
Electronically Delivered

March 15, 2023

Licensee
Carefree Cottages Of Maplewood LLC
1801 Gervais Avenue
Little Canada, MN  55109

RE:  Project Number(s) SL31221015

Dear Licensee:

On February 14, 2023, the Minnesota Department of Health completed a follow‐up evaluation of your
facility to determine correction of orders found on the evaluation completed on December 8, 2022.
This follow‐up evaluation determined your facility had not corrected all of the state licensing orders
issued pursuant to the December 8, 2022 evaluation.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state licensing orders issued pursuant to the last
evaluation completed on December 8, 2022, found not corrected at the time of the February 14,
2023, follow‐up evaluation and/or subject to penalty assessment are as follows:

0770‐Minimum Site Requirements‐144g.45 Subdivision 1 ‐ $500.00

The details of the violations noted at the time of this follow‐up evaluation completed on February 14,
2023 (listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ‐‐‐‐} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,   the total amount you are
assessed is $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), by the correction order date, the licensee must
document in the provider's records any action taken to comply with the correction order by the
correction order date. The commissioner may request a copy of this documentation and the assisted
living facility's action to respond to the correction orders in future evaluations, upon a complaint
investigation, and as otherwise needed.   

   
Protecting, Maintaining and Improving the Health of All Minnesotans

    

An equal opportunity employer                                                               Letter ID:   8GKP Revised 12/20/2022   



IMPOSITION OF FINES:
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.

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the Department of
Health within 15 calendar days of the correction order receipt date.     

A state licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to:   Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

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. Requests for hearing may be emailed to:   Health.HRD.Appeals@state.mn.us.
     
To appeal fines via reconsideration, please follow the procedure outlined above.   Please note that you
may request a reconsideration   or a hearing, but not both.    

Carefree Cottages Of Maplewood LLC
March 15, 2023
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We urge you to review these orders carefully. If you have questions, please contact Jonathan Hill at
651‐201‐3993.    

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

Sincerely,

     
Jonathan Hill, Supervisor
State Evaluation Team
Health Regulation Division
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN 55101‐3879
Telephone: 651‐201‐3993 Fax: 651‐281‐9796

JMD

Carefree Cottages Of Maplewood LLC
March 15, 2023
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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 a Minnesota Statute contains several 
items, failure to comply with any of the items will 
be considered lack of compliance. 

SL31221015-1

On  February 13, 2023, and February 14, 2023, 
surveyors with the Minnesota Department of 
Health conducted a follow-up survey to verify 
correction of orders issued at the time of the 
licensing survey on December 6, 2022, through 
December 8, 2022. As a result of the follow-up 
survey, the following correction order is issued.

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using federal software. 
Tag numbers have been assigned to 
Minnesota State Statutes for Home Care 
Providers.  The assigned tag number 
appears in the far left column entitled "ID 
Prefix Tag." The state Statute number and 
the corresponding text of the state Statute 
out of compliance 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 surveyors' 
findings is the Time Period for Correction. 

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 144A.474 
SUBDIVISION 11 (b)(1)(2) 

{0 480} 144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

{0 480}

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 66899STATE FORM CF8D12
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{0 480}Continued From page 1{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:
No further action required.  

{0 510}
SS=D

144G.41 Subd. 3 Infection control program

(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.

This MN Requirement  is not met as evidenced 
by:

{0 510}

No further action required.  

{0 580}
SS=F

144G.42 Subd. 2 Quality management

The facility shall engage in quality management 
appropriate to the size of the facility and relevant 
to the type of services provided. "Quality 
management activity" means evaluating the 
quality of care by periodically reviewing resident 
services, complaints made, and other issues that 
have occurred and determining whether changes 

{0 580}

Minnesota Department of Health
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in services, staffing, or other procedures need to 
be made in order to ensure safe and competent 
services to residents. Documentation about 
quality management activity must be available for 
two years. Information about quality management 
must be available to the commissioner at the time 
of the survey, investigation, or renewal.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{0 770}
SS=F

144G.45 Subdivision 1 Minimum site 
Requirements

The following are required for all assisted living 
facilities:
(1) public utilities must be available, and working 
or inspected and approved water and septic 
systems must be in place;
(2) the location must be publicly accessible to fire 
department services and emergency medical 
services;
(3) the location's topography must provide 
sufficient natural drainage and is not subject to 
flooding;
(4) all-weather roads and walks must be provided 
within the lot lines to the primary entrance and the 
service entrance, including employees' and 
visitors' parking at the site; and
(5) the location must include space for outdoor 
activities for residents.

This MN Requirement  is not met as evidenced 
by:

{0 770}

Based on observation and interview, the licensee 
failed to provide all-weather walks. This deficient 
condition had the potential to affect all staff, 
residents, 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). 

Findings include:

On February 14, 2023, between 10:50 a.m. and 
11:45 a.m., survey staff toured the facility with the 
owner (O)-G and the licensed assisted living 
director (LALD)-A. During the facility tour, survey 
staff observed two doors that had exit signs 
posted over them in the dining room, but the 
snow had not been cleared for paths, creating an 
obstruction of the path of egress.

All paths of egress must be maintained and clear 
of obstructions to allow residents, staff, and 
visitors to exit the building in a safe and efficient 
manner in the event of an emergency. 

These deficient conditions were verified by O-G 
and LALD-A accompanying on the facility tour.

{0 950}
SS=D

144G.50 Subd. 3 Designation of representative

(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:

"RIGHT TO DESIGNATE A REPRESENTATIVE 

{0 950}

Minnesota Department of Health
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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 
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."

(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:
No further action required.  

{01760}
SS=D

144G.71 Subd. 8 Documentation of 
administration of medication

Each medication administered by the assisted 
living facility staff must be documented in the 
resident's record. The documentation must 
include the signature and title of the person who 
administered the medication. The documentation 
must include the medication name, dosage, date 
and time administered, and method and route of 
administration. The staff must document the 
reason why medication administration was not 

{01760}

Minnesota Department of Health
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completed as prescribed and document any 
follow-up procedures that were provided to meet 
the resident's needs when medication was not 
administered as prescribed and in compliance 
with the resident's medication management plan.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

Minnesota Department of Health
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Electronically Delivered

December 29, 2022

Licensee
Carefree Cottages Of Maplewood Chateau
1801 Gervais Avenue
Little Canada, MN  55109

RE:  Project Number(s) SL31221015

Dear Licensee:

The Minnesota Department of Health completed an evaluation on December 8, 2022, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the evaluation, the
Minnesota Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter
144G, Minnesota Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or
Minnesota Statute Chapter 260E.

LICENSING ORDERS
The enclosed State Form documents the state licensing orders. The Department of Health documents
state licensing correction orders using federal software. Tag numbers are assigned to Minnesota state
statutes for 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 . . ."   

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines and enforcement actions
based on the level and scope of the violations;   however, no immediate fines are assessed for this
evaluation of your facility.

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

The correction order documentation should include the following:

· 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

   
Protecting, Maintaining and Improving the Health of All Minnesotans

                                                                                     An equal opportunity employer.                                                    Letter ID: IS7N REVISED
09/13/2021



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 issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the Department of Health
within 15 calendar days of the correction order receipt date.

A state licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat.   
§ 626.557. Please   email general reconsideration requests to:   Health.HRD.Appeals@state.mn.us.

Please address your cover letter for general
reconsideration requests to:

Free from Maltreatment reconsideration
requests should be addressed to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

   
Jonathan Hill, Supervisor
State Evaluation Team
Health Regulation Division
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN  55101-3879
Telephone: 651-201-3993 Fax: 651-215-9697

PMB

Carefree Cottage Of Maplewood Chateau
December 29, 2022
Page   2
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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:
SL31221015

On, December 6, 2022  through December 8, 
2022, the Minnesota Department of Health 
conducted a survey at the above provider,  and 
the following correction orders are issued.  At the 
time of the survey, there were 71 residents, all of 
whom received services under the provider's 
Assisted Living license.

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using federal software. 
Tag numbers have been assigned to 
Minnesota State Statutes for Assisted 
Living License Providers.  The assigned 
tag number appears in the far left column 
entitled "ID Prefix Tag." The state Statute 
number and the corresponding text of the 
state Statute out of compliance 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 surveyors' 
findings is the Time Period for Correction. 

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 pursuant to 144G.31 
Subd. 1, 2 and 3. 

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

(13) offer to provide or make available at least the 

 0 480
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following services to residents:

(i) 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 following apply:

(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 
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 included document titled, Food 
and Beverage Establishment Inspection Report 
dated , December 6, 2022, for the specific 
Minnesota Food Code requirements. 

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

 0 510
SS=D

144G.41 Subd. 3 Infection control program

(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.

This MN Requirement  is not met as evidenced 
by:

 0 510

Based on observation, interview and record 
review, the licensee failed to establish and 
maintain an infection control program that 
complies with accepted health care, medical and 
nursing standards for infection control for one of 
four residents (R4).

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at 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: 
INFECTION CONTROL
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R4's diagnosis included Clostridium Difficile (a 
type of bacteria that can cause inflammation of 
the colon). 

R4's service plan dated September 6, 2022, 
indicated R4 received services including: 
medication administration, toileting, and transfer 
assistance. 

On December 7, 2022, at 8:20 a.m., unlicensed 
personnel (ULP)-E was observed donning gloves 
and assisting R4, to the bathroom and onto the 
toilet. ULP-E then left the bathroom to set up 
medications. Without removing her gloves, 
ULP-E removed R4's medications from a bubble 
pack and placed the pills into a medication cup. 
ULP-E then returned to the bathroom and 
removed R4's wet brief and threw it into the 
garbage. ULP-E placed a new brief, assisted R4 
with dressing, and escorted R4 to a recliner. 
Without removing her gloves or washing her 
hands, ULP-E handed R4 her morning 
medication cup and a glass of water. ULP-E 
removed her gloves and, without washing her 
hands, left the apartment.

On December 8, 2022 at 9:15 a.m. licensed 
assisted living director (LALD)-A and registered 
nurse (RN)-B verified ULP-E should have 
removed her gloves and washed her hands 
following each task provided to the resident. 
LALD-A verified staff are trained in infection 
control procedures. 

The licensee's Infection Control policy, dated 
August 1, 2022, verified "handwashing will be 
performed by all employees, as necessary, 
between tasks and procedures, and after 
bathroom use, to prevent cross-contaminations."

Minnesota Department of Health
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No further information provided

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

 0 580
SS=F

144G.42 Subd. 2 Quality management

The facility shall engage in quality management 
appropriate to the size of the facility and relevant 
to the type of services provided. "Quality 
management activity" means evaluating the 
quality of care by periodically reviewing resident 
services, complaints made, and other issues that 
have occurred and determining whether changes 
in services, staffing, or other procedures need to 
be made in order to ensure safe and competent 
services to residents. Documentation about 
quality management activity must be available for 
two years. Information about quality management 
must be available to the commissioner at the time 
of the survey, investigation, or renewal.

This MN Requirement  is not met as evidenced 
by:

 0 580

Based on interview and record review, the 
licensee failed to implement and maintain a 
quality management program appropriate to the 
size of the facility and relevant to the type of 
services provided.  This had the potential to affect 
all current 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 
is issued at a widespread scope (when problems 
are pervasive or represent a systemic failure that 
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has affected or has the potential to affect a large 
portion or all of the residents). 

The findings include:

On December 6, 2022, at 10:00 a.m. during the 
entrance conference, a request was made to 
review documentation of the licensee's quality 
management activities. Licensed assisted living 
director (LALD)-A provided meeting notes of 
discussions with staff on licensee concerns or 
improvements, and also stated the management 
team meets weekly to discuss issues and 
concerns related to the facility. LALD-A stated the 
licensee had not developed a quality 
management program.

The licensee's Quality Management Project policy 
dated August 1, 2021, verified the licensee "will 
have at least one documented quality 
management project in place at all times and 
retain records of such projects for at least two 
years."

No further information was provided. 

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

 0 770
SS=F

144G.45 Subdivision 1 Minimum site 
Requirements

The following are required for all assisted living 
facilities:
(1) public utilities must be available, and working 
or inspected and approved water and septic 
systems must be in place;
(2) the location must be publicly accessible to fire 
department services and emergency medical 

 0 770
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services;
(3) the location's topography must provide 
sufficient natural drainage and is not subject to 
flooding;
(4) all-weather roads and walks must be provided 
within the lot lines to the primary entrance and the 
service entrance, including employees' and 
visitors' parking at the site; and
(5) the location must include space for outdoor 
activities for residents.

This MN Requirement  is not met as evidenced 
by:
Based on observation and interview, the licensee 
failed to provide all-weather walks within the lot 
lines to the primary entrance. This deficient 
condition had the potential to affect all staff, 
residents, and visitors.

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

Findings include:

On December 8, 2022, between 10:50 a.m. and 
2:00 p.m., survey staff toured the facility with the 
owner (O)-G and the licensed assisted living 
director (LALD)-A. During the facility tour, survey 
staff observed the following:
1. All-weather walks were not maintained within 
the lot lines to the primary entrance and found 
covered with snow outside 4 marked exits. 
2. Ice accumulation was observed on a sidewalk 
creating a potential safety risk for residents.  
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These deficient conditions were verified by O-G 
and LALD-A accompanying on the facility tour.

TIME PERIOD FOR CORRECTION: Two (2) 
days

 0 780
SS=F

144G.45 Subd. 2 (a) (1) Fire protection and 
physical environment

(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:
        (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;

This MN Requirement  is not met as evidenced 
by:

 0 780

Based on observation and interview, the licensee 
failed to provide smoke alarms in all sleeping 
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rooms and failed to provide smoke alarms that 
were interconnected so that actuation of one 
alarm caused all alarms in the dwelling unit to 
actuate. This deficient condition had the potential 
to affect all staff, residents, and visitors.

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

Findings include:

On December 8, 2022, between 10:50 a.m. and 
2:00 p.m., survey staff toured the facility with the 
owner (O)-G and the licensed assisted living 
director (LALD)-A. During the facility tour, survey 
staff observed the following:
1. The smoke alarm was missing from the 
bracket on the ceiling in the sleeping room of unit 
3W. This room was vacant at the time of survey. 
2. Smoke alarms did not test as interconnected in 
7 resident apartments so that actuation of one 
alarm caused all alarms in the dwelling unit to 
operate. 

These deficient conditions were visually verified 
by O-G and LALD-A accompanying on the facility 
tour.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

Minnesota Department of Health
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 0 790
SS=F

144G.45 Subd. 2 (a) (2)-(3) Fire protection and 
physical environment

(2) install and maintain portable fire 
extinguishers in accordance with the State Fire 
Code;

(3) install portable fire extinguishers having a 
minimum 2-A:10-B:C rating within Group R-3 
occupancies, as defined by the State Fire Code, 
located so that the travel distance to the nearest 
fire extinguisher does not exceed 75 feet, and 
maintained in accordance with the State Fire 
Code; and

This MN Requirement  is not met as evidenced 
by:

 0 790

Based on observation and interview, the licensee 
failed to install and maintain the portable fire 
extinguishers.  This deficient condition had the 
potential to affect all staff, residents, and visitors.

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

Findings include:

On December 8, 2022, between 10:50 a.m. and 
2:00 p.m., survey staff toured the facility with the 
owner (O)-G and the licensed assisted living 
director (LALD)-A. During the facility tour, survey 
staff observed the following:
1. There was a portable fire extinguisher with a 
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service tag dated 2019 in the kitchen dry storage 
room. 
2. Portable fire extinguishers were stored on the 
floor in the elevator and sprinkler rooms. 

These deficient conditions were visually verified 
by O-G and LALD-A accompanying on the facility 
tour.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 800
SS=F

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

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

This MN Requirement  is not met as evidenced 
by:

 0 800

Based on observation and interview, the licensee 
failed to maintain 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. This deficient condition had the 
potential to affect all staff, residents, and visitors.

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

Findings include:

On December 8, 2022, between 10:50 a.m. and 
2:00 p.m., survey staff toured the facility with the 
owner (O)-G and the licensed assisted living 
director (LALD)-A. During the facility tour, survey 
staff observed the following:
1. The inspection tag for the sprinkler system was 
dated 08-09-2021. The O-G confirmed during the 
facility tour interview that the sprinkler system 
required an annual inspection. 
2. Burnt used cigarettes were observed being 
disposed of on top of a fire extinguisher cabinet in 
the garage instead of in an appropriate disposal 
container. 
3. The glass panel was broken on a fire 
extinguisher cabinet in the garage. Broken glass 
was observed on the garage floor in an area used 
for storage. Broken glass creates a potential 
safety risk to residents.  
4. The date of manufacture could not be found on 
the smoke alarm in resident apartment 130. The 
O-G stated that they did not know the age of this 
smoke alarm during the facility tour interview.  
5. The smoke alarm in the hall did not sound 
when tested by O-G in resident apartment 146. 
O-G stated that they thought the battery was low. 
6. A bedroom smoke alarm was hanging loose 
from the bracket in resident apartment 313. This 
smoke alarm did not work when tested by O-G. 
7. In a second floor storage room, a light fixture 
was hanging loose from the ceiling. 
8. The ceiling surface was peeling above the 
shower in the bathroom of resident apartment 
202. 
9. In the assisted living office, a microwave was 
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plugged into a power strip. 

These deficient conditions were visually verified 
by O-G and LALD-A accompanying on the facility 
tour.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 810
SS=F

144G.45 Subd. 2 (b)-(f) Fire protection and 
physical environment

(b)  Each assisted living facility shall develop and 
maintain fire safety and evacuation plans. The 
plans shall include but are not limited to:
   (1) location and number of resident sleeping 
rooms;
   (2) employee actions to be taken in the event of 
a fire or similar emergency;
   (3) fire protection procedures necessary for 
residents; and
   (4) procedures for resident movement, 
evacuation, or relocation during a fire or similar 
emergency including the identification of unique 
or unusual resident needs for movement or 
evacuation.
(c) Employees of assisted living facilities shall 
receive training on the fire safety and evacuation 
plans upon hiring and at least twice per year 
thereafter.
(d) Fire safety and evacuation plans shall be 
readily available at all times within the facility.
(e) Residents who are capable of assisting in 
their own evacuation shall be trained on the 
proper actions to take in the event of a fire to 
include movement, evacuation, or relocation. The 
training shall be made available to residents at 
least once per year.
(f) Evacuation drills are required for employees 

 0 810
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twice per year per shift with at least one 
evacuation drill every other month. Evacuation of 
the residents is not required. Fire alarm system 
activation is not required to initiate the evacuation 
drill.

This MN Requirement  is not met as evidenced 
by:
Based on record review and interview, the 
licensee failed to develop a fire safety and 
evacuation plan with the required elements; failed 
to provide required employee training on the fire 
safety and evacuation plans; failed to provide 
training on fire safety and evacuation to residents 
capable of self-evacuation; and failed to complete 
required employee evacuation drills. This 
deficient condition had the potential to affect all 
staff, residents, and visitors.

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

Findings include:

On December 8, 2022, at approximately 2:00 
p.m., records were provided for review. Records 
were reviewed by survey staff on December 8, 
2022, between 2:00 p.m. and 2:30 p.m.
1. Record review of the fire safety and evacuation 
plans indicated that provisions for fire protection 
procedures necessary for residents or 
procedures for resident movement, evacuation, 
or relocation during a fire or similar emergency 
including the identification of unique or unusual 
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resident needs for movement or evacuation were 
not included.  
2. Record review of available documentation 
indicated that the licensee did not provide 
employee training on the fire safety and 
evacuation plans upon hire and at least twice per 
year thereafter. No training logs or schedules 
were included. Documentation was requested by 
survey staff but not provided to support that the 
required employee training frequency had been 
met. 
3. Record review of the available documentation 
indicated that the licensee did not provide annual 
training to residents who can assist in their own 
evacuation on the proper actions to take in the 
event of a fire to include movement, evacuation, 
or relocation as required by statute. 
Documentation was requested but not provided to 
support that annual resident training had been 
completed. 
4. Record review of evacuation drills indicated 
that evacuation drills for employees had not been 
performed during the months of January, 
February, and March of 2022. The evacuation 
drill frequency requirement of every other month 
was not met. 

These deficient conditions were verified by O-G 
and LALD-A during an interview on December 8, 
2022 at approximately 3:00 p.m.

No further information was provided.

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

 0 950
SS=D

144.50 Subd. 3 Designation of representative

(a) Before or at the time of execution of an 

 0 950
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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:

"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 
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."

(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 document on the assisted living 
contract that a resident named or declined to 
name a designated representative for one of five  
residents (R3) with records reviewed. 

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

The findings include:

The licensee's assisted living contract contains 
required language that offers the resident 
opportunity to name a designated representative. 
In the contract is space to write and list the 
designated contact chosen; and also included is a 
box for the resident to initial if the resident 
chooses not to name a representative.

R3's admission agreement paperwork included 
the "Right to Designate a Representative for 
Certain Purposes" form, with the required 
language.  R3's "Resident Agreement, Assisted 
Living with Dementia Care," (the assisted living 
contract) dated and signed by the resident on 
June 15, 2021, did not list a designated 
representative, and the box to initial, if resident 
declined to name a designated representative, 
was left blank. 

On December 8, 2022, at 9:15 a.m., licensed 
assisted living director (LALD)-A stated all clients 
were provided the addendum to the contract with 
the required language. The addendum included 
an area for the resident to designate a 
representative. LALD-A verified that as 
designated representative was not listed nor was 
the box checked to decline a representative for 
R3.

The licensee provided a document related to the 
Minnesota Department of Health
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licensee contract content. Line item Attachment 
F: states "Right to Designate a Representative for 
Certain Purposes," but no further information was 
provided.

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

 01760
SS=D

144G.71 Subd. 8 Documentation of 
administration of medication

Each medication administered by the assisted 
living facility staff must be documented in the 
resident's record. The documentation must 
include the signature and title of the person who 
administered the medication. The documentation 
must include the medication name, dosage, date 
and time administered, and method and route of 
administration. The staff must document the 
reason why medication administration was not 
completed as prescribed and document any 
follow-up procedures that were provided to meet 
the resident's needs when medication was not 
administered as prescribed and in compliance 
with the resident's medication management plan.

This MN Requirement  is not met as evidenced 
by:

 01760

Based on observation, interview, and record 
review, the licensee failed to ensure one of five 
residents (R4) was administered medications per 
physician orders.

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). 

The findings include:

On December 7, 2022, at 8:20 a.m., unlicensed 
personnel (ULP)-E was observed taking 
medications from bubblepack cards. The 
medication record included the medication 
Lorsartan (antihypertensive) which instructed to 
hold the medication for a blood pressure less 
than 130/60. ULP-E provided the medications to 
R4 without obtaining a blood pressure reading.

On December 7, 2022, at 8:30 a.m., ULP-E was 
queried about obtaining a blood pressure prior to 
administering the blood pressure medication. 
ULP-E stated she would obtain a blood pressure 
if the client requested a blood pressure be taken.  

On December 8, 2022, at 9:15 a.m., licensed 
assisted living director (LALD)-A and registered 
nurse (RN)-B stated ULP-E should have followed 
the instructions on the medication record to 
obtain a blood pressure prior to administering the 
blood pressure medication. 

The licensee's Medication Error policy, dated 
August 1, 2021, indicated "staff will be counseled 
about medication error and will be provided 
retraining which will be determined if needed by 
the nurse."

No further information was provided. 

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