m DEPARTMENT
OF HEALTH

STATE LICENSING COMPLIANCE REPORT

Report #: HL368675427C Date Concluded: July 29, 2025

Name, Address, and County of Facility
Investigated:

St. John Home Care

2464 Hemlock Lane North

Plymouth, MN 55441

Hennepin County

Facility Type: Assisted Living Facility (ALF) Evaluator’s Name: Maggie Regnier, RN

Special Investigator
Kevin Sedivy,
Engineer

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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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER CORRECTION using federal software. Tag numbers have
ORDER 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 complaint investigation. state Statute number and the
corresponding text of the state Statute out
Determination of whether a violation is 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 a Minnesota Statute contains several are in violation of the state requirement
items, failure to comply with any of the items will after the statement, "This Minnesota
be considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators' findings is the
INITIAL COMMENTS: Time Period for Correction.
#HL368675427C PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On June 25, 2025, the Minnesota Department of STATES,"PROVIDER'S PLAN OF
Health conducted a complaint investigation at the CORRECTION." THIS APPLIES TO
above provider, and the following correction FEDERAL DEFICIENCIES ONLY. THIS
orders are issued. At the time of the complaint WILL APPEAR ON EACH PAGE.
investigation, there were three residents receiving
services under the provider's Assisted Living THERE IS NO REQUIREMENT TO
license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
The following correction orders are issued for STATUTES.
#HL368675427C, tag identification 775, 780, 800,
810. 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.
0 775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
SS=F | environment

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 775 | Continued From page 1 0775

Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to keep the facility in compliance with the
Minnesota Fire Code. The deficient conditions
have the ability to affect all staff and residents.

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).

Findings include:

On a facility tour on June 25, 2025, between
10:00 a.m. and 11:00 a.m. with unlicensed
personnel (ULP)-B the following deficient
conditions were observed:

EMERGENCY ESCAPE AND RESCUE
OPENINGS:

The surveyor observed there was a bed
headboard and a refrigerator blocking the
emergency escape and rescue openings
(windows). This was in resident room #1 and it
appeared like the room was not in use.

A minimum of one code compliant window in
each resident room shall always be usable.

Minnesota Department of Health
STATE FORM 6899 7J3D11 If continuation sheet 2 of 9
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0 775 | Continued From page 2 0775
CARBON MONOXIDE:

The surveyor observed there was no carbon
monoxide protection in the facility.

Carbon monoxide alarms are required within 10
feet of all sleeping areas.

ELECTRICAL:

The surveyor observed there were lights
connected to wiring that does not meet code. The
ceiling light in resident room #1 and the hallway
light on the main floor had exposed wiring
secured to the ceiling.

The deficient conditions were visually verified by
the ULP-B accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

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

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

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

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

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

(i) provide smoke alarms on each story within a
dwelling unit, including basements, but not
iIncluding crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is

Minnesota Department of Health
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0 780 | Continued From page 3 0 780

required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide smoke alarms that are
Interconnected so that the actuation of one alarm
causes all alarms in the dwelling unit to actuate
and failed to keep the facility in compliance with
the Minnesota Fire Code. These deficient
conditions had the ability to affect all staff and
residents.

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).

Findings include:

On a facility tour on June 25, 2025, between
10:00 a.m. and 11:00 a.m. with unlicensed
Minnesota Department of Health
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0 780 | Continued From page 4 0 780

personnel (ULP)-B, the following deficient
condition was observed:

SMOKE ALARMS:

The surveyor observed that the smoke alarms in
the facility were not interconnected.

All smoke alarms in the facility shall be
interconnected with the existing 120-volt smoke
alarms.

The above have been noted on past
investigations/surveys and have not been fixed.

The deficient condition was visually verified by the
ULP-B accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

0 800| 144G.45 Subd. 2 (a) (4) Fire protection and 0 800
SS=F | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the facility's physical

Minnesota Department of Health
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environment in a continuous state of good repair
and operation regarding the health, safety, and
well-being of the residents. This had the potential
to directly affect all residents, staff, and visitors.

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:

On a facility tour on June 25, 2025, between
10:00 a.m. and 11:00 a.m. with unlicensed
personnel (ULP)-B the following deficient
conditions were observed:

DOOR FRAME:

The surveyor observed the door frame on
resident room main floor was broken.

BATHROOMS:

The surveyor observed main floor bathroom
showed signs of a water leak. The flooring is
buckling. The surveyor observed the lower-level
bathroom shower floor is cracked.

OTHER:

The surveyor observed a hole in the wall by the
bathroom on the main level and that the main
front screen door is damaged.

TIME PERIOD FOR CORRECTION: Twenty-one

Minnesota Department of Health
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0 810| 144G.45 Subd. 2 (b-f) Fire protection and 0810

SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

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

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

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

(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content and the licensee failed to document
required fire safety evacuation training for
employees and residents as well as the required
fire drills. This had the potential to directly affect
all residents, staff, and visitors.

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 potential to affect a large portion or all of
the residents).

The findings include:

On a facility tour and during record review on
June 25, 2025, between 10:00 a.m. and 11:00
a.m. with unlicensed personnel (ULP)-B, the
following deficient condition was observed and
records requested were not provided:

FIRE SAFETY EVACUATION PLAN:
The ULP-B could not provide a fire safety and
evacuation plan when asked for it.

The surveyor observed that the resident room 5
was not labeled.

TRAINING:

The ULP-B could not provide any training records
on the fire safety and evacuation plan for
employees or residents.

Minnesota Department of Health
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FIRE DRILLS:

The ULP-B could not provide any fire drill records
when asked for them.

The above have been noted on past
iInvestigations/surveys and have not been
addressed.

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

Minnesota Department of Health
STATE FORM 6899 7J3D11 If continuation sheet 9 of 9



