DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
June 4, 2026

Licensee

The Lodge Of New Hope LLC
2765 Virginia Avenue North
New Hope, MN 55427

RE: Project Number(s) SL34108016
Dear Licensee:

On May 18, 2026, the Minnesota Department of Health (MDH) completed a follow-up survey of your facility to
determine correction of orders found on the survey completed on March 5, 2026. This follow-up survey
determined your facility had not corrected all of the state correction orders issued pursuant to the March 5,
2026 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last
survey, completed on March 5, 2026, found not corrected at the time of the May 18, 2026, follow-up survey
and/or subject to penalty assessment are as follows:

2310 - Appropriate Care And Services - 144g.91 Subd. 4 (a) - $1,000.00

The details of the violations noted at the time of this follow-up survey completed on May 18, 2026 (listed
above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand column, e.g., {2 ----}
will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are assessed is
$1,000.00. 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 outlined on the state form; however, plans of correction are not required to

be submitted for approval.

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 S500 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;

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



The Lodge Of New Hope LLC
June 4, 2026
Page 2

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

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.

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.

We urge you to review these orders carefully. If you have questions, please contact Casey DeVries at
651-201-5917.

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.

Sincerely,

Casey DeVries, Supervisor

State Evaluation Team

Email: casey.devries@state.mn.us

Telephone: 651-201-5917 Fax: 1-866-890-9290

JMD
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R
34108 B. WING 05/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2765 VIRGINIA AVENUE NORTH
THE LODGE OF NEW HOPE LLC NEW HOPE, MN 55427
(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 FOLLOW UP using federal software. Tag numbers have
SURVEY been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
far-left column entitled "ID Prefix Tag.” The
SL34108016-1 state Statute number and the
corresponding text of the state Statute out
On May 18, 2026, the Minnesota Department of of compliance is listed in the "Summary
Health conducted a follow-up survey at the above Statement of Deficiencies” column. This
provider to follow-up on orders issued pursuant to column also includes the findings which
a survey completed on March 5, 2026. At the time are in violation of the state requirement
of the survey, there were 23 residents, all of after the statement, "This Minnesota
whom received services under the Assisted Living requirement is not met as evidenced by."
Facility license. As a result of the follow-up Following the evaluators' findings is the
survey, the following orders were issued and/or Time Period for Correction.
reissued.

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.

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.

{0 480} 144G .41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 480}
SS=F | requirements; required food services

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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{0 480} | Continued From page 1 {0 480}

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility i1s not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
STATE FORM 6899 1LEY12 If continuation sheet 2 of 20
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{0 480} | Continued From page 2 {0 480}

allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.13795, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{0660} 144G.42 Subd. 9 Tuberculosis prevention and {0 660}
SS=F | control

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

Minnesota Department of Health
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by:
Not reviewed during this survey.
{01330} 144G .60 Subd. 4 (b) Unlicensed personnel {01330}
SS=D

(b) Unlicensed personnel performing delegated
nursing tasks in an assisted living facility must:
(1) have successfully completed training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed
In section 144G.61, subdivision 2, paragraphs
(a), clauses (9) and (7), and (b), clauses (3), (9),
(6), and (7), and all the delegated tasks they will
perform;

(2) satisfy the current requirements of Medicare
for training or competency of home health aides
or nursing assistants, as provided by Code of
Federal Regulations, title 42, section 483 or
484 .36; or

(3) have, before April 19, 1993, completed a
training course for nursing assistants that was
approved by the commissioner.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{01470} 144G.63 Subd. 2 Content of required orientation | {01470}
SS=F

(a) The orientation must contain the following

topics:

(1) an overview of this chapter;

(2) an introduction and review of the facility's

policies and procedures related to the provision

of assisted living services by the individual staff

person;

(3) handling of emergencies and use of

Minnesota Department of Health
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{01470} | Continued From page 4 {01470}

emergency services;

(4) compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);

(9) the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person;
(7) handling of residents’ complaints, reporting of
complaints, and where to report complaints,
Including information on the Office of Health
Facility Complaints;

(8) consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services; and

(9) a review of the types of assisted living
services the staff member will be providing and
the facility's category of licensure.

(b) In addition to the topics in paragraph (a),
orientation may also contain training on providing
services to residents with hearing loss. Any
training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
Include training on one or more of the following
topics:

(1) an explanation of age-related hearing loss
and how It manifests itself, its prevalence, and
the challenges it poses to communication,;

(2) health impacts related to untreated
age-related hearing loss, such as increased
Incidence of dementia, falls, hospitalizations,

Minnesota Department of Health
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{01470} | Continued From page 5 {01470}

Isolation, and depression; or

(3) information about strategies and technology
that may enhance communication and
Involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access In real time, and closed captions.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{01530} 144G.64 (a) (1-2) Training in Dementia, Mental {01530}
SS=D | |lIness, and De-

(a) All assisted living facilities must meet the
following dementia care, mental iliness, and
de-escalation training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on dementia
topics specified under paragraph (b), clauses (1)
to (5), and two hours of initial training on mental
lllness and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 120
working hours of the employment start date.
Supervisors must have at least two hours of
training on topics related to dementia and one
hour of training on topics related to mental illness
and de-escalation for each 12 months of
employment thereafter;

(2) direct-care staff must have completed at least
eight hours of initial training on dementia topics
specified under paragraph (b), clauses (1) to (9),
and two hours of Initial training on mental iliness
and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 160

Minnesota Department of Health
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{01530} | Continued From page 6 {01530}

working hours of the employment start date. Until
this initial training Is complete, a staff member
must not provide direct care unless there Is
another staff member on site who has completed
the initial eight hours of training on topics related
to dementia and the Initial two hours of training on
topics related to mental illness and de-escalation
and who can act as a resource and assist If
Issues arise. A trainer of the requirements under
paragraph (b) or a supervisor meeting the
requirements in clause (1) must be available for
consultation with the new staff member until the
training requirement is complete. Direct-care staff
must have at least two hours of training on topics
related to dementia and one hour of training on
topics related to mental iliness and de-escalation
for each 12 months of employment thereafter;

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{01620} 144G.70 Subd. 2 (c-e) Initial reviews, {01620}
SS=F | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
Initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
prior to the date on which a prospective resident
executes a contract with a facility or the date on
which a prospective resident moves in, whichever
Is earlier. |If necessitated by either the geographic
distance between the prospective resident and

Minnesota Department of Health
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the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident’'s needs and reflect person-centered
planning and care delivery.

(c) Resident reassessment and monitoring must
be conducted by a registered nurse:

(1) no more than 14 calendar days after initiation
of services:

(2) as needed based on changes In the resident's
heeds: and

(3) at least every 90 calendar days.

(d) Sections of the reassessment and monitoring
In paragraph (c) may be completed by a licensed
practical nurse as allowed under the Nurse
Practice Act in sections 148.171 to 148.285. A
registered nurse must review the findings as pairt
of the resident's reassessment.

(e) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (9), the facility shall complete an
Individualized initial review of the resident's needs
and preferences. The Initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.

() A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever iIs earlier.

This MN Requirement Is not met as evidenced
by:

Not reviewed during this survey.
Minnesota Department of Health
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Continued From page 8

144G.70 Subd. 4 (f) Service plan, implementation
and revisions to

(f) The service plan must include:

(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;

(2) the identification of staff or categories of staff
who will provide the services;

(3) the schedule and methods of monitoring
assessments of the resident;

(4) the schedule and methods of monitoring staff
providing services; and

(5) a contingency plan that includes:

(1) the action to be taken if the scheduled service
cannot be provided;

(1) information and a method to contact the
facility;

(1) the names and contact information of persons
the resident wishes to have notified in an
emergency or If there Is a significant adverse
change in the resident's condition, including
iIdentification of and information as to who has
authority to sign for the resident in an emergency;
and

(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

This MN Requirement Is not met as evidenced
by:

144G./72 Subd. 3 Individualized treatment or
therapy managemen

Minnesota Department of Health
STATE FORM

{01620}
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{01940}

6899
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Not reviewed during this survey.
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{01940} | Continued From page 9 {01940}

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include In the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
iIndividualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(9) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

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

Minnesota Department of Health
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(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 conduct a new bed
raill assessment when a new bed rail device was
applied to a resident's bed for one of four
residents (R8) and failed to document
measurements for zones 1-4 on a hospital bed
rail for one of one resident (R6).

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
or a violation that had the potential to cause more
than minimal harm to the resident) 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:

NEW ASSESSMENT

R8 was admitted to the licensee on November
20, 2021, and began receiving assisted living
services.

R8's diagnhoses included atrial fibrillation, cerebral
Infarction, Alzheimer's disease, repeated falls,
muscle weakness, hallucinations, urinary
Incontinence, toxic encephalopathy, chronic
obstructive pulmonary disease (COPD), adult
fallure to thrive, anxiety disorder, depression, and
aphasia.
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R8's service plan sighed May 18, 2026, indicated
R8 received assistance with bathing, dressing,
and medication administration. In addition, the
service plan indicated:

- R8 had a completed bed rail assessment per
protocol;

- R8 required a bed ralil to reposition in bed;

- R8's bed had a right-sided bed rail; and

- R8 was educated on the risks and benefits of a
bed rall.

On May 18, 2026, at 9:49 a.m., the surveyor
observed a consumer bed rail, M-Rail by
Hartmobllity, on the left-hand side of R8's bed.
The bed rail was firmly attached to the bed.

R8's medical record included an undated
manufacturer's instruction for the KeKoy bed rail
for seniors. The manufacturer's instructions were
not the correct instructions for R8's current
consumer bed rail.

R8's Resident Evaluation for Assist Grab Bars -
AL- V2 dated February 9, 2026, indicated staff
discussed with R8's daughter changing the
current bed rail to a hospital bed rail or to a M-rail
consumer bed rail. The evaluation indicated R8's
daughter stated they wanted whatever was
necessary to ensure the safety of R8.

R8's Resident Evaluation for Assist Grab
Bars-AL-V2 assessment dated March 5, 2026,
Indicated the following:

- R8 used an assisted grab bar for bed mobility;
- R8 could enter and exit the bed independently
with use of the grab bar;

- R8's consumer bed rail was MDS6800BA and
the licensee was unable to locate manufacturer
guidelines for the bed rail;

- R8's bed rail had been recalled by CPSC;
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- R8's bed rail was not installed in accordance
with the manufacturer's guidelines;

- a copy of the guidelines were kept in R8's
medical record;

- R8 had a condition (times of confusion or sense
of urgency) that increased the risk of entrapment;
- R8 had a left sided grab bar;

- R8 received education related to the consumer
bed rail:

- R8 understood their bed rail was not safe and
wished to have it replaced with a safer rail. R8
was on hospice and hospice was managing
needs for R8. Hospice was informed R8's bed rall
was not safe.

The assessment referenced a different consumer
bed rail than what R8 was utilizing at the time of
the survey.

R8's medical record included a Negotiated Risk
Agreement - Minnesota sighed March 5, 2026,
which indicated the following:

- R8 had a bed rall attached to their bed to use
with getting in and out of bed;

- R8's bed rail had been recalled and was not
Installed properly;

- R8 wanted to get a safer bed rall;

- R8 understood if they were unable to get a new
bed rail they could become entrapped and risk
Injury or death as a result of using the bed rall;

- R8 was given a brochure of the risk and benefits
of using the bed rall;

- the licensee discussed removal of the bed rail
and discussed replacing the bed rail with a bed
rail that had not been recalled; and

- R8 would like the licensee to reach out to their
case worker to purchase a new bed rall.

The Negotiated Risk Agreement was completed
for a different consumer bed rail than what R8
was utilizing on their bed at the time of the
survey.
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R8's medical record included a Bed Rail Safety
sighed March 5, 2026, which discussed when bed
rails should be used, when bed rails were
considered a restraint, and safety measures for
using bed rails.

MEASUREMENTS
R6 admitted to the licensee on July 28, 2022, and
began receiving assisted living services.

R6's diaghoses included multiple sclerosis,
obesity, bipolar disorder (mental health condition
characterized by significant mood swings
Including manic and depressive episodes),
repeated falls, muscle weakness, orthostatic
hypotension, chronic pain, depression, anxiety,
dizziness and giddiness, diabetes mellitus type
two, and overactive bladder.

R6's Service Plan Report indicated R6 received
assistance with bathing, cueing for dressing, set
up for grooming, toileting, medication
administration, skin care, housekeeping, and
laundry.

On May 18, 2026, at 9:52 a.m., the surveyor
observed bilateral bed rails connected to a
hospital style bed in R6's room. The bed rails
were secured to the bed frame.

R6's record included manufacturer's instructions
dated 2007 for the MDS8969/ half-length
clamp-on rails bed rail.

R6's record included a Negotiated Risk
Agreement - Minnesota dated March 5, 2026,
which indicated the following:

- R6 had a hospital bed with two bed rails
attached that R6 used to assist them in getting in
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and out of bed and repositioning;

- R6 was obese and had poor mobility increasing
the risk of entrapment;

- R6 wanted to keep bed rail to maintain their
Independence with mobillity;

- there was a risk of entrapment;

- R6 was provided a brochure on the risk and
benefits of bed rails and voice understanding;

- staff validated the bed rails were manufactured
for R6's hospital bed and were installed correctly;
and

- Zzone measurements were within recommended
parameters.

R6's record included a signed but undated Bed
Rail Safety which reviewed risks and benefits of
bed rails.

R6's Resident Evaluation for Assist Grab Bars
-AL-V2 dated March 4, 2026, indicated the
following:

- R6's bed rail was used for repositioning;

- R6 was able to enter, exit, and reposition self
Independently with the assistance of a bed rall;

- the bed rail was manufactured for the hospital
bed:

- zones 1-3 must be less than 4 % inch and zone
4 must be less than 2 3/8 Inch;

- zones 1-3 on R6's bed were less than 4/3/4 inch
and zone four was less than 2 3/8 inch on the
right side;

- zones 1-3 on R6's bed were less than 4/3/4 inch
and zone four was less than 2 3/8 inch on the left
side;

- R6's bed rail was installed in accordance with
the manufacturer's guidelines and a record of the
guidelines were kept in R6's medical record;

- R6 did not exhibit a condition that would
Increase the risk for entrapment;

- R6's bed rail was applied bilaterally; and
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- R6 was educated on bed rail use.
R6's assessment lacked specific zone
measurements for zones 1-4.

On May 18, 2026, at 10:41 a.m., administrator
(A)-D stated the nurses were responsible for
obtaining the bed rail measurements and the
nurse would put the measurements into the bed
rail assessment.

On May 18, 2026, at 11:18 a.m., licensed
assisted living director (LALD)-F stated they were
unable to provide the surveyor with
measurements of each zone. LALD-F stated the
measurements were generalized on the
assessment and the nurse took the
measurements.

On May 18, 2026, at 11:54 a.m., licensed
practical nurse (LPN)-C stated the nurses
measured the zones of the bed rails however, the
licensee’'s assessment contained questions which
asked If the bed raill measurements were under a
certain measurement. LPN-C stated it was not
their practice to write down the actual
measurements of the bed rail zones.

On May 18, 2026, at 12:17 p.m., LPN-C stated
the licensee was trying to have residents who
utiized consumer rails change to the M-Raill
consumer bed rail as it was a safer bed rail
option. LPN-C stated they did not complete a new
bed rail assessment for R8 when their bed rail
was changed to the M-Rail consumer bed rail.
LPN-C stated new a bed rail assessment should
be completed when a new bed rall Is applied.
LPN-C stated they did not know why R8 did not
have a new bed rail assessment completed and
stated they were probably busy.
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On May 18, 2026, at 12:44 p.m., LALD-F stated
clinical nurse supervisor (CNS)-A was on a leave
of absence and registered nurse (RN)-F was
covering for CNS-A.

On May 18, 2026, at 12:51 p.m., RN-F stated for
hospital bed rails the licensee’s staff measured
zones and for consumer bed rails the licensee
went through the Minnesota Department of
Health (MDH) check list for consumer rails. RN-F
stated they install consumer bed rails per
manufactures instructions, check to make sure
the bed rail was not recalled, and provide
education to the family. RN-F stated after the
previous survey they added an additional
guestion related to cognition to the bed rall
assessment. RN-F stated the licensee's
assessment did not prompt to document specific
zone measurements of hospital bed rails
however, their assessment directed to indicate if
the zones met the appropriate food and drug
administration (FDA) range for hospital bed rall
measurements. RN-F stated they did not know
specific zone measurements needed to be
Included on the bed rail assessment. RN-F stated
they believed LPN-C completed a focused bed
rail assessment after R8's bed rail was changed.
RN-F stated they were corporate nurse
consultant, and they had tried to ensure all tasks
that needed to be performed by nursing while
CNS-A was on leave were completed. RN-F
stated they knew a new bed rail assessment had
to be completed for any new bed rail applied to a
resident’'s bed. RN-F stated the M-Rail was the
company's preferred consumer bed rail to be
used. RN-F stated they train unlicensed
personnel (ULP) to communicate with the nurse If
they notice a new bed rail attached to the bed, but
they did not know R8 had a new bed rail applied
to the bed.
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The Minnesota Department of Health (MDH)
Assisted Living FAQs: Resident Record
Requirements dated April 17, 2026, read, "Unlike
hospital beds, there is no current published
guidance related to portable bed rails used on
non-hospital style beds ("consumer beds"), so
licensees should refer to individual
manufacturer's guidelines for appropriate
Installation, maintenance and use. In addition,
licensees should refer to the Consumer Product
Safety Commission (CSPC) for the most
up-to-date information related to portable bed
side rail recall information.” The FAQ also
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 rall
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 ralil
has the effect of being an improper restraint.”
Also, it 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 rall

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

In addition, it indicated that a consumer bed rall
assessment should be conducted whenever the
type of bed rail is changed or if the bed rail was
observed to not maintain a consistent secured
attachment to the bed frame. For hospital bed
rails it indicated the licensee must ensure the bed
rail measurements were documented. For
hospital bed rails it read, "In Summary, what is
the best way for my survey to pass with flying
colors related to the use of bed rails? Ensure that:
-An assessment was completed;

-Measurements were completed and
documented;

-The rails were FDA compliant;

-and the risk vs. benefits were discussed and
documented with the resident/responsible party.”

The licensee's Assist Grab Bar Use, AL-
Enterprise policy dated August 20, 2025,
Indicated consumer bed systems the nurse would
assure the bed rail were installed and maintained
In accordance with the manufacturer's
recommendations using the following guidelines:
- document grab bar manufacturer/brand;

- verify grab bar had not been recalled; and

- ensure grab bar installed according to the
manufacturer specifications.

The nurse would document the above
assessment and actions on the Resident
Evaluation for Assist Grab Bars- AL according to
the following intervals:

-prior to bed rail initiation;

- every 90 days

- upon significant change in condition; and
annually.

In addition, for hospital bed rails the nurse would
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measure the bed rail zones 1- 4 to assure that the
bed rail met the FDA dimensional guidance
recommendation to reduce entrapment. Bed rails
would be measured one time and documented,
and additional measurements were obtained only

If there was a change In the bed rail, mattress, or
bed.

No further information was provided.
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
March 17, 2026

Licensee

The Lodge of New Hope LLC
2765 Virginia Avenue North
New Hope, MN 55427

RE: Project Number(s) SL34108016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 5, 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.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assighed 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
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 . .."

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 $S500 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;

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

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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pursuant to this survey:

St-0-2310 - 144g.91 Subd. 4 (a) - Appropriate Care And Services - $1,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,000.00. 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 |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

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.

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
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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 Bodly.

If you have any questions, please contact me.

Sincerely,

W\&‘m&

Casey DeVries, Supervisor
State Evaluation Team

Email: Casey.DeVries@state.mn.us
Telephone: 651-201-5917 Fax: 1-866-890-9290
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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.
SL34108016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On March 2, 2026, through March 5, 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 42 residents; 40 receiving
services under the Assisted Living Facility license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
An immediate correction order was identified on VIOLATIONS OF MINNESOTA STATE
March 4, 2026, and issued for SL34108016-0 on STATUTES.
March 5, 2026, tag identification 2310.
THE LETTER IN THE LEFT COLUMN IS
During the survey, the licensee took action to USED FOR TRACKING PURPOSES AND
mitigate the immediate risk. However, REFLECTS THE SCOPE AND LEVEL
noncompliance remained, and the scope and ISSUED PURSUANT TO 144G.31
level remain unchanged. SUBDIVISION 1-3.
0 480, 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services
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(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility i1s not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.13795, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated March 3, 2026, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

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

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
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 observation, interview, and record
review, the licensee failed to maintain a
tuberculosis (TB) prevention and control program,
based on the most current guidelines issued by
the Centers for Disease Control and Prevention
(CDC), which included baseline screening two of

two employees (unlicensed personnel (ULP)-B,
ULP-E).

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

Minnesota Department of Health
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was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings Include:

The facility TB risk assessment dated January 8,
2026, indicated the facility was at a low risk for TB
transmission.

ULP-B

ULP-B started employment with the licensee on
December 4, 2023, to provide assisted living
services.

On March 4, 2026, at 8:55 a.m., the surveyor
observed ULP-B check R2's oxygen level.

ULP-B's Candidate Tuberculosis Screening
Questionnaire dated November 27, 2023,
Indicated ULP-B completed a history and risk
assessment, and one step Mantoux test with a
negative test result read on November 29, 2023.

ULP-B's record lacked a second Mantoux test.

On March 4, 2026, at 3:00 p.m., clinical nurse
supervisor (CNS)-A stated they would not know
how the tests were completed as the registered
nurse who completed them was no longer
working for the licensee.

ULP-E

ULP-E started employment with the licensee on
January 20, 2026, to provide assisted living
services.

ULP-E's record lacked a TB history and symptom
screen and either a two-step Mantoux or
Minnesota Department of Health
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QuantiFERON test.

On March 5, 2026, at 1:45 p.m., licensed assisted
living director (LALD)-D stated ULP-E's TB
screening and testing were missed. LALD-D also
stated ULP-E started employment with the
licensee during a management transition which
was probably the reason the testing was missed.

The licensee's Tuberculosis Control Plan for
Employees policy dated March 2, 2026, indicated
Employees will receive a baseline tuberculosis
screening upon hire (within 30 days or per
state-specific guidance) to identify the presence
of TB disease or LTBI, unless contraindicated, as
appropriate for the healthcare setting. The policy
also indicated A baseline tuberculosis screening
consists of three components:

0 Screening for signs and symptoms of TB
disease.

o Individual risk assessment.

o Testing for Mycobacterium tuberculosis using
Tuberculin Skin Tests (TSTs) or a single
Interferon-Gamma Release Assay (IGRA) blood
test.

The Minnesota Department of Health's (MDH)
Assisted Living: Resources and Frequently Asked
Questions (FAQs) last updated October 13, 2025,
Indicated baseline TB screening includes:

- assessing current symptoms of active TB
disease;

- assessing TB history; and

- testing for the presence of Mycobacterium
tuberculosis by administering either a two-step
tuberculin skin test (TST) or single TB blood test.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one

Minnesota Department of Health
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(21) days
01330 144G.60 Subd. 4 (b) Unlicensed personnel 01330
SS=D

(b) Unlicensed personnel performing delegated
nursing tasks in an assisted living facility must:
(1) have successfully completed training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed
In section 144G.61, subdivision 2, paragraphs
(a), clauses (9) and (7), and (b), clauses (3), (9),
(6), and (7), and all the delegated tasks they will
perform;

(2) satisfy the current requirements of Medicare
for training or competency of home health aides
or nursing assistants, as provided by Code of
Federal Regulations, title 42, section 483 or

484 .36: or

(3) have, before April 19, 1993, completed a
training course for nursing assistants that was
approved by the commissioner.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure training and
competency evaluations were completed for all
required skill areas, prior to providing services, for
one of two employees (unlicensed personnel

(ULP)-E).

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

Minnesota Department of Health
STATE FORM 6899 1LEY 11 If continuation sheet 7 of 29



PRINTED: 03/17/2026

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
34108 B. WING 03/05/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2765 VIRGINIA AVENUE NORTH
THE LODGE OF NEW HOPE LLC
NEW HOPE, MN 55427
(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)

01330 | Continued From page 7 01330

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:

ULP-E started employment with the licensee on
January 1, 2026, to provide assisted living
services.

On March 3, 2026, at 9:35 a.m., and 9:42 a.m.,
the surveyor observed ULP-E administer
medications to the licensee's residents.

ULP-E's record lacked documentation of training
In the following areas:

- documentation requirements for all services
provided;

- basic nutrition, meal preparation, food safety,
and assistance with eating;

- preparation of modified diets as ordered by a
licensed health professional;

- communication skills that include preserving the
dignity of the resident and showing respect for the
resident and the resident's preferences, cultural
background, and family;

- understanding appropriate boundaries between
staff and residents and the resident's family;

- basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel; and

- recognizing physical, emotional, cognitive, and
developmental needs of the resident.

On March 4, 2026, at 2:20 p.m., licensed assisted
living director (LALD)-D stated ULP-E was new
and their training was ongoing.

The licensee’'s Required Training for All

Minnesota Department of Health
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Employees, Minnesota-Assisted Living policy
dated June 11, 2025, indicated the assisted living
provider will establish and implement a system to
communicate up-to-date information to the RN or
licensed health professional regarding the current
available employees and their competency so the
RN or licensed health professional has sufficient
Information to determine the appropriateness of
delegating tasks to meet individual resident
needs and preferences. The policy also included
all the missing training above as part of the
licensee’s training requirement.

No further information was provided.

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

01470 144G.63 Subd. 2 Content of required orientation 01470
SS=F
(a) The orientation must contain the following
topics:

(1) an overview of this chapter;

(2) an introduction and review of the facility's
policies and procedures related to the provision
of assisted living services by the individual staff
person;

(3) handling of emergencies and use of
emergency services;

(4) compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);

(9) the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person;

Minnesota Department of Health
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