m DEPARTMENT
' OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
November 18, 2025

Licensee

Harding Place

24448 296th Avenue
Pierz, MN 56364

RE: Project Number(s) SL34822015

Dear Licensee:

On November 13, 2025, the Minnesota Department of Health completed a follow-up survey of your
facility to determine correction of orders from the survey completed on July 11, 2024. This follow-up
survey verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,
T

B #F , e

Tim Hanna, Supervisor

State Engineering Services Section

Email: Tim.Hanna@state.mn.us

Telephone: 507-208-8982 Fax: 1-866-890-9290
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
October 23, 2025

Licensee

Harding Place

24448 296th Avenue
Pierz, MN 56364

RE: Project Number(s) SL34822015
Dear Licensee:

On July 22, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of your facility to
determine correction of orders found on the survey completed on July 11, 2024. This follow-up survey
determined your facility had not corrected all of the state correction orders issued pursuant to the July 11,
2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last
survey, completed on July 11, 2024, found not corrected at the time of the July 22, 2025, follow-up survey
and/or subject to penalty assessment are as follows:

0830-Local Laws Apply-144g.45 Subd. 3 - $500.00

The details of the violations noted at the time of this follow-up survey completed on July 22, 2025 (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
$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 outlined on the state form; however, plans of correction are not required to

be submitted for approval.

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 S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;
Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;
Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20;

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023
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Level 5: a fine of $5,000 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20.

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued, including
the level and scope, and any fine assessed through the correction order reconsideration process. The request
for reconsideration must be in writing and received by 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.

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.

We urge you to review these orders carefully. If you have questions, please contact Benjamin J. Zwart at
651-201-3715.

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

Sincerely,
Benjamin J. Zwart, Supervisor
State Engineering Services Section

Email: Benjamin.Zwart@state.mn.us
Telephone: 651-201-3715 Fax: 1-800-337-9238 / 1-866-890-9290

HHH
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{0 000} Initial Comments {0 000}

*****ATTE NTI O N******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

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

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
Indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
SL#34822015-4

On July 22, 2025, through July 23, 2025, the
Minnesota Department of Health conducted a
follow-up survey at the above provider to
follow-up on orders issued pursuant to a survey
completed on April 25, 2025. As a result of the
follow-up survey, the following orders were
reissued.

{%éOCF)} 144G.10 Subdivision 1 License required {0 100}
(a)(1) Beginning August 1, 2021, no assisted
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

Minnesota Department of Health
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management, control, and operation of the
facility, 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
faclility 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
living facility license, the commissioner may:

(1) Issue 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

Minnesota Department of Health
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(5) provide a means for residents to request
assistance for health and safety needs 24 hours
per day, seven days per week;

(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;

(/) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits;

(9) allow the resident the right to choose a
roommate If sharing a unit;

(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit:

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

Minnesota Department of Health

STATE FORM
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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:
Not reviewed during this survey.
{0460} 144G.41 Subdivision 1 Minimum requirements {0 460}
SS=F
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Continued From page 3

144G .41 Subdivision 1 Minimum requirements

(11) develop and implement a staffing plan for
determining its staffing level that:

(1) Includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

() ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents’ assessments and service plans
on a 24-hour per day basis; and

(1lf) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(1) awake;

(1) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time:

(i) capable of communicating with residents;

(Iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement Is not met as evidenced

by:
Not reviewed during this survey.

144G .41 Subdivision 1 Subd. 1a (a-b) Minimum
requirements; required food services

(a) Except as provided in paragraph (b), food

Minnesota Department of Health
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must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility Is not required to
provide Iintegral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(9) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean

Minnesota Department of Health
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and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{0640} 144G.42 Subd. 7 Posting information for {0 640}
SS=F | reporting suspected c

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:

(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;

(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and

(3) providing reasonable accommodations with
Information and notices in plain language.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

Minnesota Department of Health
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(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
Individual contractor providing services. The
records must include the following infomation:

(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
gualifications, responsibilities, and identification of
staff persons providing supervision;

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

(9) 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.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{0660} 144G.42 Subd. 9 Tuberculosis prevention and {0 660}
SS=F | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control

Minnesota Department of Health
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and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
Include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{0680} 144G.42 Subd. 10 Disaster planning and {0 680}
SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and detalls staff
assignments in the event of a disaster or an
emergency,;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not

Minnesota Department of Health
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received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{0 730} 144G .43 Subd. 3 Contents of resident record {0 730}
SS=F
Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number:

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records:

(5) the resident's advance directives, if any;

(6) coples of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident's services:

(9) documentation of significant changes in the
resident's status and actions taken in response to

the needs of the resident, including reporting to

Minnesota Department of Health
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the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

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

(4) keep the physical environment, including
walls, floors, celiling, 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

Minnesota Department of Health
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by:

Not reviewed during this survey.

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

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

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

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
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.
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This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{0 830} 144G .45 Subd. 3 Local laws apply {0 830}
SS=F
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 record review and interview, the
licensee failed to comply with all applicable state
and local regulations. This had the potential to
directly affect all residents, staff, and visitors.

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

The findings include:

On July 22, 2025, the surveyor emailed the
licensee and requested a plan of correction for
the 0830 tag.
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On July 23, 2025, the licensee provided the
following documentation:

- an updated correction plan for the 0830 tag, with
actions listed from October 30, 2024 to July 23,
2025.

- A life safety plan set dated June 23, 2025.

Previous survey information:

On April 24, 2025, the surveyor emailed the
licensee and requested a plan of correction for
the 0830 tag.

On April 25, 2025, the licensee provided the
following documentation:

- an undated work order correction form

- a Minnesota Department of Health assisted
living plan submittal form dated March 25, 2025,
with a project name "close off a door”

Record review of the available documentation
Indicated a work order for the 0830 tag had been
created for replacing a door with a wall. The work
order did not include an identified correction order
for violations listed in the state fire marshal
Inspection report dated October 16, 2024. This
report listed the building in violation of MSFC
2020-102.4.

Record review of the available documentation
Indicated the plan review application was
Incomplete. A copy of certified final construction
plans were not included with the plan review
application. As of May 19, 2025, a completed
assisted living plan submittal package had not
been received by MDH engineering services.

On January 17, 2025, through January 27, 2025,
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the Minnesota Department of Health conducted a
follow-up survey at the above provider to
follow-up on orders issued pursuant to a survey
completed on October 2, 2024.

On January 17, 2025, the surveyor emailed the
licensee requesting documentation to support
that a plan review application had been submitted
to Minnesota Department of Health Engineering
Services for a new interior wall constructed in

front of the apartment door on the upper floor of
the facility.

On January 17, 2025, the surveyor emailed the
licensee requesting documentation to support
corrections that had been completed for the
violations listed in the state fire marshal
Inspection report dated October 16, 2024. This
report listed the building in violation of MSFC
2020-102.4.

On January 27, 2025, the licensee responded
that an email was sent to the architect on January
23, 2025, and we are awaiting that report from
him.

As of February 4, 2025, a plan review application
had not been submitted to Minnesota Department
of Health Engineering Services.

On October 2, 2024, the Minnesota Department
of Health conducted a follow-up survey at the
above provider to follow-up on orders issued
pursuant to a survey completed on July 11, 2024.
On October 16, 2024, at 9:00 a.m., survey staff
and deputy state fire marshal toured the facility
with maintenance personnel (MP)-G, licensed
assisted living director in training (LALDT)-H, and
licensed assisted living director (LALD)-A. During
the tour, the surveyor observed the following:
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- A new interior wall had been constructed in
front of the apartment door on the upper floor of
the facility. During the facility tour interview on
October 16, 2024, MP-G verified this wall had
been constructed since the previous site visit on
September 30, 2024. The licensee failed to
submit a plan review application to Minnesota
Department of Health engineering services and
obtain a permit for installation of this new wall.

- A state fire marshal fire inspection report dated
October 16, 2024, listed the building to be In
violation of MSFC 2020-102.4. Conditions were
observed that did not meet the minimum
requirements of Minnesota State Fire Code. On
October 21, 2024, the surveyor was copied on the
state fire marshal inspection report that was
emailed to the licensee.

{0 910} 144G.50 Subd. 2 (a-b) Contract information {0 910}
SS=C
(a) The contract must include in a conspicuous
place and manner on the contract the legal name
and the health facility identification of the facility.
(b) The contract must include the name,
telephone number, and physical mailing address,
which may not be a public or private post office
box, of:

(1) the facility and contracted service provider
when applicable;

(2) the licensee of the facility;

(3) the managing agent of the facility, If
applicable; and

(4) the authorized agent for the facility.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.
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(c) The contract must include:

(1) a disclosure of the category of assisted living
facility license held by the facility and, if the facility
IS not an assisted living facility with dementia
care, a disclosure that it does not hold an
assisted living facility with dementia care license;
(2) a description of all the terms and conditions of
the contract, including a description of and any
limitations to the housing or assisted living
services to be provided for the contracted
amount;

(3) a delineation of the cost and nature of any
other services to be provided for an additional
fee:

(4) a delineation and description of any additional
fees the resident may be required to pay If the
resident's condition changes during the term of
the contract;

(5) a delineation of the grounds under which the
resident may be transferred or have housing or
services terminated or be subject to an
emergency relocation;

(6) billing and payment procedures and
requirements; and

(7) disclosure of the facility's ability to provide
specialized diets.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{0 930} 144G.50 Subd. 2 (d-e; 1-4) Contract information | {0 930}
SS=C
(d) The contract must include a description of the
facility's complaint resolution process available to
residents, including the name and contact
Information of the person representing the facility
who Is designhated to handle and resolve
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complaints.

(e) The contract must include a clear and
conspicuous notice of:

(1) the right under section 144G .54 to appeal the
termination of an assisted living contract;

(2) the facility's policy regarding transfer of
residents within the facility, under what
circumstances a transfer may occur, and the
circumstances under which resident consent is
required for a transfer;

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

(4) the resident's right to obtain services from an
unaffiliated service provider;

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{0 940} 144G .50 Subd. 2 (e; 5-7) Contract information {0 940}
SS=C
(5) a description of the facility's policies related to
medical assistance waivers under chapter 256S
and section 256B.49 and the housing support
program under chapter 2561, including:

(1) whether the facility is enrolled with the
commissioner of human services to provide
customized living services under medical
assistance waivers;

(1) whether the facility has an agreement to
provide housing support under section 2561.04,
subdivision 2, paragraph (b);

(1) whether there Is a limit on the number of
people residing at the facility who can receive
customized living services or participate in the
housing support program at any point in time. If
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so, the Iimit must be provided,;

(Iv) whether the facility requires a resident to pay
privately for a period of time prior to accepting
payment under medical assistance waivers or the
housing