m DEPARTMENT
OF HEALTH

STATE LICENSING COMPLIANCE REPORT

Report #: HL335538820C Date Concluded: May 11, 2026

Name, Address, and County of Facility
Investigated:

Caring Nurses LLC

7715 Brooklyn Blvd.

Brooklyn Park, MN 55443

Hennepin County

Facility Type: Assisted Living Facility (ALF) Evaluator’s Name: Michele Larson, RN

The Minnesota Department of Health conducted a complaint investigation to determine
compliance with state laws and rules governing the provision of care under Minnesota Statutes,
Chapter 144G. The purpose of this complaint investigation was to review if facility policies and

practices comply with applicable laws and rules. No maltreatment under Minnesota Statutes,
Chapter 626 was alleged.

To view a copy of the correction orders, if any, please visit:
https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html, or call
651-201-4201 to be provided a copy via mail or email. If you are viewing this report on the MDH
website, please see the attached state form.
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AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER CORRECTION using federal software. Tag numbers have
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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 complaint investigation. state Statute number and the
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requires compliance with all requirements Statement of Deficiencies” column. This
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#HL335538820C, tag identification 330, 495. SUBMIT A PLAN OF CORRECTION FOR
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(a) The assisted living facility shall provide
accurate and truthful information to the
department during a survey, investigation, or
other licensing activities.

(b) Upon request of a surveyor, assisted living
facilities shall within a reasonable period of time
provide a list of current and past residents and
their legal representatives and designated
representatives that includes addresses and
telephone numbers and any other information
requested about the services to residents.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to provide accurate
and truthful information to the Minnesota
Department of Health (MDH) regarding the
avalilability of an on-call nurse. This had the
potential to affect all residents in the licensee's
facilities.

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

The findings include:
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STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

Minnesota (MN) Statute 144G.30, Subd. 4,
Indicated the assisted living facility shall provide
accurate and truthful information to the
department during a survey, investigation, or
other licensing activities.

On March 19, 2026, a complaint investigation
was Initiated at the licensee’s facility.

During the entrance conference phone call on
March 19, 2026, at 10:40 a.m., the
owner/registered nurse (OW)-B stated she was
unable to meet the investigator at the facility,
stating she was visiting family on the East coast.
OW-B stated she was the owner and full-time
registered nurse for the facility and worked
Monday through Friday and was on-call during
the weekends. OW-B stated the licensee also
had an on-call registered nurse (RN)-E. OW-B
stated RN-E picked up shifts whenever the facility
needed RN-E. OW-B provided the investigator
RN-E's first name but was unable to provide
RN-E's last name or phone number stating she
would have to obtain RN-E's phone number from
the office. OW-B stated RN-E's phone number
was not posted on facility walls only OW-B's
phone number.

On March 19, 2026, at 11:57 a.m., unlicensed
personnel/housing manager (HM)-A stated OW-B
was the only on-call nurse.

When interviewed, multiple staff stated they did
not know who RN-E was.

On March 19, 2026, at 12:15 p.m., licensed
assisted living director (LALD)-C confirmed
OW-B was the facility RN and told the
Investigator OW-B was in Maryland visiting family
and was unsure when OW-B's return date was.
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On March 19, 2026 at 4:52 p.m., LALD-C stated
RN-E worked full time at another assisted living
facility and that RN-E did not have regular on-call
hours with the licensee. LALD-C stated staff
called OW-B for any nursing related issues and if
they were unable to reach OW-B then staff calls
were transferred to RN-E. LALD-C provided the
Investigator with RN-E's phone number.

On March 19, 2026, at 5:30 p.m., RN-E stated

she was not the licensee's on-call nurse stating
she used to work for the licensee a "very" long

time ago, around nine months ago.

A background search of RN-E on the Minnesota

Department of Human Services (DHS) website
(htpps://netstudy2.dhs.mn.us), indicated RN-D
was not affiliated with the licensee's facility.

On March 20, 2026, at 7:56 a.m., the investigator
called OW-B. The investigator left a voice
message on OW-B's phone to call the
Investigator.

On March 23, 2026, at 8:14 a.m., the investigator
called OW-B and left a second voice message to
call the investigator by 12:00 p.m.

On March 23, 2026, at 11:55 a.m., OW-B
returned the investigator's phone calls stating she
did not get the investigator's previous voice
messages until prior to calling the investigator,
stating her phone was either not working or the
battery was dead at the time the investigator left
the voice messages. During the phone call,
OW-B stated she was the only on-call nurse for
the licensee's facility and stated she never said
RN-E was the licensee's on-call nurse,
contradicting what she Iinitially stated during the
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Requirements

(13) provide staff access to an on-call registered
nurse 24 hours per day, seven days per week.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure access to an
on-call registered nurse 24 hours per day, seven
days per week. This had the potential to impact
all residents who resided at the assisted living
facility.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
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entrance conference phone call with the
Investigator on March 19, 2026.
On March 23, 2026, at 1:40 p.m., LALD-C
reiterated that RN-E was the licensee'’s on-call
nurse, stating she called RN-E when she needed
a nurse to come to the facility when OW-B was
unavailable.
A request was made for RN-E's employee file.
RN-E's employee file was not provided by the
licensee.
No further information was provided.
TIME PERIOD TO CORRECT: Two-days.
0 495 144G .41 Subdivision. 1 (13) Minimum 0 495
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fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings Include:

A complaint investigation was initiated on March
19, 2026.

On March 19, 2026, at 9:50 a.m., the investigator
arrived at the licensee's facility. Unlicensed
personnel/housing manager (HM)-A stated the
owner/registered nurse (OW)-B was unavailable
but would call OW-B to let her know the
Investigator was at the facility. The investigator
observed a bulletin board hanging on the wall
behind the dining room table listing only OW-B's
name and phone number as the licensee's nurse.

On March 19, 2026, at 10:40 a.m., during the
entrance conference phone call, OW-B stated
she was unable to meet in person due to being
out of state visiting family on the East coast.
During the call, OW-B stated she was unsure
when she would return back to Minnesota. OW-B
confirmed she was the owner and main nurse at
the facility and worked Monday through Friday
from 8:00 a.m. until 4:30 p.m. and was on-call
during the weekends. OW-B stated the licensee
also had an on-call registered nurse (RN)-E,
stating RN-E picked up shifts whenever they
needed her. When asked for RN-E's phone
number, OW-B stated she would call the office to
obtain RN-E's number, stating staff only had
OW-B's phone number posted on facility walls.

On March 19, 2026, at 11:57 a.m., HM-A stated
as far as she was aware, OW-B was the only
on-call nurse.

When interviewed, multiple staff stated they did
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not know who RN-E was.

On March 19, 2026, at 1:30 p.m., unlicensed
personnel (ULP)-D stated there were four
residents who resided at the facility (RS, R6, R7,
R8). ULP-D stated he never heard of RN-E,
stating he only recalled a different nurse who quit
working for the licensee over a year ago. On the
Kitchen wall the investigator observed the bulletin
board and noticed only OW-B's nhame and phone
number on the bulletin board. RN-E's hame or
contact information were not posted.

On March 19, 2026 at 4:52 p.m., licensed
assisted living director (LALD)-C stated OW-B
was the main nurse at the facility but was out of
state visiting family and she did not know when
she planned to return. LALD-C stated RN-E
worked full time at another assisted living facility
and that RN-E did not have regular on-call hours
with the licensee. LALD-C stated staff called
OW-B for any nursing related issues and if they

were unable to reach OW-B, then calls were
transferred to RN-E. LALD-C provided the
Investigator with RN-E's phone number.

On March 19, 2026, at 5:30 p.m., RN-E stated

she was not the licensee's on-call nurse stating
she used to work for the licensee a "very" long

time ago.

A background search of RN-E on the Minnesota
Department of Human Services (DHS) website
(htpps://netstudy2.dhs.mn.us), indicated RN-E
was never linked or affiliated with the licensee's
facilities.

On March 20, 2026, at 7:56 a.m., the investigator
called OW-B. The investigator left a voice
message on OW-B's phone to call the
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Investigator.

On March 23, 2026, at 8:14 a.m., the investigator
called OW-B and left a second voice message to
give the investigator a call by 12:00 p.m.

On March 23, 2026, at 11:55 a.m., OW-B
returned the investigator's phone calls stating she
did not get the investigator's voice message from
a few days ago because her phone was either not
working or the battery was dead at the time the
Investigator left the voice messages. During the
phone call, OW-B stated she was the only on-call
nurse for the licensee's facilities and denied RN-E
worked at the facility.

On March 23, 2026, at 1:40 p.m., LALD-C
reiterated that RN-E was the licensee's on-call
nurse, stating she called RN-E when she needed
a hurse to come into the facilities.

A personnel file was requested but not recieved
for RN-E.

No further information was provided.

TIME PERIOD TO CORRECT: Two (2) days.
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