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*****ATTENTION******

NH LICENSING CORRECTION  ORDER

In accordance  with Minnesota  Statute,  section
144A.10,  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  indicated  below.
When  a  rule  contains  several  items,  failure  to
comply  with any  of the  items  will be  considered
lack of compliance.   Lack of compliance  upon
re­inspection  with any  item of multi­part  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 non­compliance  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.

INITIAL COMMENTS:
The  Minnesota  Department  of Health
investigated  an  allegation  of maltreatment,
complaint  #H5207049M,  in accordance  with the
Minnesota  Reporting  of Maltreatment  of
Vulnerable  Adults Act, Minn. Stat.  626. 557.

The  Minnesota  Department  of Health
documents  the  State  Licensing  Correction
Orders  using  federal  software.  Tag
numbers  have  been  assigned  to
Minnesota  State  Statutes.
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#H5207049M,  tag  identification  1850.

2 000

The  facility has  agreed  to participate  in the
electronic  receipt  of State  licensure  orders
consistent  with the  Minnesota  Department  of
Health  Informational  Bulletin 14­01,  available  at
http://www.health. state. mn.us/ divs/fpc/profinfo/inf
obul.htm  The  State  licensing  orders  are
delineated  on  the  attached  Minnesota
Department  of Health  orders  being  submitted
electronically.  Although  no  plan  of correction  is
necessary  for State  Statutes/ Rules,  please  enter
the  word "reviewed"  in the  box available  for text.
Then  indicate  in the  electronic  State  licensure
process,  under  the  heading  completion  date,  the
date  your  orders  will be  corrected  prior to
electronically  submitting  to the  Minnesota
Department  of Health.

far left column  entitled  "ID Prefix Tag." The
state  statute/ rule  number  and  the
corresponding  text  of the  state  statute/ rule
number  out  of compliance  are  listed  in the
"Summary  Statement  of Deficiencies"
column  and  replaces  the  "To Comply"
portion  of the  correction  order.  This
column  also  includes  the  findings,  which
are  in violation of the  state  statute  after
the  statement,  "This  Rule  is not  met  as
evidenced  by."

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/RULES.

21850   MN St.  Statute  144. 651  Subd.  14  Patients  &
Residents  of HC Fac. Bill of Rights

21850

Subd.  14.   Freedom  from maltreatment.
Residents  shall  be  free  from maltreatment  as
defined  in the  Vulnerable  Adults  Protection  Act.
"Maltreatment"  means  conduct  described  in
section  626. 5572,  subdivision  15,  or the
intentional  and  non­ therapeutic  infliction of
physical  pain  or injury, or any  persistent  course
of conduct  intended  to produce  mental  or
emotional  distress.   Every  resident  shall  also  be
free  from non­ therapeutic  chemical  and  physical
restraints,  except  in fully documented
emergencies,  or as  authorized  in writing after
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examination  by a  resident' s  physician  for a
specified  and  limited period  of time,  and  only
when  necessary  to protect  the  resident  from
self­injury or injury to others.

21850

This MN Requirement   is not  met  as  evidenced
by:
Based  on  interviews,  and  document  review,  the
facility failed to ensure  1 of 1 residents  reviewed
(R1)  was  free  from maltreatment.  R1/C1 was
financial  exploited.

Reviewed  and  corrected

Findings  include:

On March  17,  2020,  the  Minnesota  Department
of Health  (MDH) issued  a  determination  that
financial  exploitation  occurred,  and  that  an
individual staff person  was  responsible  for the
maltreatment,  in connection  with incidents  which
occurred  at  the  facility. The  MDH concluded
there  was  a  preponderance  of evidence  that
maltreatment  occurred.
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