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W0000 INITIAL COMMENTS W0000

On 2/3/26, an abbreviated survey was completed at
your facility to conduct a complaint investigation.
Your facility was in compliance with 42 CFR Part
483, subpart I, requirements for Intermediate Care
Facilities for Individuals with Intellectual Disabilities.

The following complaint was reviewed with NO
deficiencies issued. HG3804603C

(MN116153).
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In accordance with Minnesota Statute, section 144.56
and/or Minnesota Statute, section 144.653, this
correction order has been issued pursuant to a
survey. If, upon reinspection, it is found that the
deficiency or deficiencies cited herein are not
corrected, a fine for each violation not corrected
shall be assessed in accordance with a schedule of
fines promulgated by rule of the Minnesota
Department of Health.

Determination of whether a violation has been
corrected requires compliance with all requirements
of the rule provided at the tag number and MN Rule
number or MN Statute indicated below. When a rule
or statute contains several items, failure to comply
with any of the items will be considered lack of
compliance. Lack of compliance upon re-inspection
with any item of multi-part rule will result in the
assessment of a fine even if the item that was
violated during the initial inspection was corrected.

You may request a hearing on any assessments that
may result from non-compliance with these orders
provided that a written request is made to the
Department within 15 days of receipt of a notice of
assessment for non-compliance.

On 2/3/26, a complaint investigation was conducted.
Your facility was found to be in compliance with
requirements of Minnesota Rules, Chapter 4665
requirements for Supervised Living Facilities (SLF).

The following complaint was reviewed.

HG3804603C (MN116153). No licensing orders issued.
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