m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
April 17, 2025

Licensee

Midwest Homes Inc.
2445 10th Avenue South
Minneapolis, MN 55404

RE: Project Number(s) SL35007016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 18, 2025, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assigned tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
listed in the "Summary Statement of Deficiencies" column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . . ."

IMPOSITION OF FINES

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

Level 1: no fines or enforcement.

Level 2: a fine of S500 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
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§ 144G.20.

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

0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00
0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,000.00. 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:

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

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

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

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

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

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.



Midwest Homes Inc.
April 17, 2025
Page 3

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,

M\}\\M«m

Casey DeVries, Supervisor
State Evaluation Team

Email: casey.devries@state.mn.us
Telephone: 651-201-5917 Fax: 1-866-890-9290

JMD
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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far-left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL35007016 -0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On March 17, 2025, through March 18, 2025, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider, and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were four residents, all of them
received services under the Assisted Living THERE IS NO REQUIREMENT TO
license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.
0 345 144G.30 Subd. 5. (c)(2), (d) Correction orders 0 345
SS=C
(c)(2) make available, in a manner readily
accessible to residents and others, including
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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provision of a paper copy upon request, the most
recent plan of correction documenting the actions
taken by the facility to comply with the correction
order.

(d) After the plan of correction is made available
under paragraph (c), clause (2), the facility must
provide a copy of the facility's most recent plan of
correction to any individual who requests it. A
copy of the most recent plan of correction must
be provided within 30 days after the request and
In a format determined by the facility, except the
facility must make reasonable accommodations
In providing the plan of correction in another
format, including a paper copy, upon request.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to make available the most recent
plan of correction in a manner readily accessible
to residents and others, including provision of a
paper copy upon request, documenting the
actions taken by the facility to comply with the
correction orders, after a survey conducted on
October 17 through October 19, 2022.

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

On March 18, 2025, at 1:50 p.m., licensed
assisted living director (LALD)-D stated they did
not have plan of correction to document the
actions taken by the facility to comply with the
correction orders.

Minnesota Department of Health
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No further information was provided.

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

0 480| 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0480
SS=F | requirements; required food services

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

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

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

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

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

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

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

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

This MN Requirement is not met as evidenced
by:

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:

Minnesota Department of Health
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Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated March 17, 2025, 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.

0630 144G.42 Subd. 6 (b) Compliance with 0 630
SS=F | requirements for reporting ma

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
iIndividualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure an individual abuse
prevention plan (IAPP) was developed to include
the required content for one of three residents
(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

Minnesota Department of Health
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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:

R3 was admitted to the licensee on December
14, 2021, and discharged to the licensee's sister
facility on May 1, 2024. R3 was readmitted to the
licensee on March 16, 2025.

R3's diagnoses included major depressive
disorder, scoliosis, post-traumatic stress disorder,
major anxiety, suicidal ideation, mild intellectual
disability, borderline personality disorder, and
cognitive deficits.

On March 17, 2025, at 12:23 p.m., the surveyor
observed ULP-A administer oral medication to

R3.

R3's record included an |APP and Service Plan
completed on December 14, 2024, while R3 was
residing at the licensee's sister facility. However,
the licensee's current address was listed on R3's
JAPP and Service Plan as R3's location of
residence.

On March 18, 2025, at 2:15 p.m., licensed
assisted living director (LALD)-D stated they did
not do any paperwork (including assisted living
contract) for R3's discharge or readmission as R3
got transferred within the same company.

On March 18, 2025, at 2:44 p.m., clinical nurse
supervisor (CNS)-C stated they did not do any
paperwork including admission assessment,
service plan, individual abuse prevention plan,
individual medication management plan,
Minnesota Department of Health
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discharge summary, medication disposition, or
individual treatment and therapy plan for R3 when
R3 got readmitted to the licensee. CNS-C stated
they transferred R3's physical chart to the
licensee's sister facility upon discharge and they
got the physical chart back from the sister facility
upon readmission. CNS-C stated they were not
aware of the requirement to do the
above-mentioned paperwork when a resident
moved to a different facility under the same
ownership.

On March 18, 2025, at 3:00 p.m., CNS-C stated
they completed the IAPP and the Service Plan
dated December 14, 2024, when R3 resided at
the licensee's sister facility, but they forgot to
change the address on the IAPP and the Service
Plan.

The licensee's undated Abuse Prevention Plan
Policy indicated all clients (residents) admitted to
the agency will be assessed for their susceptibility
to abuse by other individuals, including other
vulnerable adults and their risk of abusing other
vulnerable adults. The agency will develop a
statement of the specific measures that will be
taken to minimize the risk of abuse to that person
and other vulnerable adults, including self-abuse.
The plan will be incorporated into the client care
plan and will reflect the client's ability to
participate in and direct their own care or the
presence of an identified caregiver.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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0650| 144G.42 Subd. 8 (a) Staff records 0650
SS=E

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

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations;

(3) current job description, including
qgualifications, 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.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employee records
iIncluded all required content for two of three

employees (unlicensed personnel (ULP)-A,
ULP-B).

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
pattern scope (when more than a limited number
Minnesota Department of Health
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of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings include:

ULP-A
ULP-A was hired on August 1, 2023, to provide
direct care services to residents.

ULP-A's employee record included Yearly Annual
Performance Report Form dated December 28,
2023. The form was signed by ULP-A, however
the form was not completed and not signed by
the reviewer.

ULP-B
ULP-B was hired on December 7, 2023, to
provide direct care services to residents.

ULP-B's employee record did not include a Yearly
Annual Performance Report Form.

On March 18, 2025, at 11:10 a.m., licensed
assisted living director (LALD)-D stated the
program manager, lead worker, or the LALD
themselves did the annual performance reviews
every year. LALD-D stated the previous program
manager started the performance review for
ULP-A but forgot to complete it. LALD-D stated
they did not know how ULP-B's performance
review was missed.

The licensee's 4.05 Employee Records Policy
dated August 1, 2021, indicated employee
records for each employee will include
documentation of annual performance reviews
identifying areas of improvement needed and
training needs.

Minnesota Department of Health
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No further information was provided.

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

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

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and 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
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to maintain a written emergency
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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:

The licensee's emergency preparedness plan
dated March 28, 2022, lacked evidence of the
following required content:

- documentation of risk assessment;

- procedures for tracking of staff and patients;
- policies and procedures for volunteers;

- role under a waiver declared by secretary;

- sharing information on occupancy/needs;

- long term care family notification;

- annual review of the EPP; and

- quarterly review of missing resident policy.

On March 17, 2025, at 1:40 p.m., licensed
assisted living director (LALD)-D stated the EPP,
and the missing resident plan, was reviewed
every six months. LALD-D also stated they did
not know why the review dates for missing
resident and for the EPP was not documented.
LALD-D stated they were not aware the EPP plan
was missing the above listed items, and they did
not know why the items listed above were
missing from the plan.

The licensee's Emergency Preparedness Plan
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policy dated August 1, 2021, indicated it is the
intent that the licensee has in place an effective
and compliant Emergency Preparedness Plan.
The intent is the plan will be aligned with the
Centers for Medicare and Medicaid Services
State Operation Manual Appendix Z: "State
Operations Manual Appendix Z - Emergency
Preparedness for All Provides and Certified
Supplier Types: Interpretive Guidance."

The licensee's undated Client at Risk of
Wandering and/or Elopement policy did not
iIndicate a timeline as to how often the plan
should be reviewed.

No further information was provided.

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

0 730| 144G .43 Subd. 3 Contents of resident record 0730
SS=F
Contents of a resident record include the
following for each resident:

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

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

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

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

Minnesota Department of Health
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(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

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

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

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

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

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

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

(13) documentation of complaints received and
any resolution;

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a discharge summary
with required content for one of one resident (R3)
discharged from the licensee.

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
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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:

R3 was admitted to the licensee on December
14, 2021, and discharged to the licensee's sister
facility on May 1, 2024. R3 was readmitted to the
licensee on March 16, 2025.

R3's diagnoses included major depressive
disorder, scoliosis, post-traumatic stress disorder,
major anxiety, suicidal ideation, mild intellectual
disability, borderline personality disorder, and
cognitive deficits.

On March 17, 2025, at12:23 p.m., the surveyor
observed ULP-A administer oral medication to
R3.

R3's recorded lacked a discharge summary to
include the following required information:

- a summary of the resident's stay that included
diagnoses, courses of ilinesses, allergies,
treatments and therapies, and pertinent lab,
radiology, and consultation results;

- a final summary of the resident's status from the
latest assessment or review under Minnesota
Statutes, section 144G.70, if applicable, that
Includes the resident status, including baseline
and current mental, behavioral, and functional
status;

- a reconciliation of all predischarge medications
with the resident's post discharge prescribed and
over-the-counter medications; and

- a post discharge plan that is developed with the
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resident and, with the resident's consent, the
resident's representatives, which will help the
resident adjust to a new living environment. The
post discharge plan must indicate where the
resident plans to reside, any arrangements that
have been made for the resident's follow-up care,
and any post discharge medical and nonmedical
services the resident will need.

On March 18, 2025, at 2:15 p.m., licensed
assisted living director (LALD)-D stated they did
not do any paperwork for R3's discharge or
readmission as R3 got transferred within the
same company.

On March 18, 2025, at 2:44 p.m., clinical nurse
supervisor (CNS)-C stated they did not do any
paperwork including admission assessment,
service plan, individual abuse prevention plan,
individual medication management plan,
discharge summary, medication disposition, or
individual treatment and therapy plan for R3 when
R3 got readmitted to the licensee. CNS-C stated
they transferred R3's physical chart to the
licensee's sister facility upon discharge and they
got the physical chart back from the sister facility
upon readmission. CNS-C stated they were not
aware of the requirement to do the
above-mentioned paperwork when a resident
moved to a different facility under the same
ownership.

The Licensee's undated Resident Discharge
Process policy read, "DISCHARGE SUMMARY
1. Adischarge summary will be prepared at the
time of discharge.

2. The facility will provide the
resident/representative with a written discharge
summary at time of discharge.

3. Copies of the discharge summary will be
Minnesota Department of Health
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provided to other disciplines as required or as
approved by the resident.

4. The discharge summary will include:
Diagnoses

Courses of illness

Allergies

Treatments/therapies

Pertinent lab results

Pertinent X-ray results

Pertinent consultation results

. Summary of resident status based on latest
assessment

I. Resident status at baseline or when admitted
ii.  Current mental, behavioral and functional
status

I.  Reconciliation of all predischarge
medications with post discharge prescribed and
over the counter medications

. Post discharge plan developed with the
resident and with consent the resident's
representatives

K. The plan will include:

. Planned residence

ii.  Arrangements with follow-up care

. Needed medical and non-medical services
after discharge

5. The discharge summary may be developed
by the RN, Assisted Living Director or designee
appropriate to information required in the
discharge summary based on the resident and
the services they received during the facility stay.
6. A copy of the discharge summary is filed in
the resident record."

SQ@ o Qa0T

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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0775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
SS=F | environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to comply with the current State Fire Code
In Minnesota Rules, chapter 7511. 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, but was not likely to
cause serious injury, impairment, or death), and
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 residents).

The findings include:

On a facility tour on March 18, 2025, from 1:00
p.m. to 3:30 p.m., with licensed assisted living
director (LALD)-D., The surveyor made the
following observations of non-compliance with
current Minnesota Fire Code provisions.

EXTENSION CORD:

In resident room 3, the closet was being used as
the facility laundry room. There was an extension
cord being used as a continuous power source
for the washer. Extension cords should not be
used as a permanent source of power.
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CARBON MONOXIDE ALARMS:

There was no carbon monoxide alarm outside of
bedroom 4. Carbon monoxide alarms should be
within 10' on the outside of the sleeping room.

SMOKE ALARM:

Battery smoke alarm in bedroom 4 had paint on
the face of the alarm and alarm was over 10
years past the manufacturer date. Smoke alarms
should not have paint on them which could affect
operation and performance. Single- and
multiple-station smoke alarms shall be replaced
when:

1. They fail to respond to operability tests.

2. They exceed ten years from the date of
manufacture.

Smoke alarms shall be replaced with smoke
alarms having the<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>