
P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

Electronically Delivered

December  17, 2025

Licensee
Healing Homecare  LLC
6476 Arthur Street  Northeast
Fridley, MN 55432

RE: Project Number(s) SL40787015

Dear Licensee:

On October  2, 2025, the  Minnesota  Department  of Health completed  a follow-up survey of your
facility to  determine  correction  of orders  from the  survey completed  on July 1, 2025. This follow-up
surv ey verifi ed that  th e fa cil ity is in substa  nti al complianc e.
You are  encouraged  to  retain  this document  for your records.  It is your responsibility to  share  the
information  contained  in the  letter  with your organization’s Governing Body.

Please feel free  to  call me with any questions.

Sincerely,

Kelly Thorson, Supervisor
State  Evaluation Team
Email: Kelly.Thorson@state. mn.us
Telephone:  320-223-7336 Fax: 1-866-890-9290
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P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

August 21, 2025

Licensee
Healing Homecare LLC
6476 Arthur Street Northeast
Fridley, MN  55432

RE:  Project Number(s) SL40787015

Dear Licensee:

This is your  official notice  that you have been  granted your assisted living facility license.  Your
license effective and expiration dates remain the same as on your provisional license. Your updated
status will be listed on the license certificate at renewal and  this letter serves as proof  in the
meantime. If you have not received a letter from us with information regarding renewing your license
within 60 days prior to your expiration date, please contact us at (651) 201-5273 or by email at
Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on July 1, 2025, for the purpose
assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted  violations of the laws pursuant to Minnesota Statute, Chapter 144G.

STATE CORRECTION ORDERS
The enclosed State Form documents the state correction orders. The Department of Health
documents state correction orders using federal software. Tag numbers are assigned to Minnesota
state statutes for Home Care Providers. The assigned tag number appears in the far left column
entitled "ID Prefix Tag." The state statute number and the corresponding text of the state statute out
of compliance are listed in the "Summary Statement of Deficiencies" column. This column also
includes the findings that are in violation of the state statute after the statement, "This MN
Requirement is not met as evidenced by . . ."

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

DOCUMENTATION OF ACTION TO COMPLY
Per Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to comply with the
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:

� Identify how the area(s) of noncompliance was corrected related to the
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resident(s)/employee(s) identified in the correction order.
� Identify how the area(s) of noncompliance was corrected for all of the

provider’s residents/employees that may be affected by the noncompliance.
� Identify what changes to your systems and practices were made to ensure

compliance with the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the Department of
Health within 15 calendar days of the correction order receipt date.     

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

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.

Sincerely,

    
Kelly Thorson, Supervisor
State Evaluation Team
Email: Kelly.Thorson@state.mn.us
Telephone: 320-223-7336 Fax: 1-866-890-9290

AH
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0 000 Initial Comments 0 000

***ATTENTION***

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are corrected
requires compliance with all requirements
provided at the Statute number indicated below.
When Minnesota Statute contains several items,
failure to comply with any of the items will be
considered lack of compliance.

INITIAL COMMENTS:

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been 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 is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

SL#40787015

On June 30, 2025, through July 1, 2025, the
Minnesota Department of Health conducted a full
survey at the above provider and the following
correction orders are issued. At the time of the
survey, there were 3 residents; 3 receiving
services under the Provisional Assisted Living
Facility license.

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
SS=F requirements; required food services

0 480

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

(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 is 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

0 480

Minnesota Department of Health
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0 480 Continued From page 2

allowed provided the facility keeps them clean
and in good condition;
(6) notwithstanding Minnesota Rules, part
4626.1375, 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.

0 480

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 July 1, 2025, 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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0 480 Continued From page 3

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 480

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

0 680

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing residents.
(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.
(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to have a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all
visitors, employees, and residents.

Minnesota Department of Health
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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 the residents).

The findings include:

On July 1, 2025, at 10:00 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A provided licensee's emergency
preparedness plan.

The licensee's EPP plan lacked evidence of the
following required content:
- subsistence needs for staff and patients
- missing resident quarterly review

On July 1, 2025, at 1:37 p.m., LALD/CNS-A
stated she was aware of some of the EPP
requirements. She stated, "I review the missing
resident policy at my other jobs, but I haven't
been doing it here, it was an oversight by me".

The licensee's Emergency Preparedness Policy
dated May 13, 2025, indicated [the facility] will
have an identified plan in place to assure the
safety and well-being of residents and staff during
periods of an emergency or disaster that disrupts
services.

The licensee's Missing Resident policy dated May
13, 2025, indicated the missing resident
procedure will be reviewed by the director and
clinical nurse supervisor at least quarterly.

Minnesota Department of Health
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0 680 Continued From page 5

Changes to the plan will be documented.

0 680

No further information provided.

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

0 910 144G.50 Subd. 2 (a-b) Contract information
SS=C

(a) The contract must include in a conspicuous
place and manner on the contract the legal name
and the health facility identification of the facility.
(b) The contract must include the name,
telephone number, and physical mailing address,
which may not be a public or private post office
box, of:
(1) the facility and contracted service provider
when applicable;
(2) the licensee of the facility;
(3) the managing agent of the facility, if
applicable; and
(4) the authorized agent for the facility.

0 910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to execute a written contract with
the required content for one of one resident (R1).

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all the
residents).

The findings include:

Minnesota Department of Health
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During the entrance conference on June 30,
2025, at 10:55 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee was familiar with current
minimum assisted living requirements.

R1's Assisted Living Contract was signed by R1
on February 5, 2025.

R1's contract did not include the health facility
identification (HFID) of the facility.

On July 1, 2025, at 1:43 p.m., LALD/CNS-A
stated "I did not know it needed to be in the
contract. The owner does that part, and I did not
know."

No further information was provided.

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

01370 144G.61 Subd. 2 (a) Training and evaluation of
SS=F unlicensed personn

01370

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;
(2) reports of changes in the resident's condition
to the supervisor designated by the facility;
(3) basic infection control, including blood-borne
pathogens;
(4) maintenance of a clean and safe
environment;
(5) appropriate and safe techniques in personal
hygiene and grooming, including:
(i) hair care and bathing;

Minnesota Department of Health
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01370 Continued From page 7

(ii) care of teeth, gums, and oral prosthetic
devices;
(iii) care and use of hearing aids; and
(iv) dressing and assisting with toileting;
(6) training on the prevention of falls;
(7) standby assistance techniques and how to
perform them;
(8) medication, exercise, and treatment
reminders;
(9) basic nutrition, meal preparation, food safety,
and assistance with eating;
(10) preparation of modified diets as ordered by a
licensed health professional;
(11) 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;
(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident's
family;
(14) procedures to use in handling various
emergency situations; and
(15) awareness of commonly used health
technology equipment and assistive devices.

01370

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure required
training was completed for one of one employee
(unlicensed personnel (ULP)-B).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all

Minnesota Department of Health
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the residents).

01370

The findings include:

ULP-B began employment on March 10, 2025, to
provide direct care services to residents.

On June 30, 2025, at 11:20 a.m., the surveyor
observed ULP-B provide oxygen assistance to
R1.

ULP-B's employee record lacked documentation
of the following required competencies to be
completed by ULP:
-oxygen therapy
-CPAP/BiPAP therapy

On July 1, 2025, at 1:44 p.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated modules are assigned to all
ULP's in Educare (electronic training program) for
oxygen and CPAP/BiPAP therapies, but she had
not completed the required competencies for
oxygen or CPAP/BiPAP for any ULP's.

The licensee's Staff Competency policy dated
May 13, 2025, indicated the director and CNS are
responsible for assessing competency throughout
the orientation process. No one may provide
direct care to residents on behalf of [the facility]
before successfully passing the competency
evaluation.

No further information provided.

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

Minnesota Department of Health
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01460 Continued From page 9
01460 144G.63 Subdivision 1 Orientation of staff and
SS=F supervisors

01460

01460

(a) All staff providing and supervising direct
services must complete an orientation to assisted
living facility licensing requirements and
regulations before providing assisted living
services to residents. The orientation may be
incorporated into the training required under
subdivision 5. The orientation need only be
completed once for each staff person and is not
transferable to another facility, except as provided
in paragraph (b).
(b) A staff person is not required to repeat the
orientation required under subdivision 2 if the
staff person transfers from one licensed assisted
living facility to another facility operated by the
same licensee or by a licensee affiliated with the
same corporate organization as the licensee of
the first facility, or to another facility managed by
the same entity managing the first facility. The
facility to which the staff person transfers must
document that the staff person completed the
orientation at the prior facility. The facility to which
the staff person transfers must nonetheless
provide the transferred staff person with
supplemental orientation specific to the facility
and document that the supplemental orientation
was provided. The supplemental orientation must
include the types of assisted living services the
staff person will be providing, the facility's
category of licensure, and the facility's emergency
procedures. A staff person cannot transfer to an
assisted living facility with dementia care without
satisfying the additional training requirements
under section 144G.83.

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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01460 Continued From page 10

Based on interview and record review, the
licensee failed to provide staff orientation to
assisted living licensing requirements and
regulations for one of one employee (unlicensed
personnel (ULP)-B).

01460

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

During the entrance conference on June 30,
2025, at 11:13 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee was aware of required
contents for an employee record.

ULP-B began employment on March 10, 2025, to
provide direct care services to residents.

ULP-B's employee record lacked documentation
to indicate the assisted living facility training
requirements and regulations were completed.

On June 30, 2025, at 1:36 p.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated she believed ULP-B's
training requirements were met due to ULP-B
recently completing the same Educare (electronic
training program) training that she assigns to new
staff, at a non-affiliated assisted living facility,
prior to her hire date. LALD/CNS-A stated she did
not understand the statute and did not require

Minnesota Department of Health
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01460 Continued From page 11

ULP-B to complete the training.

01460

The licensee's Staff Orientation and Education
policy dated May 13, 2025, indicated all staff
providing assisted living through [the facility] will
be prepared to provide safe, effective services to
all residents through a thorough orientation and
education program pertinent to the needs of the
residents. A repeat orientation is not required if a
staff member is transferring form one assisted
living facility to another operated by [the facility] or
a licensed facility under the same corporate
organization.

No further information was provided.

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

01750 144G.71 Subd. 7 Delegation of medication
SS=D administration

01750

When administration of medications is delegated
to unlicensed personnel, the assisted living facility
must ensure that the registered nurse has:
(1) instructed the unlicensed personnel in the
proper methods to administer the medications,
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 records; and
(3) communicated with the unlicensed personnel
about the individual needs of the resident.

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to ensure as needed

Minnesota Department of Health
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(PRN) medications included parameters for
administration for one of one resident (R1).

01750

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 June 30,
2025, at 11:07 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee provided medication
management services to residents at the facility.

R1 was admitted to the licensee with a diagnosis
of unspecified injury of head and started receiving
assisted living services on February 5, 2025.

R1's Addendum to Contract: Service Plan dated
February 5, 2025, indicated R1 received services
including medication administration,
shower/bathing, dressing, CPAP/BiPAP
(continuous positive airway pressure), oxygen,
homemaking, daily vital sign monitoring and
behavior management.

On July 1, 2025, at 9:16 a.m., the surveyor
observed ULP-B provide medication
administration to R1.

R1's June 2025, medication record (MAR)
included:
-acetaminophen 325mg, take 1-2 tabs every 6
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01750 Continued From page 13

hours as needed

01750

R1's record lacked specific written instructions
regarding the administration of PRN medication
with a dosage range.

On July 1, 2025, at 1:56 p.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated she is aware that as
needed (PRN) medications cannot have a range
without specific instructions and it was an error on
her part.

The licensee's Prescriber's Orders policy dated
May 13, 2025, indicated the registered nurse
(RN) is responsible for implementing medication
and treatment orders or for delegating the orders
to the appropriate paraprofessional.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01760 144G.71 Subd. 8 Documentation of
SS=F administration of medication

01760

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
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01760 Continued From page 14

administered as prescribed and in compliance
with the resident's medication management plan.

01760

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to ensure medication
administration was documented for one of one
resident (R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).
The findings include:

During the entrance conference on June 30,
2025, at 11:07 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee provided medication
management services to residents at the facility.

R1 was admitted to the licensee with a diagnosis
of unspecified injury of head and started receiving
assisted living services on February 5, 2025.

R1's Addendum to Contract: Service Plan dated
February 5, 2025, indicated R1 received services
including medication administration,
shower/bathing, dressing, CPAP/BiPAP
(continous positive airway pressure), oxygen,
homemaking, daily vital sign monitoring and
behavior management.

On July 1, 2025, at 9:16 a.m., the surveyor
observed ULP-B provide medication
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01760 Continued From page 15

administration to R1.

01760

R1's medication record (MAR) dated June 2025,
included the following medications:
-aspirin (heart health) 81 milligrams (mg) daily
-bupropion (depression) HCL 150 mg daily
-carvedilol (hypertension) 50 mg twice daily
-empagliflozin (diabetes) 10 mg daily
-finasteride (hair loss) .25 mg daily
-fluticasone-salmeterol (shortness of breath)
250/50 micrograms (mcg) twice daily
-gabapentin (nerve pain) 600 mg daily
-Ipratropium-albuterol (shortness of breath) 0.5
mg/2.5 mg/3 milliliters (ml) four times daily
-ketoconazole cream (antifungal) 2% twice daily
-lisinopril (hypertension)40 mg daily
-metformin HCL (diabetes)1000 mg twice daily
-latanoprost 0.005% (eye pressure) 1 drop in both
eyes daily
-LidaFlex (itching/pain) 4% 1 patch daily
-mirtazapine (depression) 15 mg daily
-rosuvastatin (cholesterol) 20 mg daily
-Tab-A -Vite (supplement) 1 tab daily
-Spiriva Respimat inhaler (shortness of breath)
2.5 mcg
-vilazodone (depression) 30 mg twice daily
-ketoconazole shampoo (antifungal) 2% twice
weekly
-olanzapine (antipsychotic) 2.5 mg daily
- acetaminophen (pain) 325 mg take 1-2 tabs
every 6 hours as needed
-meloxicam (pain)15 mg daily as needed
-dicyclomine (irritable bowel syndrome) 20 mg
take every 6 hours as needed
-hydroxyzine HCL (allergies) (no dose indicated)
1 tab every 6 hours as needed
-senna (constipation) 8.6 mg take twice daily as
needed

R1's record lacked documentation of medication
Minnesota Department of Health
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01760 Continued From page 16

administration June 1-7, 11-13, 16-19, 23 and 25,
2025.

01760

On July 1, 2025, at 1:46 a.m., LALD/CNS-A
stated, prior to implementing the use of RTasks
(electronic medical record) in June 2025, staff
captured a photograph of each medication
administration and sent it to her via their cell
phone while completing the medication pass. Via
the picture, she would verify correct
administration. She stated staff did not document
medication administration in the resident record.
LALD/CNS-A stated she was aware of the
requirements and had changed from paper
documentation to RTasks to ensure medication
administration was being documented accurately.
She was unaware that staff had not documented
the medication administration several days in
June 2025. LALD/CNS-A stated, "I want to be
honest; we haven't been doing it correctly."

The licensee's medication documentation policy
was requested but not received.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01770 144G.71 Subd. 9 Documentation of medication
SS=F setup

01770

Documentation of dates of medication setup,
name of medication, quantity of dose, times to be
administered, route of administration, and name
of person completing medication setup must be
done at the time of setup.

This MN Requirement is not met as evidenced

Minnesota Department of Health
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by:
Based on interview and record review, the
licensee failed to ensure documentation of
medication setup included all the required content
for one of one resident (R2).

01770

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all the residents).

The findings include:

During the entrance conference on June 30,
2025, at 11:07 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee provided medication
management services to residents at the facility.

R2 was admitted to the licensee with diagnoses
including post-traumatic stress disorder (PTSD),
generalized anxiety order with panic attacks, and
schizoaffective disorder bipolar type and started
receiving assisted living services on May 30,
2025.

R2's Service plan dated June 1, 2025, indicated
weekly medication setup by a registered nurse
(RN).

R2's record lacked medication set-up
documentation to include names of medications,
quantity of doses, times to be administered, and
routes of administration.
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On July 1, 2025, at 1:49 p.m. LALD/CNS-A stated
she completed the weekly setup with the
assistance of R2 due to R2's anxiety regarding
her medications. She stated that R2's
medications will be setup in punch packs from the
pharmacy, but they were using the remaining
stock of medications the resident brought with to
the facility at the time of her admission.
LALD/CNS-A stated she had not been
documenting the setup and needs to improve on
her documentation.

The licensee's Clinical Records policy date May
13, 2025, indicated the clinical record contains
document of service provided as identified on the
service plan.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

01790

(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
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and times that the medications are scheduled.
(b) For unplanned time away when the licensed
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 is 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:
(i) the type of container or containers to be used
for the medications appropriate to the provider's
medication system;
(ii) how the container or containers must be
labeled;
(iii) 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
(vii) how the unlicensed personnel must

01790
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document in the resident's record any unused
medications that are returned to the facility,
including the name of each medication and the
doses of each returned medication.

01790

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 training and competencies for
unlicensed personnel (ULP) providing
medications to residents for unplanned time away
from home when the licensed nurse was not
available for one of one employee (ULP-B).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

ULP-B was hired March 10, 2025, to provide
direct care services to residents.

ULP-B's employee record lacked documentation
of training and competencies for unplanned time
away when the RN was not available.

On July 1, 2025, at 1:52 p.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated, " I have a sheet in the
medication cabinet with the instructions on how to
set-up the medications." She stated she has not
completed training or competencies on any ULP's
and was not aware of this requirement.
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The licensee's Medication Management Plan for
Residents Away from Home policy dated May 13,
2025, indicated for unplanned times away from
home for temporary periods when an adequate
medication supply cannot be obtained from the
pharmacy or set up by the registered nurse (RN)
in a timely manner, the registered nurse may
delegate to an unlicensed personnel to provide
the medications based on the following- the RN
has trained the home health aide and determined
the home health aide competency to follow
procedures for giving medications to residents.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01820 144G.71 Subd. 13 Prescriptions
SS=D

There must be a current written or electronically
recorded prescription as defined in section
151.01, subdivision 16a, for all prescribed
medications that the assisted living facility is
managing for the resident.

01820

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure current
written or electronically recorded prescriptions
were obtained for one of one resident (R1) who
received medication management services.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at an
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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:

01820

During the entrance conference on June 30,
2025, at 11:07 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee provided medication
management services to residents at the facility.

R1 was admitted to the licensee with a diagnosis
of unspecified injury of head and started receiving
assisted living services on February 5, 2025.

R1's Addendum to Contract: Service Plan dated
February 5, 2025, indicated R1 received services
including medication administration,
shower/bathing, dressing, CPAP/BiPAP
(continous positive airway pressure), oxygen,
homemaking, daily vital sign monitoring and
behavior management.

On July 1, 2025, at 9:16 a.m., the surveyor
observed ULP-B provide medication
administration to R1.

R1's medication record (MAR) dated June 2025,
included the following medications:
-aspirin (heart health) 81 milligrams (mg) daily
-bupropion (depression) HCL 150 mg daily
-carvedilol (hypertension) 50 mg twice daily
-empagliflozin (diabetes) 10 mg daily
-finasteride (hair loss) .25 mg daily
-fluticasone-salmeterol (shortness of breath)
250/50 micrograms (mcg) twice daily
-gabapentin (nerve pain) 600 mg daily
-Ipratropium-albuterol (shortness of breath) 0.5
mg/2.5 mg/3 milliliters (ml) four times daily
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-ketoconazole cream (antifungal) 2% twice daily
-lisinopril (hypertension)40 mg daily
-metformin HCL (diabetes)1000 mg twice daily
-latanoprost 0.005% (eye pressure) 1 drop in both
eyes daily
-LidaFlex (itching/pain) 4% 1 patch daily
-mirtazapine (depression) 15 mg daily
-rosuvastatin (cholesterol) 20 mg daily
-Tab-A -Vite (supplement) 1 tab daily
-Spiriva Respimat inhaler (shortness of breath)
2.5 mcg
-vilazodone (depression) 30 mg twice daily
-ketoconazole shampoo (antifungal) 2% twice
weekly
-olanzapine (antipsychotic) 2.5 mg daily
- acetaminophen (pain) 325 mg take 1-2 tabs
every 6 hours as needed
-meloxicam (pain)15 mg daily as needed
-dicyclomine (irritable bowel syndrome) 20 mg
take every 6 hours as needed
-hydroxyzine HCL (allergies) (no dose indicated)
1 tab every 6 hours as needed
-senna (constipation) 8.6 mg take twice daily as
needed

01820

R1's record lacked initial orders for medication
administration.

On July 1, 2025, at 1:54 p.m., LALD/CNS-A
stated, "I swear I had admission orders. They
were handed to me at the clinic." She stated R1
was nervous about his medications at time of
admission and she and R1 reviewed his
admission orders on several occasions.
LALD/CNS-A stated, "the orders may be in the
resident's room, I need to organize them better".

The licensee's Medication Orders policy dated
May 13, 2025, indicated [the facility] will maintain
a current written or electronically recorded
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prescription for all prescribed medications
managed for the resident.

01820

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01890 144G.71 Subd. 20 Prescription drugs
SS=F

A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

01890

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to keep medications in
their original containers bearing the original
prescription label and failed to ensure
medications included the expiration date for time
sensitive medications for one of one resident
(R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

The findings include:
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On July 1, 2025, at 9:00 a.m., the surveyor, along
with unlicensed personnel (ULP)-B observed the
medication cabinet and found the following:
-Spiriva Respimat inhaler lacked an opened or
expiration date, as well as a prescription label
-fluticasone propionate inhaler lacked a
prescription label

01890

On July 1, 2025, at 9:36 a.m., ULP-B stated,
"maybe someone forgot to put names and dates
on the inhalers, but we know who they are for".

On July 1, 2025, at 1:57 p.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated, "I should have trained staff
to keep medications in the original box it came in.
I didn't know that open dates are needed on any
medications because it has the expiration date on
the package".

The manufacturer's instruction for Spiriva
Respimat inhaler dated September 2015,
indicated to throw away the inhaler three (3)
months after insertion of cartridge into inhaler,
even if all the medicine has not been used, or
when the inhaler is locked, whichever comes first.

The licensee's Storage/Control of Medications
policy dated May 13, 2025, indicated prescription
drugs must be kept in the original container(s) in
which they were dispensed by the pharmacy
bearing the original prescription label with legible
information. The licensed nurse is responsible for
dating time sensitive medications when opened.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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01970 144G.72 Subd. 6 Treatment and therapy orders
SS=D

There must be an up-to-date written or
electronically recorded order from an authorized
prescriber for all treatments and therapies. The
order must contain the name of the resident, a
description of the treatment or therapy to be
provided, and the frequency, duration, and other
information needed to administer the treatment or
therapy. Treatment and therapy orders must be
renewed at least every 12 months.

01970

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to ensure up-to-date
written or electronically recorded orders were
maintained for one of one resident (R1) who
received treatments managed by the provider.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at 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 June 30,
2025, at 11:09 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee provided treatment and
therapy services to residents at the assisted living
facility.

R1 was admitted to the licensee with a diagnosis
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of unspecified head injury and started receiving
assisted living services on February 5, 2025.

01970

R1's Addendum to Contract: Service Plan dated
February 5, 2025, indicated R1 received services
including medication administration,
shower/bathing, dressing, CPAP/BiPAP
(continous positive airway pressue), oxygen,
homemaking, daily vital sign monitoring and
behavior management.

On June 30, 2025, at 11:20 a.m., the surveyor
observed ULP-B provide oxygen assistance to
R1.

R1's record contained a prescriber order dated
May 12, 2025, indicating oxygen flow may be
adjusted per patient or staff preference to keep
oxygen levels between 89% and 94% based on
pulse oximetry. Levels that are too high may be
dangerous to the patient.

R1's record lacked an initial order for oxygen
therapy and CPAP/BiPAP therapy.

On July 1, 2025, at 1:54 p.m., LALD/CNS-A
stated, "I swear I had admission orders. They
were handed to me at the clinic". She stated R1
was nervous about his medications at the time of
admission and she and R1 reviewed his
admission orders on several occasions.
LALD/CNS-A stated, "the orders may be in the
resident's room, I need to organize them better".

The licensee's Treatment and Therapy
Management policy dated May 13, 2025,
indicated, the registered nurse (RN) or licensed
health professional will obtain orders or
prescriptions for all treatments and therapies. The
order will include the following elements: resident
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name, description of the treatment or therapy to
be provided, frequency, and other pertinent
information.

01970

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02290 144G.91 Subd. 2 Legislative intent
SS=F

The rights established under this section for the
benefit of residents do not limit any other rights
available under law. No facility may request or
require that any resident waive any of these rights
at any time for any reason, including as a
condition of admission to the facility.

02290

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
posted signage that used language which limited
the rights of all residents residing within the
facility.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

During the entrance conference on June 30,
2025, at 10:55 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
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stated the licensee was familiar with current
minimum assisted living requirements.

02290

On June 30, 2025, at 11:15 a.m., during the
facility tour, surveyor observed a sign posted on
the main entrance door that read "no alcohol, no
drugs, no smoking, no weapons". A second sign,
with the same wording, was posted in the dining
area of the facility.

On July 1, at 2:03 p.m., LALD/CNS-A stated they
were not aware they could not enforce these rules
or that the rules listed in the two (2) posted signs
violated the resident's rights.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
Healing Homecare LLC
6476 Arthur Street Northeast
Fridley, MN 55432
Anoka County
Parcel:

Phone:

License Info
License: HFID 40787

Risk:
License:
Expires on:
CFPM: Farhan Egal
CFPM #: CFPM-57664; Exp:
04/10/2028

Inspection Info
Report Number: F1039251045
Inspection Type: Full - Single
Date: 7/1/2025 Time: 10:00:00
Duration: minutes
Announced Inspection:
Total Priority 1 Orders: 0
Total Priority 2 Orders: 2
Total Priority 3 Orders: 0
Delivery: Emailed

New Order: 3-500C Microbial Control: date marking
3-501.17B Priority Level: Priority 2 CFP#: 23
MN Rule 4626.0400B Mark the refrigerated, ready-to-eat, TCS food prepared and packaged in a processing plant and
opened and held for more than 24 hours in the food establishment using an effective method to indicate the date by which
the food must be consumed on the premises, sold, or discarded. The date must not exceed the manufacturer's use-by-date.
COMMENT: OPEN PACKAGE OF BOLOGNA DELI MEAT, OPEN MILK JUG LACK DATE MARKS. INSTRUCTED
PERSON-IN-CHARGE TO DATE MARK OPENED PACKAGES OF TCS FOODS AND USE WITHIN 7 DAYS OR SOONER.
BOLOGNA DISCARDED.
Comply By: 7/1/2025 Originally Issued On: 7/1/2025

New Order: 4-300 Equipment Numbers and Capacities
4-302.12B Priority Level: Priority 2 CFP#: 36
MN Rule 4626.0705B Provide a readily accessible food temperature measuring device with a small diameter probe to
measure the temperature in thin foods such as meat patties and fish fillets.
COMMENT: NO SMALL TIP PROBE THERMOMETER FOR FOOD ON-HAND. COMPLY WITH ABOVE RULE.
Comply By: 7/15/2025 Originally Issued On: 7/1/2025

Food & Beverage General Comment
MILK - COLD HOLD IN REFRIGERATOR - 38 DEGREES F
FREEZER - FROZEN
DISH MACHINE - 160 DEGREES F OR BETTER BY COLOR CHANGE TEST STRIP

The inspection was completed with the person in charge and reviewed with MDH nurse evaluator Lisa Schwintek.

The kitchen is of residential build and should serve food for same-day service only.

The kitchen has wood cabinets with hollow base and laminate countertops, laminate wood floor, painted walls and ceiling.
These kitchen finishes and surfaces are in good repair, clean and well maintained.

The kitchen refrigerator/freezer are of residential grade.

A 2-compartment sink is present in kitchen. 1 compartment is designated for handwashing only.

A residential dishwashing machine is present in the kitchen. Operator had run dish machine with test strip shortly before
this inspection.



Report Number: F1039251045
Inspection Type: Full
Date: 7/1/2025

Page: 2

Verified hand sink correctly set-up, gloves, illness policy.

Discussed the following with the person-in-charge: minimum cook temps for animal proteins, food source, foodborne
illness symptoms and exclusion of ill employees, avoiding bare hand contact with ready to eat foods, handwashing,
sanitizing., all orders on this report.

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 Metro District Office inspection report number F1039251045 from 7/1/2025

Magrad Hussein
person-in-charge

Aron Goodner,
Public Health Sanitarian 1
651-201-4910
aron.goodner@state.mn.us


