
    

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
November 1, 2023

Licensee
Accurate Homes LLC
13605 Grand Avenue
Burnsville, MN  55337

RE:  Project Number(s) SL35744015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on October 18, 2023, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, the 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.

The 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. The 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
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          § 144G.20.        
        
In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5), the MDH may impose fine amounts of either
$1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The MDH may impose a fine of $1,000 for each substantiated maltreatment violation that consists of
abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2, 9, 17. The 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 - 0110 - 144g.10 Subdivision 1a - Assisted Living Director License Required - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $500.00. You will be invoiced approximately 30 days after receipt of this notice, subject to
appeal.  

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

The correction order documentation should include the following:

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

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

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

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

A state correction 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
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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 MDH 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.  

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,

Jodi Johnson, Supervisor
State Evaluation Team
Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax: 1-866-890-9290

HHH
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0 000 Initial Comments 0 000

******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:
SL35744015

On October 16, 2023, through October 18, 2023,
the Minnesota Department of Health conducted a
full survey at the above provider, and the
following correction orders are issued. At the time
of the survey, there were five active residents;
five receiving services under the Assisted Living
license.

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 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 issued pursuant to 144G.31
subd. 1, 2, and 3.

0 110 144G.10 Subdivision 1a Assisted living director
SS=F license required

0 110

Each assisted living facility must employ an
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 L8M011 If continuation sheet 1 of 18



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 11/01/2023
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

35744 B. WING _____________________________ 10/18/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ACCURATE HOMES LLC 13605 GRAND AVENUE
BURNSVILLE, MN 55337

(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

0 110 Continued From page 1

assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.?

0 110

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-B
was listed as the Director of Record for the
licensee. This had the potential to affect all the
licensee's 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
the residents).

The findings include:

On October 16, 2023, at 3:43 p.m., the Minnesota
Board of Executives for Long-Term Services and
Support (BELTSS) website indicated
LALD/CNS-B currently held a LALD license
effective through October 31, 2023; however,
LALD-A's license lacked an organization listed as
the Director of Record for the licensee.
LALD/CNS-B reviewed the BELTSS website with
the surveyor at that time and stated she was not
listed as the director of record and further stated
she hadn't realized she needed to add that.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

Minnesota Department of Health
STATE FORM 6899 L8M011 If continuation sheet 2 of 18
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0 470 144G.41 Subdivision 1 Minimum requirements
SS=C

(11) develop and implement a staffing plan for
determining its staffing level that:
(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

0 470

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review the licensee failed to ensure the staff
posting included all the required elements,
potentially affecting all the licensee's current
residents, staff, and visitors.

This practice resulted in a level one violation (a

Minnesota Department of Health
STATE FORM 6899 L8M011 If continuation sheet 3 of 18
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0 470 Continued From page 3

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

0 470

The findings included:

During the entrance conference on October 16,
2023, at 11:15 a.m. licensee owner (O)-A stated
the staffing shift hours were as follows: Day shift:
7:00 a.m. - 3:00 p.m.; evening shift: 3:00 p.m. -
11:00 p.m.; night shift: 11:00 p.m. - 7:00 a.m.

On October 16, 2023, at 12:05 p.m. the Staff
Schedule was observed posted on the wall near
the front entrance of the facility. The Staff
Schedule included how many unlicensed staff
were working for the AM, PM, and overnight shift;
the schedule did not indicate the specific times of
each shift. O-A reviewed the Staff Schedule and
stated the shift times were not included.

The licensee's Staffing Plan last reviewed August
1, 2023, indicated the 24-hour daily staffing
schedule will show schedules for each ULP
(unlicensed personnel); showing all work shifts,
including days and hours worked and their daily
assignments.

No further information provided.

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

0 790 144G.45 Subd. 2 (a) (2)-(3) Fire protection and
SS=F physical environment

Minnesota Department of Health
STATE FORM

0 790

6899 L8M011 If continuation sheet 4 of 18
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0 790 Continued From page 4 0 790

(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:
Based on observation and interview, the licensee
failed to provide current tags and documentation
of annual and monthly inspections of all the fire
extinguishers. This deficient condition had the
ability to affect all staff and 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
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 a facility tour on October 16, 2023, at
approximately 12:40 p.m., with Registered Nurse
(RN-C), survey staff observed that the fire
extinguishers throughout the facility, did not have
any current tags or documentation to indicate that

Minnesota Department of Health
STATE FORM 6899 L8M011 If continuation sheet 5 of 18
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annual and monthly inspections had been
performed as required. The annual inspection tag
was from November 2022 and monthly
documentation had not been done.

0 790

RN-C verbally confirmed survey staff
observations.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

0 800 144G.45 Subd. 2 (a) (4) Fire protection and
SS=D 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 physical 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
some of the 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 an
isolated scope (when one or a limited number of

Minnesota Department of Health
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residents are affected or one or a limited number
of staff are involved, or the situation has occurred
only occasionally).

0 800

The findings include:

On 10/16/2023, from approximately 12:45 p.m.,
survey staff toured the facility with Registered
Nurse (RN)-C. During the facility tour, survey
staff observed and verified the following
maintenance issues:

It was observed that the bathroom fan in the
basement had debris and dust.

RN-C verbally confirmed survey staff
observations during the facility tour.

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) 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

Minnesota Department of Health
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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
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 a record review and interview, the
licensee failed to develop a fire safety and
evacuation plan with required elements, failed to
provide required employee and resident training
on fire safety and evacuation, and failed to
conduct required evacuation drills. This 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).

Minnesota Department of Health
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Findings include:

A record review and interview were conducted on
October 17, 2023, at approximately 9:05 a.m.
with Owner (O-A) on the fire safety and
evacuation plan, fire safety and evacuation
training, and evacuation drills for the facility.

Record review of the available documentation
indicated that the fire safety and evacuation plan
did not include 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. The facility plan
specified for residents to shelter in place and that
the fire department would give orders on whether
or not to evacuate, however the facility was not
equipped with a fire sprinkler system or fire rated
doors and assemblies that would support a
shelter in place plan. In addition to this, the
licensee must prescribe an evacuation plan and
cannot solely rely on the fire department
response to remove residents from danger.

Record review of the available documentation
indicated that the licensee did not provide training
for employees on the fire safety and evacuation
plans upon hire and at least twice per year
thereafter. This facility had only one date
recorded on 10/26/2022.
Record review of the available documentation
indicated that the licensee did not conduct
evacuation drills twice per year per shift and
every other month for employees as required by
statute. Documentation showed only one
evacuation drill done on 08/20/2023.

During interview, O-A verified that the fire safety
Minnesota Department of Health
STATE FORM 6899 L8M011 If continuation sheet 9 of 18
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and evacuation plan for the facility lacked these
provisions.

0 810

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

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

(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
designated representative;

01060

Minnesota Department of Health
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(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 and
failed to notify the Office of Ombudsman for
Long-Term Care of the emergency relocation
when the residents had not returned to the facility
within four days for one of one resident (R1).

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:

R1's diagnoses included chronic obstructive
pulmonary disease (COPD-a chronic
inflammatory lung disease that causes obstructed
airflow from the lungs).

R1's Service Plan dated October 16, 2023,
indicated R1 received services including bathing,

Minnesota Department of Health
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dressing, grooming, oxygen delivery, transfer and
ambulation assistance, housekeeping, meals,
laundry, and medication administration.

01060

R1's progress note dated July 7, 2023, indicated
R1 had been taken to the hospital via ambulance
at 6:30 a.m. due to complaints of shortness of
breath, chest pain and chills.

R1's progress note dated July 12, 2023, indicated
R1 had been discharged from the hospital that
day and returned to the residence at 3:30 p.m.

R1's record lacked a written notice that
contained, at a minimum:
- the reason for the relocation;
- the name and contact information for the
location to which the resident has been relocated
and any new service provider;
- contact information for the Office of
Ombudsman for Long-Term Care;
- 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;
- 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.

On October 17, 2023, at 10:06 a.m. licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-B stated R1 had been hospitalized
July 7, 2023, due to complications of COPD, and
returned to the residence July 12, 2023, with
medication changes. LALD/CNS-B stated the
licensee did not provide an emergency transfer
notice to resident, legal representative, and

Minnesota Department of Health
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designated representative when residents were
hospitalized, nor were they notifying the
ombudsman when the relocation exceeded four
days. LALD/CNS-B stated being unaware of the
requirement.

01060

The licensee's Discharge and Transfer of
Residents policy dated August 1, 2021, indicated:
25. In the event of an emergency relocation, the
facility will, as soon as possible, provide written
notice of Emergency Relocation to the following:

a. The resident
b. The resident's legal representative
c. The resident's designated representative
d. If the resident received home and

community-based services, the resident's case
manager

e. If the resident has been relocated and not
returned to Accurate Homes within four (4) days,
the Office of Ombudsman for Long-Term Care.

No further information was provided.

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

01620 144G.70 Subd. 2 (c-e) Initial reviews,
SS=D 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

Minnesota Department of Health
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individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
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 the registered nurse
(RN) completed a comprehensive change of
condition assessment following hospitalization for
one of one resident (R1).

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:

R1's diagnoses included chronic obstructive
pulmonary disease (COPD-a chronic
inflammatory lung disease that causes obstructed
airflow from the lungs).

Minnesota Department of Health
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R1's Service Plan dated October 16, 2023,
indicated R1 received services including bathing,
dressing, grooming, oxygen delivery, transfer and
ambulation assistance, housekeeping, meals,
laundry, and medication administration.

01620

R1's progress note dated July 7, 2023, indicated
R1 had been taken to the hospital via ambulance
at 6:30 a.m. due to complaints of shortness of
breath, chest pain and chills.

R1's progress note dated July 12, 2023, indicated
R1 had been discharged from the hospital and
returned to the residence at 3:30 p.m.

R1's record did not include a change of condition
assessment by the RN upon return from the
hospital.

On October 17, 2023, at 2:30 p.m. licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-B stated she did not complete a
change of condition assessment for R1 upon
return from the hospital as her diagnoses hadn't
changed. LALD/CNS-B further stated she did
write up a progress note upon R1's return that
included the resident's vital signs and medication
changes, but did not complete a comprehensive
assessment.

The licensee's 6.01 Assessments, Reviews &
Monitoring policy dated July 16, 2021, indicated:
6. The facility will conduct a nursing assessment
during a holiday, and the weekend for a resident
who is ready to be discharged from the hospital
and return to the facility.

No further information was provided.

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

01620

01910 144G.71 Subd. 22 Disposition of medications
SS=F

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to document in the resident's
record the disposition of the medication including
the medication's prescription number as
applicable, for one of one discharged resident
(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

Minnesota Department of Health
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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).

01910

The findings include:

The discharge resident roster provided by the
licensee, indicated R2 had passed away in the
hospital on August 17, 2022.

R2's service plan dated March 25, 2022,
indicated services included medication
administration.

R2's Disposing of Controlled and Uncontrolled
Meds [Medications] form dated August 23, 2022,
included medications that had been destroyed.

The document identified the medication name,
strength, prescription number, quantity, and
signature of the nurse(s). The document did not
include the prescription number for any of the
non-narcotic medications including: furosemide
(diuretic/water pill), allopurinol (to treat gout and
kidney stones), amlodipine (hypertension-high
blood pressure), Vitamin D3, prednisone
(corticosteroid to treat inflammation), dapsone
(antibiotic), Vitamin B12, Losartan (hypertension),
carvedilol (hypertension), famotidine (to
treat/prevent ulcers of the stomach and
intestines), Symbicort (to control and prevent
symptoms caused by asthma or ongoing lung
disease), miconazole (to treat fungal infection in
the mouth or throat), Ventolin HFA (inhaler that
relaxes muscles in the airways and increases air
flow to the lungs), lidocaine (topical gel used on
the skin to stop itching and pain from certain skin
conditions), polyethylene glycol (laxative), and

Minnesota Department of Health
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indomethacin (to relieve pain, swelling, and joint
stiffness).

01910

On October 17, 2023, at 10:27 a.m. registered
nurse (RN)-C stated R1's Disposing of Controlled
and Uncontrolled Meds form did not include the
prescription number for all non-narcotic
medications destroyed. RN-C further stated
being unaware of the requirement and thought it
only pertained to narcotic medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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Type:
Date:
Time:
Report:

Full
10/17/23
12:00:00
1005231245

Location:
Accurate Homes Llc
13605 Grand Avenue
Burnsville, MN55337
Dakota County, 19

License  Categories:

Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975
Saint Paul, MN 55164-0975
651-201-4500

Food  and Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: 0037601
Risk:
Announced Inspection: No

Operator:

Page 1

Expires on: / /
Phone #: 6127039332
ID #:

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

No NEW orders were issued during this inspection.

Food  and  Equipment  Temperatures

Process/Item: Cold Hold/CHICKEN
Temperature: 41 Degrees Fahrenheit - Location: REFRIGERATOR
Violation Issued: No
Process/Item: Cold Hold/DELI MEAT
Temperature: 41 Degrees Fahrenheit - Location: REFRIGERATOR
Violation Issued: No
Process/Item: Cold Hold/HOT DOG
Temperature: 41 Degrees Fahrenheit - Location: REFRIGERATOR
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
0

INSPECTION COMPLETED WITH EMPLOYEES AND EMAILED TO HRD NURSE EVALUATOR
WENDY BUCKHOLZ.

TEMPERATURE REGISTERING STRIPS WERE ON SITE. DIRECTOR STATES THAT THE
DISHWASHER DOES REACH 160 DEGREES F WHEN STRIPS ARE RUN THROUGH THE MACHINE.

KITCHEN IS RESIDENTIAL AND FOOD IS PREPARED FOR SAME DAY SERVICE.

FLOORING IS WOOD, CABINETS ARE WOOD WITH HOLLOW BASE, AND COUNTERS ARE TILE.
ALL ARE FOUND TO BE IN GOOD CONDITION AND WILL BE MONITORED AT FUTURE
INSPECTIONS. IF AT SUCH A TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF
CONTAMINATION, THEY WILL BE ORDERED TO BE REPLACED AND BROUGHT UP TO CODE.



Type: Full
Date: 10/17/23
Time: 12:00:00
Report: 1005231245
Accurate Homes Llc

Food  and Beverage  Establishment
Inspection  Report

Page 2

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 1005231245 of 10/17/23.

Certified Food Protection Manager:RAWI H. DOVE

Certification Number: FM107884 Expires: 08/01/24

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
MOHAMMED WEHELIE
DIRECTOR

Signed:
Jessica Davis
Public Health Sanitarian III
651-201-3961
jessica.davis@state.mn.us


