m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
February 2, 2023

Licensee

Generations Child & Memory Care, LLC
3631 Hoffman Road

Mankato, MN 56001

RE: Project Number(s) SL38588015
Dear Licensee:

This is your official notice that you have been granted your assisted living facility license with
dementia care. 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.

On January 18, 2023, the Minnesota Department of Health completed a follow-up evaluation of your
facility to determine correction of orders found on the evaluation completed on September 9, 2022.
This follow-up evaluation determined your facility had not corrected all of the state licensing orders
issued pursuant to the September 9, 2022 evaluation.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state licensing orders issued pursuant to the last
evaluation completed on September 29, 2022, found not corrected at the time of the January 18,
2023, follow-up evaluation and/or subject to penalty assessment are as follows:

St - 0 - 0650 - 144g.42 Subd. 8 - Employee Records = $500
St - 0 - 0660 - 144g.42 Subd. 9 - Tuberculosis Prevention And Control = $500

The details of the violations noted at the time of this follow-up evaluation completed on January 18,
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.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,000. You will be invoiced after 15 days of the receipt of this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), by the correction order date, the licensee must
document in the provider's records any action taken to comply with the correction order by the
correction order date. The commissioner may request a copy of this documentation and the assisted
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living facility's action to respond to the correction orders in future evaluations, upon a complaint
investigation, and as otherwise needed.

IMPOSITION OF FINES:

Level 1: no fines or enforcement.

Level 2: a fine of $S500 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 have one opportunity to challenge the
correction order issued, including the level and scope, and any fine assessed through the correction
order reconsideration process. This written request must be received by the Department of Health
within 15 calendar days of the correction order receipt date. Please send your written request via
email to the following:

Reconsideration Unit

Health Regulation Division
Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place

St. Paul, MN 55164-0970
Health.HRD.Appeals@state.mn.us

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 Department of Health within 15 business days of the
correction order receipt date. Requests for hearing may be emailed to
Health.HRD.Appeals@state.mn.us.

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.

We urge you to review these orders carefully. If you have questions, please contact Carrie Euerle at
651-201-5984.
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Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

Sincerely,

<
-

Carrie Euerle, Interim Supervisor

State Rapid Response Team

85 East Seventh Place, Suite 220

P.O. Box 64970

St. Paul, MN 55164-0970

Telephone: 651-201-5984 Fax: 651-281-9796

PMB
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FF ATTENTION ***** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living Facilities. The assigned tag
144G.08 to 144G.95 this correction order(s) has number appears in the far left column
been issued pursuant to an evaluation. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether a violation has been state Statute out of compliance is listed in
corrected requires compliance with all the "Summary Statement of Deficiencies"
requirements provided at the Statute number(s) column. This column also includes the
indicated below. When Minnesota Statute findings which are in violation of the state
contains several items, failure to comply with any requirement after the statement, "This
of the items will be considered lack of Minnesota requirement is not met as
compliance. evidenced by." Following the evaluators '
findings is the Time Period for Correction.
INITIAL COMMENTS:
Project SL38588015 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On January 17, 2023, through January 18, 2023, STATES, "PROVIDER ' S PLAN OF
the Minnesota Department of Health conducted a CORRECTION." THIS APPLIES TO
revisit at the above provider to follow-up on FEDERAL DEFICIENCIES ONLY. THIS
orders issued pursuant to an evaluation WILL APPEAR ON EACH PAGE.
completed on September 9, 2022. At the time of
the evaluation, there were 14 residents receiving THERE IS NO REQUIREMENT TO
services under the Provisional Assisted Living SUBMIT A PLAN OF CORRECTION FOR
with Dementia Care license. As a result of the VIOLATIONS OF MINNESOTA STATE
revisit, the following correction orders are STATUTES.
re-issued for SL38588015, tag identification 0650,
0660. 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.
{ggSg} 144G.42 Subd. 8 Employee records {0 6350}
(a) The facility must maintain current records of
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each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations;

(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

(b) Each employee record must be retained for at
least three years after a paid employee,
volunteer, or contractor ceases to be employed
by, provide services at, or be under contract with
the facility. If a facility ceases operation,
employee records must be maintained for three
years after facility operations cease.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure employee
records included all required content for two of
two unlicensed personnel (ULP)-B, ULP-C) with
employee records reviewed.

This practice resulted in a level two violation (a

Minnesota Department of Health
STATE FORM

6899
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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
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

During the entrance conference with Assisted
Living Director (LALD)-A on September 27, 2022
at approximately 1:00 p.m., LALD-A affirmed
knowledge of the current assisted living laws and
regulations.

ULP-B was hired by the facility in November
2021.

On September 29, 2022 at approximately 10:30
a.m., ULP-B's employee record was reviewed.
The employee record lacked evidence of staff
orientation, infection control training, competency

evaluation, and training beyond dementia training.

The employee record also lack Tuberculosis (TB)
training, individual risk assessment, and testing
results.

ULP-C was hired by the facility in January 2022.

On September 29, 2022, at approximately 11:00
a.m., ULP-C's employee record was reviewed.
The employee record lacked evidence of staff
orientation, infection control training, competency
evaluation, and employee training. Tuberculosis
training, individual risk assessment, and testing
results. The employee record also lacked
Tuberculosis (TB) training, individual risk
assessment, and testing results.
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(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
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On September 29, 2022 the employee
performance review policy was requested.
On September 30, 2022 at approximately 1:15
p.m. LALD-A emailed the following information, "I
unfortunately do not have policies for the
following requested items, however, | am working
on implementing these and will complete
appropriate staff education.”
On January 17, 2023, at 1:10 p.m., LALD-A was
asked if the facility updated employee records
with tuberculosis screening and testing. LALD-A
responded "to be honest, nothing has been done
about that."
{0660} 144G.42 Subd. 9 Tuberculosis prevention and {0 660}
SS=F control
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by:

Based on interview and record review, the
licensee failed to establish and maintain a
tuberculosis (TB) prevention program, based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC) which
included a facility TB risk assessment,
documentation of a completed health history and
symptom screening, including completion of a
two-step tuberculin skin test (TST) or other
evidence of TB screening such as a blood test for
all employees reviewed.

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

The findings include:

The Minnesota Department of Health (MDH)
guidelines, Regulations for Tuberculosis Control
in Minnesota Health Care Settings, dated July
2013, and based on CDC guidelines, indicated a
TB infection control program should include a
facility TB risk assessment. The guidelines also
indicated an employee may begin working with
patients after a negative TB history and symptom
screen (no symptoms of active TB disease) and a
negative IGRA (serum blood test) or TST (first
step) dated within 90 days before hire. The
second TST may be performed after the HCW
(health care worker) starts working with patients.
Baseline TB screening should be documented in
the employee's record.
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On September 27, 2022, at approximately 1:00
p.m., Assisted Living Director (LALD)-A affirmed
knowledgle of the current assisted living laws and
regulations.

On September 27, 2022, at approximately 1:28
p.m., the tuberculosis prevention program was
discussed. When asked for documentation of
facility risk assessment, employee screening, and
employee testing, LALD-A stated, "I'm not going
to lie, I don't have them." LALD-A explained that
no staff had been screened or tested for
tuberulosis unless the employee had procured
the testing for him or herself. When the nurse
evaluator explained what the facility risk
assessment entailed, LALD-A denied having
completed the facility risk assessment.

On September 29, 2022, at approximately 10:30
a.m., Unlicensed Personnel (ULP)-B's employee
record was reviewed. It did not contain a record
of an individual tuberculosis risk screening or an
tuberculosis testing results. The employee record
lacked evidence of tuberculosis training.

On September 29, 2022, at approximately 11:00
a.m., Unlicensed Personnel (ULP)-D's employee
record was reviewed. It did not contain a record
of an individual tuberculosis risk screening or an
tuberculosis testing results. The employee record
lacked evidence of tuberculosis training.

On September 28, 2022, at approximately 11:43
a.m., the facility Tuberculosis policy entitled
"Tuberculosis Policy" was provided. The policy
did not contain a date or specific author.

The policy included the following:
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HEALTH CARE WORKER TB EDUCATION:
-Employees of Generations Child & Memory
Care shall be educated regarding TB at time of
hire. The content of the training should be
appropriate to the job responsibilities and
educational or professional background of the
employee (licensed versus unlicensed staff).
-Content of the training will focus on basic
information about: TB pathogenesis and
transmission, Signs and symptoms of active TB
disease, and Generations Child & Memory Care
infection control plan (i.e., how to implement your
early recognition, isolation, and referral
procedure), especially any sections that
employees are responsible for implementing.
-Based on the Community TB Risk
Assessments, TB training should be conducted
annually in medium risk settings. Low-risk
settings should annually evaluate the need for TB
training, and conduct training as needed.

STAFF TB SCREENING:

-Staff of Generations Child & Memory Care
whose essential job functions require work within
the same air space of home care clients shall be
screened and tested for tuberculosis prior to the
staff being exposed to clients. Baseline (upon
hire) screening shall be completed, but serial
(annual) screening will only be required with
increased occupational risk or exposure.

-Screening shall be conducted as follows:
-New staff shall be screened for active
signs of TB using the Baseline TB Screening Tool
for
HCWs.

-New staff shall have an IGRA blood test
or a two-step Mantoux conducted with results
documented on the Baseline TB
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(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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{0 660}

{0 800}
SS=F

Continued From page 7

Screening Tool for HCWs (see following
protocol).

-No staff shall be permitted to begin work
where the work involves sharing the air space
with

home care clients until the negative
results of the first Mantoux are read and
documented or a
negative IGRA blood test result is
received and documented.

-Staff TB screening results shall be kept
in a three-ringed binder at each facility.

On January 17, 2023 at 1:10 p.m., LALD-A was
asked for an updated tuberculosis risk
assessment, policy, staff training, screening and
testing. LALD-A provided a TB facility risk
assessment. When asked if employees had
received screening and testing, LALD-A replied
"to be honest, nothing has been done about that."

144G.45 Subd. 2 (a) (4) Fire protection and
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:
No further action needed.

{0 660}

{0 800}
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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) 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:
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{02040} 144G.81 Subdivision 1 Fire protection and {02040}
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physical environment

An assisted living facility with dementia care that
has a secured dementia care unit must meet the
requirements of section 144G.45 and the
following additional requirements:

(1) a hazard vulnerability assessment or safety
risk must be performed on and around the
property. The hazards indicated on the
assessment must be assessed and mitigated to
protect the residents from harm; and

(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement is not met as evidenced
by:
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m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
December 12, 2022

Administrator

Generations Child & Memory Care, LLC
3631 Hoffman Road

Mankato, MN 56001

RE: Project Number(s) SL38588015
Dear Administrator:

This is your official notice that you have been granted your assisted living facility license with
dementia care. 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 a an initial evaluation on September 29, 2022, for the
purpose of assessing compliance with state licensing statutes. At the time of the evaluation, the
Minnesota Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter
144G.

The enclosed State Form documents the state licensing orders. The Department of Health documents
state licensing 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 imposed immediately with no opportunity to
correct the violation first as follows:

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.

An equal opportunity employer. Letter ID: 9GIX Revised
12/29/2021
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Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

In accordance with Minn. Stat. § 144G.20, Subd. 4(a)(5), the Department of Health imposes fine
amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572. Subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under
this chapter for the same circumstance.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, no immediate fines are assessed.

DOCUMENTATION OF ACTION TO COMPLY

Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order by the correction order date. A copy of the provider’s records documenting those
actions may be requested for follow-up evaluations. The licensee is not required to submit a plan of
correction for approval.

The correction order documentation should include the following:

e Identify 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.

A state licensing 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 general reconsideration requests to: Health.HRD.Appeals@state.mn.us.

Please address your cover letter for general Free from Maltreatment reconsideration
reconsideration requests to: requests should addressed to:
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Reconsideration Unit Reconsideration Unit
Health Regulation Division Health Regulation Division
Minnesota Department of Health Minnesota Department of Health
P.O. Box 64970 P.O. Box 64970
85 East Seventh Place 85 East Seventh Place
St. Paul, MN 55164-0970 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 this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

<
-

Carrie Euerle, Interim Supervisor

State Rapid Response Team

85 East Seventh Place, Suite 220

P.O. Box 64970

St. Paul, MN 55164-0970

Telephone: 651-201-5984 Fax: 651-281-9796

PMB
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In accordance with Minnesota Statutes, section Tag numbers have been assigned to
144G.08 to 144G.95, these correction orders are Minnesota State Statutes for Assisted
issued pursuant to a survey. Living Facilities. The assigned tag
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Determination of whether violations are corrected entitled "ID Prefix Tag." The state Statute
requires compliance with all requirements number and the corresponding text of the
provided at the Statute number indicated below. state Statute out of compliance is listed in
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considered lack of compliance. findings which are in violation of the state
requirement after the statement, "This
INITIAL COMMENTS: Minnesota requirement is not met as
SL# 38588015-0 evidenced by." Following the evaluators '
findings is the Time Period for Correction.
On September 27, 2022 through September 29,
2022, the Minnesota Department of Health PLEASE DISREGARD THE HEADING OF
conducted a survey at the above provider, and THE FOURTH COLUMN WHICH
the following correction orders are issued. At the STATES,"PROVIDER'S PLAN OF
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SUBMIT A PLAN OF CORRECTION FOR
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ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
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Each assisted living facility must have policies
and procedures in place to address the following
and keep them current:

(1) requirements in section 626.557, reporting of
maltreatment of vulnerable adults;

(2) conducting and handling background studies
on employees;

(3) orientation, training, and competency
evaluations of staff, and a process for evaluating
staff performance;

(4) handling complaints regarding staff or
services provided by staff;

(5) conducting initial evaluations of residents'
needs and the providers' ability to provide those
services;

(6) conducting initial and ongoing resident
evaluations and assessments of resident needs,
including assessments by a registered nurse or
appropriate licensed health professional, and how
changes in a resident's condition are identified,
managed, and communicated to staff and other
health care providers as appropriate;

(7) orientation to and implementation of the
assisted living bill of rights;

(8) infection control practices;

(9) reminders for medications, treatments, or
exercises, if provided;

(10) conducting appropriate screenings, or
documentation of prior screenings, to show that
staff are free of tuberculosis, consistent with
current United States Centers for Disease Control
and Prevention standards;

(11) ensuring that nurses and licensed health
professionals have current and valid licenses to
practice;

(12) medication and treatment management;
(13) delegation of tasks by registered nurses or

Minnesota Department of Health
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licensed health professionals;

(14) supervision of registered nurses and
licensed health professionals; and

(15) supervision of unlicensed personnel
performing delegated tasks.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to show they had met the
requirements of licensure by attesting the
managerial officials who oversaw the day-to-day
operations, had developed, and implemented
current policies and procedures, as required.

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

The findings include:

During the entrance conference with Assisted
Living Director (LALD)-A on September 27, 2022
at approximately 1:00 p.m., LALD-A affirmed
knowledge of the current assisted living laws and
regulations.

On September 29, 2022, the following policies
were requested:

-The employee performance review policy

-The policy on assessment of resident for child
care interaction appropriateness

-The medication management policy for planned
and unplanned time away from the facility.
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On September 30, 2022 at approximately 1:15
p-m. LALD-A emailed the following information, "I
unfortunately do not have policies for the
following requested items, however, | am working
on implementing these and will complete
appropriate staff education."
No futher information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0650 144G.42 Subd. 8 Employee records 0650
SS=F

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations;

(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.
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(b) Each employee record must be retained for at
least three years after a paid employee,
volunteer, or contractor ceases to be employed
by, provide services at, or be under contract with
the facility. If a facility ceases operation,
employee records must be maintained for three
years after facility operations cease.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure employee
records included all required content for two of
two unlicensed personnel (ULP)-B, ULP-C) with
employee records reviewed.

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

The findings include:

During the entrance conference with Assisted
Living Director (LALD)-A on September 27, 2022
at approximately 1:00 p.m., LALD-A affirmed
knowledge of the current assisted living laws and
regulations.

ULP-B was hired by the facility in November
2021.

On September 29, 2022 at approximately 10:30
a.m., ULP-B's employee record was reviewed.
The employee record lacked evidence of staff
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Continued From page 5

orientation, infection control training, competency

evaluation, and training beyond dementia training.

The employee record also lack Tuberculosis (TB)
training, individual risk assessment, and testing
results.

ULP-C was hired by the facility in January 2022.

On September 29, 2022, at approximately 11:00
a.m., ULP-C's employee record was reviewed.
The employee record lacked evidence of staff
orientation, infection control training, competency
evaluation, and employee training. Tuberculosis
training, individual risk assessment, and testing
results. The employee record also lacked
Tuberculosis (TB) training, individual risk
assessment, and testing results.

On September 29, 2022 the employee
performance review policy was requested.

On September 30, 2022 at approximately 1:15
p-m. LALD-A emailed the following information, "I
unfortunately do not have policies for the
following requested items, however, | am working
on implementing these and will complete
appropriate staff education."”

No further information was provided.

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

144G.42 Subd. 9 Tuberculosis prevention and
control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current

0650

0660
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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 establish and maintain a
tuberculosis (TB) prevention program, based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC) which
included a facility TB risk assessment,
documentation of a completed health history and
symptom screening, including completion of a
two-step tuberculin skin test (TST) or other
evidence of TB screening such as a blood test for
all employees reviewed.

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

The findings include:
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The Minnesota Department of Health (MDH)
guidelines, Regulations for Tuberculosis Control
in Minnesota Health Care Settings, dated July
2013, and based on CDC guidelines, indicated a
TB infection control program should include a
facility TB risk assessment. The guidelines also
indicated an employee may begin working with
patients after a negative TB history and symptom
screen (no symptoms of active TB disease) and a
negative IGRA (serum blood test) or TST (first
step) dated within 90 days before hire. The
second TST may be performed after the HCW
(health care worker) starts working with patients.
Baseline TB screening should be documented in
the employee's record."

On September 27, 2022, at approximately 1:00
p.m., Assisted Living Director (LALD)-A affirmed
knowldegle of the current assisted living laws and
regulations.

On September 27, 2022, at approximately 1:28
p-m. the tuberculosis prevention program was
discussed. When asked for documentation of
facility risk assessment, employee screening, and
employee testing, LALD-A stated, "I'm not going
to lie, | don't have them." LALD-A explained that
no staff had been screened or tested for
tuberulosis unless the employee had procured
the testing for him or her self. When the nurse
evaluator explained what the facility risk
assessment entailed, LALD-A denied having
completed the facility risk assessment.

On September 29, 2022, at approximately 10:30
a.m., Unlicensed Personnel (ULP)-B's employee
record was reviewed. It did not contain a record
of an individual tuberculosis risk screening or an
tuberculosis testing results. The employee record
lacked evidence of tuberculosis training.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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On September 29, 2022, at approximately 11:00
a.m., Unlicensed Personnel (ULP)-D's employee
record was reviewed. It did not contain a record
of an individual tuberculosis risk screening or an
tuberculosis testing results. The employee record
lacked evidence of tuberculosis training.

On September 28, 2022, at approximately 11:43
a.m., the facility Tuberculosis policy entitled
"Tuberculosis Policy" was provided. The policy
did not contain a date or specific author.

The policy included the following:

HEALTH CARE WORKER TB EDUCATION:
-Employees of Generations Child & Memory
Care shall be educated regarding TB at time of
hire. The content of the training should be
appropriate to the job responsibilities and
educational or professional background of the
employee (licensed versus unlicensed staff).
-Content of the training will focus on basic
information about: TB pathogenesis and
transmission, Signs and symptoms of active TB
disease, and Generations Child & Memory Care
infection control plan (i.e., how to implement your
early recognition, isolation, and referral
procedure), especially any sections that
employees are responsible for implementing.
-Based on the Community TB Risk
Assessments, TB training should be conducted
annually in medium risk settings. Low-risk
settings should annually evaluate the need for TB
training, and conduct training as needed.

STAFF TB SCREENING:

-Staff of Generations Child & Memory Care
whose essential job functions require work within
the same air space of home care clients shall be

Minnesota Department of Health
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Continued From page 9

screened and tested for tuberculosis prior to the
staff being exposed to clients. Baseline (upon
hire) screening shall be completed, but serial
(annual) screening will only be required with
increased occupational risk or exposure.

-Screening shall be conducted as follows:
-New staff shall be screened for active
signs of TB using the Baseline TB Screening Tool
for HCWs.

-New staff shall have an IGRA blood test
or a two-step Mantoux conducted with results
documented on the Baseline TB
Screening Tool for HCWs (see following
protocol).

-No staff shall be permitted to begin work
where the work involves sharing the air space
with

home care clients until the negative
results of the first Mantoux are read and
documented or a
negative IGRA blood test result is
received and documented.

-Staff TB screening results shall be kept
in a three-ringed binder at each facility.

No further information was provided.

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

144G .45 Subd. 2 (a) (4) Fire protection and
physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,

0660

0800
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systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the physical environment in a
continuous state of good repair and operation
with regard to the health and safety of residents.
This had the potential to affect all residents,
visitors and staff.

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).

Findings include:

During observation on September 29, 2022 at
8:00 a.m., a large area rug in the common area
had edges of three corners secured down with
adhesive and one corner was loose and flipped
upward, creating a tripping hazard.

Observations concluded that this was a high
traffic area for both residents, visitors, and staff.

On September 29, 2022, at 9:45 a.m., unlicensed
person (ULP)-B stated they have residents who
are at risk of falls and the common area, with the
large area rug, is a gathering place for many of
them. ULP-B acknowledged the rug corner was
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turned up and that it should be fixed.
A policy was requested but not provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days.
0810 144G.45 Subd. 2 (b)-(f) Fire protection and 0810
SS=F

physical environment

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

(1) location and number of resident sleeping
rooms;

(2) 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
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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 required elements and failed
to provide required employee and resident
training on fire safety and evacuation. 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:

Arecord review and interview were conducted on

September 27, 2022, at approximately 10:00 a.m.

with Licensed Assisted Living Director (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 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.
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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 it
initial hire. During interview, LALD-A stated that
training was provided annually to employees after
orientation. A policy was provided by LALD-A that
also verified this deficient condition.

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
event of a fire to include movement, evacuation,
or relocation as required by statute. During
interview, LALD-A stated that the facility did not
have documentation or a policy on resident
training of 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.
Provided documentation indicated that no drills
were conducted by the licensee for the facility.
During interview, LALD-A stated there were no
documented drills for the facility and verified this
deficient condition.

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

144G.70 Subd. 2 (a-b) Initial reviews,
assessments, and monitoring

(a) Residents who are not receiving any services
shall not be required to undergo an initial nursing
assessment.

0810

01610
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(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 initial and concurrent
assessments included an assessment of resident
and child interaction ability, appropriateness, and
preference. The facility failed to develop an
assessment, and had no policy for the
development, implementation, and
change-of-condition procedure to guide
development and implementation of the
assessment for two of two (R1, R5) residents.

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

The findings include:
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On September 28, 2022, in the late morning and
early afternoon the assessments of R1 were
reviewed. No assessment of child and resident
interaction, vulnerability potentials and/or
preferences were present in the assessment or
elsewhere in R1's record.

On September 28, 2022, at approximately 11:30
a.m. four children, three of whom were eight
months of age and one who was nine months of
age, were present for a meal. There is one table
the resident's eat meals at when they choose to
eat communally.

The children were dispersed among residents
with staff near children. On two occasions,
residents were seen giving food on children's
trays to the children.

On September 28, 2022, at approximately 3:15
p.m. Registered Nurse (RN)-C was interviewed.
When asked if residents were assessed for
appropriateness and willingness of resident and
child interaction RN-C replied, "l don't know."

On September 29, 2022, a morning activity
between the childcare side and memory care side
was observed. The activity involved children and
residents using "stamper" markers to fill in figures
on sheets of paper.

R5 was witnessed opening his door, and then
shutting his door. When asked about how he
enjoyed the activities at the facility, R5 stated,
"they are invading." The stamping noise was
echoing and multiple people were stamping.
When asked if the sound outside the room
sounded like people stomping, R5 affirmed again
with nodding of his head and stating louder, "they
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are invading."

On September 29, 2022, at approximately 10:45
a.m. Licensed Assisted Living Director (LALD)-A
was asked if there is an assessment for child and
resident interaction appropriateness and
willingness before admission, and on-going with
changes in condition. LALD-A stated no formal
assessment was in place, but residents are not
forced to go to activities, the sex offender status
is checked, the family is asked if the resident
would benefit, and the LALD-A looks for "agitation
and aggressiveness."

On September 29, 2022, at approximately
10:45a.m. LALD-A was told about the interaction
witnessed between R5 and the children. LALD-A
acknowledged that the resident had been going in
his room when the children had been coming
over. No formal interventions were produced
other than the resident could stay in his room.

On September 29, 2022 the following policies
were requested:

-The policy on assessment of resident for child
care interaction appropriateness.

On September 30, 2022, in the the assessments
of R5 were reviewed. No assessment of child
and resident interaction, vulnerability potentials
and/or preferences were present in the
assessment or elsewhere in R5's or record.

On September 30, 2022 at approximately 1:15
p-m. LALD-A emailed the following information, "I
unfortunately do not have policies for the
following requested items, however, | am working
on implementing these and will complete
appropriate staff education.”
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No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
01780 144G.71 Subd. 10 Medication management for 01780
SS=F | residents who will

(a) An assisted living facility that is providing
medication management services to the resident
must develop and implement policies and
procedures for giving accurate and current
medications to residents for planned or
unplanned times away from home according to
the resident's individualized medication
management plan. The policies and procedures
must state that:

(1) for planned time away, the medications must
be obtained from the pharmacy or set up by the
licensed nurse according to appropriate state and
federal laws and nursing standards of practice;

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop and implement policies
and procedures to manage medication for
residents who planned time away from the facility,
or experienced unplanned time away from the
facility. This had the potential to affect all
residents receiving medication management
services.

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

The findings include:

During the entrance conference with Assisted
Living Director (LALD)-A on September 27, 2022
at approximately 1:00 p.m., LALD-A affirmed
knowledge of the current assisted living laws and
regulations and affirmed that medication
management was a service that was provided for
residents at the facility.

On September 28, 2022, Registered Nurse
(RN)-C stated, "I'm not sure," when asked to
describe the medication management plan for
resident who have planned and unplanned times
away from the facility.

On September 29, 2022, the medication
management policy for planned and unplanned
time away from the facility was requested.

On September 30, 2022, at approximately 1:15
p-m. LALD-A emailed the following information, "I
unfortunately do not have policies for the
following requested items, however, | am working
on implementing these and will complete
appropriate staff education."”

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

144G.72 Subd. 3 Individualized treatment or
therapy managemen

For each resident receiving management of

01780

01940
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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
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
received, 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 observation, interview and record
review, the licensee failed to develop and
implement a treatment or therapy management
plan to include all required content for two of two
residents (R1, R5) with records reviewed.

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

The findings include:

On September 29, 2022, at 8:24 a.m., unlicensed
personnel (ULP)-B was observed offering
medication to R1. R1 was positioned sitting on
the edge of a bed, and stated, " I'm burning up
everywhere." ULP-B asked R1 to describe their
pain level on a scale of one to ten. R1 rated her
pain a ten. R1 also stated, "l wish | wasn't living.
I'm not getting any better." ULP-B stated, "I'm
sorry | wish there was something | could do for
you."

On September 29, 2022, at 8:54 a.m. R1 was
overheard stating in a voice, audible from outside
of her room, "somebody help me."

On September 29, 2022, at 8:56 a.m., the nurse
evaluator asked ULP-B if she planned to
follow-up and do anything about R1's pain and
statements. ULP-B stated, "l was just going to
tell (Registered Nurse (RN)-E)." ULP-B
proceeded to administer R1 a medication for
pain. The information R1 expressed regarding
will to live was not passed on at that time. The
nurse evaluator told RN-E what had been stated
due to safety concerns. RN-E stated, "She says
that."

On September 29, 2022, a morning activity
between the childcare side and the memory care
side was observed. The activity involved children
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and residents using "stamper" markers to fill in
figures on sheets of paper.

R5 was witnessed opening his door, and then
shutting his door. When asked about how he
enjoyed the activities at the facility, R5 stated,
"they are invading." The stamping noise was
observed by the investigator to be echoing and
multiple people were heard stamping. When
asked if the sound outside the room sounded like
people stomping, R5 affirmed again, nodding of
his head and stating louder, "they are invading."

Upon review of R1's care plan, dated June 30,
2022, the resident has a history of depression,
anxiety, post-traumatic stress disorder (PTSD), a
family member has committed suicide, and the
resident is not currently taking an
anti-depressant. While the care plan identified
the vulnerabilities, it did not contain interventions
to prevent or intervene and how to de-escalate
behavior. The care plan did not identify anxiety
as a condition separate from the post-traumatic
stress disorder. The care plan was not
up-to-date as the resident has been prescribed
olanzapine (antipsychotic medication) and
quetiapine (antipsychotic medication) for the
category designated as "mental illness."

Upon review of R5's care plan, the resident has a
history of depression and anxiety. While the care
plan identified the vulnerabilities, it did not contain
interventions to prevent, intervene and
de-escalate behavior.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.
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physical environment

An assisted living facility with dementia care that
has a secured dementia care unit must meet the
requirements of section 144G.45 and the
following additional requirements:

(1) a hazard vulnerability assessment or safety
risk must be performed on and around the
property. The hazards indicated on the
assessment must be assessed and mitigated to
protect the residents from harm; and

(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to provide hazard vulnerability
assessment or safety risk assessment of the
physical environment on and around the property
for the facility. This deficient practice had the
ability 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:

Arecord review and interview were conducted on
September 27, 2022, at approximately 10:00 a.m.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
38588 B. WING 09/29/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3631 HOFFMAN ROAD
GENERATIONS CHILD & MEMORY CARE LLC
MANKATO, MN 56001
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
02040 Continued From page 22 02040
02040 144G.81 Subdivision 1 Fire protection and 02040
SS=F

Minnesota Department of Health
STATE FORM

6899

W6JI11

If continuation sheet 23 of 24




PRINTED: 12/12/2022

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
38588 B. WING 09/29/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3631 HOFFMAN ROAD
GENERATIONS CHILD & MEMORY CARE LLC
MANKATO, MN 56001
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
02040 Continued From page 23 02040

with Licensed Assisted Living Director (LALD)-A
on the hazard vulnerability assessment for the
physical environment of the facility.

Record review of the available documentation
indicated that the licensee had not performed a
hazard vulnerability assessment with mitigation
factors on and around the property. During
interview, LALD-A verified that the licensee had
not conducted a hazard vulnerability assessment
for the physical environment on and around the

property.

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