
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 20, 2023

Licensee
Precious Health Services, LLC
1113 Suburban Avenue
Saint Paul, MN 55106

RE: Project Number(s) SL38745015

Dear Licensee:

On December 13, 2023, the  Minnesota Department  of Health (MDH) completed  a follow-up survey of
your facility to determine  correction of orders found on the  survey completed  on June 23, 2023. This
follow-up survey determined  your facility had not corrected  all of the  state  correction orders issued
pursuant  to the  June 23, 2023 survey.

In accordance  with Minn. Stat. § 144G.31 Subd. 4 (a), state  correction orders issued  pursuant  to the
last  survey, completed  on June 23, 2023, found not corrected  at  the  time of the  December 13, 2023,
follow-up survey and/ or subject  to penalty  assessment  are  as follows:

0810-Fire Protection  And Physical Environment- 144g.45 Subd.  2 (b)-(f)

The details  of the  violations noted  at  the  time of this follow-up survey completed  on December 13,
2023 (listed  above), are  on the  attached  State Form. Brackets around the  ID Prefix Tag in the  left  hand
column, e.g., {2 ----} will identify the  uncorrected  tags.

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

DOCUMENTATION OF ACTION TO COMPLY
In accorda nc e wi th Mi nn. Sta t. § 144G.30, Subd. 5(c), the  licens ee  mus t doc ument  acti ons ta ken 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.

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

A state  correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment  is associated
with a maltreatment  determination  by the  Office of Health Facility Complaints. If maltreatment  is
substantiated,  you will receive a separate  letter  with the  reconsideration  process  under Minn. Stat. §
626.557.

An equal  opportunity employer. Le tt er ID: 8GKP Revised 04/14/2023



Precious Health Services, LLC
December 20, 2023
Pa ge 2

To submit a reconsideration  request,  please  visit:

https: / / forms.web. health. state. mn.us/ form/ HRD-Appeals-Form

We urge you to review these  orders carefully. If you have questions,  please  contact  Tim Hanna at
507-208-8982.

You are  encouraged  to retain  this document for your records. It is your responsibility to share  the
information contained  in the  letter  and/ or state  form with your organization’s Governing Body.

Sincerely,

Tim Hanna, Interim Supervisor
State Engineering Services Section
Health Regulation Division
Email: Tim.Hanna@state. mn.us
Telephone: 507-208-8982 Fax: 1-866-890-9290

PMB
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*****ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER

In accordance  with Minnesota  Statutes,  section
144G. 08  to 144G. 95  this  correction  order( s)  has
been  issued  pursuant  to a  survey.

Determination  of whether  a  violation has  been
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:
Project  SL38745015- 2

On  December  13,  2023,  the  Minnesota
Department  of Health  conducted  a  revisit  at  the
above  provider  to follow-up on  orders  issued
pursuant  to a  survey  completed  on  September
13,  2023.  At the  time  of the  survey,  there  were  2
residents:  2 receiving  services  under  the  Assisted
Living license.  As a  result  of the  revisit,  the
following orders  were  reissued.

{0 480} 144G. 41  Subd  1 (13)  (i) (B) Minimum
SS= F requirements

{0 480}

(13)  offer to provide  or make  available  at  least  the
following services  to residents:
(B) food  must  be  prepared  and  served  according
to the  Minnesota  Food  Code,  Minnesota  Rules,
chapter  4626;  and

This  MN Requirement  is not  met  as  evidenced
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  R60513 If continuation  sheet  1 of 6
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{0 480} Continued  From  page  1

by:
No further  action  required.

{0 480}

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

{0 660}

(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:
No further  action  required.

{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;

Minnesota  Department  of Health
STATE FORM 6899 R60513 If continuation  sheet  2 of 6
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{0 680} Continued  From  page  2

(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.

{0 680}

This  MN Requirement  is not  met  as  evidenced
by:
No further  action  required.

{0 810} 144G. 45  Subd.  2 (b)-(f) Fire  protection  and
SS= C physical  environment

{0 810}

(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) employee  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) Employees  of assisted  living facilities  shall

Minnesota  Department  of Health
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{0 810} Continued  From  page  3 {0 810}

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 employees
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 develop  the  fire
safety  and  evacuation  plan  with the  required
content.  This  had  the  potential  to directly  affect  all
residents,  staff,  and  visitors.

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 of
the  residents) .

The  findings  include:
On  December  13,  2023,  the  licensed  assisted
living director  in residence  (LALD)-A provided
documents  on  the  fire safety  and  evacuation  plan

Minnesota  Department  of Health
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{0 810} Continued  From  page  4

(FSEP) , fire safety  and  evacuation  training,  and
evacuation  drills for the  facility.

{0 810}

FIRE  SAFETY  AND EVACUATION PLAN
The  licensee  FSEP,  titled "9.06  Fire", date
9/21/2023,  failed  to include  the  following:

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  FSEP  included  standard  resident  evacuation
procedures  but  failed  to provide  specific
procedures  for resident  movement  and
evacuation  or relocation  during  a  fire or similar
emergency  including  individualized  unique  needs
of residents.  The  plan  included  instructions  to
evacuate  residents  but  did not  include  any
procedures  for assisting  residents  during
evacuation  nor  did it include  instructions  for staff
to follow in case  of relocation.

During  an  interview  on  December  13,  2023,  at
1:00  p.m. , LALD-A stated  that  she  understood  the
areas  of her  policy that  were  incomplete  and
would  work on  bringing  them  into compliance.

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

{0 970} 144G. 50  Subd.  5 Waivers  of liability prohibited
SS= C

The  contract  must  not  include  a  waiver  of facility
liability for the  health  and  safety  or personal
property  of a  resident.  The  contract  must  not
include  any  provision  that  the  facility knows  or
should  know  to be  deceptive,  unlawful,  or

{0 970}

Minnesota  Department  of Health
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unenforceable  under  state  or federal  law, nor
include  any  provision  that  requires  or implies  a
lesser  standard  of care  or responsibility  than  is
required  by law.

{0 970}

This  MN Requirement  is not  met  as  evidenced
by:
No further  action  required.

{01640}  144G. 70  Subd.  4 (a-e)  Service  plan,
SS= F implementation  and  revisions  to

{01640}

(a)  No later  than  14  calendar  days  after  the  date
that  services  are  first provided,  an  assisted  living
facility shall  finalize a  current  written  service  plan.
(b) The  service  plan  and  any  revisions  must
include  a  signature  or other  authentication  by the
facility and  by the  resident  documenting
agreement  on  the  services  to be  provided.  The
service  plan  must  be  revised,  if needed,  based  on
resident  reassessment  under  subdivision  2.  The
facility must  provide  information  to the  resident
about  changes  to the  facility's  fee  for services
and  how to contact  the  Office  of Ombudsman  for
Long-Term Care  and  the  Office  of Ombudsman
for Mental  Health  and  Developmental  Disabilities.
(c) The  facility must  implement  and  provide  all
services  required  by the  current  service  plan.
(d) The  service  plan  and  the  revised  service  plan
must  be  entered  into the  resident  record,
including  notice  of a  change  in a  resident' s  fees
when  applicable.
(e)  Staff  providing  services  must  be  informed  of
the  current  written  service  plan.

This  MN Requirement  is not  met  as  evidenced
by:
No further  action  required.

Minnesota  Department  of Health
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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

September 26, 2023

Licensee
Precious Health Services, LLC
1113 Suburban Avenue
Saint Paul, MN 55106

RE: Project Number(s) SL38745015

Dear Licensee:

On September 13, 2023, the  Minnesota Department  of Health (MDH) completed  a follow-up survey of
your facility to determine  correction of orders found on the  survey completed  on June 23, 2023. This
follow-up survey determined  your facility had not corrected  all of the  state  correction orders issued
pursuant  to the  June 23, 2023 survey.

In accordance  with Minn. Stat. § 144G.31 Subd. 4 (a), state  correction orders issued  pursuant  to the
last  survey completed  on June 23, 2023, found not corrected  at  the  time of the  September 13, 2023,
follow-up survey and/ or subject  to penalty  assessment  are  as follows:

0810-Fire Protection  And Physical Environment- 144g.45 Subd.  2 (b)-(f) - $500.00

The details  of the  violations noted  at  the  time of this follow-up survey completed  on September 13,
2023 (listed  above), are  on the  attached  State Form. Brackets around the  ID Prefix Tag in the  left  hand
column, e.g., {2 ----} will identify the  uncorrected  tags.

Also, at  the  time of this follow-up survey completed  on September 13, 2023, we identified the
following violation(s):

0820-Fire Protection  And Physical Environment- 144g.45 Subd.  2 (g) - $3,000.00

The details  of the  violation(s) noted  at  the  time of this follow-up survey are  delineated  on the
attached  State Form. Only the  ID Prefix Tag in the  left hand column without brackets will identify
these  state  correction orders. It is not necessary  to develop a plan of correction.

The re fore , in accorda nc e wi th Mi nn. Sta t. §§ 144G .01 to 14 4G .9999, the  total  amount  you are
assessed  is $3,500.00. You will be invoiced approximately 30 days after  receipt  of this notice, subject
to appeal .

DOCUMENTATION OF ACTION TO COMPLY
In accorda nc e wi th Mi nn. Sta t. § 144G.30, Subd. 5(c), the  licens ee  mus t doc ument  acti ons ta ken 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.

An equal  opportunity employer. Le tt er ID: 8GKP Revised 04/14/2023



Precious Health Services, LLC
September  26, 2023
Pa ge 2

IMPOSITION OF FINES:
Level 1: no fines or enforcement.
Level 2: a fine of $500 per violation, in addition to any enforcement  mechanism  authorized in

§144G.20 for widespread  violations;
Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement  mechanism

authorized in §144G.20.
Level 4: a fine of $5,000 per incident, in addition to any enforcement  mechanism  authorized in

§144G.20.

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

A state  correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment  is associated
with a maltreatment  determination  by the  Office of Health Facility Complaints. If maltreatment  is
substantiated,  you will receive a separate  letter  with the  reconsideration  process  under Minn. Stat. §
626.557.

Pl ea se ema il rec ons idera  ti on reques  ts to: Health. HRD.Appeals@state. mn.us. Pl ea se atta  ch thi s
letter  as part  of your reconsideration  request.  Please  clearly indicate  which tag(s) you are  contesting
and submit information supporting your position(s).

Please  address  your cover letter  for reconsideration  requests  to:

Reconsideration  Unit
Health Regulation Division

Minnesota Department  of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

REQUESTING A HEARING
Alternatively, in accordance  with Minn. Stat. § 144G.31, Subd. 5(d), an assisted  living provider that  has
been  assessed  a fine under this subdivision has a right to a reconsideration  or a hearing under this
section  and chapter  14. Pursuant  to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request  for a
hearing must  be in writing and received by the  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. Requests
for hea ri ng ma y be ema iled to: Health. HRD.Appeals@state. mn.us.

To appe al fi ne s vi a re cons ide ra ti on, pl ease fol low the  proc edure outl ine d abov e. Pl ease note  tha t you
ma y re ques t a rec ons idera ti on or a hea ri ng , but not both.



Precious Health Services, LLC
September  26, 2023
Pa ge 3

We urg e you to re vi ew the  se orde rs care ful ly. If you ha ve que sti ons , pl ease conta ct Jess Schoenecker
at 651-201-3789.

You are  encouraged  to retain  this document for your records. It is your responsibility to share  the
information contained  in the  letter  and/ or state  form with your organization’s Governing Body.

Sincerely,

Jess Schoenecker’ s, Supervisor
State  Evaluation Team
Email: jess. schoenecker@ state. mn.us
Telephone:  651-201-3789 Fax: 651-281-9796

PMB
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{0 000} Initial Comments {0 000}

*****ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER

In accordance  with Minnesota  Statutes,  section
144G. 08  to 144G. 95  this  correction  order( s)  has
been  issued  pursuant  to a  survey.

Determination  of whether  a  violation has  been
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:
Project  SL38745015- 1

On  September  11, through  September  13,  2023,
the  Minnesota  Department  of Health  conducted  a
revisit  at  the  above  provider  to follow-up on
orders  issued  pursuant  to a  survey  completed  on
June  23,  2023.  At the  time  of the  survey,  there
were  3 residents:  3 receiving  services  under  the
Assisted  Living license.  As a  result  of the  revisit,
the  following orders  were  reissued  and  issued.

An immediate  correction  order  was  identified  on
September  11, 2023,  issued  for SL38745015- 1,
tag  identification  0820.

On  September  11, 2023,  the  immediacy  of
correction  order  0820  was  removed,  however
non- compliance  remained  at  a  scope  and  level  of
I.
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{0 480} 144G. 41  Subd  1 (13)  (i) (B) Minimum
SS= F requirements

{0 480}

{0 480}

(13)  offer to provide  or make  available  at  least  the
following services  to residents:
(B) food  must  be  prepared  and  served  according
to the  Minnesota  Food  Code,  Minnesota  Rules,
chapter  4626;  and

This  MN Requirement  is not  met  as  evidenced
by:
No additional  actions  required.

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

{0 660}

(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:
No additional  actions  required.

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

Minnesota  Department  of Health
STATE FORM
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{0 680} Continued  From  page  2 {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:
No additional  actions  required.

{0 810} 144G. 45  Subd.  2 (b)-(f) Fire  protection  and
SS= F physical  environment

{0 810}

(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;

Minnesota  Department  of Health
STATE FORM 6899 R60512 If continuation  sheet  3 of 11



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

38745

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

B. WING _____________________________

PRINTED:  09/26/ 2023
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

R
09/13/2023

NAME OF  PROVIDER  OR  SUPPLIER

PRECIOUS  HEALTH SERVICES  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

1113  SUBURBAN  AVENUE
SAINT PAUL, MN 55106

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

{0 810} Continued  From  page  3 {0 810}

(2) employee  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) Employees  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 employees
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  a  record  review  and  interview,  the
licensee  failed  to develop  a  fire safety  and
evacuation  plan  with the  required  elements,  failed
to provide  required  employee  and  resident
training  on  fire safety  and  evacuation,  and  failed
to conduct  required  evacuation  drills. This  had  the
potential  to affect  all staff,  residents,  and  visitors.

This  practice  resulted  in a  level  two violation  (a
Minnesota  Department  of Health
STATE FORM 6899 R60512  If continuation  sheet  4 of 11



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

38745

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

B. WING _____________________________

PRINTED:  09/26/ 2023
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

R
09/13/2023

NAME OF  PROVIDER  OR  SUPPLIER

PRECIOUS  HEALTH SERVICES  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

1113  SUBURBAN  AVENUE
SAINT PAUL, MN 55106

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

{0 810} Continued  From  page  4

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) .

{0 810}

Findings  include:

A record  review  was  conducted  on  September  13,
2023,  at  approximately  1:00  p.m.  on  the  fire
safety  and  evacuation  plan,  fire safety  and
evacuation  training,  and  evacuation  drills for the
facility. A phone  interview  with the  licensed
assisted  living director  (LALD)-A was  conducted
on  September  21,  2023,  regarding  the  record
review.

Record  review  of the  available  documentation
indicated  that  the  licensee  did not  have  safe
employee  actions  to be  taken  in the  event  of a  fire
or similar  emergency.  The  facility plan  indicated
to use  RACE  acronym  but  was  very  vague  and
did not  provide  complete  actions  for employees  to
take  in the  event  of a  fire or similar  emergency.
The  "Fire  Policy", dated  6-8-2022,  included
language  for magnetic  holders,  fire doors,  and  an
automatic  dialer  on  the  fire alarm  system.
- The  policy states  "When  the  fire alarm  is
triggered  all fire doors  on  magnetic  holders  will
automatically  close  to contain  smoke  and  fire.
Tenants  should  stay  behind  the  fire doors.  All
other  doors  should  be  closed  immediately  to
contain  the  fire or smoke,  unless  tenants  need  to
be  evacuated. " Based  on  a  physical  inspection,
the  facility is a  residential  home  and  has  no  fire
doors  present  in the  facility, nor  a  fire alarm
system  that  would  trigger  a  "release  of doors" .

Minnesota  Department  of Health
STATE FORM 6899 R60512 If continuation  sheet  5 of 11



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

38745

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

B. WING _____________________________

PRINTED:  09/26/ 2023
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

R
09/13/2023

NAME OF  PROVIDER  OR  SUPPLIER

PRECIOUS  HEALTH SERVICES  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

1113  SUBURBAN  AVENUE
SAINT PAUL, MN 55106

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

{0 810} Continued  From  page  5 {0 810}

- The  policy states  "The  fire department  will
dispatch  immediately.  The  system  is wired
directly  to the  fire station.  Once  they  arrive,  staff
will take  orders  and  direction  from them.  They  are
in charge" . Based  on  a  physical  inspection,  the
facility does  not  have  a  monitored  fire alarm
system  and  the  fire department,  or any  other
response  will not  be  initiated  without  someone
specifically  calling  for assistance.
- The  policy states  "Alarm is Sounding  - No
Apparent  Fire  - Remain  calm  and  keep  residents
as  calm  as  possible.  The  fire department  needs
to come  and  shut  off the  alarm.  If no  one  comes
to give  you further  directions,  and  the  alarm  is off,
you may  open  the  fire doors  and  continue
operations. " Based  on  physical  inspection,  the
facility does  not  have  fire doors  or a  fire alarm
system  that  is monitored.  The  fire department  is
also  generally  not  responsible  for disabling  a  fire
alarm  system  unless  it is part  of an  emergency
response.

The  "Disaster  Plan" , dated  7-24-2023,  included
language  that  "generally,  the  plan  is to shelter  in
place.  The  Fire  Department  gives  orders  whether
or not  to evacuate  or not. " A shelter- in-place
strategy  in a  building  of this  type  of construction
has  the  potential  to put  all occupants  at  risk
during  a  fire emergency.  The  Fire  Safety  and
Evacuation  plans  and  procedures  must  be
specific  to the  facility they  are  used  for. During
interview,  LALD-A verified  that  the  fire safety  and
evacuation  plan  for the  facility lacked  these
provisions.

Record  review  of the  available  documentation
indicated  that  the  licensee  did not  have  fire
protection  procedures  necessary  for residents
included  in the  fire safety  and  evacuation  plan.
During  interview,  LALD-A verified  that  the  fire

Minnesota  Department  of Health
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safety  and  evacuation  plan  for the  facility lacked
these  provisions.

{0 810}

Record  review  of the  available  documentation
indicated  that  the  fire safety  and  evacuation  plan
did not  include  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.  The  facility plan  did
include  some  provisions  for the  relocation  of
residents  but  did not  specify  how to move  or
evacuate  residents  or identify the  unique  and
unusual  needs  of the  residents.  During  interview,
LALD-A stated  that  the  fire safety  and  evacuation
plan  for the  facility lacked  these  provisions.

Record  review  of the  available  documentation
indicated  that  the  licensee  did not  conduct
evacuation  drills twice  per  year  per  shift and
every  other  month  as  required  by statute.  During
interview,  LALD-A stated  that  she  had  completed
an  evacuation  drill after  the  initial survey,  but
failed  to provide  evidence  of any  completed
evacuation  drills.

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

0 820  144G. 45  Subd.  2 (g) Fire  protection  and  physical  0 820
SS= I environment

(g) Existing  construction  or elements,  including
assisted  living facilities  that  were  registered  as
housing  with services  establishments  under
chapter  144D  prior to August  1,  2021,  shall  be
permitted  to continue  in use  provided  such  use
does  not  constitute  a  distinct  hazard  to life. Any
existing  elements  that  an  authority  having
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0 820  Continued  From  page  7

jurisdiction  deems  a  distinct  hazard  to life must
be  corrected.  The  facility must  document  in the
facility's  records  any  actions  taken  to comply  with
a  correction  order,  and  must  submit  to the
commissioner  for review  and  approval  prior to
correction.

0 820

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to ensure  physical  facility elements  did not
constitute  a  distinct  hazard  to life. The  licensee
failed  to provide  resident  bedrooms  # 2,  #3,  and
#4 with the  minimum  window opening  meeting
the  minimum  state  standard  for egress.  This
affected  the  occupied  resident  bedrooms  #2 and
#4 on  the  upper  floor.

This  practice  resulted  in a  level  three  violation (a
violation that  harmed  a  resident' s  health  or safety,
not  including  serious  injury, impairment,  or death,
or a  violation that  has  the  potential  to lead  to
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  September  11, 2023,  from approximately
12:30  p.m.  to 1:00  p.m., survey  staff  toured  the
facility with the  unlicensed  professional  (ULP)-C.
At approximately  12:35  p.m. , survey  staff  asked
ULP-C to open  the  window in occupied  resident
bedroom  #2 on  the  upper  floor for measurement.
ULP-C opened  the  window and  the  survey  staff
measured  the  clear  opening  to be  19  inches  in
height  and  26  inches  in width. At approximately
12:45  p.m. , survey  staff  asked  ULP-C to open  the

Minnesota  Department  of Health
STATE FORM 6899

This  immediate  correction  order  identified
on  September  11, 2023,  has  had  the
immediacy  lifted as  of September  12,
2023  by assigning  a  fire watch  for the
facility. This  was  confirmed  by the  licensee
via email  and  approved  by evaluation
supervisor.
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window in unoccupied  resident  bedroom  #3 on
the  upper  floor for measurement.  ULP-C opened
the  window and  survey  staff  measured  the  clear
opening  to be  19  inches  in height  and  26  inches
in width. At approximately  12:55  p.m., survey  staff
asked  ULP-C to open  the  window in occupied
resident  bedroom  #4 on  the  upper  floor for
measurement.  ULP-C opened  the  window and
survey  staff  measured  the  clear  opening  to be
19. 5 inches  in height  and  30  inches  in width.
Survey  staff  explained  to ULP-C that  at  least  one
egress  window in each  bedroom  must  be
provided  to meet  the  minimum  state  standard  for
an  egress  window to be  a  complying  bedroom  for
resident  occupancy.  ULP-C verbally  confirmed
the  findings.

0 820

Egress  windows  in existing  sleeping  rooms  must
have  a  minimum  openable  width of 20" and
minimum  openable  height  of 20" with no  less  than
648  square  inches  total  of openable  area  (4.5
square  feet)  for the  window.

During  a  phone  interview  on  September  11, 2023,
at  approximately  2:30  p.m.  with the  licensed
assisted  living director  (LALD)-A, survey  staff
reviewed  the  window measurements  for the
upper- level  bedrooms.  LALD-A stated  that  she
had  asked  a  contractor  to fix the  hardware  for the
windows  after  the  initial survey.  LALD-A stated
that  the  contractor  recommended  she  replace  the
windows  based  on  the  age  and  condition  of the
original  windows.  The  licensee  elected  to replace
the  egress  compliant,  casement- style  windows  in
bedrooms  #2,  #3,  and  #4 with single- hung
windows,  reducing  the  openable  area  to below
the  minimum  area  required  for egress  windows.

On  September  11, 2023,  at  approximately  3:00
p.m., at  the  exit interview,  survey  staff  explained

Minnesota  Department  of Health
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0 820  Continued  From  page  9

to LALD-A that  an  immediate  correction  order
was  issued  for the  above  finding.  LALD-A
acknowledged  the  above  finding.

0 820

No Further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Immediate.

{0 970} 144G. 50  Subd.  5 Waivers  of liability prohibited
SS= C

The  contract  must  not  include  a  waiver  of facility
liability for the  health  and  safety  or personal
property  of a  resident.  The  contract  must  not
include  any  provision  that  the  facility knows  or
should  know  to be  deceptive,  unlawful,  or
unenforceable  under  state  or federal  law, nor
include  any  provision  that  requires  or implies  a
lesser  standard  of care  or responsibility  than  is
required  by law.

{0 970}

This  MN Requirement  is not  met  as  evidenced
by:
No additional  actions  required.

{01640}  144G. 70  Subd.  4 (a-e)  Service  plan,
SS= F implementation  and  revisions  to

{01640}

(a)  No later  than  14  calendar  days  after  the  date
that  services  are  first provided,  an  assisted  living
facility shall  finalize a  current  written  service  plan.
(b) The  service  plan  and  any  revisions  must
include  a  signature  or other  authentication  by the
facility and  by the  resident  documenting
agreement  on  the  services  to be  provided.  The
service  plan  must  be  revised,  if needed,  based  on
resident  reassessment  under  subdivision  2.  The
facility must  provide  information  to the  resident
about  changes  to the  facility's  fee  for services
and  how to contact  the  Office  of Ombudsman  for

Minnesota  Department  of Health
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{01640}  Continued  From  page  10

Long-Term Care  and  the  Office  of Ombudsman
for Mental  Health  and  Developmental  Disabilities.
(c) The  facility must  implement  and  provide  all
services  required  by the  current  service  plan.
(d) The  service  plan  and  the  revised  service  plan
must  be  entered  into the  resident  record,
including  notice  of a  change  in a  resident' s  fees
when  applicable.
(e)  Staff  providing  services  must  be  informed  of
the  current  written  service  plan.

{01640}

This  MN Requirement  is not  met  as  evidenced
by:
No additional  actions  required.
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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

July 5, 2023

Licensee
Precious Health Services LLC
1113 Suburban Avenue
Saint Paul, MN  55106

RE:  Project Number(s) SL38745015

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 June 23, 2023, 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 and enforcement actions 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 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).

                                                                            An equal opportunity employer.                                               Letter ID: 9GJX Revised 04/20/2023



Precious Health Services LLC
July 5, 2023
Page  2

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.     

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated with a
maltreatment determination by the Office of Health Facility Complaints. If maltreatment is substantiated, you
will receive a separate letter with the reconsideration process under Minn. Stat. § 626.557.

Please email reconsideration requests to:  Health.HRD.Appeals@state.mn.us. Please attach this letter as part
of your reconsideration request. Please clearly indicate which tag(s) you are contesting and submit information
supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

You are encouraged to retain this document for your records.  It is your responsibility to share the
information contained in the letter and/or state form with your organization’s Governing Body.    

If you have any questions, please contact me.

Sincerely,

    
Jess Schoenecker’s, Supervisor
State Evaluation Team
Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 Fax:  651-281-9796

HHH
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******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 the Minnesota Statute contains several
items, failure to comply with any of the items will
be considered lack of compliance.

INITIAL COMMENTS:
SL#38745015

On June 20, 2023, through June 21, 2023, the
Minnesota Department of Health conducted a
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were 1 active resident; 1 receiving
services under the Provisional Assisted Living
Facility license.

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 License
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 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 surveyors'
findings is the Time Period for Correction.

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
subd. 1, 2, and 3.

0 480 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

0 480

(13) offer to provide or make available at least the
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

following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

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) 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:

Please refer to the included document titled, Food
and Beverage Establishment Inspection Report
dated June 20, 2023, for the specific Minnesota
Food Code deficiencies.

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

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

0 660

(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

Minnesota Department of Health
STATE FORM 6899 R60511 If continuation sheet 2 of 15
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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.

0 660

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to establish and maintain a
tuberculosis (TB) prevention and control program
based on the most current guidelines issued by
the Centers for Disease Control and Prevention
(CDC) when the licensee failed to complete a
facility TB risk assessment.

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 June 20, 2023, at approximately 10:30 a.m.
during the entrance conference, licensed assisted
living director (LALD)-A acknowledged the
licensee had not completed a facility TB risk
assessment. LALD-A stated the licensee was not
aware of the facility TB risk assessment and one

Minnesota Department of Health
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0 660 Continued From page 3

was not completed.

0 660

The licensee's Tuberculosis Prevention and
Control policy undated, indicated a facility TB risk
assessment would be completed.

No further information provided.

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

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.

Minnesota Department of Health
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0 680 Continued From page 4 0 680

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

On June 20, 2023, at approximately 1:00 p.m.,
licensed assisted living director (LALD)-A
provided a binder and indicated the contents were
the licensee's EP plan.

The licensee's EP plan undated, lacked:
-documentation of facility's Hazard Vulnerability
Analysis (HVA);
-documentation of missing resident quarterly
review; and
-emergency prep testing as required per
Appendix Z.

On June 20, 2023, at approximately 1:30 p.m.,
LALD-A acknowledged the licensee's emergency
preparedness plan lacked the above listed
required content, and was not aware of the
required content of Appendix Z.

Minnesota Department of Health
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The licensee's Hazard Vulnerability Analysis
policy undated, indicated the licensee's HVA
would be conducted initially when developing the
Emergency Preparedness Plan, and annually.

0 680

No further information provided.

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

0 800 144G.45 Subd. 2 (a) (4) Fire protection and
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.

0 800

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain 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. This deficient condition had the
potential to affect all staff, residents, 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

Minnesota Department of Health
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problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

0 800

Findings include:

On June 21, 2023, approximately from 10:30 a.m.
to 12:30 p.m., survey staff toured the facility with
the licensed assisted living director (LALD)-A. It
was observed that the egress windows in
bedrooms #2, #3, and #4 needed maintenance
and did not function properly.

Unoccupied bedroom #2 had casement-style
hardware that was not compatible with the
window type and would not allow the window to
close fully.

Unoccupied bedroom #3 had casement-style
hardware that was not connected at the second
control point and would not open the window fully.

Unoccupied bedroom #4 was a single hung
window that would only open 17 inches in height
although the window was designed to open at
least 22 inches. The window was tight in the
frame and would not open completely.

Survey staff explained to LALD-A that no resident
should be moved into the upstairs bedrooms until
the windows were able to function properly.

LALD-A visually verified these deficient findings at
the time of discovery.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

Minnesota Department of Health
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0 810 144G.45 Subd. 2 (b)-(f) Fire protection and
SS=F physical environment

0 810

0 810

(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) employee 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) Employees 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 employees
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 a record review and interview, the

Minnesota Department of Health
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licensee failed to develop a fire safety and
evacuation plan with the required elements, failed
to provide required employee and resident
training on fire safety and evacuation, and failed
to conduct required evacuation drills. This had the
potential to affect all staff, residents, 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).

Findings include:

On June 21, 2023, approximately from 10:45 a.m.
to 12:30 p.m., survey staff toured the facility with
the licensed assisted living director (LALD)-A. It
was observed that there were no posted
evacuation plans or diagrams in the facility.
LALD-A visually verified this deficient finding at
the time of discovery.

A record review and interview were conducted on
June 21, 2023, at approximately 1:00 p.m. with
LALD-A on the fire safety and evacuation plan,
fire safety and evacuation training, and
evacuation drills for the facility.

Record review of the available documentation
indicated that the licensee did not have employee
actions to be taken in the event of a fire or similar
emergency. The facility plan indicated to use
RACE acronym but was very vague and did not
provide complete actions for employees to take in
the event of a fire or similar emergency. During
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interview, LALD-A verified that the fire safety and
evacuation plan for the facility lacked these
provisions.

0 810

Record review of the available documentation
indicated that the licensee did not have fire
protection procedures necessary for residents
included in the fire safety and evacuation plan.
During interview, LALD-A verified that the fire
safety and evacuation plan for the facility lacked
these provisions.

Record review of the available documentation
indicated that the fire safety and evacuation plan
did not include 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. The facility plan did
include some provisions for the relocation of
residents but did not specify how to move or
evacuate residents or identify the unique and
unusual needs of the residents. During interview,
LALD-A verified that the fire safety and
evacuation plan for the facility lacked these
provisions.

Record review of available documentation
indicated that the licensee did not provide
employee training on the fire safety and
evacuation plan twice per year after the training at
initial hire. During interview, LALD-A stated the
licensee did not have documentation on
employee training on the fire safety and
evacuation plan.

Record review of the available documentation
indicated that the licensee did not provide annual
training to residents who can assist in their own
evacuation on the proper actions to take in the
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event of a fire including movement, evacuation, or
relocation as required by statute. During
interview, LALD-A stated that the facility did not
have documentation on offering resident training
on the fire safety and evacuation plan.

Record review of the available documentation
indicated that the licensee did not conduct
evacuation drills twice per year per shift and
every other month as required by statute. During
interview, LALD-A verified that there were no
documented drills for the facility and verified this
deficient condition.

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

0 970 144G.50 Subd. 5 Waivers of liability prohibited
SS=C

The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

0 970

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the assisted living
contract did not include language waiving the
licensee's liability for health, safety, or personal
property of a resident. This had the potential to
affect all residents.

This practice resulted in a level one violation (a
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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 of
the residents).

0 970

The findings include:

On June 20, 2023, at approximately 10:30 a.m.,
licensed assisted living director (LALD)-A
provided a blank Assisted Living Contract and
indicated the document was the licensee's
assisted living contract signed by all residents
who lived in the facility.

The Resident Contract for Assisted Living
undated, on page 10, included a section titled 24.
Provisions Related to Liability and read:
- "A. Damage of injury to Resident of
Resident's Property. We are not responsible for
any damage or injury suffered by you, your
property ... that was not caused by us ... Our
insurance may not cover the loss of your personal
property and the incidental and consequential
damages arising from the loss of such property.
Your personal property includes but is not limited
to dentures, glasses and hearing aids."

On June 20, 2023, at approximately 11:00 a.m.,
LALD-A acknowledged the licensee's resident
contract did indicate the licensee was not liable
for residents' personal property. LALD-A indicated
the language would need to be removed as
current language did waive the licensee's liability
for health, safety, and personal property of the
resident.

No further information provided.
Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

01640 144G.70 Subd. 4 (a-e) Service plan,
SS=F implementation and revisions to

01640

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities.
(c) The facility must implement and provide all
services required by the current service plan.
(d) The service plan and the revised service plan
must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.
(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the current service plan
included a signature or other authentication by
the resident or the resident's representative to
document agreement on the services to be
provided for one of one resident (R1).
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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
failure that has affected or has potential to affect
a large portion or all of the residents).

01640

The findings include:

R1 was admitted on November 11, 2022.

R1's Service Plan Agreement signed November
11, 2022, was identified by clinical nurse
supervisor (CNS)-B as R1's most current
authenticated service plan.

R1's unsigned Service Plan Modification form
dated April 4, 2023, was provided by CNS-B, and
indicated 15 identified services which were
revised after R1's signed service plan dated
November 11, 2022.

On June 20, 2023, at approximately 2:00 p.m.,
CNS-B indicated the licensee's expectation is all
current service plans are signed by the RN who
completed the document and then the resident or
the resident's designated representative. CNS-B
indicated the licensee had completed R1's
service plan modification form but was unsure
why the licensee did not sign or obtain the
resident's authentication after revisions.

The licensee's 6.08 Service Plan policy dated
June 8, 2022, indicated any changes to the
resident's service plan or agreement must be
signed by the resident or the resident's
representative and the licensee's representative.
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No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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651-201-4500

Type:
Date:
Time:
Report:

Full
06/20/23
12:45:00
1013231160

Food  and Beverage  Establishment
Inspection  Report

Location:
Precious Health Services LLC
1113 Suburban Ave.
St. Paul, MN55106
Ramsey County, 62

Establishment  Info:
ID #: N130013
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #:
ID #:

The violations listed in this report include any previously issued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were issued during this inspection.

3-300B Protection  from  Contamination:  cross-contamination,  eggs
3-302.11A(1) ** Priority  1 **

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from
ready-to-eat foods to prevent cross-contamination.
RAW SHELL EGGS WERE STORED ON A SHELF DIRECTLY ABOVE READY-TO-EAT FOOD INSIDE
THE REFRIGERATOR. DISCUSSED FOOD STORAGE WITH STAFF AND THE EGGS WERE MOVED
BELOW AND AWAY.
Corrected  on Site

4-300 Equipment  Numbers  and  Capacities
4-302.12A ** Priority  2 **

MN Rule 4626.0705A Provide a readily accessible food temperature measuring device to ensure attainment
and maintenance of food temperatures.
FACILITY'S FOOD PROBE THERMOMETER WAS CAPABLE OF MEASURING HOT TEMPERATURES
ONLY. COLD TCS FOOD WAS STORED IN THE REFRIGERATOR. DISCUSSED THERMOMETER
REQUIREMENTS WITH STAFF.
Comply By: 06/24/23

4-300 Equipment  Numbers  and  Capacities
4-302.13B ** Priority  2 **

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.
WARE IS WASHED AND SANITIZED IN A HOT WATER SANITIZING DISH MACHINE. NO TEST KIT
MEETING THE ABOVE REQUIREMENT WAS AVAILABLE. INSPECTOR PROVIDED A HOT WATER
SANITIZING DISH MACHINE TEST STRIP FOR TESTING. PROVIDE A TEST KIT.
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2-100 Supervision
2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
NO EMPLOYEES WERE MN CERTIFIED FOOD PROTECTION MANAGERS. ONE EMPLOYEE HAD A
CURRENT FOOD SAFETY MANAGERS COURSE CERTIFICATE. THE MN CFPM INFORMATION
WAS PROVIDED.
Comply By: 07/24/23

Surface  and  Equipment  Sanitizers
Hot Water: = at 160 Degrees Fahrenheit
Location: Dish machine
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Bologna
Temperature: 41 Degrees Fahrenheit - Location: Refrigerator
Violation Issued: No
Process/Item: Raw eggs
Temperature: 41 Degrees Fahrenheit - Location: Refrigerator
Violation Issued: No
Process/Item: Hot dogs
Temperature: 41 Degrees Fahrenheit - Location: Refrigerator
Violation Issued: No

Total Orders In This Report Priority 1
1

Priority 2
2

Priority 3
1

The inspection was completed with the operator and reviewed with MDH Nurse Evaluator C. Samrock.

The establishment has a residential kitchen and serves food that is prepared that day. The kitchen has wood
cabinets, vinyl floor, tile walls, granite counter top, and a textured ceiling. The kitchen finishes and surfaces
were well maintained.

A two basin sink was located in the kitchen. One basin was designated for hand washing only.

A residential dish machine is located in the kitchen. recommended staff use the sanitize cycle when washing
ware.

Discussed hand washing, ware washing, staff illness policy, temperature control, final cook temperatures,
cleaning, serving highly susceptible populations, and food handling procedures.
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NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1013231160 of 06/20/23.

Certified Food Protection Manager:

Certification Number: Expires: / /

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Fardowsa Ismail
Owner

Signed:
Jerry Malloy
Sanitarian Supervisor
FPLS Metro
651-201-3998
jerry.malloy@state.mn.us


