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Electronically Delivered

January 8, 2025

Licensee
Capital Home Health Care LLC
3516 73rd Avenue
Brooklyn Center, MN  55429

RE: Project Number(s) SL34360015

Dear Licensee:

On December 5, 2024, the Minnesota Department of Health completed a follow-up survey of your
facility to determine if orders from the September 26, 2024, survey were corrected. 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,

    
Kelly Thorson, Supervisor
State Evaluation Team
Email: kelly.thorson@state.mn.us
Telephone: 320-223-7336 Fax: 1-866-890-9290

JMD
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P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

October 25, 2024

Licensee
Capital Home Health Care LLC
3516 73rd Avenue
Brooklyn Center, MN  55429

RE:  Project Number(s) SL34360015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on September 26, 2024, 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.

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.

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
          § 144G.20.        
        
In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5), MDH may impose fine amounts of either
$1,000 or $5,000 to licensees who are found to be responsible for maltreatment. MDH may impose a
fine of $1,000 for each substantiated maltreatment violation that consists of abuse, neglect, or

                                                                                      An equal opportunity employer.                                             Letter ID: IS7N REVISED 09/13/2021
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financial exploitation according to Minn. Stat. § 626.5572, Subds. 2, 9, 17. MDH also may impose a
fine of $5,000 for each substantiated maltreatment violation consisting of sexual assault, death, or
abuse resulting in serious injury.  
  
In accordance with Minn. Stat. § 144G.31, Subd. 4(b), when a fine is assessed against a facility for
substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.    

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

St - 0 - 1290 - 144g.60 Subdivision 1 - Background Studies Required - $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $3,000.00. 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
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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.    

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

HHH
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******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:

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.

SL34360015-0

On September 23, 2024, through September 26,
2024, the Minnesota Department of Health
conducted a full survey at the above provider. At
the time of the survey, there were four residents;
four receiving services under the Assisted Living
license.

An immediate correction order was identified on
September 24, 2024, issued for SL34360015-0,
tag identification 1290.

During the survey, the licensee took action to
mitigate the immediate risk. However,
noncompliance remained, and the scope and
level remain unchanged.

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.

0 250 144G.20 Subdivision 1 Conditions
SS=F

0 250

(a) The commissioner may refuse to grant a
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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provisional license, refuse to grant a license as a
result of a change in ownership, refuse to renew
a license, suspend or revoke a license, or impose
a conditional license if the owner, controlling
individual, or employee of an assisted living
facility:
(1) is in violation of, or during the term of the
license has violated, any of the requirements in
this chapter or adopted rules;
(2) permits, aids, or abets the commission of any
illegal act in the provision of assisted living
services;
(3) performs any act detrimental to the health,
safety, and welfare of a resident;
(4) obtains the license by fraud or
misrepresentation;
(5) knowingly makes a false statement of a
material fact in the application for a license or in
any other record or report required by this
chapter;
(6) denies representatives of the department
access to any part of the facility's books, records,
files, or employees;
(7) interferes with or impedes a representative of
the department in contacting the facility's
residents;
(8) interferes with or impedes ombudsman
access according to section 256.9742,
subdivision 4, or interferes with or impedes
access by the Office of Ombudsman for Mental
Health and Developmental Disabilities according
to section 245.94, subdivision 1;
(9) interferes with or impedes a representative of
the department in the enforcement of this chapter
or fails to fully cooperate with an inspection,
survey, or investigation by the department;
(10) destroys or makes unavailable any records
or other evidence relating to the assisted living
facility's compliance with this chapter;

0 250

Minnesota Department of Health
STATE FORM 6899 59BH11 If continuation sheet 2 of 39
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(11) refuses to initiate a background study under
section 144.057 or 245A.04;
(12) fails to timely pay any fines assessed by the
commissioner;
(13) violates any local, city, or township ordinance
relating to housing or assisted living services;
(14) has repeated incidents of personnel
performing services beyond their competency
level; or
(15) has operated beyond the scope of the
assisted living facility's license category.
(b) A violation by a contractor providing the
assisted living services of the facility is a violation
by the facility.

0 250

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the
management officials who were in charge of the
day-to-day operations; and responsible for the
resident's assisted living services, understood all
of the assisted living facility regulations when the
licensee failed to develop or implement
medication and treatment management policies.
This had the potential to affect all residents.

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

The findings include:

During the entrance conference on September
Minnesota Department of Health
STATE FORM 6899 59BH11 If continuation sheet 3 of 39
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23, 2024, at 10:00 a.m., licensed assisted living
director (LALD)-A stated the licensee's
employees in charge of the facility were familiar
with the assisted living regulations and the
licensee provided medication and treatment
management services.

0 250

The licensee's "Application for Assisted Living
License", section titled "Official Verification of
Owner or Authorized Agent", (page four and five
of the application), identified, "I certify I have read
and understand the following:" [a check mark was
placed before each of the following]:
- I have read and fully understand Minn.
[Minnesota] Stat. [statute] sect. [section] 144G.45
(opens in a new window), my building(s) must
comply with subdivisions 1-3 of the section, as
applicable section Laws 2020, 7th Spec. [special]
Sess [session]., chpt. [chapter] 1. art. [article] 6,
sect. 17 (opens in a new window).
- I have read and fully understand Minn. Stat.
sect. 144G.80 (opens in a new window), 144G.81
(opens in a new window). and Laws 2020, 7th
Spec. Sess., chpt. 1, art. 6, sect. 22 (opens in a
new window), my building(s) must comply with
these sections if applicable.
- Assisted Living Licensure statutes in Minn. Stat.
chpt. 144G (opens in a new window).
- Assisted Living Licensure rules in Minnesota
Rules, chpt. 4659 (proposed and not final) (opens
in a new window).
- Reporting of Maltreatment of Vulnerable Adults
(opens in a new window).
- Electronic Monitoring in Certain Facilities (opens
in a new window)."
- "I declare that, as the owner or authorized
agent, I attest that I have read Minn. Stat. chapter
144G (opens in a new window), and Minnesota
Rules, chapter 4659 (proposed and not final)
(opens in a new window), governing the provision

Minnesota Department of Health
STATE FORM 6899 59BH11 If continuation sheet 4 of 39
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of assisted living facilities, and understand as the
licensee I am legally responsible for the
management, control, and operation of the
facility, regardless of the existence f a
management agreement or subcontract."
- "I have examined this application and all
attachments, and checked the above boxes
indicating my review and understanding of
Minnesota Statutes, Rules, and requirements
related to assisted living licensure. To the best of
my knowledge and believe, this information is
true, correct and complete. I will notify MDH, in
writing, of any changes to this information as
required."
- I attest to have all required policies and
procedures of Minn. Stat. chapter 144G (opens in
new window). and Minn. Rules chapter 4659
(proposed and not final) (opens in new window),
in place upon licensure and to keep them current
as applicable."

0 250

Page five was electronically signed by the owner
on January 30, 2024.

The licensee had an assisted living license,
effective April 1, 2024, with an expiration date of
March 31, 2025.

The licensee failed to ensure the following
policies and procedures were developed and/or
implemented:
- medication and treatment management; and
- policy and procedure to address orientation,
training, and competency evaluations of staff, and
a process for evaluating staff performance.

On September 25, 2024, at 7:18 a.m., the
surveyor emailed the licensee requesting
required policies and procedures per 144G.41
Subd. 2.

Minnesota Department of Health
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On September 25, 2024, at 9:56 a.m., the
surveyor called the licensee to ascertain the
earlier request by email. Agent (A)-D stated
LALD-A was working on it and would send the
information shortly.

On September 25, 2024, at 10:00 a.m., the
surveyor called LALD-A at the number provided
by A-D. LALD-A did not answer the call. A
message was left requesting a call back.

On September 25, 2024, at 11:05 a.m., the
surveyor again called LALD-A to ascertain the
status of the earlier email request. LALD-A stated
they had just arrived to work for the day and
would begin sending the requested policies within
the next 15 minutes.

On September 25, 2024, from 11:23 a.m., to
12:10 p.m., LALD-A sent three emails containing
portions of the policies and procedures requested
at 7:18 a.m.

On September 25, 2024, at 12:31 a.m., the
surveyor emailed LALD-A again requesting the
remaining policies and procedures. A deadline of
2:00 p.m. was provided for policies related to
medications management services, treatment
therapy services, and policy and procedure to
address orientation, training, and competency
evaluations of staff, and a process for evaluating
staff performance.

On September 25, 2024, at 1:25 p.m., the
surveyor received an email from LALD-A with
"last of policies" in subject line. The email did not
contain policies pertaining to medications
management services, or treatment therapy
services.

Minnesota Department of Health
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On September 25, 2024, 3:46 p.m., the surveyor
again requested the licensee's policies and
procedures related to Medications management
services and Treatment and therapy services.

On September 25, 3:46 LALD-A sent the incorrect
policies and procedures.

On September 26, at 7:30 a.m., the surveyor
again emailed the licensee requesting policies
related to medications management services,
treatment and therapy services, and policy and
procedure to address orientation, training, and
competency evaluations of staff, and a process
for evaluating staff performance.

On September 26, at 10:47 a.m., the surveyor
called LALD-A to ascertain the status of the
requested policies. LALD-A stated the licensee
did not have the requested policies on file.

No further information was provided.

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

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

0 480

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

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record

Minnesota Department of Health
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review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.
This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).
The findings include:
Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated September 23, 2024, for the
specific Minnesota Food Code violations. The
Inspection Report was provided to the licensee
within 24 hours of the inspection.
TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 480

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

(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:

Minnesota Department of Health
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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, hand hygiene, and cough etiquette for
one of two employees (unlicensed personnel
(ULP)-C).

0 510

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:

ULP-C was hired on May 15, 2022, to provide
direct cares and services to residents.

On September 24, 2024, from 7:58 a.m. to 8:29
a.m., during continuous observation, the surveyor
observed ULP-C prepare and administer
medications to residents within the facility. During
this time, ULP-C displayed cold-like symptoms
such as sneezing, clearing throat, and coughing.
The surveyor did not observe ULP-C put on a
face mask to prevent the spread of illness. At
7:58 a.m., the surveyor observed ULP-C
complete hand hygiene at the sink and put on
clean gloves. ULP-C then prepared and
administered medications for R4. ULP-C
removed their gloves and without completing
hand hygiene put on a new pair of clean gloves at
approximately 8:00 a.m. ULP-C then prepared
and administered medications to R5. At 8:07
a.m., the surveyor observed ULP-C remove their
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gloves and then put on a clean pair at 8:09 a.m.,
without completing hand hygiene. The surveyor
observed ULP-C preparare and administer
medications for R2. At 8:11 a.m., without
removing gloves or completing hand hygiene, the
surveyor observed ULP-C prepare and administer
medications for R3. At 8:15 a.m., the surveyor
observed ULP-C remove their gloves and then
without completing hand hygiene, put on a new
pair of gloves. At 8:29 a.m., the surveyor
observed ULP-C remove their gloves and wash
hands at sink.

On September 24, 2024, at 8:18 a.m., ULP-C
stated that they were trained in infection control
by the registered nurse. ULP-C stated their
training included instructions for hand washing
and glove use. ULP-C stated they did not believe
they were trained to complete hand hygiene
between glove changes.

On September 24, 2024, at 10:48 a.m., the
surveyor observed ULP-C walk into the kitchen
area of the facility. ULP-C then sneezed several
times. The surveyor did not observe ULP-C cover
up their sneeze to prevent the spread of illness,
complete hand hygiene, or conduct
environmental cleaning after sneezing into the
kitchen area of the licensee.

On September 25, 2024, the clinical nurse
supervisor (CNS)-B stated cough etiquette was
included in the annual infection control module
provided by Educare. CNS-B stated staff were
expected to cover their coughs and clean up
after, and staff were expected to mask up if they
had a respiratory illness. Additionally, staff were
expected to complete hand hygiene before and
after providing cares and in between glove
changes.
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The licensee's Hand Hygiene policy dated August
1, 2021, indicated the following:
"Hand washing shall be performed between client
cares and whenever direct physical contact with a
client takes place. Use of gloves does not replace
hand washing. Hands should be washed or
decontaminated:
a. Before and after direct contact with a client;
b. If moving from a contaminated-body site to a
clean-body site during client care;
c. After contact with environmental surfaces or
equipment in the immediate vicinity of the client;
d. After removing gloves or gowns; and
e. Before eating and after using a restroom."

The Centers for Disease Control's (CDC), "CDC's
Core Infection Prevention and Control Practices
for Safe Healthcare Delivery in All Settings" dated
November 29, 2022, under section 5a.2 read:
2.) Use an alcohol-based hand rub or wash with
soap and water for the following clinical
indications:
a.) Immediately before touching a patient;
b.) Before performing an aseptic task (e.g.,
placing an indwelling device) or handling invasive
medical devices;
c.) Before moving from work on a soiled body site
to a clean body site on the same patient;
d.) After touching a patient or the patient's
immediate environment;
e.) After contact with blood, body fluids or
contaminated surfaces; and
f.) Immediately after glove removal.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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0 650 144G.42 Subd. 8 Employee records
SS=F

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:
(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;
(2) records of orientation, required annual training
and infection control training, and competency
evaluations;
(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;
(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;
(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and
(6) documentation of the background study as
required under section 144.057.

0 650

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure employee
records contained the required content for two of
two employees (clinical nurse supervisor
(CNS)-B, unlicensed personnel (ULP)-C).

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
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cause serious injury, impairment, or death) and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

0 650

The findings include:

CNS-B
CNS-B was hired November 25, 2020, to provide
assisted living services.

CNS-B's employee record lacked documentation
of any annual performance reviews from the start
date of employment to the date of survey.

On September 25, 2025, at 10:08 a.m., CNS-B
stated they recalled receiving an annual
performance review in the last 12 months. CNS-B
was unable to give reason as to why this was not
documented in their employee record.

ULP-C
ULP-C was hired May 15, 2022, to provide
assisted living services.

ULP-C's employee record lacked documentation
of training for unplanned times away.

On September 24, 2024, at approximately 3:00
p.m., ULP-C stated that they recalled receiving
training on how to set up medications for
unplanned times away and frequently completed
this task for residents. ULP-C stated the training
was provided by the registered nurse.

On September 25, 2024, at 10:08 a.m., CNS-B
stated staff were trained to prepare medications
for residents when they leave the facility.
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On September 25, 2016, at 2:16 p.m., licensed
assisted living director (LALD)-A stated staff were
trained on unplanned times away. LALD-A stated
the training was likely not documented on
Educare (a training software program).

0 650

The licensee lacked policy and procedure to
address orientation, training, and competency
evaluations of staff, and a process for evaluating
staff performance.

No further information was provided.

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

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

0 680

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing residents.
(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
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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.

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:

On September 23, 2024, at 11:35 p.m., the
surveyor retrieved the licensee's EPP from
licensed assisted living director (LALD)-A.
LALD-A stated the EPP was typically stored in the
basement of the facility. The provided EPP was
legible but appeared to be water damaged.

On September 23, 2024, at 12:36 p.m., clinical
nurse supervisor (CNS)-B stated they were aware
that the EPP needed to be updated on an annual
basis but had not completed the requirement as
they were busy with another facility. CNS-B stated
they were aware there were some deficits with
the EPP as they had been surveyed at an
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affiliated facility around two weeks ago.

0 680

On September 23, 2024, at 12:36 p.m., LALD-A
stated the license was in the process of obtaining
a new copy of their EPP as their current EPP was
damaged by water, and that they had chosen to
keep the damaged copy on site in the event of an
emergency.

The licensee's written emergency disaster
preparedness plan lacked evidence of the
following required content:
- Annual review of the Emergency Preparedness
Plan;
- A written risk assessment utilizing an all-hazards
approach;

- Categorization of probable risks by
likelihood of occurrence;

- Written strategies addressing facility and
community-based risks;

- Missing Resident Plan;
- Annual review and/or updates of policies;
- Annual review and development of
Communication Plan;

No further information was provided.

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

0 780 144G.45 Subd. 2 (a) (1) Fire protection and
SS=F physical environment

0 780

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

(1) for dwellings or sleeping units, as defined in
the State Fire Code:
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(i) provide smoke alarms in each room used
for sleeping purposes;

(ii) provide smoke alarms outside each
separate sleeping area in the immediate vicinity
of bedrooms;

(iii) provide smoke alarms on each story
within a dwelling unit, including basements, but
not including crawl spaces and unoccupied attics;

(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing
smoke alarms complies with the State Fire Code,
except that newly introduced smoke alarms in
existing buildings may be battery operated;

0 780

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide interconnected smoke alarms
throughout the facility. 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:

During facility tour on September 24, 2024, from
9:03 a.m. through 9:25 a.m., with licensed
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assisted living director (LALD)-A, the surveyor
observed that the smoke alarms on the main floor
were not interconnected so activation of one
alarm activates all alarms throughout the facility.

0 780

The surveyor also observed that the smoke
alarms in the basement were not interconnected
with the smoke alarms on the main floor.

All dwelling units required to have multiple smoke
alarms are required to have interconnected
alarms so activation of one alarm activates all
alarms within the dwelling unit.

During the tour LALD-A tested the smoke alarms
and verified the smoke alarms were not
interconnected so activation of one alarm
activates all alarms throughout the facility.
LALD-A stated they understood the requirements.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

0 800

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain the facility's physical
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environment in a continuous state of good repair
and operation regarding the health, safety, and
well-being of the residents. This had the potential
to directly affect all residents, staff, and visitors.

0 800

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:

During facility tour on September 24, 2024, from
9:03 a.m. through 9:25 a.m., with licensed
assisted living director (LALD)-A, the surveyor
made the following observations:

There were black burn marks on the wall next to
the gas stove in the kitchen. Stoves must have
proper clearance from combustible materials to
avoid fire.

The dryer vent was plugged with lint. Dryer vents
must be maintained and kept clear of obstruction
to discharge heat and lint to the exterior and not
create a fire hazard.

An electrical outlet in the basement near the desk
was missing its cover. Electrical outlets must be
maintained and have covers in place, so electrical
components are not exposed to the occupants.

There was a missing spindle on the main floor
stair guardrail. Guardrails must be maintained to
avoid falls and injury.
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LALD-A visually verified these deficient findings at
the time of discovery.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 810

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
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the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

0 810

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop the fire safety and
evacuation plan with required content. 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 potential to affect a large portion or all of
the residents).

The findings include:

On September 24, 2024, licensed assisted living
director (LALD)-A, provided documents on the
fire safety and evacuation plan (FSEP), fire safety
and evacuation training, and evacuation drills for
the facility.

FIRE SAFETY AND EVACUATION PLAN

The licensee's FSEP, titled "Emergency
Management", dated August 1, 2021, failed to
provide the following:

The FSEP did not include an evacuation map with
a floor plan accurate to the building layout that
showed the location and number of resident
sleeping rooms.
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The FSEP included standard employee
procedures but failed to provide specific
employee actions to take in the event of a fire or
similar emergency relative to the facility's building
layout and environmental risks. The plan included
the acronym R.A.C.E. (Rescue, Alarm, Confine,
and Extinguish or Evacuate) but the plan was
designed for a building with life safety systems
such as manual fire alarms and fire doors. The
policies had not been updated to provide
complete actions for employees to take in the
event of a fire or similar emergency at this
licensed facility which did not have life safety
systems stated in the policy.

The FSEP did not identify specific fire protection
actions for residents. There was no section in the
policy that addressed the responsibilities or basic
evacuation procedures that residents should
follow in case of a fire or similar emergency.

During an interview on September 24, 2024, at
9:54 a.m., LALD-A stated they understood the
areas of the policy that were incomplete and
would work on bringing them into compliance.

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

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

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

0 970
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lesser standard of care or responsibility than is
required by law.

0 970

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

This practice resulted in a level 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:

The Assisted Living Agreement contract included
the following language:
- On page 15, section 2, Indemnification, "
Resident will indemnify and hold harmless
Provider, its employees and agents from and
against any and all claims, actions, damages, and
liability and expense in connection with loss of
life, personal injury or damage to property, arising
from or out of the use by Resident of the rented
premises or any other part of Provider's property,
or caused wholly or in part by an act or omission
of Resident or Resident's guests or agents."

- On page 15, section 4, Liability, "Provider is not
liable to Resident or Resident's guests for any
injury, death or property damage occurring in the
Apartment Unit or on Provider's premises unless
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such injury, death or property damage occurs as
the result of an equipment malfunction or
hazardous conditions within the building not
caused by Resident or Resident's guests.
Provider is also not liable for any injury, death or
damage occurring as the result of Resident's
receipt of health-related, supportive, or other
services from third party providers. Provider may
be liable to Resident for its own negligent acts or
those of its employees or agents. Unless caused
by one of the aforementioned excepted reasons,
Resident agrees to hold Provider harmless from
any and all claims for injuries, property damage
or any other loss resulting from an accident or
other occurrence in the Apartment Unit or on
Provider's premises."

0 970

On September 24, 2024, at 12:36 p.m., licensed
assisted living director (LALD)-A stated they had
been tagged on their contract at an affiliated
facility, and had an attorney create a new contract
for the licensee to remove language that waived
the facility's liability for health, safety, or personal
property of a resident. LALD-A stated they had all
residents residing within the facility sign the new
contracts on the same day, but they could not find
the signed assisted living contracts or remember
what they did with the signed contracts.

The licensee's undated document titled "An
Assisted Living Contract Content Checklist"
indicated the following:
- "The contract must not include a waiver of
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
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required by law."

0 970

No further information was provided.

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

01060 144G.52 Subd. 9 Emergency relocation
SS=D

(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 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
(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

01060
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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 the
required content for an emergency relocation to
the resident, legal representative, or designated
representative and failed to provide the
notification to the Office of Ombudsman for
Long-Term Care (OOLTC) of the emergency
relocation greater than four days 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's Service Plan -Waiver, Addendum to
Contract dated September 10, 2024, indicated R2
received assistance with bathing reminders,
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behavior management, grooming, housekeeping,
laundry, meal assistance, medication
administration, nurse visits, safety checks, and
shopping assistance.

01060

R2's record contained an emergency relocation
notification dated August 16, 2024.

On September 24, 2024, at 3:00 p.m., the
surveyor received an email from the regional
Ombudsman for Long-term Care which indicated
they had received no relocation notices or
complaints for this provider.

On September 25, 2024, at 1:28 p.m., licensed
assisted living director (LALD)-A stated in an
email, the facility did not have record of the
emergency relocation notice of being sent to the
Ombudsman for R2.

On September 25, 2024, at 2:03 p.m., clinical
nurse supervisor (CNS)-B stated they were aware
they needed to notify the Ombudsman of
emergency relocations. CNS-B stated the
emergency relocation was sent by mail instead of
by email. CNS-B stated they did not have access
to internet at the time of the emergency relocation
and chose to send in a hard copy by mail to
ombudsman.

On October 3, 2024, at 10:01 a.m., the regional
Ombudsman for Long-term Care indicated via
email, "facilities could mail it as well however, I
checked our drive and don't see anything. It is
better for them to send it via email or fax as they'll
have proof that it was sent."

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
Minnesota Department of Health
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(21) days

01060

01290 144G.60 Subdivision 1 Background studies
SS=I required

01290

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.
(c) Termination of an employee in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to re-run a COVID-19 expired
background study (BGS)for one of five
employees (unlicensed personnel (ULP)-G) and
failed to ensure to affiliate a BGS with the
licensee's health facility identification number
(HFID) for two of five employees (ULP-E, ULP-F).

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

01290

The findings include:

ULP-G
ULP-G was hired April 27, 2021, and began
providing assisted living services for the licensee
on August 1, 2021.

ULP-G's employee record contained background
study dated November 20, 2019, submitted by an
affiliated, but closed license HFID# 28840.
ULP-G's background study affiliated to HFID
28840, indicated "Eligible - COVID-19 Study -
Expired" with an expiration date of December 31,
2022, on the NETStudy 2.0 (web-based system
used to submit background study requests to the
Department of Human Services (DHS)) website
roster page.

ULP-G's employee record lacked evidence the
licensee submitted a background study for the
licensee's location, HFID #34360, prior to the
start of survey, September 23, 2024.

The licensee's schedule indicated ULP-G worked
independently and unsupervised within the facility
from September 21, 2024, from 12:00 a.m., to
4:00 p.m., and September 22, 2024, from 12:00
a.m., to 4:00 p.m.

ULP-E
ULP-E was hired December 15, 2019, and began
providing assisted living services for the licensee
on August 1, 2021.

ULP-E's employee record contained background
study dated November 20, 2019, submitted by an
affiliated, but closed license HFID# 28840.
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ULP-E's employee record lacked evidence the
licensee submitted a background study for the
licensee's location, HFID# 34360, prior to the
start of survey, September 23, 2024.

01290

The licensee's schedule indicated ULP-E worked
independently and unsupervised within the facility
on from 12:00 a.m., to 7:00 a.m., on September
23, September 22, September 19, September 18,
September 17, and September 16, 2024.

ULP-F
ULP-F was hired June 16, 2024, to provide
assisted living services.

ULP-F's employee record contained background
study dated May 29, 2024, submitted by an
affiliated facility HFID# 36835.

ULP-F's employee record lacked evidence the
licensee submitted a background study for the
licensee's location, HFID# 34360, prior to the
start of survey, September 23, 2024.

The licensee's schedule indicated ULP-E worked
independently and unsupervised within the facility
from 4:00 p.m., to 12:00 a.m., on September 21,
September 20, and September 19, 2024.

On September 24, 2024, at 11:45 a.m., licensed
assisted living director (LALD)-A, stated the
licensee's agent (A)-D was responsible for
running and maintaining background studies.

On September 24, 2024, at 12:05 p.m., A-D was
able to demonstrate ongoing access to their
Netstudy 2.0 background study roster belonging
to their affiliated but closed comprehensive
licensure HFID# 28840.
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On September 24, 2024, at 1:34 p.m., A-D stated
they had assumed that background checks from
their closed comprehensive licensure would
automatically move over to their new licensure.
A-D stated they were not aware that COVID-19
background checks would need to be run again.
A-D stated going forward, the license would
ensure that all staff had up-to-date background
checks with correct affiliation and would routinely
monitor their Netstudy 2.0 roster page to ensure
compliance.

01290

On August 13, 2024, the Minnesota Department
of Human Services website indicated the
following:
Emergency studies completed during the
COVID-19 pandemic were no longer valid.
Individuals who only had an emergency study
must have a fully compliant, fingerprint-based
background study.
Roster maintenance
- Individuals with a completed emergency study
will remain on the entity's roster unless the entity
removes the individual. Entities should remove
individuals with emergency studies that are no
longer affiliated;
- If the individual should no longer be affiliated
and has a new fully compliant background study,
the entity should wait until the individual is
separated and then remove both the emergency
study and fully compliant study from their roster at
the same time;
- All entities are responsible for maintaining their
rosters regularly and removing study subjects
from their roster when they are no longer
affiliated; and
- Entities are responsible for identifying who
needs to submit a new background study. For
help identifying which study subjects still have an
emergency study and need a fully compliant
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study, entities should refer to the instructional
guide, "Identifying Emergency Studies" in the help
section of NETStudy 2.0.

01290

The licensee's Background Checks policy, dated
August 1, 2021, indicated all employees must
pass a background study and all contractors or
volunteers with direct resident contact are
required to have a background study. "Direct
contact" means providing face-to-face care,
training, supervision, counseling, consultation, or
medication assistance to persons served by the
program.

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

During the survey, the licensee took action to
mitigate the immediate risk. However,
noncompliance remained, and the scope and
level remain unchanged.

01620 144G.70 Subd. 2 (c-e) Initial reviews,
SS=F assessments, and monitoring

01620

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.
(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of

Minnesota Department of Health
STATE FORM 6899 59BH11 If continuation sheet 32 of 39



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 10/25/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

34360 B. WING _____________________________ 09/26/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

CAPITAL HOME HEALTH CARE LLC 3516 73RD AVENUE
BROOKLYN CENTER, MN 55429

(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

01620 Continued From page 32

services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

01620

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure a registered nurse (RN)
conducted a reassessment, not to exceed 14
calendar days from the initiation of services, for
one of two residents (R2) and failed to ensure the
RN conducted ongoing resident assessment and
reassessment, not to exceed 90 calendar days
from the last date of the assessment 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, 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:

R2
R2 was admitted to the licensee on December 8,
2023, and began receiving assisted living
services.
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R2's diagnoses included anxiety, trouble
sleep/nightmares, schizophrenia, hypertension,
high amount of fats in the blood.

R2's Service Plan -Waiver, Addendum to
Contract dated September 10, 2024, indicated R2
received assistance with bathing reminders,
behavior management, grooming, housekeeping,
laundry, meal assistance, medication
administration, nurse visits, safety checks, and
shopping assistance.

R2's record contained an admission assessment
which occurred on December 8, 2023, and an
assessment titled 14-day assessment which
occurred on January 4, 2024, which indicated 27
days lapsed between R2's admission assessment
and 14-day assessment.

R3
R3 was admitted to the licensee on February 7,
2023, and began receiving assisted living
services.

R2's diagnoses included traumatic brain injury,
seizure disorder, alcohol withdrawal, alcohol use,
epilepsy, pancreatitis, and portal vein thrombosis.

R3's Service Plan -Waiver, Addendum to
Contract dated February 7, 2023, indicated R3
received assistance with bathing reminders,
behavior management, covid handwashing,
dressing, grooming, housekeeping, linen change,
meal assistance, medication administration,
nurse visits, safety checks, shopping assistance,
and symptom screening.

R3's record contained 90-day assessments dated
April 1, 2024, and July 1, 2024, which indicated
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91 days lapsed between assessments.

01620

On September 24, 2024, at 11:41 a.m., clinical
nurse supervisor (CNS)-B stated they believed
the assessment dates were off due to residents
not being at home during the time of
assessments.

The licensee's Initial and On-Going Nursing
Assessment of Residents under the
Comprehensive Licensed Agency policy, dated
August 1, 2021, indicated the following:
"A RN will complete the following comprehensive
nursing assessments of the resident's physical,
mental, and cognitive needs as required:
a. Pre-Admission Assessment;
b. 14-day assessment: completed up to 14-days
after start of services;
c. Ongoing assessment: completed periodically
but no less than every 90-days;
d. Change in resident condition."

No further information was provided.

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

01800 144G.71 Subd. 11 Prescribed and nonprescribed 01800
SS=F medication

The assisted living facility must determine
whether the facility shall require a prescription for
all medications the provider manages. The facility
must inform the resident whether the facility
requires a prescription for all over-the-counter
and dietary supplements before the facility agrees
to manage those medications.

This MN Requirement is not met as evidenced
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by:
Based on observation, interview, and record
review, the licensee failed to determine whether
the licensee shall require a prescription for all
over-the counter (OTC) medications provided by
the assisted living staff prior to managing the
medication for one of four residents (R5).

01800

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:

R5 admitted to the licensee on April 17, 2024,
and began receiving assisted living services.

R5's Service Plan (Waiver)- Addendum to
Contract signed May 16, 2024, indicated R5
received assistance with bathing reminders,
behavior management, grooming, housekeeping,
laundry, meal reminders, medication
administration, and shopping assistance.

On September 24, 2024, at 2:03 p.m., clinical
nurse supervisor (CNS)-B stated there were no
standing orders on file for R5, and the facility did
not have a policy on file for whether prescriptions
were needed for over-the-counter medications.
CNS-B stated it was their practice to ensure that
orders were obtained for all medications
administered in the facility, and they were
unaware that R5 was receiving over the counter
medications.

Minnesota Department of Health
STATE FORM 6899 59BH11 If continuation sheet 36 of 39



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 10/25/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

34360 B. WING _____________________________ 09/26/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

CAPITAL HOME HEALTH CARE LLC 3516 73RD AVENUE
BROOKLYN CENTER, MN 55429

(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

01800 Continued From page 36

On September 24, 2024, at 2:10 p.m., the
surveyor observed R5 request "cough syrup"
from unlicensed personnel (ULP)-C. The
surveyor then observed ULP-C retrieve
Robirussin DM from the licensee's medication
cart and administer 10ml (milliters) of the
over-the-counter medication to R5.

01800

On September 25, 2024, at 1:28 p.m., licensed
assisted living director (LALD)-A stated the facility
had standing orders for over-the-counter
medications. LALD-A stated they had sent out the
standing order forms to all resident physicians for
approval of administration of over the counter
medication for all residents residing within the
facility, but had not yet received the signed order
forms back from the residents' physicians.
LALD-A stated the facility does not have a policy
on file that dictated whether provider orders were
needed for over-the-counter medications.

On September 26, 2024, at 10:29 a.m., CNS-B
stated they were not aware that cough syrup was
being administered to R5. CNS-B stated they
would ensure that there were orders in place for
the administration of cough syrup and the
medication be entered into the electronic medical
record so that staff may appropriately document.

The licensee lacked policies and procedures
related to medication management services.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01890 144G.71 Subd. 20 Prescription drugs
SS=D
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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
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

01890

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure medications
were kept in the original container in which it was
dispensed by the pharmacy bearing the original
prescription label with legible information.

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:

On September 24, 2024, at 3:13 p.m., the
surveyor completed an audit of the facility's
medication cart located in the main living area of
the assisted living facility. The surveyor observed
an unidentified white tablet in the second drawer
of the medication cart which was outside of its
original container. In the third drawer of the
medication cart, the surveyor observed an
unidentified capsule, and half of a tablet. Both of
which were not stored in their original container.

On August 24, 2024, at 3:26 p.m., licensed
Minnesota Department of Health
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assisted living director (LALD)-A stated staff were
directed to contact the nurse for disposal
instructions if a medication was found loose in the
medication cart. If the loose medication
happened to be identified as a narcotic, then the
registered nurse would come into the facility to
ensure proper documentation and disposal of the
medication.

01890

The licensee lacked policies and procedures
related to medication management services.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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P.O. Box 64975
St Paul, MN 55164-0975
651 201 4500

Type:
Date:
Time:
Report:

Full
09/23/24
11:30:50
8058241247

Food  and Beverage  Establishment
Inspection  Report

Location:
Capital Home Health Care Llc
3516 73rd Avenue
Brooklyn Park, MN55429
Hennepin County, 27

Establishment  Info:
ID #: 0038013
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6128867411
ID #:

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

The following orders were issued during this inspection.

3-500B Microbial  Control:  hot  and  cold holding
3-501.16A2 ** Priority  1 **

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.
COOLER TEMPERATURE ADJUSTED DURING INSPECTION
Comply By: 09/23/24

4-700 Sanitizing  Equipment  and  Utensils
4-703.11B ** Priority  1 **

MN Rule 4626.0905B Sanitize food contact surfaces of equipment and utensils after cleaning by using
mechanical hot water operations that achieve a utensil surface temperature of 160 degrees F (71 degrees C) and
are set up and maintained in accordance with the specifications of NSF International and the manufacturer's data
plate.
SEE COMMENTS
Comply By: 09/20/24

3-500C Microbial  Control:  date  marking
3-501.17B ** Priority  2 **

MN Rule 4626.0400B Mark the refrigerated, ready-to-eat, TCS food prepared and packaged in a processing
plant and opened and held for more than 24 hours in the food establishment using an effective method to indicate
the date by which the food must be consumed on the premises, sold, or discarded. The date must not exceed the
manufacturer's use-by-date.
HOT DOGS NOT DATE MARKED
Comply By: 09/23/24

Surface  and  Equipment  Sanitizers
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Time:

Full
09/23/24
11:30:50

Food  and Beverage  Establishment
Inspection  Report

Report: 8058241247
Capital Home Health Care Llc

Page 2

Hot Water: = --- at 150 Degrees Fahrenheit
Location: DISH WASHER
Violation Issued: Yes

Food  and  Equipment  Temperatures

Process/Item: HOT DOG
Temperature: 45 Degrees Fahrenheit - Location: COOLER
Violation Issued: Yes
Process/Item: CHEESE
Temperature: 47 Degrees Fahrenheit - Location: COOLER
Violation Issued: Yes

Total Orders In This Report Priority 1
2

HRD INSPECTOR: ZACH MORTH

Priority 2
1

Priority 3
0

RESIDENTIAL HOME WITH NON COMMERCIAL APPLIANCES AND FINISHES

THERMAL STICKER LEFT ON SITE MEASURED 150 WHEN PHOTO WAS SENT TO VERIFY
TEMPERATURE HOWEVER STICKER WAS AFFIXED TO A PLASTIC CONTAINER - CANNOT
VERIFY ACTUAL TEMPERATURE
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 8058241247 of 09/23/24.

Certified Food Protection Manager:GEBREMEDHIN YITBAKEK

Certification Number: Expires: 07/14/25

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
ABDIRASAQ ABDI
PIC

Signed:
Aaron Gertz
Sanitarian 3
MDH Metro Office
651 201 4500
health.foodlodging@state.mn.us


