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Electronically Delivered

March 28, 2025

Licensee
Chandler Place
3701 Chandler Drive Northeast
Columbia Heights, MN  55421

RE:  Project Number(s) SL30321016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on February 26, 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
listed in the "Summary Statement of Deficiencies" column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . . ."    

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

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.
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Level 4: a fine of $5,000 per incident, 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:

  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:

� Identify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.    

� Identify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.    

� Identify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

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.    

The 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
information contained in the letter and state form with your organization’s Governing Body.

If you have any questions, please contact me.

Sincerely,

Casey DeVries, Supervisor
State Evaluation Team
Email: casey.devries@state.mn.us
Telephone: 651-201-5917 Fax:  1-866-890-9290

JMD
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ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are corrected
requires compliance with all requirements
provided at the Statute number indicated below.
When Minnesota Statute contains several items,
failure to comply with any of the items will be
considered lack of compliance.

INITIAL COMMENTS:

SL30321016-0

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living 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 is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

On February 24, 2025, through February 26,
2025, the Minnesota Department of Health
conducted a full survey at the above provider. At
the time of the survey, there were 81 residents;
47 whom received services under the Assisted
Living Facility license.

PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

0 485 144G.41 Subdivision 1.a (a) Minimum
SS=C requirements; required food services

0 485

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 485 Continued From page 1

All assisted living facilities must offer to provide or
make available at least three nutritious meals
daily with snacks available seven days per week,
according to the recommended dietary
allowances in the United States Department of
Agriculture (USDA) guidelines, including seasonal
fresh fruit and fresh vegetables. The menus must
be prepared at least one week in advance and
made available to all residents. The facility must
encourage residents' involvement in menu
planning. Meal substitutions must be of similar
nutritional value if a resident refuses a food that is
served. Residents must be informed in advance
of menu changes. The facility must not require a
resident to include and pay for meals in the
resident's contract.

0 485

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the assisted living
contract did not require any resident to include
and pay for meals as a part of their assisted living
package fee. This had the potential to affect all
residents of the facility.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

On February 25, 2025, at 11:30 a.m., licensed
assisted living director (LALD)-D stated the
undated blank contract provided to the surveyor

Minnesota Department of Health
STATE FORM 6899 4TP011 If continuation sheet 2 of 26
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0 485 Continued From page 2

titled Residency Agreement was the contract
used by the licensee for all residents who resided
in the assisted living facility. The Residency
Agreement included the following:
- Exhibit A-1 indicated the monthly rental fee
included:

-"4. Two (2) meals per day; meals served
seven (7) days per week as described in
Resident's Service Plan; daily refreshments".
- Exhibit A-2 indicated the licensee made an
independent discount program available to
residents who desired to live in the facility but did
not require assisted living services. To reflect the
resident reduced use of the facility services the
licensee was pleased to offer a discounted rental
fee for residents participating in the independent
discount program. The monthly independent
discount program included;

- "8 meals per month".
The contract included verbiage to require
residents to pay for their meals as part of their
assisted living package fee and lacked the option
to opt out of the meal plan.

0 485

On February 25, 2025, at 11:52 a.m., licensed
assisted living director (LALD)-D stated meals
were included in the resident's base monthly fee
and residents were not able to get reimbursed if
they chose not to eat the meals at the facility.
LALD-D stated, "We wanted to make sure they
eat." LALD-D stated residents who received
assisted living services received two meals per
day and independent residents had the option to
have daily continental breakfast and eight meals
per month which was included in their base
monthly fee.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
Minnesota Department of Health
STATE FORM 6899 4TP011 If continuation sheet 3 of 26
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(21) days

0 485

0 510 144G.41 Subd. 3 Infection control program
SS=D

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.
(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.
(c) The facility must maintain written evidence of
compliance with this subdivision.

0 510

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to establish and
maintain an effective infection control program
that complied with accepted health care, medical,
and nursing standards for infection control related
to gloving and hand hygiene for one of three
unlicensed personnel ((ULP)-E).

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

The findings include:

Minnesota Department of Health
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0 510 Continued From page 4 0 510

On February 25, 2025, from 6:28 a.m. to 7:26
a.m., during continuous observation, the surveyor
observed ULP-E complete morning cares on
residents.

On February 25, 2025, at 6:28 a.m., the surveyor
observed ULP-E, while wearing gloves, assist R8
with a shower, guide R8 to their room, assist R8
with dressing, and then remove their gloves.
Without preforming hand hygiene ULP-E exited
R8's apartment.

On February 25, 2025, at 6:42 a.m., the surveyor
observed ULP-E go back to the ULP office, sit on
a chair, and review items on the tablet they
needed to complete for the day.

On February 25, 2025, at 6:54 a.m., the surveyor
observed ULP-E, without performing hand
hygiene between residents, enter R9's apartment
and apply a new pair of gloves. ULP-E applied
lotion and a thromboembolism deterrent (TED)
stocking to the right leg, lotion and TED stocking
to the left leg, and then removed their gloves.
Without performing hand hygiene ULP-E applied
a new pair of gloves, took the soiled TED
stockings to the bathroom, washed the TED
stockings, hung the TED stockings to dry, and
removed gloves. Without performing hand
hygiene, ULP-E exited R9's apartment.

On February 25, 2025, at 7:03 a.m., the surveyor
observed ULP-E, without performing hand
hygiene between residents, enter R8's apartment,
apply a new pair of gloves, put water into a cup,
check R8's weight, administer R8's medications,
and remove gloves. Without performing hand
hygiene, ULP-E documented the weight and
medication administration on the tablet and then

Minnesota Department of Health
STATE FORM 6899 4TP011 If continuation sheet 5 of 26
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exited R8's apartment.

0 510

On February 25, 2025, at 7:13 a.m., the surveyor
observed ULP-E, without performing hand
hygiene between residents, enter R7's apartment,
apply a new pair of gloves, set up R7's morning
medication, obtain water from R7's refrigerator,
administer R7's morning medications including
R7's eye drop, and diclofenac gel to the right hip,
then remove gloves. Without performing hand
hygiene, ULP-E documented the medication
administration on the tablet and exited R7's
apartment.

On February 25, 2025, at 7:22 a.m., the surveyor
observed ULP-E, without performing hand
hygiene between residents, enter R6's apartment,
apply a new pair of gloves, apply lotion and TED
stocking to R6's left leg, apply lotion and TED
stocking to R6's right leg, and without performing
hand hygiene, remove the gloves and exit the
apartment.

On February 25, 2025, at 7:26 a.m., ULP-E
stated they received infection control training from
a computer course and from other ULP who
worked within the facility. ULP-E stated after
removing their gloves they were trained to use
sanitizer however, if they were in contact with
bodily fluids they would be required to wash their
hands. The surveyor inquired why they did not
perform hand hygiene with glove removal or
between residents. ULP-E stated, "yeah, I forgot."

On February 25, 2025, at 9:32 a.m., clinical nurse
supervisor (CNS)-C stated ULP were trained on
infection control via Relias (a training software
program). CNS-C stated ULP should wash their
hands when working with medications and
between cares. CNS-C stated ULP were trained

Minnesota Department of Health
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once gloves were removed they should wash
their hands or use sanitizer.

0 510

The licensee's 8.07 Gloves policy dated May 15,
2024, indicated after gloves were disposed of in a
proper receptacle, complete hand hygiene.

The licensee's 8.09 Hand Washing policy date
May 15, 2024, indicated, "Proper hand washing
techniques should be used to protect the spread
of infection. Hand washing shall be completed:
- Before, during, and after preparing food
- Before eating food
- Before and after caring for someone who is sick
- Before and after treating a cut or wound
- After using the toilet
- After changing diapers or cleaning up after
someone who has used the toilet
- After blowing your nose, coughing, or sneezing
- After touching an animal or animal waste
- After handling pet food or pet treats
- After touching garbage
- When changing gloves between dirty and clean
tasks."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 680

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff

Minnesota Department of Health
STATE FORM 6899 4TP011 If continuation sheet 7 of 26
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assignments in the event of a disaster or an
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing residents.
(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.
(c) The facility must meet any additional
requirements adopted in rule.

0 680

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to maintain a written emergency
preparedness plan (EPP) with all the required
content as defined in Appendix Z. This 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
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

Minnesota Department of Health
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The licensee was licensed for 135 residents.

0 680

The licensee's emergency disaster preparedness
plan binder revised August 1, 2024, lacked
evidence of the following required content:
- alternative sources of energy to maintain
sewage and waste disposal.

On February 24, 2025, at 12:19 p.m., licensed
assisted living director (LALD)-D stated the
licensee's EPP did not address sewage and
waste.

The licensee's 9.01 Emergency Preparedness
Plan - Appendix Z policy dated December 22,
2022, indicated the licensee had in place an
effective and compliant EPP. In addition, the EPP
would include all required elements of Appendix
Z.

No further information was provided.

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

0 775 144G.45 Subd. 2. (a) Fire protection and physical 0 775
SS=F environment

Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to comply with the requirements of the
Minnesota State Fire Code. This had the potential
to directly affect all residents, staff, and visitors.

Minnesota Department of Health
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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).

0 775

The findings include:

On a facility tour on February 26, 2025, from
11:00 a.m. to 1:00 p.m., with licensed assisted
living director (LALD)-D, and director of
maintenance (DOM)-G, the surveyor made the
following observations of non-compliance with the
requirements of the Minnesota State Fire Code
(MSFC) in Minnesota Rules Chapter 7511:

FIRE RESISTANT TRASH CHUTE DOOR

It was observed the springs required to
automatically close the fire door on the trash
chute in the trash termination room in the lower
level were not in place as designed and installed
at the time of construction.
Trash chute doors are required to be maintained
as self-closing in the event of a fire in the trash
room to prevent the spread of fire into the chute
and to other floor levels of the building.

CLOTHES DRYER VENTILATION

The clothes dryer exhaust vent was terminated
into a box inside resident dwelling unit 410 and
not to the exterior of the building.

Clothes dryer exhaust vents are required to direct
exhaust air to the exterior of the building to
prevent the build-up of moisture and lint inside

Minnesota Department of Health
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the building in accordance with Minnesota
Mechanical Code in Minnesota Rules Chapter
1346.

0 775

STORAGE IN EXIT STAIRWAYS

There was window screens and clothes lockers
stored in the lower level of the exit stairway near
the elevator equipment room and below the
commercial kitchen.

Exit stairway enclosures are required to be kept
clear of storage that prevents the full and
immediate use of the stairway in the event of a
fire or similar emergency in accordance with
MSFC in Minnesota Rules Chapter 7511.

During the facility tour LALD-D, and DOM-G,
verified the above listed observations while
accompanying on the tour.

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

0 940 144G.50 Subd. 2 (e; 5-7) Contract information
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 256I, including:
(i) whether the facility is enrolled with the
commissioner of human services to provide
customized living services under medical
assistance waivers;
(ii) whether the facility has an agreement to
provide housing support under section 256I.04,
subdivision 2, paragraph (b);
(iii) whether there is a limit on the number of
people residing at the facility who can receive

0 940
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customized living services or participate in the
housing support program at any point in time. If
so, the limit 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 support program, and if so, the length of
time that private payment is required;
(v) a statement that medical assistance waivers
provide payment for services, but do not cover
the cost of rent;
(vi) a statement that residents may be eligible for
assistance with rent through the housing support
program; and
(vii) a description of the rent requirements for
people who are eligible for medical assistance
waivers but who are not eligible for assistance
through the housing support program;
(6) the contact information to obtain long-term
care consulting services under section
256B.0911; and
(7) the toll-free phone number for the Minnesota
Adult Abuse Reporting Center.

0 940

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to execute a written assisted living
contract with all required content. This had the
potential to affect all residents.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety), and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).
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0 940 Continued From page 12

The findings include:

0 940

On February 25, 2025, at 11:30 a.m., licensed
assisted living director (LALD)-D stated the
undated blank contract provided to the surveyor
titled Residency Agreement was the contract
used by the licensee for all residents who resided
in the assisted living facility. The Residency
Agreement included the following statements:
- "There are currently limited public funds
available for payment for housing and/or services
at Community through government assistance
programs. The terms and policies regarding
these programs are described in Exhibit E
attached hereto.";
- "Community is enrolled with the Commissioner
of the Department of Human Services ("DHS") to
provide customized living services under MA
Waivers to a limited number of residents at the
Facility.";
- "Community has an agreement with the
applicable county agency and/or DHS to provide
housing support to a limited number of residents
at the Facility."; and
- "Community reserves the right to limit the
number of residents utilizing the Waiver Program.
There are a limited number of Waiver Program
apartments available for the Pearl Garden,
Assisted Living, and Care Suite Units."
The Residency Agreement lacked the licensee's
information on 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 256I,
including:
- when 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 the
limit must be provided.
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On February 25, 2025, at 11:44 a.m., LALD-D
stated the licensee's current limit of waivered
services was nine residents. LALD-D stated the
licensee could accept additional residents who
received waivered services however, they would
need to get approval from their corporate office
because that was what the facility was budgeted
for. LALD-D stated they do not share the
licensee's limit on waivered services with the
resident upon move in, however they do discuss
what would occur if the resident were to start
waivered services. LALD-D stated when residents
changed from private pay to a public assistance
program, the residents would downgrade to a
smaller unit if one was available.

No further information was provided.

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

0 950 144G.50 Subd. 3 Designation of representative
SS=C

(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

0 950

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and

Minnesota Department of Health
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advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

0 950

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to include verbatim language
giving residents the right to identify a designated
representative. This had the potential to affect all
residents.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all the
residents).

The findings include:

On February 25, 2025, at 11:30 a.m., licensed
assisted living director (LALD)-D stated the
undated blank contract provided to the surveyor
titled Residency Agreement was the contract
used by the licensee for all residents who resided
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in the assisted living facility. The Residency
Agreement included the following statements:
- page 18, " 8.18. Designated Representative.
Resident has the right to identify a designated
representative ("Designated Representative")
who can assist Resident, receive certain
information and notices, including information
related to Resident's health care and advocate on
Resident's behalf. A Designated Representative
does not take the place of a guardian,
conservator or power of attorney or health care
power of attorney, if applicable."; and
- page 20, "Resident has named the individual
listed below as the Designated Representative.
Resident has the right to add, remove or change
the name and contact information of the
Designated Representative."

0 950

The contract lacked the verbatim "right to
designate a representative for certain purposes"
notice.

On February 25, 2025, at 11:30 a.m., licensed
assisted living director (LALD)-D stated the
licensee's legal department created the contract
and they believed the legal department thought it
met the requirement. LALD-D stated the licensee
created page 20 in the contract after a sister
facility was cited for issues with designated
representative in their contract. LALD-D stated
they did not know why legal did not use the
verbatim language for designated representative.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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01970 Continued From page 16
01970 144G.72 Subd. 6 Treatment and therapy orders
SS=D

There must be an up-to-date written or
electronically recorded order from an authorized
prescriber for all treatments and therapies. The
order must contain the name of the resident, a
description of the treatment or therapy to be
provided, and the frequency, duration, and other
information needed to administer the treatment or
therapy. Treatment and therapy orders must be
renewed at least every 12 months.

01970

01970

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review the licensee failed to ensure there were
prescriber's orders for treatments for one of four
residents (R2).

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

The findings include:

R2 admitted to the licensee on November 29,
2024, and began receiving assisted living
services.

R2's diagnoses included type two diabetes
mellitus (DM2), chronic kidney disease, and
congestive heart failure.

R2's Service Plan Agreement signed February
Minnesota Department of Health
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01970 Continued From page 17

14, 2025, included blood glucose monitoring at
daily at 8:00 a.m. to be performed by unlicensed
personnel (ULP) "Assist Resident to check her
blood sugar and record".

01970

On February 25, 2025, at 8:56 a.m., the surveyor
observed ULP-F complete blood glucose
monitoring on R2.

R2's prescriber orders signed November 11,
2024, included blood glucose monitoring once per
day and as needed for hypoglycemia.

R2's prescriber orders signed February 13, 2025,
did not include blood glucose monitoring.

R2's prescriber orders signed February 26, 2025,
did not include blood glucose monitoring.

R2's Service Checkoff List dated February 1,
2025, through February 28, 2025, included blood
glucose monitoring, staff to assist resident to
check their blood glucose and record. The
service was started on February 14, 2025, and
discontinued February 26, 2025, during the
survey.

On February 26, 2025, at 10:31 a.m., during an
interview with clinical nurse supervisor (CNS)-C,
and registered nurse (RN)-A, CNS-C stated R2
did their own medication administration and blood
glucose monitoring prior to February 13, 2025.
CNS-C stated R2 transitioned to hospice care on
February 17, 2025. RN-A stated, "I don't think it
was an official order to do it (blood glucose
monitoring) and it is just a part of the routine. She
asked staff to help her, and it was not an order
we had." RN-A stated they realized they did not
have an order on February 25, 2025, and stopped
the blood glucose monitoring service. CNS-C

Minnesota Department of Health
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stated it was added to the service plan and the
ULP tasks on February 13, 2025, however there
was no order.

01970

On February 26, 2025, at 10:43 a.m., CNS-C
stated the prescriber orders from November 11,
2024, was what the licensee received for R2
upon admission. CNS-C stated the orders were
not active however, were kept as a profile for
medications and treatment R2 received as R2
administered their own medications and
completed their own blood glucose. CNS-C
stated the orders received on February 13, 2025,
were R2's current and active orders at the facility.
CNS-C stated, "It never should have been put in
for the aide [ULP] to administer it to the resident.
There was no order."

The licensee's 7.20 Medication & Treatment
Orders policy dated February 12, 2024, indicated
a current, written prescriber's order must be
obtained for a treatment or medication
administration proved to a resident. Prescriber's
orders that are to be implemented must be
received from an authorized prescriber.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02310 144G.91 Subd. 4 (a) Appropriate care and
SS=D services

02310

(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

Minnesota Department of Health
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02310 Continued From page 19 02310

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to provide care and
services according to acceptable health care,
medical or nursing standards for one of two
residents (R2) who utilized bed rails.

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

The findings include:

R2 admitted to the licensee on November 29,
2024, and began receiving assisted living
services.

R2's diagnoses included type two diabetes
mellitus (DM2), chronic kidney disease, and
congestive heart failure.

R2's Service Plan Agreement signed February
14, 2025, indicated R2 received assistance with
vital sign monitoring, blood glucose monitoring,
dressing, bathing, catheter care, medication
administration, hearing aid assistance,
thrombo-embolus deterrent (TED) stocking
application and removal, and escorts.

On February 25, 2025, at 8:56 a.m., the surveyor
observed a hospital bed with a bed rail attached
to the top right and left side of R2's bed.
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02310 Continued From page 20 02310

R2's Provider Bed Rail Oder Form included a
prescriber order for bed rails signed December 5,
2024.

R2's Bed Rail Evaluation - MN/SD was completed
February 17, 2025. The assessment did not
include the following:
- individual's cognitive status as it pertains to the
bed rail to determine the intended purpose for the
bed rail and whether that person is at high risk for
entrapment or falls;
- consideration whether the bed rail has the effect
of being an improper restraint;
- bedrail measurements; and
- bed rail was securely attached to the bed frame
per manufacturers recommendations.

R2's Progress Notes dated November 29, 2024,
indicated R2 had a hospital bed with two bed rails
attached. The left side bed rail was up to hold the
hospital bed remote, and the right was down so it
did not interfere with R2's transfers. The bed rails
were securely attached, they were not an
entrapment risk, consent from prescriber and son
were given to utilize the bed rail. In addition,
measurement for zones one through four were
listed.

R2's Vulnerability Assessment / Abuse Prevention
Plan dated November 29, 2024, indicated R2 had
a hospital bed with two rails and the rail on the left
side was up and the one on the right side was
down.

R2's bed rail assessment comprised of multiple
documents lacked the following:
- individual's cognitive status as it pertains to the
bed rail to determine the intended purpose for the
bed rail and whether that person is at high risk for

Minnesota Department of Health
STATE FORM 6899 4TP011 If continuation sheet 21 of 26



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 03/28/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

30321 B. WING _____________________________ 02/26/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

CHANDLER PLACE 3701 CHANDLER DRIVE NE
COLUMBIA HEIGHTS, MN 55421

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

02310 Continued From page 21

entrapment or falls; and
- consideration whether the bed rail has the effect
of being an improper restraint.

02310

On February 26, 2025, at 9:34 a.m., clinical nurse
supervisor (CNS)-C stated all zones measured
for bed rails would be located in the progress
notes.

On February 26, 2025, at 10:12 a.m., CNS-C
stated the licensee's Bed Rail Evaluation -
MN/SD was created by their corporate office and
did not include the content listed above. CNS-C
stated they tried to ensure the bed rail
assessment had all the required content by
documenting the missing content into their
progress note for the assessment. CNS-C stated
they missed the documentation on the two areas
listed above for R2 however, other residents may
have the information in their progress notes.

The Minnesota Department of Health (MDH)
document titled Resources & Frequently - Asked
Questions (FAQs) dated December 13, 2024
read, "To ensure an individual is an appropriate
candidate for a bed rail, the licensee must assess
the individual's cognitive and physical status as
they pertain to the bed rail to determine the
intended purpose for the bed rail and whether
that person is at high risk for entrapment or falls.
This may include assessment of the individual's
incontinence needs, pain, uncontrolled body
movement or ability to transfer in and out of bed
without assistance. The licensee must also
consider whether the bed rail has the effect of
being an improper restraint.
Additionally, the licensee must ensure the bed rail
measurements are documented and that the bed
rail has not shifted and is securely attached to the
bed frame per manufacturer recommendations."
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The licensee's 6.28 Side Rails policy dated May
15, 2024, read, "When side rails are in use, an
RN must conduct an assessment to identify the
intended purpose of the side rail and the risks
regarding the use of the side rail. If the side rail is
acting as a restraint, appropriate action should be
taken."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02320 144G.91 Subd. 4 (b) Appropriate care and
SS=D services

02320

(b) Residents have the right to receive health
care and other assisted living services with
continuity from people who are properly trained
and competent to perform their duties and in
sufficient numbers to adequately provide the
services agreed to in the assisted living contract
and the service plan.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure one of three
unlicensed personnel ((ULP)-B) followed
appropriate medication administration
procedures.

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

02320

The findings include:

R1 admitted to the licensee on October 1, 2016,
under the licensee's previous comprehensive
license and began receiving assisted living
services on August 1, 2021.

R1's diagnoses included type two diabetes
(DM2), major depression, long term use of
insulin, and chronic kidney disease.

R1's Service Plan and Agreement signed March
15, 2024, indicated R1 received assistance with
blood glucose monitoring, medication
administration, thromboembolic deterrent (TED)
stocking application and removal, vital sign
monitoring, and insulin administration.

R1's MAR dated February 1, 2025, through
February 28, 2025, included Basaglar KwikPen
inject 19 units (u) subcutaneously (sq) once daily.
The MAR included instructions for how to prime
and administer the insulin.

ULP-B's record included a competency evaluation
completed by a registered nurse on
subcutaneous injections dated September 14,
2023.

On February 25, 2025, at 8:05 a.m., the surveyor
observed unlicensed personnel (ULP)-B obtain a
Basaglar KwikPen, dial Basaglar KwikPen to 19
u, and attach an insulin needle to the KwikPen.
ULP-B then setup the remainder of R1's oral
medication, walked to R1, administered an eye
drop to R1, completed blood glucose monitoring
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on R1, administered a different eye drop to R1,
and then administered 19 u of Basaglar to R1
without priming the insulin pen prior to
administration.

02320

On February 25, 2025, at 8:30 a.m., ULP-B
stated they were trained to check a resident's
blood glucose level and then administer insulin.
The surveyor inquired if the ULP was trained to
prime an insulin pen. ULP-B stated yes, the
insulin pen was primed by placing a needle on the
insulin pen and "see if there is air, it will come
out." The surveyor explained how to prime an
insulin pen. ULP-B stated they did not know they
had to prime an insulin pen with 2 u of insulin
prior to dialing the prescribed dose of insulin.

On February 25, 2025, at 9:27 a.m., clinical nurse
supervisor (CNS)-C stated ULP were trained and
completed a competency evaluation on insulin
administration. CNS-C stated ULP were trained to
prime insulin pens. CNS-C stated their normal
practice was to place instructions for insulin pen
administration into the electronic medication
administration record (EMAR) however, there
were times the instruction did not get transferred
into the EMAR.

The manufacturer's instructions for Basaglar
KwikPen dated August 26, 2022, indicated the
insulin pen should be primed before each
injection by turning the dose knob to two units,
attaching insulin needle to insulin pen, and then
pressing down the dose knob until it gets to zero.
When priming an insulin pen you should be able
to see insulin at the tip of the needle.

The licensee's competency evaluation titled 2.23
Injections - Subcutaneous dated June 2021,
indicated to prime the pen per manufacturer's
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instructions "see MAR" to remove any air bubbles
that may be present.

02320

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975
Saint Paul, MN 55164-0975
651-201-4500

Type:
Date:
Time:
Report:

Full
02/25/25
13:34:30
1021251045

Location:
Chandler Place
3701 Chandler Dr. NE
St. Anthony, MN55421
Hennepin County, 27

Food  and Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: N003850
Risk:
Announced Inspection: Yes

License  Categories: Operator:

Page 1

Expires on: / /
Phone #:
ID #:

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

No NEW orders were issued during this inspection.

Surface  and  Equipment  Sanitizers
Quaternary Ammonia: = 200PPM at Degrees Fahrenheit
Location: SANI BUCKET
Violation Issued: No

Quaternary Ammonia: = 400PPM at Degrees Fahrenheit
Location: THREE COMPARTMENT SINK DISPENSER
Violation Issued: No

Final Utensil Surface Temp: = at 161 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food  and  Equipment  Temperatures
Process/Item: Cold Holding
Temperature: 41 Degrees Fahrenheit - Location: SLICED TOMATO - COLD WELLS
Violation Issued: No
Process/Item: Cold Holding
Temperature: 37 Degrees Fahrenheit - Location: LETTUCE - COLD WELLS
Violation Issued: No
Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: SLICED CHEESE - COLD WELLS
Violation Issued: No
Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: TUNA SALAD - TRUE PREP COOLER
Violation Issued: No
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Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: CHILI - TRUE PREP COOLER
Violation Issued: No
Process/Item: Hot Holding
Temperature: 169 Degrees Fahrenheit - Location: BEEF AND VEGETABLE SOUP - SOUP WELL
Violation Issued: No
Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: CUT TOMATO - WALK-IN COOLER
Violation Issued: No
Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: BROCCOLI AND CHEDDAR SOUP - WALK-IN
COOLER
Violation Issued: No
Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: RED BEANS - WALK-IN COOLER
Violation Issued: No
Process/Item: Cooling
Temperature: 56 Degrees Fahrenheit - Location: CORN - WALK-IN COOLER, COOLING FOR 15 MINS

Violation Issued: No
Process/Item: Cooling
Temperature: 61 Degrees Fahrenheit - Location: PARMESAN PASTA - TRAULSEN TWO DOOR
COOLER, COOLING 1 HR
Violation Issued: No
Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: CUT WATERMELON - TRAULSEN TWO DOOR
COOLER
Violation Issued: No
Process/Item: Cold Holding
Temperature: 38 Degrees Fahrenheit - Location: SLICED TURKEY - RANDELL UPRIGHT COOLER
Violation Issued: No
Process/Item: Thawing
Temperature: 30 Degrees Fahrenheit - Location: RAW TURKEY - RANDELL UPRIGHT COOLER
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
0

INSPECTION CONDUCTED WITH DIRECTOR OF CULINARY, LYNN SCHAEFER AND EXECUTIVE
DIRECTOR, JODI SAEKO.
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NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1021251045 of 02/25/25.

Certified Food Protection Manager:LYNN E. SCHAEFER

Certification Number: CFPM-1205 Expires: 06/12/26

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
LYNN SCHAEFER
DIRECTOR OF CULINARY

Signed:
Melissa Ramos
Environmental Health Specialist
Metro District Office
651-201-4495
Melissa.Ramos@state.mn.us


