DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
January 14, 2026

Licensee

Epiphany Assisted Living LLC

10955 Hanson Boulevard Northwest
Coon Rapids, MN 55433

RE: Project Number(s) SL30688016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on December 5, 2025, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

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

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. 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
isted in the "Summary Statement of Deficiencies"” column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . .."

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement;

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;
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Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20;
Level 5: a fine of $5,000 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

St - 0- 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $500.00. You will be invoiced approximately 30 days after receipt of this notice, subject to

appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

The correction order documentation should include the following:

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

e Identify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/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(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 MDH within 15 calendar
days of the correction order receipt date.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
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. 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.
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To submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in

a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

INFORMAL CONFERENCE

In accordance with Minn. Stat. § 144G.20, Subd. 20, the Commissioner of Health is authorized to
hold a conference to exchange information, clarify issues, or resolve issues. The Department of
Health staff would like to schedule a conference call with Epiphany Assisted Living. Please contact
Kelly Thorson at 320-223-7336 on or before January 17, 2026 to schedule the conference call.

he MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,

;Z\ Qlﬂ Ll\ﬁ\l/\f‘-{?ri SaB

Kelly Thorson, Supervisor
State Evaluation Team

Email: Kelly.Thorson@state.mn.us
Telephone: 320-223-7336 Fax: 1-866-890-9290

CLN
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AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assighed tag humber
144G .08 to 144G.95, these correction orders are appears in the far-left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
fallure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings Is the Time Period for Correction.
SL30688016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On December 1, 2025, through December 5, STATES,"PROVIDER'S PLAN OF
2025, the Minnesota Department of Health CORRECTION." THIS APPLIES TO
conducted a full survey at the above provider and FEDERAL DEFICIENCIES ONLY. THIS
the following correction orders are issued. At the WILL APPEAR ON EACH PAGE.
time of the survey, there were, sixty-eight (68)
residents receiving services under the Assisted THERE IS NO REQUIREMENT TO
Living Facility with Dementia Care license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 100, 144G.10 Subdivision 1 License required 0 100
SS=F
(a)(1) Beginning August 1, 2021, no assisted

(X6) DATE
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living facility may operate in Minnesota unless it is
licensed under this chapter.

(2) No facility or building on a campus may
provide assisted living services until obtaining the
required license under paragraphs (c) to (e).

(b) The licensee is legally responsible for the
management, control, and operation of the
faclility, regardless of the existence of a
management agreement or subcontract. Nothing
In this chapter shall in any way affect the rights
and remedies available under other law.

(c) Upon approving an application for an assisted
living facility license, the commissioner shall
Issue a single license for each building that is
operated by the licensee as an assisted living
facility and Is located at a separate address,
except as provided under paragraph (d) or (e). If
a portion of a licensed assisted living facility
building Is utilized by an unlicensed entity or an
entity with a license type not granted under this
chapter, the licensed assisted living facility must
ensure there Is at least a vertical two-hour fire
barrier as defined by the National Fire Protection
Association Standard 101, Life Safety Code,
between any licensed assisted living facility areas
and unlicensed entity areas of the building and
between the licensed assisted living facility areas
and any licensed areas subject to another license
type.

(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.

(e) Upon approving an application for an assisted

Minnesota Department of Health
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living facility license, the commissioner may:

(1) iIssue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) Issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure there was at
least a vertical two-hour fire barrier as defined by
the National Fire Protection Association Standard
101, Life Safety Code, between the licensed
assisted living facility areas and unlicensed entity
areas of the building. The deficient practice had
the potential to affect all residents, staff, and
visitors.

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

The findings Include:

On December 4, 2025, from 10:30 a.m. and 2:30
p.m., the surveyor arrived at the licensee's

Minnesota Department of Health
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address at 10955 Hanson Blvd, Coon Rapids,
MN, 55433 and observed a three story,
apartment style structure with 20 to 30 resident
apartments on each level. The first floor had
administration offices, community rooms, full
Kitchen with dining rooms and a secure area for
housing memory care residents in 20 separate
studio apartments. The surveyor toured the
facility with lead maintenance (M)-D. At the north
end of the licensed area there was a single glass
door with an exit sign above it that lead into a
one-story space that served as a link between the
licensed assisted living area and an unlicensed
area of the building. There was no evidence of a
two-hour fire barrier at either end of the link
connecting the licensed assisted living area to the
unlicensed area (Epiphany Church). M-D stated
that the assisted living facility was not affiliated
with the church and did not know If there was a
two-hour fire barrier separating the spaces.

On December 5, 2025, at 10:14 a.m., M-D sent
the surveyor and e-mall stating that according to
his documentation onsite, there was not an
approved separation between the licensed
assisted living area and the unlicensed area of

the building.

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

0775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
SS=F | environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
/911, and:

This MN Requirement Is not met as evidenced

Minnesota Department of Health
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by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in
compliance with the requirements of Minnesota
Statute 144G.

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

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
December 4, 2025, for the specific violations

related the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Two (2)
Days.

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

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for

Minnesota Department of Health
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residents; and

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

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in
compliance with the requirements of Minnesota
Statute 144G.

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

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

The findings Include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
December 4, 2025 for the specific violations
related the physical environment under Minnesota
Statute 144G.

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

0 830 144G .45 Subd. 3 Local laws apply 0 830
SS=C
Assisted living facilities shall comply with all
applicable state and local governing laws,
regulations, standards, ordinances, and codes for
fire safety, building, and zoning requirements,
except a facility with a licensed resident capacity
of six or fewer Is exempt from rental licensing
regulations imposed by any town, municipality, or
county.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in
compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level one violation (a
violation that will cause only minimal impact on

Minnesota Department of Health
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the resident and does not affect health or safety)
and was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all the residents).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
December 4, 2025 for the specific violations

related the physical environment under Minnesota
Statute 144G.

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

01060] 144G .52 Subd. 9 Emergency relocation 01060
SS=F
(a) A facility may remove a resident from the
facility in an emergency If necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) If kKnown and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement

Minnesota Department of Health
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that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G .54. The facility must provide contact
Information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
In this section.currently known; and

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a written notice with all
the required content to the resident, legal
representative, and designated representative, for
an emergency relocation and failed to notify the
Office of Ombudsman for Long-Term Care of the
emergency relocation for two of two residents

(R2, R3).

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
Minnesota Department of Health
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or has the potential to affect a large portion or all
of the residents).

The findings Include:

R2

R2's record included a Progress Note dated
September 17, 2025, at 9:09 p.m., indicating R2
was transferred to a hospital via EMS due to a fall
and admitted. Progress Note dated September
18, 2025, at 2:53 p.m., indicated R2 returned to
facility.

R3

R3's record included a Progress Note dated
October 25, 2025, at 2:52 p.m., indicating R3 was
sent to the hospital. Progress Note dated
November 1, 2025, at 5:48 p.m., indicated
"resident returned home from the hospital with a
diagnosis of stercoral colitis and urinary tract
Infection.”

R3's Progress Note dated December 1, 2025, at
12:53 p.m., indicated resident was sent to the
hospital via EMS. Progress Note dated December
3, 2025, at 10:39 a.m., clinical nurse supervisor
(CNS)-B awaiting R3's update from the hospital
for return to facility.

R2 and R3's record did not include
documentation of notification of emergency
transfer including the following:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

Minnesota Department of Health
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(4) iIf known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date Is not currently known; and

(9) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G .54. The facility must provide contact
Information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
In this section.

On December 4, 2025, at 10:35 a.m., CNS-B
stated they were unaware of the requirements for
the emergency relocation notice.

The licensee’s 1.23 Emergency Relocation policy
dated April 1, 20235, indicated the following:

In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

-the reason for the relocation

-the name and contact information for the location
to which the resident has been relocated and any
new service provider

-contact information for the Office of Ombudsman

Minnesota Department of Health
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for Long-Term Care and Office of Ombudsman
for Mental Health and Developmental Disabilities
-If known and applicable, the approximate date or
range of dates within which the resident is
expected to return to the facility, or a statement
that a return date Is not currently known, and

-a statement that, if the facility refuses to provide
housing or services after a relocation, the
resident has the right to appeal.

-the facility will provide contact information for the
agency to which the resident may submit an
appeal.

-the notice required will be delivered as soon as
practicable to:

-the resident, legal representative, and
designated representative

-for residents who receive home and
community-based waiver services, the resident's
case manager, and

-the Office of Ombudsman for Long-Term Care if
the resident has been relocated and has not
returned to the facility within four days.

No further information was provided.

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

01370 144G.61 Subd. 2 (a) Training and evaluation of 01370
SS=D | unlicensed personn

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;

(2) reports of changes in the resident's condition
to the supervisor designated by the facility;

(3) basic infection control, including blood-borne
pathogens;

Minnesota Department of Health
STATE FORM 6899 OMCE11 If continuation sheet 12 of 23



PRINTED: 01/14/2026

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
30688 B. WING 12/05/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
10955 HANSON BOULEVARD NW
EPIPHANY ASSISTED LIVING LLC
COON RAPIDS, MN 55433
(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)

01370 | Continued From page 12 01370

(4) maintenance of a clean and safe
environment;

(5) appropriate and safe techniques in personal
hygiene and grooming, including:

(1) hair care and bathing;

(1) care of teeth, gums, and oral prosthetic
devices:

(llf) care and use of hearing aids; and

(Iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

(/) standby assistance techniques and how to
perform them;

(8) medication, exercise, and treatment
reminders;

(9) basic nutrition, meal preparation, food safety,
and assistance with eating;

(10) preparation of modified diets as ordered by a
licensed health professional;

(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;

(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident's
family;

(14) procedures to use in handling various
emergency situations; and

(15) awareness of commonly used health
technology equipment and assistive devices.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure required training was

completed for one of one employee (unlicensed
personnel (ULP)-C).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
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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 Iisolated scope (when one or a
limited number of residents are affected or one or
a imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

ULP-C began employment on April 8, 2025, to
provide direct care services.

ULP-C's employee record lacked documentation
of the following training and competency
evaluations to be completed by ULP:

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

-hair care and bathing;

- care and use of hearing aids;

- tfraining on the prevention of falls for providers
working with the elderly or individuals at risk of
falls:

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

- basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel; and

- recognizing physical, emotional, cognitive, and
developmental needs of the resident.

On December 4, 2025, at 10:32 a.m., licensed
assisted living director (LALD)-A and clinical
nurse supervisor (CNS)-B stated they were not
aware of the missing requirements of ULP-C's
training as ULP-C was hired before LALD-A and
CNS-B were hired. CNS-B stated they have
created a form for staff upon training to meet the
Minnesota Department of Health
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requirements moving forward.

The licensee's 5.01 Orientation of Staff and
Supervisors and Content dated April 1, 2025,
noted evidence and completion of required
orientation topics must be kept in the employee
record for each staff person having completed the
orientation.

No further information provided.

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

01730] 144G.71 Subd. 5 Individualized medication 01730
SS=F | management plan

(a) For each resident receiving medication
management services, a registered nurse,
advanced practice registered nurse, or qualified
staff delegated the task by a registered nurse
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
Individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;

(3) documentation of specific resident instructions
relating to the administration of medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;

Minnesota Department of Health
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(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
changes.

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop an individualized
medication management record with the required

content for four of four residents (R1, R2, R3,
R4).

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

Minnesota Department of Health
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The findings include:

R1

R1 was admitted to the licensee on March 3,
2025, for assisted living with dementia care
services.

R1's Service Agreement-signhed service plan
dated June 17, 2025, indicated R1 recelved
assistance with insulin administration and
medication assistance.

R2

R2 was admitted to the licensee on June 29,
2022, for assisted living with dementia care
services.

R2's Service Agreement - sighed service plan
dated November 22, 2025, indicated R2 received
assistance with medication assistance.

R3

R3 was admitted to the licensee on December 7/,
2023, for assisted living services.

R3's Service Agreement - sighed service plan
dated November 18, 2025, indicated R3 received
assistance with medication assistance.

R4
R4 was admitted to licensee on June 23, 2025,
for assisted living with dementia care services.

R4 Service Agreement - sighed service plan
dated June 24, 2025, indicated R4 recelved
assistance with medication assistance.

R1, R2, R3, R4 individualized medication
management plan (IMMP) lacked the following
content:

Minnesota Department of Health
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- medication management services provided by
nurse and unlicensed personnel (ULP) (included
as needed/PRN);

-type of medication storage system, based on
resident's needs;

-specific written instructions for resident's
medication administration:

-person responsible for monitoring medication
supplies and refills;

-medication management tasks that may be
delegated to ULPs;

-procedures for staff to notify an RN when
problems arose; and

-any resident-specific requirements (i.e.,
parameters: blood sugar, blood pressure, pulse,
etc.).

On December 4, 2025, at 10:37 a.m., clinical
nurse supervisor (CNS)-B stated they were
unaware of the missing requirements and would
fix to meet requirements moving forward.

The licensee's 7.01 Medication
Management-Assessment Monitoring and
Reassessment policy dated April 1, 2025,
Indicated the RN would monitor and reassess the
resident's medication management services at
minimum annually.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

01890 144G.71 Subd. 20 Prescription drugs 01890
SS=E
A prescription drug, prior to being set up for
Immediate or later administration, must be kept in
the original container in which it was dispensed

Minnesota Department of Health
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by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were maintained bearing the original prescription
label with legible information and the licensee
falled to ensure time sensitive medications
Included the open date and/or expiration date for
four of four residents (R7, R8, R9, R10).

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

The findings include:

On December 1, 2025, at 10:51 a.m., surveyor
observed medication cart audit with licensed
assisted living director (LALD)-A and unlicensed
personnel (ULP)-C. Surveyor observed the
following:

-R7's opened Latanoprost eye drops did not bear
an open date nor expiration date;

-R8's Refresh eye drops lacked a prescription
label:

-R9's MiraLAX expired October 15, 2025; and
-R10's opened Lantus insulin pen lacked a
prescription label as well as an opened date and

Minnesota Department of Health
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expiration date.

On December 1, 2025, at 10:59 a.m., ULP-C
stated the nurses audit the medication cart for
compliance.

On December 4, 2025, at 10:29 a.m., clinical
nurse supervisor (CNS)-B stated they expect all
time sensitive medications to be labeled, all
medication to have a prescription label and
expired medications to be disposed of.

Licensee's 7.11 Medication Storage policy dated
April 1, 20235, indicated medications would be
stored per manufacturer's directions.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include In the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
Individualized treatment and therapy
management record for each resident which must
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;

Minnesota Department of Health
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(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 interview and record review, the
licensee failed to develop and implement a
current individual treatment or therapy
management plan (ITTMP) to include all required
content for two of two residents (R1, R2) with
blood glucose monitoring and TED stocking.

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

The findings Include:

R1
R1 was admitted to the licensee on March 3,
2025, for assisted living with dementia care

Minnesota Department of Health
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services.

R1's Service Agreement-signed service plan
dated June 17, 2025, indicated R1 received blood
sugar checks.

R2

R2 was admitted to the licensee on June 29,
2022, for assisted living with dementia care
services.

R2's Service Agreement - sighed service plan
dated November 22, 2025, indicated R2 received
assistance with TED assist.

R1 and R2's ITTMP lacked the following required
content:

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

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

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

- any resident-specific requirements relating to
documentation of treatment and therapy received,
verification that all treatment and therapy was
administered as prescribed, and monitoring of
treatment or therapy to prevent possible
complications or adverse reactions.

On December 4, 2025, at 10:40 a.m., clinical
nurse supervisor (CNS)-B stated they were not
aware of the requirement.

The licensee’s 7.00a Medication and Treatment
Management Services policy dated April 1, 2025,
Indicated the facility must develop, implement,
Minnesota Department of Health
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and maintain up-to-date written treatment plan
directed by the registered nurse consistent with
the current practice standards and guidelines.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Metro District Office

m Minnesota Department of Health
625 Robert St N, PO BOX 64975
DEPARTMENT St Paul, MN 55164
OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
—Establishment Info ——  —License Info —Inspection Info —— M8
Epiphany Assisted Living LLC License: HFID 30688 Report Number: F8087251194
10955 Hanson Boulevard NW Inspection Type: Full - Single
Coon Rapids, MN 55433 Risk: Date: 12/2/2025 Time: 4:30:00 PM
Anoka County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection: No
CFPM: SANDY THIRAKUL Total Priority 1 Orders: 0
Phone: CFPM #. FM91123; Exp: 10/15/2026 Total Priority 2 Orders: 0
Total Priority 3 Orders: 0
Delivery: Emailed
\ J \. J

No orders were issued for this inspection report.

Food & Beverage General Comment

THIS WAS AN UNANNOUNCED AND UNSCHEDULED FULL INSPECTION.

INSPECTION DONE WITH ASSISTANT EXECUTIVE DIRECTOR SANDY THIRAKUL.

TOPICS OF DISCUSSION WITH OPERATOR INCLUDED:

HAND WASHING

NOROVIRUS

BARE HAND CONTACT WITH READY TO EAT FOODS
EMPLOYEE ILLNESS

EMPLOYEE EXCLUSION

COOLING METHODS

REHEATING METHODS

SANITIZER CONCENTRATION
DATE MARKING

ALL ITEMS ON THIS REPORT

ALL ITEMS ON PREVIOUS REPORT

ALL FROZEN FOODS FOUND IN FROZEN CONDITION.

REPORT EMAILED TO ESTABLISHMENT.

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.



Report Number: F8087251194 Page: 2

Inspection Type: Full
Date: 12/2/2025

I acknowledge receipt of the Metro District Office inspection report number F8087251194 from 12/2/20235

Sohn Boettcher

SANDY THIRAKUL John Boettcher,

ASSISTANT EXECUTIVE DIRECTOR Public Health Sanitarian 3
651-201-5076

john.boettcher@state.mn.us




Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
Epiphany Assisted Living LLC Report Number: F8087251194
Coon Rapids Inspection Type: Full
County/Group: Anoka County Date: 12/2/2025
Time: 4:30:00 PM

Food Temperature: Product/Iltem/Unit: HOT DOG; Temperature Process: Cold-Holding
Location: Prep Cooler at 40 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: CHEESE; Temperature Process: Cold-Holding
Location: Prep Cooler at 40 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/item/Unit: DEL|I MEAT; Temperature Process: Cold-Holding
Location: Prep Cooler at 40 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: SCRAMBLED EGG; Temperature Process: Hot-Holding
Location: Warmer at 149 Degrees F.

Comment:

Violation Issued?: No

Equipment Temperature: Product/ltem/Unit: AMBIENT AIR; Temperature Process: Ambient Air
Location: Walk-in Cooler at 36 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: MILK; Temperature Process: Cold-Holding
Location: Walk-in Cooler at 36 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: CHICKEN; Temperature Process: Cold-Holding
Location: Walk-in Cooler at 36 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/Iltem/Unit: CORNED BEEF; Temperature Process: Cold-Holding
Location: Walk-in Cooler at 35 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: CHEESE; Temperature Process: Cold-Holding
Location: Walk-in Cooler at 36 Degrees F.

Comment:

Violation Issued?: No




Equipment Temperature: Product/ltem/Unit: SAUSAGE; Temperature Process: Thawing
Location: Walk-in Cooler at 22 Degrees F.

Comment:
Violation Issued?: No

Equipment Temperature: Product/ltem/Unit: AMBIENT AIR; Temperature Process: Ambient Air
Location: Walk-in Freezer at -2 Degrees F.

Comment:

Violation Issued?: No




Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment INfo — Inspection Info —
Epiphany Assisted Living LLC Report Number: F8087251194
Coon Rapids Inspection Type: Full
County/Group: Anoka County Date: 12/2/2025
Time: 4:30:00 PM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Dishwashing Area Equal To 192 Degrees F.

Comment:

Violation Issued?: No

Sanitizing Chemical: Product: Sink and Surface; Sanitizing Process: Dispenser
Location: 3-Comp Sink Equal To 700 PPM

Comment:

Violation Issued?: No



- OF HEALTH

Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL30688016-0 Date: December-4-2025

Facility Name: EPIPHANY ASSISTED LIVING LLC

Facility Address: 10955 Hanson Blvd NW, Coon Rapids MN 55433

XI TAG IDENTIFICATION: 0775

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

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. Water-based automatic sprinkler systems shall be inspected and tested annually. [Minn. Stat. 144G.45
subd. 2; MSFC 901.6.1]

Comments: Facility had no documentation showing the water-based sprinkler system had been annually
inspected and tested. Documentation available showed a completion in 2022

3. Building fire alarm systems shall be maintained and shall be inspected and tested annually. [Minn. Stat.
144G.45 subd. 2; MSFC 901.6.1}
Comments: Facility had a new fire alarm system installed in November 2025, but no annual testing
documentation was available for review.

4. Single- and multiple-station smoke alarms shall be replaced when they fail to respond to operability tests
or exceed ten years from the date of manufacture. Smoke alarms shall be replaced with smoke alarms
having the same type of power supply. [Minn. Stat. 144G.45 subd. 2; MSFC 1103.8.1]

Comments: During testing of resident room smoke alarms throughout the facility it was observed that the
alarms were over 10-year-old from the manufacture date.

5. Controlled egress locking systems shall: unlock upon activation of either the automatic sprinkler system or
automatic fire detection system, unlock upon loss of power controlling the lock, have the capability of
being unlocked from the fire command center, a nursing station, or other approved location. Building
occupants shall not be required to pass through more than one controlled egress locked door before
entering an exit. The procedures for operation of the unlocking system shall be described as part of the fire

Page | 1

Project Number: SL30688016-0
Facility Name: EPIPHANY ASSISTED LIVING LLC Date: December-4-25



m-~ DEPARTMENT
OF HEALTH
safety and evacuation plan. All clinical staff shall have the keys, codes, or other means necessary to
operate the locking device. [Minn. Stat. 144G.45 subd. 2; MSFC 1010.1.9.7]

Comments: Facility controlled egress system was not equipped with a separate de-activate signal or switch
to override the system

XI TAG IDENTIFICATION: 0810

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

1. 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. [Minn. Stat. 144G.45 subd.2]

Comments: Surveyor requested evacuation drill documentation from the lead maintenance (M)-D
personnel. Licensee provided documents with a staff names and signatures and a handwritten date and
the words “Fire Drill”. Documents provided show drills didn’t occurred twice per year, per shift. No other

information or documentation was provided

XI TAG IDENTIFICATION: 0830

SCOPE/ SEVERITY: Level 1; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

1. Facility complies with all state and local governing laws, and codes for fire safety, building, and zoning
requirements. [Minn. Stat. 144G.45 subd.3]

Comments: During record review and observation of the facility fire safety systems, the maintenance lead
(M)-D, stated that the facility had just installed a new fire alarm system, and their dry system piping had all
been replaced. No plans were sent to MDH for review and approval and no permits were available to
review during survey. M-D, stated that the local fire marshal had approved both projects.

Page | 2

Project Number: SL30688016-0
Facility Name: EPIPHANY ASSISTED LIVING LLC Date: December-4-25



