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

Electronically Delivered
December 19, 2023

Licensee

1st Attentive Services LLC
1108 Pearson Parkway
Brooklyn Park, MN 55444

RE: Project Number(s) SL39535015
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 December 6, 2023, 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 . . ."

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

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

The correction order documentation should include the following:

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

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

e |dentify 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.
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:
https://forms.web.health.state.mn.us/form/HRD-Appeals-Form

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.

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

HHH
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39535 B. WING 12/06/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1108 PEARSON PARKWAY
1ST ATTENTIVE SERVICES LLC BROOKLYN PARK, MN 55444
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far-left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.

SL39535015-0
PLEASE DISREGARD THE HEADING OF

On December 5, 2023, through December 6, THE FOURTH COLUMN WHICH

2023, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a survey at the above provider, and CORRECTION." THIS APPLIES TO
the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS
time of the survey, there were three active WILL APPEAR ON EACH PAGE.
residents; all of whom were receiving services

under the Provisional Assisted Living license. THERE IS NO REQUIREMENT TO

SUBMIT APLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.

06801 144G.42 Subd. 10 Disaster planning and 0 680
SS=F | emergency preparedness

(a) The facility must meet the following

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0680 | Continued From page 1 0 680

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:

Based on interview and record review the
licensee failed to have a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all
residents receiving services under the assisted
living with dementia license.

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
Minnesota Department of Health
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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:

The licensee lacked evidence of having an
emergency disaster preparedness plan that
contained the following required content:

- participate in an annual full-scale exercise that
IS community based OR conduct an annual,
individual, facility-based functional exercise OR if
the facility experiences an actual emergency
requiring activation of plan, facility is exempt from
engaging in its next required full-scale exercise;

- conduct an additional annual exercise that may
iInclude: a second full-scale exercise that is
community-based or an individual, facility based
functional exercise OR mock disaster drill OR
table-top exercise; and

- analyze the facility's response to and maintain
documentation of all drills, tabletop exercises and
emergency events & revise plan as needed.

On December 6, 2023, at 10:15 a.m., the owner
(O)-A stated, "No we have never done a
community wide drill, we do the fire drills six times
a year and we tell them about elopement being a
possibility at that time, but we have not done any
other types of those drills."

On December 6, 2023, at 11:32 a.m. clinical
nurse supervisor (CNS)-D acknowledged they
were missing the documentation of the
above-mentioned items in the licensee's EPP and
stated, "Honestly | was unaware that we needed
to do a community wide drill or those others,
sometimes some things get missed."

The licensee's 9.02 Disaster Planning and

Minnesota Department of Health
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Emergency Preparedness policy, dated August 1,
2021, read, "[Licensee's] will have in place a
general emergency preparedness plan, that is in
alignment with facility's requirement to also
comply with CMS Appendix Z."

No further information was provided.

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

0 800| 144G.45 Subd. 2 (a) (4) Fire protection and 0 800
SS=F | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the physical environment in a
continuous state of good repair and operation
with regard to the health, safety, and well-being of
the residents. This had the potential to directly
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) 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

Minnesota Department of Health
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of the residents).
The findings include:

On December 5, 2023, at 1:40 p.m., survey staff
toured the facility with owner(O)-A, licensed
assisted living director (LALD)-C, and clinical
nurse supervisor (CNS)-D.

During the facility tour, it was observed on the
wooden deck outside of the exit door to the
backyard, burnt, used cigarettes were being
disposed of without a proper disposal container,
creating a possible fire hazard.

On December 5, 2023, at 1:40 p.m., O-A and
LALD-C verified there was not a fire safe disposal
container for smoking residents.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 970| 144G.50 Subd. 5 Waivers of liability prohibited 0 970
SS=C
The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
iInclude any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
iInclude any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the assisted living
contract did not include language waiving the

Minnesota Department of Health
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licensee's liability for health, safety, or personal
property of a resident. This had the potential to
affect all residents.

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 potential to affect a large portion or all of
the residents).

The findings include:

On December 6, 2023, at 8:30 a.m., owner (O)-A
provided the surveyor with R2's resident contract.
The contract read, "insurance Liability and
Release. The resident shall maintain at all times
his or her own health, personal property, liability,
automobile (if applicable), and other insurance
coverages and shall provide evidence of the
same by copies of binders or policies provided to
[Licensee] upon request. The resident
acknowledges that [Licensee] is not an insurer of
the resident's person or property. The resident
agrees that [Licensee] will not be liable to the
resident for any personal injury or property
damage (including, without limitation, damage to,
or loss or theft of, automobiles or personal
property of resident) suffered by the resident or
the resident's agents, guests or invitees, unless
and to the extent that the injury or damage is
caused by the negligence of [Licensee] or its
employees or agents. The resident hereby
releases [Licensee] from liability for any personal
iInjury or property damage suffered by the resident
or the resident's agents, guests, or invitees,
unless caused by the negligence of [Licensee] or
IS employees for agents."

Minnesota Department of Health
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On December 6, 2023, at 9:40 a.m., O-A stated,
"We use the same contract for all residents, so
what you see in hers [R2] will be the same for
everyone. | thought we changed that, but | guess
we will need to get that changed.”

No further information provided.

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

g1891F0 144G.71 Subd. 22 Disposition of medications 01910
(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.

(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.

(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the

Minnesota Department of Health
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licensee failed to provide documentation in the
resident's record regarding the disposition of
medication to include the medication strength,
prescription number, quantity, date of disposition,
and names of staff and other individuals involved
In the disposition for one of three discharged
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, 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 discharged from the licensee to another
assisted living facility on July 18, 2023.

R1's record lacked a medication disposition to
iInclude the medication's name, strength,
prescription number as applicable, quantity, to
whom the medications were given, date of
disposition, and names of staff and other
individuals involved in the disposition.

On December 5, 2023, at 12:08 p.m., clinical
nurse supervisor (CNS)-D stated, "We were only
able to get the medication count for the narcotic
for him [R1] before he left, but everything was
sent with him." The surveyor inquired if the only
other discharged resident would have a
medication disposition and CNS-D stated, "No,
that one was even worse, someone showed up at
5pm to get them and we had no knowledge they
were moving out, so no medication disposition

Minnesota Department of Health
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was done for that client either, we don't have any
medication dispositions for anyone who has
discharged."

The licensee's 7.23 Medication Disposal policy,
dated August 1, 2021, read, "Upon disposition,
the facility must document in the resident's record
the disposition of the medication including the
medication's name, strength, prescription number
as applicable, quantity, to whom the medications
were given, date of disposition, and names of
staff and other individuals involved in the
disposition."

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

Saint Paul, MN 55164-0975
DEPARTMENT 8E1.901-4500
OF HEALTH
ops T Food and Beverage Establishment gl
Date: 12/05/23 _
Time:  12:30:00 Inspection Report
Report: 1005231281
— Location: — Establishment Info:
First Attentive Services LLC ID #: 0042194
1108 Pearson Parkway Risk:
Brooklyn Park, MN55443 Announced Inspection: No
Hennepin County, 27

— License Categories: — Operator:
Phone #:
Expires on: 12/31/23 T i

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

No NEW orders were 1ssued during this inspection.

Surface and Equipment Sanitizers

Utensil Surface Temp.: = at 160+ Degrees Fahrenheit
Location: DISHWASHER
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Hold/MILK
Temperature: 39 Degrees Fahrenheit - Location: KITCHEN REFRIGERATOR

Violation Issued: No

Process/Item: Cold Hold/SAUSAGE
Temperature: 38 Degrees Fahrenheit - Location: KITCHEN REFRIGERATOR
Violation Issued: No

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

INSPECTION COMPLETED WITH FACILITY DIRECTOR AND REVIEWED WITH HRD NURSE
EVALUATOR, TESA BROWN.

DISCUSSED GLOVE USE, DATE MARKING, CROSS CONTAMINATION, COOKING
TEMPERATURES, AND EMPLOYEE ILLNESS POLICY.

AFTER INSPECTION, OPERATOR SENT INSPECTOR A PICTURE OF A DISHWASHER
TEMPERATURE STRIP THAT SHOWED THE DISHWASHER WAS PROVIDING A UTENSIL SURFACE
TEMPERATURE OF AT LEAST 160 DEGREES F.

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



Type:  Full Food and Beverage Establishment Fage £
Date: 12/05/23

Time:  12:30:00 Inspection Report

Report: 1005231281
First Attentive Services LLC

FLOORING IS LAMINATE, CABINETS ARE WOOD WITH HOLLOW BASE, AND COUNTERS ARE
LAMINATE. 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 1005231281 of 12/05/23.

Certified Food Protection ManagerSAMSAM J. MOHAMED
Certification Number: _FM108013 Expires: _09/23/24

Inspection report reviewed with person in charge and emailed.

Signed: Signed: 5L < l 5
SAMSAM MOHAMED essica Davis

Public Health Sanitarian II1
651-201-3961

jessica.davis(@state.mn.us




