m DEPARTMENT
& OF HEALTH

STATE LICENSING COMPLIANCE REPORT

Report #: HL36080001C Date Concluded: May 18, 2022

Elite Quality Services, LLC
3614 2 ) Street NE
Minneapolis, MN 55418
Hennepin County

Facility Type: Assisted Living Facility (ALF) Evaluator’s Name: Jeri Gilb, RN, MSN, CNP

Special Investigator

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 any, please visit:

https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html, or call
651-201-4201 to be provided a copy via mail or email. If you are viewing this report on the
MDH website, please see the attached state form.
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Initial comments
ASSISTED LIVING PROVIDER LICENSING The Minnesota Department of Health
CORRECTION ORDER documents the State Licensing Correction
Orders using federal software. Tag
In accordance with Minnesota Statutes, section numbers have been assigned to
144G.10 to 144G.93, the Minnesota Department Minnesota State Statutes for Assisted
of Health issued correction orders pursuant to an Living Facilities. The assigned tag number
iInvestigation. appears in the far left column entitled "ID
Prefix Tag." The state statute number and
Determination of whether a violation is corrected the corresponding text of the state statute
requires compliance with all requirements out of compliance are listed in the
provided at the statute number indicated below. "Summary Statement of Deficiencies”
When a Minnesota Statute contains several column. This column also includes the
items, failure to comply with any of the items will findings that are in violation of the state
be considered lack of compliance. requirement after the statement, "This
Minnesota requirement is not met as
INITIAL COMMENTS: evidenced by." Following the surveyors'

findings is the Time Period for Correction.
On April 26, 2022, the Minnesota Department of

Health initiated an investigation of complaint Per Minnesota Statute §144G.30, Subd. 5

#HL36080001C. At the time of the investigation, (c), the assisted living facilities must

there were no clients receiving services under the document any action taken to comply with

assisted living license. the correction order. A copy of the provider
' s records documenting those actions

The following correction order is issued for may be requested for follow-up surveys.

#HL36080001C, tag identification 1220. The home care provider is not required to

submit a plan of correction for approval;
please disregard the heading of the fourth
column, which states "Provider ' s Plan of
Correction.”

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

01220 144G.57 Subdivision 1 Closure plan required 01220
SS=D

In the event that an assisted living facility elects
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to voluntarily close the facility, the facility must
notify the commissioner and the Office of
Ombudsman for Long-Term Care in writing by
submitting a proposed closure plan.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to notify the Minnesota
Department of Health and the Office of the
Ombudsman for Long-Term Care in writing prior
to the voluntary closure of the assisted living
facility.

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).

Findings include:

The facility closure form dated February 11, 2022
iIndicated services in the facility ended November
2, 2021 when the facility's only resident chose to
move to a different provider. The owner of the
property decided to sell the home and the facility
then decided to close the assisted living.

During an interview, on May 18, 2022 at 2:03
p.m., the Licensed Assisted Living Director
(LALD) stated the closure form was completed
after the resident was relocated and it was not
sent to the Minnesota Department of Health for
approval or the Office of the Ombudsman for
Long-Term Care prior to closure.

Minnesota Department of Health

STATE FORM 6899 2XWH11 If continuation sheet 2 of 3




PRINTED: 06/07/2022
FORM APPROVED

Minnesota Department of Health

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED

C

36080 B. WING 04/26/2022

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

3614 2 1/2 STREET NE

ELITE QUALITY SERVICES LLC MINNEAPOLIS, MN 55418

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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)
01220 | Continued From page 2 01220

TIME PERIOD FOR CORRECTION: Twenty-one
days
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