DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
May 7, 2026

Licensee
Oak Hill Assisted Living

1971 1st Avenue Northeast
Grand Rapids, MN 55744

RE: Project Number(s) SL30081016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 8, 2026, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter
260E.

MDH 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. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. 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
isted 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 . .."

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement;

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;
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Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in

§ 144G.20;
Level 5: a fine of $5,000 per violation, in addition to any enforcement mechanism authorized in

§ 144G.20.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

St - 0-0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $500.00. You will be invoiced approximately 30 days after receipt of this notice, subject to

appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the 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 Identify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/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(s) 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 MDH within 15 calendar
days of the correction order receipt date.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under
this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each

matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.
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To submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in the letter and state form with your organization’s Governing Body.

If you have any questions, please contact me.

5l WLM
Jessie Chenze, Supervisor
State Evaluation Team
Email: Jessie.Chenze@state.mn.us
Telephone: 218-332-5175 Fax: 1-866-890-9290

Sincerely,

CLN
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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 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 survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are 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 Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL30081016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On April 6, 2026, through April 8, 2026, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were 21 residents; all 21 receiving
services under the Assisted Living Facility license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN 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
SUBDIVISION 1-3.
0510 144G.41 Subd. 3 Infection control program 0510
SS=F
(a) All assisted living facilities must establish and

(X6) DATE
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maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

(c) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to establish and
maintain an infection control program to comply
with accepted health care, medical, and nursing
standards for infection control for one of three
employees (unlicensed personnel/ULP-D).

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
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

R2's diagnoses included Type 1 diabetes
(pancreas produces little to no insulin), below
knee amputation left leg, cellulitis of the right
lower limb (bacterial infection), and
multidrug-resistant organisms (MDRO) in her
urine.

Minnesota Department of Health
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On April 7, 2026, at 7:25 a.m., the surveyor
observed ULP-D and ULP-E perform cares for
R2. ULP-D pushed R2's brief between her legs
while R2 was on her back in bed, rolled R2 to the
right, and with gloved hands provided perineal
cares using wipes. ULP-D then removed the brief,
removed her gloves, and without performing hand
hygiene, placed clean gloves on her hands. At
this time, ULP-D placed the Hoyer (mechanical
ift) sling behind R2, both staff assisted to roll R2
to the left, and ULP-E pulled the sling out from
the left side. Both staff hooked the sling to the
Hoyer, and while ULP-E raised the Hoyer, ULP-D
held the sling and turned R2 to position in the
shower chair. At this time, ULP-D and ULP-E
removed the sling from the Hoyer lift, ULP-D
wheeled the shower chair over the toilet, removed
her gloves, and washed her hands at the sink.

On April 7, 2026, at 9:15 a.m., ULP-D stated she
should have performed hand hygiene after
removing her gloves after completing perineal
cares but there was no hand sanitizer at the
bedside. ULP-D stated she was trained to
perform hand hygiene after removing gloves and
after performing perineal cares.

On April 7, 2026, at 11:25 a.m., clinical nurse
supervisor (CNS)-A stated staff are expected to
perform hand hygiene any time gloves are
removed and after performing perineal cares, and

added hand sanitizer had been placed at R2's
bedside.

The licensee's Hand Hygiene policy dated March
27,2024 noted staff were to sanitize their hands
when moving from soiled to clean activities on the
same resident.

Minnesota Department of Health
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The Centers for Disease Control's (CDC), "CDC's
Core Infection Prevention and Control Practices
for Safe Healthcare Delivery in All Settings” dated
April 12, 2024, under section 5a.1 indicated:

1.) Require healthcare personnel to perform hand
hygiene In accordance with CDC
recommendations.

2.) Use an alcohol-based hand rub or wash with
soap and water for the following clinical
Indications:

a.) Immediately before touching a patient;

b.) Before performing an aseptic task (e.g.,
placing an indwelling device) or handling invasive
medical devices;

c.) Before moving from work on a soiled body site
to a clean body site on the same patient;

d.) After touching a patient or the patient's
Immediate environment;

e.) After contact with blood, body fluids or
contaminated surfaces; and

f.) Immediately after glove removal.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 650 144G .42 Subd. 8 (a) Staff records 0 650
SS=D
(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
Individual contractor providing services. The
records must include the following infomation:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training

Minnesota Department of Health
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and infection control training, and competency
evaluations:

(3) current job description, including
gualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
employee records contained the required content

for one of three employees (unlicensed
personnel/ULP-F).

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).

The findings Include:

During the entrance conference on April 6, 2026,
at 11:20 a.m., licensed assisted living director
(LALD)-B and clinical nurse supervisor (CNS)-A
stated they were aware of the required contents
of the employee records.

Minnesota Department of Health
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ULP-F was hired on November 22, 2024, to
provide direct care services to residents of the
facility.

On April 7, 2026, from 7:25 a.m., through 03:04
a.m., the surveyor observed ULP-F administering
medications and providing blood glucose
monitoring to residents. At this time, ULP-F
stated they had been trained on medication

administration, and blood glucose monitoring via
dexcom by CNS-A.

ULP-F's employee record lacked documented
evidence of the following:

- medication administration training; and

- blood glucose monitoring training (dexcom).

On April 8, 2026, at 12:20 p.m.,LALD-B and
CNS-A stated ULP-F had been trained on the
above, but an initial orientation medication
administration evaluation checklist had not been
completed for ULP-F as required.

The licensee's Personnel Records policy dated
September 15, 2022, noted the licensee keeps a
record of all required training for unlicensed
personnel and competency evaluations.

No further information was provided.

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

0 660| 144G .42 Subd. 9 Tuberculosis prevention and 0 660
SS=D | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control

Minnesota Department of Health
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program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
Include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to establish and maintain a
tuberculosis (TB) prevention program, based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC), which
Included completion of a two-step TST (tuberculin
skin test) or other evidence of TB screening such
as a blood test and a screening for symptoms or
history of TB for one of three employees (licensed
practical nurse/LPN-G).

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 imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

Minnesota Department of Health
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The licensee’s Facility TB Risk Assessment dated
January 16, 2026, indicated the licensee was a
low risk.

LPN-G was hired on December 6, 2021, to
provide direct care services to residents of the
facility.

LPN-G's record included:

- Baseline TB Screening Tool for Healthcare
Workers (HCWSs) dated April 2, 2021;

- first step TST noted as administered at 4.00
p.m., but lacked a date when administered, and
read on April 4, 2021; and

- second step TST noted as administered at 3:30
p.m., but lacked a date when administered, and
read on July 9, 2021, (both greater than 90 days
prior to the hire date).

LPN-G's record also included:

- Baseline TB Screening Tool for Healthcare
Workers (HCWSs) which was undated; and

- first step TST administered on June 21, 2021 at
3:30 p.m. and read on June 23, 2021, (greater
than 90 days prior to the hire date).

On April 8, 2026, at 12:15 p.m., licensed assisted
living director (LALD)-B stated LPN-G had
received the TST through another employer and
thought it would be acceptable if within one year
prior to hire. LALD-B also stated the provided
document for the two step TST lacked a date
when administered.

The licensee's TB Prevention and Control policy
dated March 20, 2025, noted "Please note, If the
first step of the two-step TST Is negative the

employee may begin working with residents (if the

TST Is dated within 90 days before hire) but must
have the second TST within 21 days after hire."

Minnesota Department of Health
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The Minnesota Department of Health (MDH)
guidelines, Regulations for Tuberculosis Control
In Minnesota Health Care Settings, dated July
2013, and based on CDC guidelines, indicated an
employee may begin working with patients after a
negative IGRA (serum blood test) or TST (first
step) dated within 90 days before hire. The
second TST may be performed after the HCW
(health care worker) starts working with patients.
Baseline TB screening should be documented in
the employee’s record. In addition, it noted TST
documentation should include the date of the test,
the number of millimeters (mm) of induration (if
no induration, document "0" mm) and the
Interpretation (positive or negative).

No further information was provided.

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

07795 144G .45 Subd. 2. (a) Fire protection and physical | 0 775
SS=D | environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
/9511, and:

This MN Requirement Is not met as evidenced
by:

Based on observation, record review, and
Interview, the licensee failed to ensure the
physical environment of the facility was
maintained in compliance with the requirements
of Minnesota Statute 144G.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
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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 Iisolated scope (when one or a
limited number of residents are affected or one or
a imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated April
6, 2026, for the specific violations related the
physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Two (2)
days

0 780 144G .45 Subd. 2 (a) (1) Fire protection and 0 780
SS=E | physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
/911, and:

(1) for dwellings or sleeping units, as defined In
the State Fire Code:

(1) provide smoke alarms in each room used for
sleeping purposes;

(1) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;

(1l1) provide smoke alarms on each story within a
dwelling unit, including basements, but not
Including crawl spaces and unoccupied attics;
(Iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in

Minnesota Department of Health
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the individual dwelling unit or sleeping unit to
operate; and

(V) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

This MN Requirement Is not met as evidenced
by:

Based on observation, record review, and
Interview, the licensee failed to ensure the
physical environment of the facility was

maintained in compliance with the requirements
of Minnesota Statute 144G.

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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated April
6, 2026, for the specific violations related the
physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Seven (7)
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0 800| 144G .45 Subd. 2 (a) (4) Fire protection and 0 800

SS=D | 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, record review, and
Interview, the licensee failed to ensure the
physical environment of the facility was
maintained in compliance with the requirements
of Minnesota Statute 144G.

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).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated April
6, 2026, for the specific violations related the
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144G.
TIME PERIOD FOR CORRECTION: Seven (/)
days
0 810, 144G .45 Subd. 2 (b-f) Fire protection and 0 810

SS=E | physical environment

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) staff actions to be taken in the event of a fire
or similar emergency;,

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.

(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation dirill
every other month. Evacuation of the residents Is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.
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This MN Requirement Is not met as evidenced
by:

Based on observation, record review, and
Interview, the licensee failed to ensure the
physical environment of the facility was
maintained in compliance with the requirements
of Minnesota Statute 144G.

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 pattern scope (when more than a
limited humber of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated April
6, 2026, for the specific violations related the
physical environment under Minnesota Statute
144G.

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

01565 144G.64 (c) Training in Dementia, Mental lliness, | 01565
SS=C | and De-

(a) The facility shall provide to consumers in
written or electronic form a description of the
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training program, the categories of staff trained,
the frequency of training, and the basic topics
covered.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide in written or electronic
form to residents, families, or other persons who
requested it, a complete description of the
dementia care training program to include the
required content.

This practice resulted in a level one violation (a
violation that will cause only 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
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

The licensee provided services under an assisted
living license effective June 1, 2025, through May
31, 2026.

The licensee's undated Dementia Training
Disclosure lacked the basic topics covered
Including:

- recognizing symptoms of common mental
lliness diagnoses, including but not limited to
mood disorders, anxiety disorders, trauma and
stressor related disorders, personality and
psychotic disorders, substance use disorder, and
substance misuse;

- de-escalation techniques and communication;
and
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- crisis resolution and suicide prevention,
Including procedures for contacting crisis
response teams and 988 suicide and crisis
lifelines.

The licensee's Assisted Living Orientation - All
Staff policy dated January 1, 2025, noted
orientation for employees would include mental
health and de-escalation training.

On April 8, 2026, at 11:15 a.m., licensed assisted
living director (LALD)-B stated the disclosure
lacked the required content on mental iliness
training.

No further information was provided.

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

01790 144G.71 Subd. 10 Medication management for 01790
SS=F | residents who will

(2) for unplanned time away, when the pharmacy
Is not able to provide the medications, a licensed
nurse or unlicensed personnel shall provide
medications in amounts and dosages needed for
the length of the anticipated absence, not to
exceed seven calendar days;

(3) the resident must be provided written
Information on medications, including any special
Instructions for administering or handling the
medications, including controlled substances; and
(4) the medications must be placed in a
medication container or containers appropriate to
the provider's medication system and must be
labeled with the resident’'s name and the dates
and times that the medications are scheduled.
(b) For unplanned time away when the licensed
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nurse is not available, the registered nurse may
delegate this task to unlicensed personnel if:

(1) the registered nurse has trained the
unlicensed staff and determined the unlicensed
staff iIs competent to follow the procedures for
giving medications to residents; and

(2) the registered nurse has developed written
procedures for the unlicensed personnel,
Including any special instructions or procedures
regarding controlled substances that are
prescribed for the resident. The procedures must
address:

() the type of container or containers to be used
for the medications appropriate to the provider's
medication system,;

(1) how the container or containers must be
labeled:

(1)) written information about the medications to
be provided;

(iv) how the unlicensed staff must document in
the resident's record that medications have been
provided, including documenting the date the
medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;

(v) how the registered nurse shall be notified that
medications have been provided and whether the
registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;

(vi) a review by the registered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and

(vi) how the unlicensed personnel must
document in the resident's record any unused
medications that are returned to the facility,

Minnesota Department of Health
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Including the name of each medication and the
doses of each returned medication.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) developed comprehensive written
procedures for the unlicensed personnel (ULP)
providing medications for residents having
unplanned time away when the licensed nurse
was not available.

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
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

During the entrance conference on April 6, 2026,
at 11:20 a.m., clinical nurse supervisor (CNS)-A
stated the licensee provided medication
management services to the licensee's residents.

The licensee’'s Medication Administration-Outings
and Unplanned Leaves of Absence policy dated
reviewed August 1, 2021, and revised April 6,
2026, lacked written procedures including:

- how the RN shall be notified that medications
have been provided and whether the RN needs to
be contacted before the medications are given to
the resident or the designated representative;

- a review by the RN of the completion of this task
to verify that this task was completed accurately

Minnesota Department of Health
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by the ULP; and

- how the ULP must document in the residents
record any unused medications that are returned
to the facility, including the name of each
medication and the doses of each returned
medication.

On April 8, 2026, at 11:07 a.m., CNS-A stated the
licensee did not have written procedures to
Include the above required content.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

01910 144G.71 Subd. 22 Disposition of medications 01910
SS=D
(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 hame,
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.
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This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to document in the resident's
record the disposition of the medications with the
required content for one of one resident (R3)
upon discharge.

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).

The findings include:

During the entrance conference on April 6, 2026,
at 11:20 a.m., clinical nurse supervisor (CNS)-A
and licensed assisted living director (LALD)-B
stated the licensee provided medication
management services to residents at the facility.

The licensee'’s Discharged Resident/Client Roster
dated March 4, 2025, to April 6, 2026, indicated
R3 admitted to the facility on July 1, 2025, and
discharged on November 22, 2025.

R3's diaghoses included spinal stenosis (a
narrowing of the spaces in the spine causing
compression of the nerves and spinal cord) and
hypertension (high blood pressure).

R3's Service Plan dated November 7, 2025,
noted R3 received services including assistance
with bathing, dressing, and medication
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administration.

R3's Discharge/Transfer Summary dated
November 25, 2025, noted R3 was deceased on
November 22, 2025, under hospice services.

R3's Medication Disposition - Resident form
dated from November 1, 2025, to April 6, 2026,
Included the date of disposition, medication
name, pharmacy prescription number, quantity
disposed, strength, reason, means, and names of
staff involved in the disposition. However, the
following medications lacked the prescription
number:

- metoprolol tartrate 25 milligrams (mgQ);

- omeprazole 20 mg;

- Reglan 5 mg;

- sucralfate 1 gram;

- bisacodyl suppository 10 mg;

- hyoscyamine 0.125 micrograms (mcg);

- metolazone 2.5 mg;

- nitroglycerin 0.4 mg;

- Ipatropium-albuterol 0.5-2.5 mg/3 milliliters (ml);
and

- idocaine 4%.

On April 8, 2026, at 11:20 a.m., clinical nurse
supervisor (CNS)-A stated the prescription
numbers are added into Residex (electronic
medical record system) by the pharmacy and she
was not sure why they were not showing up for
these medications.

The licensee's Disposition or Disposal of
Medication policy dated August 1, 2021, noted
documentation of destruction of medications
would include the date, quantity, name of the
medication, prescription number, and signature of
the person destroying the medications and
sighature of the witness to the destruction.
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

01950 144G.72 Subd. 4 Administration of treatments 01950
SS=D | and therapy

Ordered or prescribed treatments or therapies
must be administered by a nurse, physician, or
other licensed health professional authorized to
perform the treatment or therapy, or may be
delegated or assigned to unlicensed personnel by
the licensed health professional according to the
appropriate practice standards for delegation or
assignment. When administration of a treatment
or therapy Is delegated or assigned to unlicensed
personnel, the facility must ensure that the
registered nurse or authorized licensed health
professional has:

(1) instructed the unlicensed personnel in the
proper methods with respect to each resident and
the unlicensed personnel has demonstrated the
ability to competently follow the procedures;

(2) specified, in writing, specific instructions for
each resident and documented those instructions
In the resident's record; and

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) specified, in writing,
specific instructions for each resident and
documented those instructions in the resident's
record for one of two residents (R2).

This practice resulted in a level two violation (a
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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 Iisolated 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).

The findings include:

R2's diaghoses included Type 1 diabetes
(pancreas produces little to no insulin), below
knee amputation left leg, and cellulitis of the right
lower limb (bacterial infection).

On April 7, 2026, at 8:40 a.m., the surveyor
observed unlicensed personnel (ULP)-D
administer medications to R2 in her room. ULP-D
checked R2's blood glucose with Dexcom (a
device that provides continuous glucose
monitoring) with a result of 287 milligrams per

deciliter (mg/dL).

R2's Service Plan dated October 17, 2025,
Indicated R2 received services including
assistance with bathing, dressing, grooming,
recording blood glucose, and medication
administration.

R2's prescriber orders dated February 19, 2026,
Included:

- Blood glucose 3 times per day. "Check Dexcom
receiver for Blood Glucose reading. If Blood

Glucose iIs less than 100, then HOLD INSULIN."

R2's blood glucose monitoring sheet for January
6, 2026, through April 6, 2026, noted blood
glucose ranging from 141 mg/dL to 506 mg/dL.
R2's blood glucose was in the 500 range three
Minnesota Department of Health
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times during this period as follows:

- February 15, 2026, at 8:00 p.m. 500 mg/dL with
a progress note that indicated the triage nurse
was notified;

- March 14, 2026, at 5:00 p.m. 502 mg/dL. There
was no note in the blood glucose form and no
progress note; and

- March 17, 2026, at 11:30 a.m. 506 mg/dL. The
blood glucose form noted hospice nurse was
notified. Progress note dated March 17, 2026, at
11:20 a.m. noted blood glucose had been high
and Fiasp (a rapid acting mealtime insulin) was
Increased to 20 units three time per day.

On April 8 2026, at 11:25 a.m., clinical nurse
supervisor (CNS)-A stated they typically include a
high range for staff to know when to notify
nursing, but do not have it for R2 after she was
admitted to hospice.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

02310| 144G.91 Subd. 4 (a) Appropriate care and 02310
SS=D | services

(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident’'s needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure care and
services were provided according to acceptable

Minnesota Department of Health
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health care and medical, or nursing standards for
one of two residents (R2) with hospital bedrails.

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).

The findings include:

R2's diaghoses included Type 1 diabetes
(pancreas produces little to no insulin), below
knee amputation left leg, and cellulitis of the right
lower limb (bacterial infection).

On April 8, 2026, at 7:50 a.m., the surveyor
observed R2's bed with clinical nurse supervisor
(CNS)-A to be a hospital style bed with bilateral
hospital rails in the raised position. The bedrails
were a brown metal material with five vertical
bars between the entire bedrail frame. CNS-A
measured the bedrails as follows:

- zone 1 (within the rails) from 3 inches to 4 1/2
Inches;

- zone 2 (under the ralil, between the rail supports
or next to a single rail support) 0 inches;

- zone 3 (between the rail and the mattress) 0
Inches; and

- zone 4 (under the ralil, at the ends of the rail) O
Inches.

R2's Service Plan dated October 17, 2025,
Indicated R2 received services including
assistance with bathing, dressing, grooming,
recording blood glucose, and medication

Minnesota Department of Health
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administration.

R2's Assessment dated April 2, 2026, noted R2
required assist from two staff with turning and
repositioning, and uses a Hoyer lift (mechanical
ift device) with the assist of two staff for mobility.
It also noted R2 had half length bedrails at the
upper half of the bed. The assessment indicated
R2 required assistance with toileting, was
Incontinent of urine and bowel, had generalized
arthritic pain and neuropathy, and scored a
Missouri Alliance for Home Care (MAHC) fall risk
of 9 (extremely high risk for falling). The
assessment included measurements of the
bedralils as follows:

-zone 1 - 2 Inches;

- zone 2 - 3 Inches;

- zone 3 - 3 Inches; and

- Zzone 4 - 2 inches.

R2's record lacked:
- accurate measurements of the bedrails.

On April 8 2026, at 8:05 a.m., CNS-A stated the
measurements did not match. CNS-A checked
and found R2 had recelved a new bed from
hospice on December 18, 2025, and the new bed
with new bedrails had not been measured when
received or with the last two assessments on
January 5, 2026, and April 2, 2026. CNS-A stated
she does the assessment of the bedrails In the
resident's room and observes the resident using
the bedrails, but did not measure or notice they
were different. In addition, CNS-A stated it is her
expectation new bedrails be assessed and
measured.

The March 10, 2006, FDA Side Rail Entrapment
Zones and Dimensional Recommendations
Indicated to reduce the risk of entrapment with

Minnesota Department of Health
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hospital beds, zone 1 (within the rail) should not
exceed 4 and 3/4 inches, zone 2 (under the rall,
between rail supports or next to a single rail
support) should not exceed 4 and 3/4 inches,
zone 3 (between the rail and the mattress),
should not exceed 4 and 3/4 inches, and zone 4
(under the rail, at the ends of the rail) should not
exceed 2 and 3/8 inches or be greater than a 60
degree angle.

The Minnesota Department of Health (MDR)
website, Assisted Living Resources &
Frequently-Asked Questions (FAQs) last updated
December 13, 2024, indicated, "To ensure an
Individual is an appropriate candidate for a bed
rail, the licensee must assess the individual's
cognitive and physical status as they pertain to
the bed rail to determine the intended purpose for
the bed rail and whether that person is at high
risk for entrapment or falls. This may include
assessment of the individual's incontinence
needs, pain, uncontrolled body movement or
ability to transfer in and out of bed without
assistance. The licensee must also consider
whether the bed rail has the effect of being an
Improper restraint.” Also included,
"Documentation about a resident's bed rails
Includes, but is not limited to:

- Purpose and intention of the bed rail;

- Condition and description (i.e., an area large
enough for a resident to become entrapped) of
the bed rail;

- The resident's bed rail use/need assessment;

- Risk vs. benefits discussion (individualized to
each resident's risks);

- The resident's preferences;

- Installation and use according to manufacturer's
guidelines;

- Physical inspection of bed rail and mattress for
areas of entrapment, stability, and correct
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Installation; and

- Any necessary information related to
Interventions to mitigate safety risk or negotiated
risk agreements’.

The FDA, "A Guide to Bed Safety"” revised April
2010, included the following information: "When
bed rails are used, perform an on-going
assessment of the patient's physical and mental
status, closely monitor high-risk patients.” The
FDA also identified, "Patients who have problems
with memory, sleeping, incontinence, pain,
uncontrolled body movement, or who get out of
bed and walk unsafely without assistance, must
be carefully assessed for the best ways to keep
them from harm, such as falling. Assessment by
the patient's health care team will help to
determine how best to keep the patient safe.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days
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Bemidji District Office
m Minnesota Department of Health
710 5th St NW, Suite A

DEPARTMENT Bemidji, MN 56601

OF HEALTH Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

—Establishment Info ———

Oak Hill Assisted Living
1971 1ST AVENUE NE

License Info

—Inspection Info —— M —

License: HFID 30081 Report Number: F7939261094

Inspection Type: Full - Single

Grand Rapids, MN 55744 Risk: Date: 4/7/2026 Time: 12PM

ltasca County License: Duration: minutes

Parcel: EXxpires on: Announced Inspection:

CFPM: GARRETT HALL Total Priority 1 Orders: 0

Phone: CFPM #. CFPM53265; Exp: 4-7-2026 Total Priority 2 Orders: 0
Total Priority 3 Orders: 0
Delivery:

\ J \. J

No orders were issued for this inspection report.
Food & Beverage General Comment
DISCUSSION

BARE HAND CONTACT AND GLOVE USE

TESTING DISHWASHER

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I acknowledge receipt of the Bemidji District Office inspection report number F7939261094 from 4/7/2026

e —

KYLE HEDLUND
MANAGER

Ryan Trenberth,

Public Health Sanitarian 3

218-308-2133

ryan.trenberth@state.mn.us



Bemidji District Office
m Minnesota Department of Health
710 5th St NW, Suite A

DEPARTMENT Bemidji, MN 56601

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
Oak Hill Assisted Living Report Number: F7939261094
Grand Rapids Inspection Type: Full
County/Group: Itasca County Date: 4/7/2026
Time: 12PM

Food Temperature: Product/Item/Unit: Sloppy Joe; Temperature Process: Cooking
Location: Stove - South at 181 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: Ham; Temperature Process: Cold-Holding
Location: Upright Cooler South at 39 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: Sloppy Joe; Temperature Process: Cooking
Location: Stove North at 211 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: Yogurt; Temperature Process: Cold-Holding
Location: Upright Cooler North at 38 Degrees F.

Comment:

Violation Issued?: No




Bemidji District Office
m Minnesota Department of Health
710 5th St NW, Suite A

DEPARTMENT  Bemidji, MN 56601

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment INfo — Inspection Info —
Oak Hill Assisted Living Report Number: F7939261094
Grand Rapids Inspection Type: Full
County/Group: Itasca County Date: 4/7/2026
Time: 12PM

Sanitizing Chemical: Product: Quaternary Ammonia; Sanitizing Process: Spray Bottle
Location: South & North Kitchens Equal To 400 PPM

Comment:

Violation Issued?: No

Sanitizing Chemical: Product: Quaternary Ammonia; Sanitizing Process: Dunk Bin
Location: South & North Kitchens Equal To 400 PPM

Comment:
Violation Issued?: No



DEPARTMENT

m OF HEALTH

Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL30081016-0 Date: April 6, 2026

Facility Name: Oak Hill Assisted Living

Facility Address: 1917 15 Avenue NE, Grand Rapids, MN 55744

X TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Isolated TIME PERIOD OF CORRECTION: Two (2) days

1.

2.

Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

A means of egress shall be free from obstructions that would prevent its use, including the
accumulation of snow and ice. [Minn. Stat. 144G.45 subd. 2; MSFC 1031.3]

Comments: On the back of the building, a sign was posted on a door indicating it was an emergency
exit. Snow had been removed from the concrete pad outside this door, but a continuous path had not
been maintained free of snow leading to the public way.

Extension cords and flexible cords shall not be a substitute for permanent wiring. [Minn. Stat. 144G.45
subd. 2; MSFC 604.5]

Comments: An extension cord was used in resident room 16 to supply power to personal electronics.

Relocatable power taps (power strips) shall be directly connected to a permanently installed
receptacle. [Minn. Stat. 144G.45 subd. 2; MSFC 604.4.2]

Comments: A power strip was plugged into an extension cord in resident room 19. The extension cord
was removed during the tour by facilities director (FD)-C.

X TAG IDENTIFICATION: 0780

SCOPE/ SEVERITY: Level 2; Pattern TIME PERIOD OF CORRECTION: Seven (7) days

Page | 1

Project Number: SL30081016-0
Facility Name: Oak Hill Assisted Living Date: April 6, 2026



m % DEPARTMENT
~ OF HEALTH
1. Smoke alarms shall be interconnected so that actuation of one alarm causes all alarms in the individual

dwelling or sleeping unit to operate where more than one smoke alarm is required within an individual
dwelling or sleeping unit. [Minn. Stat. 144G.45 subd.2]

Comments: In the north building, when facilities director (FD)-C tested the smoke alarms inside the
resident rooms, the smoke alarms installed outside the resident rooms were not actuated. All of the
building smoke alarms were not interconnected. FD-C stated after the last survey, the licensee had
hired an electrician to interconnect the smoke alarms and was unsure why the tests did not actuate all
smoke alarms in the north building. An invoice dated October 16, 2023, from a licensed electrical
contractor was provided for smoke alarm interconnection.

X TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 2; Isolated TIME PERIOD OF CORRECTION: Seven (7) days

1. The physical environment, including walls, floors, ceiling, all furnishings, grounds, systems, and
equipment are 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. [Minn.
Stat. 144G.45 subd.2]

Comments: In resident room 16 in the south building, one area of the shower floor was cracked.
Facilities director (FD)-C stated they were aware of the damage and parts were already on order to
make the repairs.

X TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 2; Pattern TIME PERIOD OF CORRECTION: Twenty One (21) days

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include the location and number of resident rooms. [Minn. Stat. 144G.45 subd.?2]

Comments: Numbers were posted at the doors for each resident room. The evacuation floor plans
displayed in the common areas of the buildings were lacking these resident room number labels.
Resident room numbers are required to be included on the FSEP floor plan and correspond with the
numbers installed at the resident room doors to provide efficient communication for exiting in the event
of a fire or similar emergency.

Page | 2
Project Number: SL30081016-0
Facility Name: Oak Hill Assisted Living Date: April 6, 2026



m DEPARTMENT
o OF HEALTH
2. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that

include employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45
subd.?]

Comments: The licensee failed to develop the fire safety and evacuation plan (FSEP) with site specific
employee actions to take in the event of a fire or similar emergency relative to the assisted living
building layout and environmental risks. The employee procedures were from a third party template.
Employees were instructed to utilize smoke doors, but these doors were not identified.

3. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that are
readily available at all times within the facility. [Minn. Stat. 144G.45 subd.2]

Comments: The provided fire safety and evacuation plan (FSEP) in the emergency operations binder
failed to include evacuation procedures for the individualized unique needs of residents. Licensed
assisted living director (LALD)-B stated these procedures were maintained electronically. These
procedures were not readily available in the event of an emergency.

4. Employees of assisted living facilities shall receive training on the fire safety and evacuation plans
(FSEP) upon hiring and at least twice per year thereafter. [Minn. Stat. 144G.45 subd.2?]

Comments: The surveyor requested records for employee fire safety and evacuation plan (FSEP) training
completed between April 2025 and April 2026, from the licensee. Record review of the available
documentation indicated employees participated in fire drills. Licensed assisted living director (LALD)-B
stated employees received training during fire drills and FSEP specific training records were not
available.
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