m DEPARTMENT
OF HEALTH

STATE LICENSING COMPLIANCE REPORT

Report: HL286863017C Date Concluded: June 23, 2026

Name, Address, and County of Facility

Investigated:
Covered Bridge

231 Washington Street
Holdingford, MN 56340

Stearns County
Facility Type: Assisted Living Facility (ALF) Evaluator’s Name: Barbara Axness, RN

The Minnesota Department of Health conducted a complaint investigation to determine
compliance with state laws and rules governing the provision of care under Minnesota Statutes,
Chapter 144G. The purpose of this complaint investigation was to review if facility policies and
practices comply with applicable laws and rules. No maltreatment under Minnesota Statutes,
Chapter 626 was alleged.

To view a copy of the correction orders, if there are any, please visit:

https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html,

Or call 651-201-4201 to be provided with a copy via mail or email. If you are viewing this report
on the MDH website, please see the attached state form.


https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html
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AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER CORRECTION using federal software. Tag numbers have
ORDER been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag.” The
Issued pursuant to a complaint investigation. state Statute number and the
corresponding text of the state Statute out
Determination of whether a violation is corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the statute number indicated below. column also includes the findings which
When a Minnesota Statute contains several are in violation of the state requirement
items, failure to comply with any of the items will after the statement, "This Minnesota
be considered lack of compliance. requirement is not met as evidenced by."

Following the evaluators' findings is the
Time Period for Correction.
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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.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employment of a
licensed assisted living director (LALD), licensed
by the Board of Executives for Long Term
Services and Supports (BELTSS). This had the

potential to affect all residents and staff.

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:

The licensee held an assisted living facility (ALF)
license issued on February 1, 2026, through
January 31, 2027.

On June 23, 2026, the BELTSS website indicated
the facility had not had a LALD since April 24,
2026.

On June 23, 2026, at 9:15 a.m., clinical nurse
supervisor (CNS)-A stated she was working on
getting her licensed assisted living director in
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residence permit but had not yet obtained a
mentor and had not finished the application
process. CNS-A confirmed the facility did not
have a LALD from the time the previous person
left.

TIME PERIOD FOR CORRECTION: Immediate
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