DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
July 28, 2026

Licensee

Safe Haven Livings LLC
712 East 152nd Street
Burnsville, MN 55306

RE: Project Number(s) SL41245015
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, 2026, 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.

The Department of Health concludes the licensee is in substantial compliance. State law requires the
facility must take action to correct the state correction orders and document the actions taken to
comply in the facility's records. The Department reserves the right to return to the facility at any time
should the Department receive a complaint or deem it necessary to ensure the health, safety, and
welfare of residents in your care.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. 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 . . ."

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:
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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
pursuant to this survey:

0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment - $500.00
0810 - 144g.45 Subd. 2 (b-F) - Fire Protection And Physical Environment - $500.00

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

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:

e I|dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

e |dentify how the area(s) of noncompliance was corrected for all of the
provider’s residents/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 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

REQUESTING A HEARING
Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
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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 MDH 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.

he 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.

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,

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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0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL41245015-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On June 29, 2026, through July 1, 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 two discharged residents who
had received services under the Assisted Living THERE IS NO REQUIREMENT TO
Facility license. 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.
0 180| 144G.16 Subd. 2 Initial survey 0 180
SS=F
(a) During the provisional license period, the

(X6) DATE
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commissioner shall survey the provisional
licensee after the commissioner is notified or has
evidence that the provisional licensee is providing
assisted living services to at least one resident.
(b) Within two days of beginning to provide
assisted living services, the provisional licensee
must provide notice to the commissioner that it is
providing assisted living services by sending an
e-mail to the e-mail address provided by the
commissioner.

(c) If the provisional licensee does not provide
services during the provisional license period, the
provisional license shall expire at the end of the
period and the applicant must reapply.

(d) If the provisional licensee notifies the
commissioner that the licensee is providing
assisted living services within 45 calendar days
prior to expiration of the provisional license, the
commissioner may extend the provisional license
for up to 60 calendar days in order to allow the
commissioner to complete the on-site survey
required under this section and follow-up survey
visits.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to notify the Minnesota
Department of Health (MDH) within two days of
providing 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, but was not likely to
cause serious Injury, impairment, or death), and
IS Issued at a widespread scope (wWhen 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).

Minnesota Department of Health
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The findings include:

The licensee was Issued a Provisional Assisted
Living Facility license which was effective

December 3, 2024, and expired on December 2,
2025.

The licensee's Notice of Providing Assisted Living
Services form dated September 18, 2025,
Indicated the licensee began providing assisted
living services to R1 and R2. Included with the
form were the contracts for R1 and R2 signhed the
same day.

On June 29, 2026, at 12:09 p.m., the licensee
shared with the surveyor an email
correspondence with the Minnesota Department
of Health (MDH) dated November 15, 2025,
which indicated the notice of providing services

was received by MDH on November 17, 2025.

The licensee failed to provide notice to MDH
within two (2) days of when licensee first started
providing assisted living services.

On June 30, 2026, at 2:30 p.m., clinical nurse
supervisor (CNS)-A and licensed assisted living
director/unlicensed personnel (LALD/ULP)-B
stated they were both new to the licensee.
Owner/unlicensed personnel (O/ULP)-E stated
they were not aware at the time they needed to
send the notice within two days of providing
services.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

Minnesota Department of Health
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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 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 TB screening for two of three employees
(unlicensed personnel (ULP)-C, ULP-D).

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

Minnesota Department of Health
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The findings include:

The faclility TB risk assessment dated October 2,
2025, Indicated the facility was at a low risk for TB
transmission.

ULP-C

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

ULP-C's record included a TB history and
symptom screen completed on January 25, 2026,

and a chest Xray (CXR) done on January 13,
2026.

ULP-C's record lacked a positive TB result before
doing a CXR.

ULP-D

ULP-D started employment with the licensee on
December 9, 2025, to provide assisted living
services.

ULP-D's record included a TB history and
symptom screen completed on December 8,
2025, and a one-step tuberculin skin test (TST)
completed on December 11, 2025.

ULP-D's record lacked a second step TST.

On June 30, 2026, at 2:45 p.m.,
owner/unlicensed personnel (O/ULP)-E stated
their previous staff in charge of screening may
not have known the requirements. Clinical nurse
supervisor (CNS)-A stated they were new to
assisted living requirements hence did not know
the TB screening requirement.

Minnesota Department of Health
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The licensee's Tuberculosis Screening policy
dated January 1, 2025, indicated [licensee] will
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 (MMWR).

The Minnesota Department of Heath's Assisted
Living Frequently Asked Questions (FAQs): Staft
Requirements dated June 5, 2026, indicated CXR
alone Is not acceptable documentation. You either
need documentation of a positive two-step
Tuberculin Skin Test (TST) or Interferon-Gamma
Release Assay (IGRA) test, and a CXR with
provider evaluation after that date or
documentation of refusal of both the two-step
TST and IGRA followed by a new CXR and
provider evaluation. The FAQs also indicated
Baseline TB screening includes assessing for
current symptoms of active TB disease,
assessing B 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
(21) days

0 780| 144G .45 Subd. 2 (a) (1) Fire protection and 0780
SS=F | physical environment

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

Minnesota Department of Health
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/9511, and:

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

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

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

(1if) provide smoke alarms on each story within a
dwelling unit, including basements, but not
Including crawl spaces and unoccupied attics;
(Iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
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, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
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:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
June 30, 2026, for the specific violations related

the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Two (2)
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, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level two violation (a

Minnesota Department of Health
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violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at 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:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
June 30, 2026, for the specific violations related
the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810| 144G .45 Subd. 2 (b-f) Fire protection and 0 810
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

Minnesota Department of Health
STATE FORM 6899 NOXJ11 If continuation sheet 9 of 29
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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.

This MN Requirement Is not met as evidenced
by:

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

compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a 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:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated

Minnesota Department of Health
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June 30, 2026, for the specific violations related

the physical environment under Minnesota
Statute 144G.

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

01330| 144G.60 Subd. 4 (b) Unlicensed personnel 01330
SS=E
(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 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 two of three
employees (licensed assisted living
director/unlicensed personnel (LALD/ULP)-B,
ULP-C).

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

The findings include:

_LALD/ULP-B

_ALD/ULP-B started employment with the
Icensee on March 19, 2026, to provide assisted
IVing services.

LALD/ULP-B's training record lacked
documentation of training and competency
evaluations in the following areas:

- reports of changes In the resident's condition to
the supervisor designated by the assisted living
provider;

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

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

ULP-C

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

ULP-C's training record lacked documentation of
training and competency evaluations in the
following areas:

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

- observation, reporting, and documenting of

Minnesota Department of Health
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resident status; and
- standby assistance techniques and how to
perform them.

On June 30, 2026, at 2:40 p.m., clinical nurse
supervisor (CNS)-A stated they were new to the
licensee and that the employees were trained by
the former CNS. CNS-A also stated they had not
completed employee record audits to be certain if
training was completed.

The licensee’'s Competency Training Evaluations
policy dated April 1, 2024, indicated when a
registered nurse or licensed health professional
staff of [licensee] delegates tasks, prior to the
delegation of services they must make certain the
unlicensed personnel is trained in the proper
methods to perform the tasks or procedures for
each client

and are able to demonstrate the abillity to

competently follow the procedures and perform
the tasks.

No further information was provided.

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

01440| 144G.62 Subd. 4 Supervision of staff providing 01440
SS=E | delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability

Minnesota Department of Health
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to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
Interaction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
Individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a registered nurse (RN)
conducted direct supervision of staff performing a
delegated task within 30 days of providing
services for two of three employees (licensed

assisted living director/unlicensed personnel
(LALD/ULP)-B, ULP-C).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

LALD/ULP-B

Minnesota Department of Health
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_ALD/ULP-B started employment with the
Icensee on March 19, 2026, to provide assisted
IVINg Services.

R1's Medication Administration Summary dated
June 1, 2026, through June 21, 2026, indicated
LALD/ULP-B administered medications to R1 on
the following dates: June 8, 9, 15, and 16.

LALD/ULP-B's record lacked documentation the
RN completed supervision within 30 days for the
delegated services LALD/ULP-B was providing.

ULP-C

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

R1's Medication Administration Summary dated
June 1, 2026, through June 21, 2026, indicated
ULP-C administered medications to R1 on the
following dates: June 12, 13, 19, and 20.

On June 30, 2026, at 2:40 p.m., clinical nurse
supervisor (CNS)-A stated they were new to the
licensee and that the employees were supposed
to be supervised by the former CNS. CNS-A also
stated they had not completed employee record
audits to be certain if all employees were lacking
supervision.

The licensee's Supervision of Staff policy dated
August 1, 2024, indicated that staff who only
provide assisted living services at [licensee] will
be supervised periodically where the services are
being provided to verify that work is being
performed competently and to identify problems
and solutions related to the staff person's ability
perform the tasks. The policy lacked verbiage to
Include within 30 calendar days after the date on
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which the individual begins working for the facility
and first performs the delegated tasks for
residents.

No further information was provided.

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

01610| 144G.70 Subd. 2 (a-b) Initial reviews, 01610
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
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.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) completed an initial comprehensive nursing

assessment on, or before, the date of admission
for two of two residents (R1, R2).

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
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:

R1

R1 was admitted to the licensee on September
17, 2025, and began receiving assisted living
services.

R1's Service Plan (\Waiver) - Addendum to
Contract dated September 18, 2025, indicated R1
received medication administration, continuous
glucose monitoring, meal assistance, grooming,
medication setup, housekeeping, laundry, linen
change, remove garbage, and registered nurse
monitoring, and assessments.

R1's Admission Assessment dated September
19, 2025, was completed three days after R1 was
admitted.

R2

R2 was admitted to the licensee on September
17, 2025, and began receiving assisted living
services.

R2's Service Plan - Modification dated November
1, 20295, iIndicated R2 recelved medication setup,
behavior management, meal assistance,
grooming, housekeeping, laundry, bathing
reminder, bedmaking, activity assistance, remove
garbage, and registered nurse monitoring, and
Minnesota Department of Health
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assessments.

R2's Admission Assessment dated September
19, 2025, was completed three days after R2 was
admitted.

On June 30, 2026, at 2:50 p.m., clinical nurse
supervisor (CNS)-A stated they were new to the
licensee and that R1 and R2 were admitted
before they started employment. CNS-A also
stated they were aware the initial assessment
needed to be completed on the day of move In.
Owner/unlicensed personnel (O/ULP)-E stated
they were not aware at the time that the
assessment was supposed to be completed on
the day of move In.

The licensee’'s Assessments, Reviews &
Monitoring policy dated August 1, 2024, indicated
[licensee] will 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.

No further information was provided.

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

01620| 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=D | 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

Minnesota Department of Health
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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
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 part
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

Minnesota Department of Health
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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:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) conducted resident
reassessment and monitoring at least every 90
calendar days for one of two residents (R2).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at an isolated scope (when one or a
limited number of residents are affected or one or
a Imited number of stafft are involved, or the
situation has occurred only occasionally).

The findings include:

R2 was admitted to the licensee on September
17, 2025, and began receiving assisted living
services.

R2's Service Plan - Modification dated November
1, 20235, indicated R2 received medication setup,
behavior management, meal assistance,
grooming, housekeeping, laundry, bathing
reminder, bedmaking, activity assistance, remove
garbage, and registered nurse monitoring, and
assessments.

R2's record included Resident Assessments
(90-day) completed on January 1, 2026, and April

Minnesota Department of Health
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6, 2026. The assessment dated April 6, 2026,
was completed 5 days late.

On June 30, 2026, at 2:40 p.m., clinical nurse
supervisor (CNS)-A stated they started the
assessment on time but was distracted with other
duties only to complete the assessment when it
was past 90-day.

The licensee'’s policy dated August 1, 2024,
Indicated ongoing resident reassessment and
monitoring must be conducted as needed based
on changes In the needs of the resident and
cannot exceed 90 calendar days from the last
date of the assessment.

No further information was provided.

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

01650 144G.70 Subd. 4 (f) Service plan, implementation | 01650
SS=F | 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

Minnesota Department of Health
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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
Identification 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:

Based on interview and record review, the
licensee failed to ensure the service plan included
all required content for two of two residents (R1,

R2).

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:

R1

R1 was admitted to the licensee on September
17, 2025, and began receiving assisted living
services.

R1's Service Plan (\Waiver) - Addendum to
Contract dated September 18, 2025, indicated R1
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received medication administration, continuous
glucose monitoring, meal assistance, grooming,
medication setup, housekeeping, laundry, linen
change, remove garbage, and registered nurse
monitoring, and assessments.

R2

R2 was admitted to the licensee on September
17, 2025, and began receiving assisted living
services.

R2's Service Plan - Modification dated November
1, 20235, indicated R2 received medication setup,
behavior management, meal assistance,
grooming, housekeeping, laundry, bathing
reminder, bedmaking, activity assistance, remove
garbage, and registered nurse monitoring, and
assessments.

R1 and R2's service plans lacked the nhames 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 identification of and
Information as to who has authority to sign for the
resident in an emergency.

On June 30, 2026, at 2:40 p.m., clinical nurse
supervisor (CNS)-A stated they were not aware
their service plan was lacking the required
content.

The licensee's Service Plan policy dated August
1, 2024, all residents receiving assisted living
services will have a service plan in place. Service
plans are based on the outcomes of initial and
subsequent assessments, reassessments,
monitoring, and individual reviews of the
resident's needs and preferences. The policy also
Included the missing content above.
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No further information was provided.

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

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

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
by:

Based on observation, interview, and record
review, the licensee failed to ensure medication
setup documentation was completed for one of
one resident (R2) with medication setup service.

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

The findings include:

R2 was admitted to the licensee on September
17, 2025, and began receiving assisted living
services.

R2's Service Plan - Modification dated November
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1, 20235, indicated R2 received medication setup,
behavior management, meal assistance,
grooming, housekeeping, laundry, bathing
reminder, bedmaking, activity assistance, remove
garbage, and registered nurse monitoring, and
assessments.

On June 30, 2026, at 11:25 a.m., the surveyor
observed the licensee's medication cart and
observed two pill box organizers that were set up
with R2's medications. Clinical nurse supervisor
(CNS)-A stated they completed medication setup
for R2 weekly. CNS-A also stated R2 was
Independent with their medication administration.

R2's record included Provider Orders sighed and
dated October 21, 2025, which included the
following medications: atorvastatin calcium 40
milligram (mg) tablets take one tablet by mouth
every night at bedtime, atorvastatin calcium 10
mg by mouth tablets take one half tablet by
mouth every night at bedtime with 40 mg tablet,
carbidopa and levodopa 25-100 mg tablet take
one and one half tablets by mouth three times
daily, divalproex sodium delayed 500 mg take
one tablet by mouth twice a day, levothyroxine
sodium 150 microgram (mcg) take one tablet by
mouth daily, potassium chloride er take two
tablets by mouth daily with meals, mirtazapine 7.5
mg take one tablet by mouth nightly at bedtime as
needed, ondansetron 4 mg dissolve one tablet in
mouth every eight hours as needed, and
acetaminophen 500 mg take two tablets by mouth
three times a day as needed.

R2's record lacked the required content to include
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 done at
Minnesota Department of Health
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the time of setup.

On June 30, 2026, at 3:00 p.m., CNS-A stated
they were not aware of the required medication
setup content.

The licensee's Medication
Management-Administration & Setup policy dated
August 1, 2024, indicated the licensed nurse who
sets up the medications in the dosage box will
observe and monitor the past week's medication
administration documentation and compliance
and will initial that this has been done. The policy
lacked the verbiage to include the required
content above.

Minnesota Statute 144G.08 Subd. 41.Medication
setup. "Medication setup” means arranging
medications by a nurse, pharmacy, or authorized

prescriber for later administration by the resident
or by facility staff.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01940 144G.72 Subd. 3 Individualized treatment or 01940
SS=F | therapy managemen

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
Individualized treatment and therapy
management record for each resident which must

Minnesota Department of Health
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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

(5) any resident-specific requirements relating to
documentation of treatment and therapy
recelved, 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:

Based on interview and record review, the
licensee failed to develop and implement a
current treatment or therapy management plan
(TTMP) to include all required content for one of
one resident (R1) who received blood glucose
monitoring.

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).
Minnesota Department of Health
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The findings include:

R1 was admitted to the licensee on September
17, 2025, and began receiving assisted living
services.

R1's Service Plan (Waiver) - Addendum to
Contract dated September 18, 2025, indicated R1
received medication administration, continuous
glucose monitoring, meal assistance, grooming,
medication setup, housekeeping, laundry, linen
change, remove garbage, and registered nurse
monitoring, and assessments.

R1's Vital Signs - One Resident record dated May
1, 2026, through May 31, 2026, indicated R1's

blood glucose ranged between 78 milligrams per
deciliter (mg/dL) - 230 mg/dL.

R1's record lacked a TTMP with all the following
required content:

- a statement of the type of services that will be
provided;

- documentation of specific resident instructions
relating to the treatments or therapy
administration;

- Identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

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

- 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.
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On June 30, 2026, at 3:20 p.m., clinical nurse
supervisor (CNS)-A stated they were not aware of
the required treatment management plan content.

The licensee's Treatment & Therapy
Management Plan policy dated August 1, 2026,
Indicated [licensee] will develop and maintain a
current individualized treatment and therapy
management record for each resident which must
contain at least the following:

a. statement of the type of services that will be
provided

b. documentation of specific resident instructions
relating to the treatments or therapy
administration

c. Identification of treatment or therapy tasks that
will be delegated to unlicensed personnel

d. procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services

e. any resident-specific requirements relating to
documentation of treatment and therapy received
f. verification that all treatment and therapy was
administered as prescribed

g. monitoring of treatment or therapy to prevent
possible complications or adverse reactions.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days
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Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
—Establishment Info —— —License Info —Inspection Info —— M8 —
Safe Haven Livings LLC License: HFID 41245 Report Number: F1043261185
712 EAST 152ND STREET Inspection Type: Full - Single
Burnsville, MN 55306 Risk: Date: 6/30/2026 Time: 10:00 AM
Dakota County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection:
CFPM: Jabir M. Issack Total Priority 1 Orders: 0

Phone: CFPM #:. 63070; Exp: 11/21/2028 Total Priority 2 Orders: 0

Total Priority 3 Orders: 0

Delivery:
\ J \. J

No orders were issued for this inspection report.

Food & Beverage General Comment

Inspection was completed with Benard Nyangena as the lead Health Regulation Division Nurse Evaluator completing the site
survey and J. Figueroa (MDH).

FACILITY HAD NO CLIENTS AT TIME OF INSPECTION.

TEMPERATURE (F)
KITCHEN COOLER: AMBIENT 41

CHLORINE (PPM)
SANI SPRAY BOTTLE: 50

UTENSIL SURFACE TEMPERATURE (F)
DISH MACHINE IS TESTED ON A WEEKLY BASIS. LAST TEST PERFORMED BY FACILITY WAS ON 6/30/2026 AND

MEASURED 160F.

Discussed highly susceptible populations, illness policy, sanitizer use, ware washing, temperature control, same day food
service, cleaning, pest control, vomit/fecal procedures, test kits, food storage, etc.

This facility has a residential kitchen with residential equipment: wooden cabinetry, linoleum flooring, smooth walls, and
textured ceilings, & NSF dish machine. Conditions of equipment and physical facility will be monitored during future
inspections — must be brought up to code if at such time they are found to be a concern or risk of contamination.

Contact Health Regulation Division for plan review approval when facility/kitchen undergoes remodeling, major equipment
additions, or changes of equipment due to a menu change.

***If any customer complains of iliness, establishment is required to notify the Minnesota Department of Health and provide
the foodborne illness hotline phone number to the customer: 1-877-366-3455"*

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.



Report Number: F1043261185 Page: 2
Inspection Type: Full
Date: 6/30/2026

I acknowledge receipt of the Metro District Office inspection report number F104326118S from 6/30/2026

Fartun Sulub Blia Lor,

PIC Public Health Sanitarian 1
651-355-0641
blia.lor@state.mn.us



m DEPARTMENT

© OF HEALTH

Physical Environment Inspection Report
ASSISTED LIVING | ASSISTED LIVING WITH DEMENTIA CARE

Project No: SL41245015-0 Date: 6/30/2026

Facility Name: SAFE HAVEN LIVINGS LLC

Facility Address: 712 EAST 152ND STREET, BURNSVILLE, MN 55306

X TAG IDENTIFICATION: 0780

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

1. Smoke alarms shall be interconnected so that actuation of one alarm causes all alarms in the individual
dwelling or sleeping unit to operate where more than one smoke alarm is required within an individual
dwelling or sleeping unit. [Minn. Stat. 144G.45 subd.2]

Comments: The lower-level smoke alarms were not interconnected with the smoke alarms on the main
level.

X TAGIDENTIFICATION: 0800

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

1. The physical environment, including walls, floors, ceiling, all furnishings, grounds, systems, and equipment
are in a continuous state of good repair and operation with regard to the health, safety, comfort, and well-
being of the residents in accordance with a maintenance and repair program. [Minn. Stat. 144G.45 subd.2]

Comments: The garage had damage on the wall section located between the overhead doors; the overhead
doors could not close, and the middle wall section was not secured properly to the rest of the structure.

X TAG IDENTIFICATION: 0810

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

Page | 1
Project Number: 5L41245015-0
Facility Name: SAFE HAVEN LIVINGS LLC Date: 6-30-26
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1. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that include
employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45 subd.2]

Comments: The FSEP failed to provide specific employee actions to take in the event of a fire or similar
emergency relative to the facility's building layout and environmental risks. The provided FSEP was from a
third-party provider and had not been updated to the specific facility.

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that include
fire protection procedures necessary for residents. [Minn. Stat. 144G.45 subd.2]

Comments: The FSEP did not identify specific fire protection actions for residents. There was no section in
the policy that addressed the responsibilities or basic evacuation procedures that residents should follow in
case of a fire or similar emergency. The licensee stated a resident policy was not in place at the time of the
survey.
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