DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
December 12, 2025

Licensee

Unique Homes LLC

3940 46th Avenue North
Robbinsdale, MN 55422

RE: Project Number(s) SL37197016

Dear Licensee:

On November 25, 2025, the Minnesota Department of Health completed a follow-up survey of your
facility to determine correction of orders from the survey completed on September 10, 2025. This
follow-up survey verified that the facility is in substantial compliance.

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in the letter with your organization’s Governing Body.

Please feel free to call me with any questions.

Sincerely,

Casey DeVries, Supervisor
State Evaluation Team

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

CLN
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
October 14, 2025

Licensee

Unique Homes LLC

3940 46th Avenue North
Robbinsdale, MN 55422

RE: Project Number(s) SL37197016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on September 10, 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.

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
ag." 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;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;

Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 5: a fine of $5,000 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20.

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

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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pursuant to this survey:

St - 0-0330 - 144g.30 Subd. 4 - Information Provided By Facility - $500.00

St - 0 - 0340 - 144g.30 Subd. 5 - Correction Orders - $500.00

St - 0 - 0495 - 144g.41 Subdivision. 1 (13) - Minimum Requirements - $1,000.00

St - 0-0630 - 144g.42 Subd. 6 (b) - Compliance With Requirements For Reporting Ma - $1,000.00
St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00

St - 0 - 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 $4,000.00. 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 Identify 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.
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To submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

o 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,

ANNER NN

Casey DeVries, Supervisor
State Evaluation Team

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

CLN
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AT TENTION***** Minnesota Department of Health is

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G .08 to 144G.95, these correction orders are
iIssued 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:
SL37197016-0

On September 8, 2025, through September 10,
2025, 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 four residents all of
whom received services under the Assisted
Living Facility license.

An immediate correction order was issued
September 8, 2025, for SL37197016-0 correction
tag 0495.

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

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
assigned tag number appears in the
far-left column entitled "ID Prefix Tag."
The state Statute number and the
corresponding text of the state Statute out
of compliance is listed in the "Summary
Statement of Deficiencies"” column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

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

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

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

TITLE (X6) DATE

STATE FORM 6899

NS3011 If continuation sheet 1 of 84




PRINTED: 10/14/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
37197 B. WING 09/10/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3940 46 TH AVENUE NORTH
UNIQUE HOMES LLC ROBBINSDALE, MN 55422
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 330 | Continued From page 1 0 330
0 330| 144G.30 Subd. 4 Information provided by facility | 0330
SS=F

(a) The assisted living facility shall provide
accurate and truthful information to the
department during a survey, investigation, or
other licensing activities.

(b) Upon request of a surveyor, assisted living
facilities shall within a reasonable period of time
provide a list of current and past residents and
their legal representatives and designated
representatives that includes addresses and
telephone numbers and any other information
requested about the services to residents.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide the
Minnesota Department of Health (the
Department) with accurate and truthful
information during a survey.

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

The findings include:

During the course of the survey from September
8, 2025, through September 10, 2025, the
surveyor observed R2 yelling derogatory
comments, racial slurs, and profanity. R2 also
exhibited signs of aggression as evidenced by

Minnesota Department of Health
STATE FORM 6899 NS3011 If continuation sheet 2 of 84
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slamming doors, talking under breath, using loud
tones, and entering personal space of others. In
addition, the surveyor observed a broken entry

door to the facility which staff member stated was
broken by R2.

On September 10, 2025, at 8:14 a.m., registered
nurse (RN)-E from R2's previous discharging
facility, stated R2 discharged from their facility
due to "destroying and breaking everything and
refusing to pay rent." RN-E stated they reported
to the licensee's nurse upon R2's admission to
the licensee that R2 refused his antipsychotic
injection and oral medications and would become
violent.

On September 10, 2025, at 10:12 a.m., clinical
nurse supervisor (CNS)-C denied the RN from
the previous facility verbalized R2's behaviors
during the discharge/admission process and
stated the RN just said R2 was non-compliant
with medications.

On September 10, 2025, at 10:41 a.m., licensed
assisted living director (LALD)-D stated they
were not aware of R2's behaviors prior to
admission.

On September 10, 2025, at 10:50 a.m., case
worker (CW)-F stated prior to R2's admission to
the licensee, the case worker discussed R2's
high behaviors with the licensee. CW-F stated
the licensee attempted to get a higher rate due to
the high behaviors.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

Minnesota Department of Health

STATE FORM
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(a) A correction order may be issued whenever
the commissioner finds upon survey or during a
complaint investigation that a facility, a
managerial official, an agent of the facility, or staff
of the facility is not in compliance with this
chapter. The correction order shall cite the
specific statute and document areas of
noncompliance and the time allowed for
correction.

(b) The commissioner shall mail or email copies
of any correction order to the facility within 30
calendar days after the survey exit date. A copy
of each correction order and copies of any
documentation supplied to the commissioner
shall be kept on file by the facility and public
documents shall be made available for viewing
by any person upon request. Copies may be kept
electronically.

(c) By the correction order date, the facility must:
(1) document in the facility's records any action
taken to comply with the correction order. The
commissioner may request a copy of this
documentation and the facility's action to respond
to the correction order in future surveys, upon a
complaint investigation, and as otherwise
needed; and

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide sufficient
documentation taken to comply with the
correction orders from a survey completed
December 2, 2022. The lack of action to ensure
compliance with regulations had the potential to
affect all residents receiving services from the
licensee.
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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, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

On February 24, 2023, the licensee received
results from the previous survey concluded on
December 2, 2022. The longest time period for
correction (the time frame the licensee must
document and correct orders) was 21 days from
the date the licensee received their results, which
was March 17, 2023. The licensee's correction
orders included tag identifier 0680, related to
144G.42 Subd. 10. Disaster planning and
emergency preparedness plan.

The licensee's undated plan of correction
included the following order numbers 0680 and
read "we have completed an all-hazard
assessment, developed a comprehensive
disaster plan including evacuation,
shelter-in-place, relocation sites, subsistence
needs, tracking of residents/staff, and
communication protocols. Exit diagrams were
posted, resident received copies, and missing
resident policy finalized. Staff and residents
completed annual EP [emergency preparedness]
training. Systemic Change: EP plan will be
reviewed and tested annually through drills."

On September 10, 2025, at 3:40 p.m., upon
completion of a survey initiated on September 8,
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2025, the surveyor found the licensee was still
non-compliant with 144G.42 Subd. 10. Disaster
planning and emergency preparedness plan.

On September 9, 2025, at 8:56 a.m., licensed
assisted living director (LALD)-D stated the
licensee had made changes to their EPP plan
multiple times. LALD-D stated, "l can't get it right.
| tried to do it based off the requirement.”

On September 10, 2025, at 1:52 p.m., the survey
inquired how they were implementing the
licensee's plan of correction. LALD-D stated, "\We
are always vigilant with changes with the law,
and we visit the findings or tags and see if we
can do better documentation on it. WWe updated
our contract and EPP. We are on top of things
that way. Physical, somethings they [Minnesota
department of health engineer surveyor] pointed
out we will start to fix immediately."

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0470/ 144G.41 Subdivision 1 Minimum requirements 0470
SS=F
(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;

(i) 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

(i) ensures that the facility can respond promptly
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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;

(i) 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;

(i) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement is not met as evidenced
by:

Based on interview, and record review, the
licensee failed to develop and implement a
written staffing plan that included an evaluation
completed by the clinical nurse supervisor (CNS)
(as indicated in Minnesota Administrative Rule
4659.0180) at least twice a year. This had the
potential to affect all residents and staff.

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).
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The findings include:

The licensee's Staffing Plan dated July 1, 20295,
iIndicated one unlicensed personnel (ULP) would
be present and one ULP would be on call during
the day shift from 7:00 a.m. to 3:00 p.m., evening
shift from 3:00 p.m. to 11:00 p.m., and night shift
from 11:00 p.m. to 7:00 a.m. An on-call nurse or
manager would be available 24 hours per day
seven days per week. The staffing plan was
signed by clinical nurse supervisor (CNS)-C on
July 1, 2025. The Staffing Plan lacked evidence
of an evaluation conducted by the CNS, to be
conducted at least twice a year, of the
appropriateness of staffing levels in the facility.

On September 8, 2025, at 2:20 p.m., the
surveyor inquired if the licensee had additional
documentation for the staffing plan review.
LALD-D stated no. LALD-D stated the staffing
plan was reviewed once a year and if there was a
change that needed to be made with staffing
levels.

On September 8, 2025, at 2:21 p.m., CNS-C
stated they believed the staffing plan needed to
be reviewed one time per year and they were
unaware of the requirement to review the staffing
plan twice per year.

The licensee's Staffing Policy & Plan policy dated
July 1, 2025, indicated the CNS would prepare
and implement a 24-hour daily staffing plan that
ensured adequate staffing to meet residents’
needs at all times, including reasonably
foreseeable needs. The staffing plan was based
on an evaluation of appropriateness of the
staffing levels in the facility and was reviewed at
least twice per year.
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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;
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(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
Install 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, but was not likely to
cause serious injury, impairment, or death), and
IS Issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).
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The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated September 8, 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.

144G.41 Subdivision 1b Minimum requirements;
other required services

All assisted living facilities must offer to provide
or make available the following services to
residents:

(1) weekly housekeeping;

(2) weekly laundry service;

(3) upon the request of the resident, provide
direct or reasonable assistance with arranging for
transportation to medical and social services
appointments, shopping, and other recreation,
and provide the name of or other identifying
information about the persons responsible for
providing this assistance;

(4) upon the request of the resident, provide
reasonable assistance with accessing community
resources and social services available in the
community, and provide the name of or other
identifying information about persons responsible
for providing this assistance;

(5) provide culturally sensitive programs; and

(6) have a daily program of social and
recreational activities that are based upon
individual and group interests, physical, mental,
and psychosocial needs, and that creates
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opportunities for active participation in the
community at large.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to have a daily
program of social and recreational activities
based on individual and group interests, or
physical, mental and psychosocial needs for
three of three residents (R1, R2, R3).

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

The findings include:

During observations on September 8, 2025, and
September 9, 2025, between approximately 8:00
a.m. and 2:30 p.m., the surveyor observed no
activities, either planned or offered to residents.
The surveyor observed R2 having multiple
behaviors, R1 having intermittent, conversations
with staff, R3 eating and returning to their room,
residents going outdoors to smoke, and residents
spending the majority of their day within their
rooms.

The licensee's September Activities 2025
calendar indicated six days of the month that
iIncluded an activity.
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R1
R1 admitted the licensee on July 5, 2025, and
began receiving assisted living services.

R1's service plan signed August 6, 2025,
Indicated, "see exhibit 1 for level of care and
charges". R1's Service Plan lacked "exhibit 1".

R2
R2 admitted to the licensee on August 26, 2025,
and began receiving assisted living services.

R2's record included two different service plans.

R2's unsigned and undated Service Plan
iIndicated R2 received assistance with
housekeeping, laundry, shopping, money
management, appointments, transportation,
socialization, meals, medication set up and
administration, and behavior management.

R2's second Service Plan was signed by a staff
member on August 26, 2025, however lacked
R2's signature and did not identify any services
the licensee would provide to R2.

R3

R3 admitted to the licensee on October 12, 2022,

and began receiving assisted living services.

R3's record included a "24-hour Customized
Living Services- Daily" form dated October 12,
2022. The form indicated R3 received services
iIncluding assistance with dressing, grooming,
bathing, medication reminders, assistance with
self-administration of medications, and behavior
management.
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R1, R2, R3's records lacked an activity plan per
the licensee's Outing and Activities policy.

On September 10, 2025, at 10:34 a.m., housing
manager (HM)-A stated the licensee takes the
residents to the buffet, they have a gaming
council and play dominos for activities. HM-A
stated they do outings two or three times per
month. The surveyor inquired if they provide an
activity for the resident's daily. HM-A stated they
provide 1:1 conversation with residents. The
surveyor inquired how they would know what
activities to offer. HM-A stated the residents were
asked upon admission what they like to do and
there was an activities calendar. HM-A stated if
there was no activity written on the calendar, they
will offer to do something with the resident based
on their preference and it was the resident's
choice if they wanted to do it or not.

On September 10, 2025, at 1:56 p.m., licensed
assisted living director (LALD)-D stated activities
were customizable to each resident. LALD-D
stated at one point the licensee planned an
outing once per week however it was difficult to
get residents to agree so if a resident requests
an outing the licensee plans that outing. The
surveyor inquired if they had something to show
the ULP what activity to offer and something to
notify a resident what activity would be offered
each day. LALD-D stated, "there should be one,
but | don't think we have it planned once per
day."

The licensee's Outing and Activities policy dated
August 1, 2021, indicated each resident would
have their own activity schedule that reflects their
unique preferences and interests, physical and
metal capabillities, health care needs, and cultural
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No further information was provided.
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Requirements

(13) provide staff access to an on-call registered
nurse 24 hours per day, seven days per week.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to ensure that a registered nurse (RN) was
available on-call 24 hours a day, seven days per
week. This had the potential to affect all residents
and staff of the facility.

This practice resulted in a level three violation (a
violation that harmed a resident's health or
safety, or a violation that had the potential to
cause more than minimal harm to the resident),
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 held a current assisted living facility
license valid until June 30, 2026.

R1
R1 admitted the licensee on July 5, 2025, and

Minnesota Department of Health

STATE FORM

0899 NS3011

If continuation sheet 15 of 84




Minnesota Department of Health

PRINTED: 10/14/2025
FORM APPROVED

began receiving assisted living services.
R1's diagnoses included anxiety and depression.

R1's service plan signed August 6, 2025,
Indicated, "see exhibit 1 for level of care and
charges". R1's Service Plan lacked "exhibit 1".

On September 8, 2025, at approximately 9:30
a.m., during the entrance conference, clinical
nurse supervisor (CNS)-C stated R1 received
services including assistance with medication
administration.

R2
R2 admitted to the licensee on August 26, 2025,
and began receiving assisted living services.

R2's diagnoses included schizophrenia (a mental
health condition characterized by symptoms of
hallucinations, delusions, disorganized thinking,
and difficulty distinguishing reality from
Imagination) and depression.

R2's unsigned and undated service plan
Indicated R2 received services including
assistance with medication set up and
administration, and behavior management.

R3
R3 admitted to the licensee on October 12, 2022,
and began receiving assisted living services.

R3's diagnoses included anxiety and depression.

R3's record included a "24-hour Customized
Living Services- Daily" form dated October 12,
2022. The form indicated R3 received services
iIncluding assistance with dressing, grooming,
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bathing, medication reminders, assistance with
self-administration of medications, and behavior
management.

R4
R4 admitted to the licensee on October 31, 2025,
and began receiving assisted living services.

R4's diagnoses included anxiety and depression.

R4's care plan dated November 2, 2024,
indicated R4 received services including verbal
reminders for bathing and grooming, behavior
management, housekeeping, medication refills,
appointments, and shopping.

On September 8, 2025, at 9:48 a.m., during the
entrance conference, CNS-C stated they were
the only nurse who worked for the licensee.
CNS-C stated they worked part-time 48 hours
every two weeks at a hospital. CNS-C stated
their hospital duties included providing direct
patient care. CNS-C stated they worked mainly
the weekends. CNS-C stated they were unable to
answer telephone calls when in the rooms with
patients however, they would check their cell
phone when they exited rooms and when they
were on breaks, and could return messages
then. CNS-C stated they could leave their
hospital shift in an emergency because the
hospital had emergency backup nurses that
could take over their case load of patients so
they could leave. CNS-C stated if they were not
able to answer their phone immediately, they
have trained the unlicensed personnel (ULP) to
call 911 in the event of an emergency.

On September 8, 2025, at 1:44 p.m., housing
manager (HM)-A stated they have not had to
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Continued From page 17

contact the nurse for any emergencies at the
facility. HM-A stated they did contact the nurse to
update them on appointments and had not had
any issue getting ahold of the RN.

The licensee's 6.2 Availability of an RN for Staff
policy dated August 1, 2021, indicated the RN
must be readily available either in person, by
telephone, or by other means to the staff at times
when the staff was providing services. The
on-call licensed health professional shall respond
and provide consultation to the ULP in a timely
manner based on the communicated information.

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

R2's admission date was amended after the
Initial iImmediate order went to the licensee due
to further information provided by the licensee.

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
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by:

Based on observation, interview, and record
review, the licensee failed to establish and
maintain an effective infection control program
that complied with accepted health care, medical,
and nursing standards for infection control
related to gloving and hand hygiene for one of
four employees (housing manager (HM)-A).

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

The findings include:

On September 9, 2025, at 8:12 a.m., the
surveyor observed HM-A perform hand hygiene
and apply a pair of gloves. HM-A performed
medication administration for R1, removed
gloves, locked the medication closet, and then
threw the gloves away in the trash. Without
performing hand hygiene, HM-A opened a
Kitchen cabinet, grabbed a pen from the living
room, shut the kitchen cabinet, drank a liquid
from a water bottle, retrieved a recently delivered
medication from the living room, placed a phone
call to the nurse related to medication delivery,
opened the delivery packet to review its contents,
took a photo of the delivery content and sent it to
the nurse, answered the nurse's return phone
call, placed a dirty pot into the kitchen sink, ran
the kitchen water, cued R1 to eat, provided the
surveyor with an employee record, and began

partment of Health

6899

NS3011

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
0510 | Continued From page 18 0510

If continuation sheet 19 of 84




Minnesota Department of Health

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

37197

A.

B.

PRINTED: 10/14/2025

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
BUILDING: COMPLETED
WIS 09/10/2025

NAME OF PROVIDER OR SUPPLIER

3940 46TH AVENUE NORTH
ROBBINSDALE, MN 55422

UNIQUE HOMES LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

Minnesota De
STATE FORM

typing on the computer in the living room. The
surveyor inquired how they were trained on
infection control. HM-A stated they completed a
course on EduCare (a training software) and then
they completed a training and demonstration with
the nurse. HM-A stated they were trained to
complete hand hygiene before and after food
preparation, before and after medication
administration, and after glove removal. HM-A
stated they performed hand hygiene every 15 to
30 minutes because they are touching "stuff".
HM-A stated, "When | put the pot in the sink, |
think it slipped my mind to wash my hands."

On September 9, 2025, at 11:36 a.m., clinical
nurse supervisor (CNS)-C stated ULP were
trained on infection control and hand hygiene
upon hire and then monthly.

The Centers for Disease Control (CDC) Clinical
Safety: Hand Hygiene for Healthcare Workers
dated February 27, 2024, recommended to clean
your hands:

- Immediately before touching a patient;

- before performing an aseptic task such as
placing and indwelling device or handling
Invasive medical devices;

- before moving from work on a soiled body site
to a clean body site on the same patient;

- after touching a patient or patient's
surroundings;

- after contact with blood, body fluids, or
contaminated surfaces; and

- Immediately after glove removal.

The licensee's Infection Prevention & Control
Program (144G) policy dated January 1, 2025,
indicated the program was designed to comply
with Minnesota Rule 144G and CDC guidelines.
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In addition, Staff were trained and monitored on
hand hygiene compliance.
No further information was provided.
TIME PERIOD FOR CORRECTION: Seven (7)
days
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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
individualized 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 observation, interview, and record
review, the licensee failed to have an accurate
individual abuse prevention plan (IAPP) for two of
three residents (R2, R3) and failed to have
statement of specific measures to be taken to
minimize the risk of abuse to that person and
other vulnerable adults for one of three residents
(R2).

This practice resulted in a level three violation (a
violation that harmed a resident's health or
safety, or a violation that had the potential to
cause more than minimal harm to the resident),

Minnesota Department of Health

STATE FORM

6899

NS3011

If continuation sheet 21 of 84




PRINTED: 10/14/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
37197 B. WING 09/10/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
3940 46TH AVENUE NORTH
UNIQUE HOMES LLC
ROBBINSDALE, MN 55422
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0630 | Continued From page 21 0630

and was issued at a pattern scope (when more
than a limited number 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:

R2
R2 admitted to the licensee on August 26, 2025,
and began receiving assisted living services.

R2's diagnoses included schizophrenia (a mental
health condition characterized by symptoms of
hallucinations, delusions, disorganized thinking,
and difficulty distinguishing reality from
Imagination), and depression.

R2's record included two different service plans.

R2's unsigned and undated Service Plan
indicated R2 received assistance with
housekeeping, laundry, shopping, money
management, appointments, transportation,
socialization, meals, medication set up and
administration, and behavior management.

R2's second Service Plan was signed by a staff
member on August 26, 2025, however lacked
R2's signature and did not identify any services
the licensee would provide to R2.

R2's Individual Abuse Prevention Plan
Assessment dated August 26, 2025, indicated R2
was susceptible to abuse from another individual
iIncluding other vulnerable adults and was not at
risk for abusing other vulnerable adults.

R2's initial assessment dated August 26, 2025,

Minnesota Department of Health

STATE FORM

6899

NS3011

If continuation sheet 22 of 84




Minnesota Department of Health

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

37197

A.

B.

PRINTED: 10/14/2025

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
BUILDING: COMPLETED
WIS 09/10/2025

NAME OF PROVIDER OR SUPPLIER

3940 46TH AVENUE NORTH
ROBBINSDALE, MN 55422

UNIQUE HOMES LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

read, "client [R2] displayed irritability and raised
voice toward staff, using verbally abusive
language.” The assessment indicated R2
presented with a hostile and defensive
demeanor, paced the room, had tense body
language, and tone and words were threatening
to staff.

R2's progress note dated September 3, 2025,
iIndicated R2 was verbally abusive, "yelling
profanities and making hostile remarks", "[R2]
was observed pacing in the hallway with
clenched fists, a tense facial expressions, and an
elevated tone of voice", and "Other residents In
the area were moved for safety.”

R2's Incident Report dated September 7, 2025,
iIndicated R2 threw multiple kitchen utensils and
cereal boxes in the direction of staff. Housing
manager (HM)-A attempted to de-escalate the
situation by using calm and clear communication
however, the situation continued to escalate.
"Due to safety concerns for both staff and other
residents in the facility, staff contacted local law
enforcement immediately." In addition, the
incident report indicated R2's case manager
would be contacted to discuss resident
placement concerns and behaviors.

On September 8, 2025, at 10:17 a.m., the
surveyor observed R2 at the top of the stairway
using racial slurs and profanity, in a loud tone.

On September 9, 2025, at 9:43 a.m., the
surveyor observed R2 yelling about vitamin D3.
R2 paced the facility's main level, entering staff
member's personal space, yelling derogatory
comments and using profanity towards staff
members. HM-A and clinical nurse supervisor
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