:
- type  of medication  storage  system,  based  on
resident' s  needs;
- person  responsible  for monitoring  medication
supplies  and  refills; and
- procedures  for staff  to notify a  registered  nurse
when  problems  arose.

On  February  12,  2024,  at  1:52  p.m. , clinical nurse
supervisor  (CNS) -C stated  they  were  responsible
for managing  and  maintaining  resident
medication  management  plans.  CNS- C stated
that  they  were  unaware  that  R1's  medication
management  plan  lacked  required  content.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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Food  and Beverage  Establishment
Inspection  Report

Location:
Golden Assisted Living LLC
1496 Auburn Court
Eagan, MN55122
Dakota County, 19

Establishment  Info:
ID #: N#N0002
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #:
ID #:

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

The following orders were issued during this inspection.

4-300 Equipment  Numbers  and  Capacities
4-302.12B ** Priority  2 **

MN Rule 4626.0705B Provide a readily accessible food temperature measuring device with a small diameter
probe to measure the temperature in thin foods such as meat patties and fish fillets.
NO FOOD THERMOMETER ON SITE. PROVIDE A FOOD THERMOMETER FOR MONITORING COLD
HOLDING AND COOKING TEMPERATURES.
Comply By: 02/19/24

2-100 Supervision
2-102.12DMN

MN Rule 4626.0033D Post the certified food protection manager certificate.
THE FOOD MANAGER JUST RECENTLY SUBMITTED FOR THE MN CFPM AND HAS NOT
RECEIVED THE CERTIFICATE YET. POST ON SITE ONCE RECEIVED.
Comply By: 02/19/24

Food  and  Equipment  Temperatures

Process/Item: Cold Hold/MILK
Temperature: 41 Degrees Fahrenheit - Location: FRIGIDAIRE REFRIGERATOR
Violation Issued: No
Process/Item: Cold Hold/AMBIENT
Temperature: 41 Degrees Fahrenheit - Location: FRIGIDAIRE REFRIGERATOR
Violation Issued: No
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Total Orders In This Report Priority 1
0

Priority 2
1

Priority 3
1

INSPECTION COMPLETED WITH FOOD MANAGER AND REVIEWED WITH HRD NURSE
EVALUATOR, JESSICA DETERS.

DISCUSSED ORDERS ON REPORT, DATE MARKING, GLOVE USE, COOKING TEMPERATURES,
CROSS-CONTAMINATION, AND EMPLOYEE ILLNESS.

THERE WAS A MAXIMUM REGISTERING THERMOMETER IN THE DISH WASHER AND MANAGER
STATES THEY RUN IT WITH EACH LOAD AND THE UTENSIL SURFACE TEMPERATURE IS
AROUND 165 DEGREES (MINIMUM REQUIRED IS 160 DEGREES F).

KITCHEN IS RESIDENTIAL AND FOOD IS PREPARED FOR SAME DAY SERVICE.

FLOORING IS WOOD AND CABINETS ARE WOOD WITH HOLLOW BASE. ALL ARE FOUND TO BE
IN GOOD CONDITION AND WILL BE MONITORED AT FUTURE INSPECTIONS. IF AT SUCH A TIME
THEY ARE FOUND TO BE A CONCERN OR RISK OF CONTAMINATION, THEY WILL BE ORDERED
TO BE REPLACED AND BROUGHT UP TO CODE.
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 1005241041 of 02/12/24.

Certified Food Protection Manager:YESHI TAMERU

Certification Number: FM120801 Expires: 01/13/27

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
YESHI TAMERU
MANAGER

Signed:
Jessica Davis
Public Health Sanitarian III
651-201-3961
jessica.davis@state.mn.us


