DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
February 17, 2026

Licensee

Applewood Home Health Care LLC
6511 Irving Avenue South
Richfield, MN 55423

RE: Project Number(s) SL35976015

Dear Licensee:

On October 29, 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 18, 2024. 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,

L
Tim Hanna, Supervisor
State Engineering Services Section
Email: Tim.Hanna@state.mn.us

Telephone: 507-208-8982 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 3, 2025

Licensee

Applewood Home Health Care LLC
6511 Irving Avenue South
Richfield, MN 55423

RE: Project Number(s) SL35976015
Dear Licensee:

On August 12, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the survey completed on September 18,
2024. This follow-up survey determined your facility had not corrected all of the state correction
orders issued pursuant to the September 18, 2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on September 18, 2024, found not corrected at the time of the August 12,
2025, follow-up survey and/or subject to penalty assessment are as follows:

0820-Fire Protection And Physical Environment-144g.45 Subd. 2 (g)

The details of the violations noted at the time of this follow-up survey completed on August 12, 2025
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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

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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Applewood Home Health Care LLC
October 3, 2025
Page 2

We urge you to review these orders carefully. If you have questions, please contact Tim Hanna at
507-208-8982.

You are encouraged to retain this document for your records. Itis your responsibility to share the
information contained in the letter and/or state form with your organization’s Governing Body.

Sincerely,

g

e

Tim Hanna, Supervisor

State Engineering Services Section

Email: Tim.Hanna@state.mn.us

Telephone: 507-208-8982 Fax: 1-866-890-9290

HHH
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******ATTE NTI O N******

ASSISTED LIVING PROVIDER FOLLOW UP
SURVEY WITH RE-ISSUE OF ORDERS

INITIAL COMMENTS
SL359/6015-4

On August 13, 2025, the Minnesota Department
of Health conducted a follow-up survey at the
above provider to follow-up on orders issued

pursuant to a survey completed on May 29, 2025.

At the time of the survey, there were 2 residents;
2 receiving services under the Assisted Living
Facility license. As a result of the follow-up
survey, the following orders were reissued.

144G .41 Subdivision 1 Subd. 1a (a-b) Minimum
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

Minnesota Department of Health
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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;

(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 celling 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

(/) 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:

Minnesota Department of Health
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Continued From page 2

144G .42 Subd. 8 (a) Staff records

(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
gualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(9) 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:

144G .42 Subd. 10 Disaster planning and
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

Minnesota Department of Health
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Continued From page 3

temporary relocation sites, and detalls 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:

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

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

(1) location and number of resident sleeping
rooms;

(2) staff 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

Minnesota Department of Health
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emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff 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 staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents Is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

This MN Requirement Is not met as evidenced
by:

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

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the

Minnesota Department of Health
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facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement Is not met as evidenced
by:

Based on observation, record review, and
Interview, the licensee failed to ensure physical
facility elements did not constitute a distinct
hazard to life when the licensee failed to provide
resident bedrooms with the minimum window
opening meeting the minimum state standard for
egress. 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) 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 August 13, 2025, the surveyor conducted a
revisit to follow-up on orders issued pursuant to a
follow up survey completed on May 29, 2025.

On August 13, 2025, at 9:45 a.m., the surveyor
toured the facility with unlicensed personnel
(ULP)-C. During the tour, surveyor asked ULP-C
to open the windows In the resident bedrooms 1,
2, and 3 for measurement. The noncompliant
measurement was as follows:

Minnesota Department of Health
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION
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35976
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(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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R
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

6511 IRVING AVENUE SOUTH
RICHFIELD, MN 55423

APPLEWOOD HOME HEALTH CARE LLC

OCCUPIED SLEEPING ROOMS.:

Bedroom 2: Two windows measuring 30 inches
clear width, 13 inches clear height, and 390
square inches total open area for each window.

UNOCCUPIED SLEEPING ROOMS:

Bedroom 1: Two windows measuring 28 inches
clear width, 15 inches clear height, and 420
square inches total open area for each window.
One window measuring 30 inches clear width, 13
Inches clear height, and 390 square inches total
open area.

Bedroom 3: One windows measuring 44 inches
clear width, 16 inches clear height, and 704
square inches total open area.

The window In bedrooms 3 did not meet the
minimum requirements for opening height.

The windows In bedrooms 1 and 2 did not meet
the minimum requirements for opening height
and did not meet the minimum requirements for
total openable area.

At least one window In each bedroom in a
state-licensed facility must meet the minimum
state fire code standard for an egress window to
be a complying bedroom for resident occupancy.

Egress windows in existing sleeping rooms must
have a minimum openable width of 20 inches and
minimum openable height of 20 inches with no
less than 648 square inches total of openable
area (4.5 square feet) for the window.

On August 13, 2025, at 11:00 a.m., manager
(M)-B stated the landlord would not let them
change the windows and that the landlord said
they would do it. M-B stated the landlord
purchased the window and they are just waiting

Minnesota Department of Health
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assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
Initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
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. |If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident’'s needs and reflect person-centered
planning and care delivery.

This MN Requirement Is not met as evidenced
by:

Minnesota Department of Health
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On August 13, 2025, at 5: 24 p.m., owner (O)-A
sent an email with cashier's check receipt
payable to a contractor. The receipt did not
Include the name of the project, scope of the
project, or construction schedule.
No further information was provided.
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m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
August 4, 2025

Licensee

Applewood Home Health Care LLC
6511 Irving Avenue South
Richfield, MN 55423

RE: Project Number(s) SL35976015

Dear Licensee:

On May 29, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on September 18, 2024. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the September 18, 2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on September 18, 2024, found not corrected at the time of the May 29, 2025,
follow-up survey and/or subject to penalty assessment are as follows:

0820-Fire Protection And Physical Environment-144g.45 Subd. 2 (g)

The details of the violations noted at the time of this follow-up survey completed on May 29, 2025
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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

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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Applewood Home Health Care LLC
August 4, 2025
Page 2

We urge you to review these orders carefully. If you have questions, please contact Ben Zwart at
651-201-3715.

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

Sincerely,

Benjamin J. Zwart, Supervisor
State Engineering Services Section

Email: Benjamin.Zwart@state.mn.us
Telephone: 651-201-3715 Fax: 1-866-890-9290

KKM



PRINTED: 08/04/2025

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
R
35976 B. WING 05/29/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6511 IRVING AVENUE SOUTH
APPLEWOOD HOME HEALTH CARE LLC RICHFIELD, MN 55423
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)
{0 000} Initial Comments {0 000}
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER FOLLOW UP using federal software. Tag numbers have
SURVEY WITH RE-ISSUE OF ORDERS been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
SL35976015-3 far-left column entitled "ID Prefix Tag." The
state Statute number and the
On May 28, 2025, the Minnesota Department of corresponding text of the state Statute out
Health conducted a follow-up survey at the above of compliance is listed in the "Summary
provider to follow-up on orders issued pursuant to Statement of Deficiencies" column. This
a survey completed on March 10, 2025. At the column also includes the findings which
time of the survey, there were 2 residents; 2 are in violation of the state requirement
receiving services under the Assisted Living after the statement, "This Minnesota
License. As a result of the follow-up survey, the requirement is not met as evidenced by."
following orders were reissued. 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 APLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

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

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

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

STATE FORM 6899 P60Y14 If continuation sheet 1 of 9



PRINTED: 08/04/2025

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:
R
35976 B. WING 05/29/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6511 IRVING AVENUE SOUTH
APPLEWOOD HOME HEALTH CARE LLC
RICHFIELD, MN 55423
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)

{0 480} | Continued From page 1 {0 480}

(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;

(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
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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:
Not reviewed during this survey

{0 650} 144G.42 Subd. 8 (a) Staff records {0 650}
SS=D
(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
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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:
Not reviewed during this survey

{0 680} 144G.42 Subd. 10 Disaster planning and {0 680}
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.
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This MN Requirement is not met as evidenced
by:
Not reviewed during this survey
{0 810} 144G.45 Subd. 2 (b-f) Fire protection and {0 810}

SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereatfter.
(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 staff 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.
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This MN Requirement is not met as evidenced
by:
Not reviewed during this survey

{0 820} 144G.45 Subd. 2 (g) Fire protection and physical | {0 820}
SS=F | environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide facilities that were not a distinct
hazard to life. This had the potential to directly
affect all residents, visitors, 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) 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
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of the residents).
The findings include:

On May 28, 2025, the surveyor initiated a
follow-up for a survey conducted on March 10,
2025. Surveyor entered the facility at 10:05 a.m.
and was met by unlicensed personnel (ULP)-C.
Surveyor asked if the resident room windows had
been replaced. ULP-C called clinical nurse
supervisor (CNS)-B on the phone. CNS-B, while
on the phone, stated that the windows had not
been replaced and were the same as during the
previous survey. CNS-B was not sure about the
schedule to have the windows replaced and told
surveyor to call the facility owner (O)-A. CNS-B
gave surveyor a phone number to call. Surveyor
requested documentation of the facilities fire
watch. ULP-C provided fire watch logs for the
facility and stated that they are still conducting the
fire watch. CNS-B ended the phone call and
surveyor exited the facility.

On May 29, 2025, at 8:40 a.m. surveyor called
O-A and asked about the schedule to replace the
windows. O-A stated that the building is rented,
and the building owner is working with a
contractor to have the work completed. O-A
stated that none of the resident room windows
had been replaced and were the same as during
the previous survey. O-A stated they understood
the requirement and would work with building
owner to have the resident room windows
replaced.

WINDOW MEASUREMENTS TAKEN DURING
PREVIOUS SURVEY ON MARCH 10, 2025

OCCUPIED RESIDNET SLEEPING ROOMS
Bedroom 2: window measured 30 inches clear
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width, 13 inches clear height, and 390 square
Inches total open area.

Bedroom 3: window measured 44 inches clear
width, 16 inches clear height, and 704 square
inches total open area.

UNOCCUPIED RESIDENT SLEEPING ROOM
Bedroom 1: window measured 30 inches clear
width, 13 inches clear height, and 390 square
iInches total open area.

The windows in bedrooms 1 and 2 did not meet
the minimum requirements for clear height and
total openable area. The window in bedroom 3
did not the minimum requirements for clear
height.

Existing emergency escape and rescue openings
are required to meet a minimum clear opening
area of 648 square inches and have a minimum
dimension of 20 inches in height and a minimum
dimension of 20 inches in width. The windowsill
height from the floor to the clear opening shall be
not more than 48 inches.

No further information was provided.

{01610} 144G.70 Subd. 2 (a-b) Initial reviews, {01610}
SS=D | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
Initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
prior to the date on which a prospective resident
executes a contract with a facility or the date on
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which a prospective resident moves in, whichever
IS earlier. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey
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Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
April 9, 2025

Licensee

Applewood Home Health Care LLC
6511 Irving Avenue South
Richfield, MN 55423

RE: Project Number(s) SL35976015

Dear Licensee:

On March 10, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of
vour facility to determine correction of orders found on the survey completed on September 18,

2024. This follow-up survey determined your facility had not corrected all of the state correction
orders issued pursuant to the September 18, 2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on September 18, 2024, found not corrected at the time of the March 10,
2025, follow-up survey and/or subject to penalty assessment are as follows:

0820-Fire Protection And Physical Environment-144g.45 Subd. 2 (g)

The details of the violations noted at the time of this follow-up survey completed on March 10, 2025
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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

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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Applewood Home Health Care LLC
April 9, 2025
Page 2

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.

We urge you to review these orders carefully. If you have questions, please contact Jess Schoenecker
at 651-201-3789.

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

Sincerely,

Jess Schoenecker, Supervisor
State Evaluation Team

Email: Jess.Schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290

HHH
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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 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.

SL#35976015-2
PLEASE DISREGARD THE HEADING OF

On March 10, 2025, the Minnesota Department of THE FOURTH COLUMN WHICH

Health conducted a revisit at the above provider STATES,"PROVIDER'S PLAN OF

to follow-up on orders issued pursuant to a CORRECTION." THIS APPLIES TO

survey completed on December 10, 2024. At the FEDERAL DEFICIENCIES ONLY. THIS

time of the survey, there were 2 active residents; WILL APPEAR ON EACH PAGE.

2 receiving services under the Assisted Living

license. As a result of the revisit, the following THERE IS NO REQUIREMENT TO

orders were reissued and/or issued. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

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

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

(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

Minnesota Department of Health
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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:
Not reviewed during this survey.

{0 650} 144G.42 Subd. 8 (a) Staff records {0 650}
SS=D
(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

Minnesota Department of Health
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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:
Not reviewed during this survey.

{0 680} 144G.42 Subd. 10 Disaster planning and {0 680}
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
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by:
Not reviewed during this survey.
{0 810} 144G.45 Subd. 2 (b-f) Fire protection and {0 810}

SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff 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 staff 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.
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This MN Requirement is not met as evidenced
by:

Not reviewed during this survey.

{0 820}| 144G .45 Subd. 2 (g) Fire protection and physical | {0 820}
SS=F | environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to ensure physical facility elements did not
constitute a distinct hazard to life when the
licensee failed to provide resident bedrooms with
the minimum window opening meeting the
minimum state standard for egress. 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) 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
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the residents).
The findings include:

On March 10, 2025, surveyor conducted a revisit
to follow-up on orders issued pursuant to a follow
up survey completed on December 10, 2024.

On March 10, 2025, at 10:05 a.m., surveyor
toured the facility with licensed assisted living
director (LALD)-A. During the tour, surveyor
asked LALD-A to open the windows in the
resident bedrooms 1, 2, and 3 for measurement.
The noncompliant measurement was as follows:
OCCUPIED RESIDENT SLEEPING ROOMS.:
-Bedroom 2: window measured 30 inches clear
width, 13 inches clear height, and 390 square
Inches total open area.

-Bedroom 3: window measured 44 inches clear
width, 16 inches clear height, and 704 square
inches total open area.

UNOCCUPIED RESIDENT SLEEPING ROOM:
-Bedroom 1: window measured 30 inches clear
width, 13 inches clear height, and 390 square
iInches total open area.

The windows in bedrooms 1 and 2 did not meet
the minimum requirements for clear height and
total openable area. The window in bedroom 3
did not meet the minimum requirements for clear
height. Egress windows in existing sleeping
rooms must have a minimum openable width of
20 inches and minimum openable height of 20
inches with no less than 648 square inches total
of openable area (4.5 square feet) for the
window. Surveyor explained to LALD-A that at
least one window in each bedroom in a
state-licensed facility must meet the minimum
state fire code standard for an egress window to
be a complying bedroom for resident occupancy.
LALD-A verbally confirmed the findings.

Minnesota Department of Health
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On March 10, 2025, at 10:20 a.m. LALD-A
provided documentation of an active fire watch
performed by the licensee.

On March 10, 2025, at 10:25 a.m. (LALD)-A
stated the windows in bedrooms 1, 2, and 3 had
not been replaced because the contractor was
behind schedule causing a delay to install the
windows.

No further information was provided.

{01610} 144G.70 Subd. 2 (a-b) Initial reviews, {01610}
SS=D | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
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. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
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m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
January 29, 2025

Licensee

Applewood Home Health Care LLC
6511 Irving Avenue South
Richfield, MN 55423

RE: Project Number(s) SL35976015

Dear Licensee:

On December 10, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of
vour facility to determine correction of orders found on the survey completed on September 18,
2024. This follow-up survey determined your facility had not corrected all of the state correction
orders issued pursuant to the September 18, 2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on September 18, 2024, found not corrected at the time of the December 10,
2024, follow-up survey and/or subject to penalty assessment are as follows:

0820 - Fire Protection And Physical Environment - 144g.45 Subd. 2 (g)

The details of the violations noted at the time of this follow-up survey completed on December 10,
2024 (listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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

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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Applewood Home Health Care LLC
January 29, 2025
Page 2

We urge you to review these orders carefully. If you have questions, please contact Jess Schoenecker
at 651-201-3789.

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

Sincerely,

lIlI r ...
| | r.

Jess Schoenecker, Supervisor

State Evaluation Team

Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 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 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.

SL#35976015-1
PLEASE DISREGARD THE HEADING OF

On December 9, 2024, the Minnesota THE FOURTH COLUMN WHICH

Department of Health conducted a revisit at the STATES,"PROVIDER'S PLAN OF

above provider to follow-up on orders issued CORRECTION." THIS APPLIES TO

pursuant to a survey completed on September FEDERAL DEFICIENCIES ONLY. THIS

18, 2024. At the time of the survey, there were 3 WILL APPEAR ON EACH PAGE.

active residents; 3 receiving services under the

Assisted Living license. As a result of the reuvisit, THERE IS NO REQUIREMENT TO

the following orders were reissued and/or issued. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

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

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

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

(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

Minnesota Department of Health
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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:
Not reviewed during this survey.

{0 650} 144G.42 Subd. 8 (a) Staff records {0 650}
SS=D
(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

Minnesota Department of Health
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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:
Not reviewed during this survey.

{0 680} 144G.42 Subd. 10 Disaster planning and {0 680}
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

Minnesota Department of Health
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{0680} | Continued From page 4 {0 680}
by:
Not reviewed during this survey.
{0 810} 144G.45 Subd. 2 (b-f) Fire protection and {0 810}

SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff 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 staff 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.

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:

Not reviewed during this survey.

{0 820}| 144G .45 Subd. 2 (g) Fire protection and physical | {0 820}
SS=F | environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure physical
facility elements did not constitute a distinct
hazard to life when the licensee failed to provide
resident bedrooms with the minimum window
opening meeting the minimum state standard for
egress. 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) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected

Minnesota Department of Health
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or has the potential to affect a large portion or all
the residents).

The findings include:

On December 9, 2024, surveyor conducted a
revisit to follow-up on orders issued pursuant to a
follow up survey completed on September 18,
2024.

On December 9, 2024, at 12:05 a.m., the
surveyor toured the facility with unlicensed
personnel (ULP)-C. During the tour, the surveyor
asked ULP-C to open the windows in the resident
bedrooms 1, 2, and 3 for measurement. The
noncompliant measurement was as follows:
Occupied Resident Sleeping Rooms:

-Bedroom 1: window measured 30 inches clear
width, 13 inches clear height, and 390 square
inches total open area.

-Bedroom 2: window measured 30 inches clear
width, 13 inches clear height, and 390 square
inches total open area.

-Bedroom 3: window measured 44 inches clear
width, 16 inches clear height, and 704 square
iInches total open area.

The windows in bedrooms 1 and 2 did not meet
the minimum requirements for clear height and
total openable area. The window in bedroom 3
did not meet the minimum requirements for clear
height. The surveyor explained to ULP-C that at
least one window in each bedroom in a
state-licensed facility must meet the minimum
state fire code standard for an egress window to
be a complying bedroom for resident occupancy.
ULP-C verbally confirmed the findings.

On December 9, 2024, at 12:15 p.m., ULP-C
provided documentation of an active fire watch
performed by the licensee.

Minnesota Department of Health
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On December 9, 2024, at 12:20 a.m. clinical
nurse supervisor (CNS)-B stated the windows in
bedrooms 1, 2, and 3 had not been replaced.
CNS-B also stated the windows were ordered and
will be installed sometime at the end of
December.

Egress windows in existing sleeping rooms must
have a minimum openable width of 20 inches and
minimum openable height of 20 inches with no
less than 648 square inches total of openable
area (4.5 square feet) for the window.

No further information was provided.

{01610} 144G.70 Subd. 2 (a-b) Initial reviews, {01610}
SS=D | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
Initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
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. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

This MN Requirement is not met as evidenced

Minnesota Department of Health
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
October 4, 2024

Licensee

Applewood Home Health Care LLC
6511 Irving Avenue South
Richfield, MN 55423

RE: Project Number(s) SL35976015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on September 18, 2024, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assighed 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 . . ."

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

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

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



Applewood Home Health Care LLC
October 4, 2024
Page 2

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

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, _

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
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 Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G.08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag." The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies" column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
failure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators ' findings is the
INITIAL COMMENTS: Time Period for Correction.

SL35976015-0
PLEASE DISREGARD THE HEADING

On September 16, 2024, through September 18, OF THE FOURTH COLUMN WHICH

2024, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF

conducted a full survey at the above provider, and CORRECTION." THIS APPLIES TO

the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS

time of the survey, there were four residents; all WILL APPEAR ON EACH PAGE.

receiving services under the provider's assisted

living license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR

An immediate correction order was identified on VIOLATIONS OF MINNESOTA STATE

September 17, 2024. On September 18, 2024, STATUTES.

the immediacy of correction order 0820 was

removed, however non-compliance remained at a THE LETTER IN THE LEFT COLUMN IS

scope and level of level 3/widespread. USED FOR TRACKING PURPOSES AND

REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

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

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(13) offer to provide or make available at least the
following services to residents:

(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code. This had the potential to affect all
residents of the assisted living facility.

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

The findings include:

Please refer to the included document titled, Food
and Beverage Establishment Inspection Report
(FBEIR) dated September 16, 2024, for the

specific Minnesota Food Code deficiencies.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 650| 144G.42 Subd. 8 Employee records 0 650
SS=D
(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must

Minnesota Department of Health
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include the following information:

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

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

(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure the
employee record contained the required content

for one of two employees (clinical nurse
supervisor (CNS)-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 an
iIsolated 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:

Minnesota Department of Health
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CNS-B was hired August 21, 2023, and provided
assisted living services under the assisted living
license.

During the survey process, from September 16,
2024, through September 17, 2024, CNS-B was
observed supervising staff and assisting with care
and services to the licensee's residents.

CNS-B's employee record lacked evidence of:
-Current job description
-Annual performance review

On September 18, 2024, at 11:15 a.m., CNS-B
stated although they reviewed employee records,
they did not have a system in place to ensure
timely and precise records were kept as required.
CNS-B explained the licensee would monitor
records on a regular basis and keep employee
records current.

The licensee's Employee Records policy,
effective date, July 16, 2021, indicated the
licensee would keep an up-to-date and
confidential employee record for all paid
employees, to include:

-current signed job description, which included
qgualifications, responsibilities, and identification of
SUpervisors

-documentation of annual performance reviews
that identified areas of improvement needed and
training needs

No further information was provided.

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

Minnesota Department of Health
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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 have a written emergency
preparedness (EP) plan with all the required
content. This had the potential to affect the six
residents receiving services under the assisted
living license, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
Minnesota Department of Health
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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:

The licensee's EP plan, last reviewed June 1,
2022, lacked evidence of annual review, and
lacked the following required content:
-current, all-hazards approach facility assessment
-description of the population served by licensee
-process for EP cooperation with state and local
EP officials/organizations
-subsistence needs for staff and residents during
an emergency
-procedure for tracking staff and residents
-development of all policies/procedures, based on
assessment, and additional policies for:

-sheltering in place

-handling medical documents

-handling and use of volunteers
- process for arrangements with other
facilities/providers to receive residents in the
event of limitation/cessation of operations to
maintain the continuity of services to residents
-development of a communication plan, including
primary and alternate means for communication
-methods for sharing information
-EP training and testing program
-EP training program for staff (including
documentation of training provided)
- process to address the role of the facility under
a waiver declared by the secretary in accordance
with section 1135 of the act
-annual EP testing requirements.

On September 18, 2024, at 11:15 a.m., licensed

Minnesota Department of Health
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assisted living director (LALD)-A stated they were
aware vital information was not readily available
for staff during a disaster emergency. LALD-A
stated the licensee would contact their lawyers to
put a thorough and complete emergency program
In place and ensure all vital information was
readily available to staff during emergency
situations.

The licensee's Disaster Planning and Emergency
Preparedness policy, dated July 16, 2021,
indicated the licensee would have in place a
general emergency preparedness plan, that was
In alignment with the licensee's requirement to
also comply with CMS Appendix Z, including a
written emergency disaster plan that contained a
plan for evacuation, addressed elements of
sheltering in place, identified temporary relocation
sites, and detailed staff assignments in the event
of a disaster or emergency.

No further information was provided.

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

0810| 144G.45 Subd. 2 (b)-(f) Fire protection and 0810
SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,

Minnesota Department of Health
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evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.

(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.

(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop the fire safety and
evacuation plan with required content and failed
to conduct the required evacuation drills. This had
the potential to directly affect all residents, staff,
and visitors.

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

On September 17, 2024, licensed assisted living
director (LALD)-A provided documents on the fire
safety and evacuation plan (FSEP), fire safety
and evacuation training, and evacuation drills for
the facility.

FIRE SAFETY AND EVACUATION PLAN

The licensee's FSEP, titled "Fire Emergency",
dated July, 2021, lacked the following:

The FSEP included standard employee
procedures but failed to provide specific
employee actions to take in the event of a fire or
similar emergency relative to the facility's building
layout and environmental risks. The plan included
the acronym R.A.C.E. (Rescue, Alarm, Confine,
and Extinguish or Evacuate) but the plan was
designed for a building with life safety systems
such as fire alarms that automatically contact the
fire department, fire sprinklers, and fire doors on
magnetic holders. The policies had not been
updated to provide complete actions for
employees to take in the event of a fire or similar
emergency at this licensed facility which did not
have life safety systems stated in the policy.

The FSEP included standard resident evacuation
procedures but failed to provide specific
procedures for resident movement and
evacuation or relocation during a fire or similar
emergency including individualized unique needs
of residents. The plan included instructions to
evacuate residents but did not include unique
needs or evacuation status for each individual
resident in writing and readily available for use in
Minnesota Department of Health
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the event of a fire or similar emergency.

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

During an interview on September 17, 2024, at
12:05 p.m., LALD-A stated they understood the
areas of the policy that were incomplete and
would work on bringing them into compliance.

DRILLS

Record review indicated the licensee failed to
conduct evacuation drills for employees twice per
year, per shift with at least one evacuation drill
every other month as evident by providing
documentation showing evacuation drills
conducted every six months.

During an interview on September 17, 2024, at
12:05 p.m., LALD-A stated that they were not
aware of the requirement. The surveyor explained
the requirement and LALD-A stated they
understood.

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

0 820) 144G.45 Subd. 2 (g) Fire protection and physical | 0820
SS=l| environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under

chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use

Minnesota Department of Health
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does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide facilities that were not a distinct
hazard to life. This had the potential to directly
affect all of the residents and staff.

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

The findings include:

During facility tour on September 17, 2024, from
10:20 a.m., through 11:00 a.m., with licensed
assisted living director (LALD)-A, the surveyor
observed that compliant emergency escape and
rescue openings were not provided in resident
sleeping rooms 1, 2, and 3.

Occupied Resident Rooms

Resident sleeping room 1, located on the main
floor, occupied by resident 2 (R2), emergency
Minnesota Department of Health
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escape and rescue clear window opening
measurements are 30 inches wide, 13 inches In
height and 390 square inches in openable area.
LALD-A opened the window, and the window was
measured with LALD-A and the surveyor. The
window did not meet the minimum requirements
for clear opening height and clear opening area.

Resident sleeping room 2, located on the main
floor, occupied occupied by resident 3 (R3),
emergency escape and rescue clear window
opening measurements are 30 inches wide, 13
inches in height and 390 square inches in
openable area. LALD-A opened the window, and
the window was measured with LALD-A and the
surveyor. The window did not meet the minimum
requirements for clear opening height and clear
opening area.

Resident sleeping room 3, located on the main
floor, occupied by resident 1 (R1), emergency
escape and rescue clear window opening
measurements are 44 inches wide, 16 inches in
neight and 704 square inches in openable area.
_ALD-A opened the window, and the window was
measured with LALD-A and the surveyor. The
window did not meet the minimum requirements
for clear opening height.

It was explained to LALD-A, that at least one
compliant emergency escape and rescue opening
IS required within each resident sleeping room.

Existing emergency escape and rescue openings
are required to meet a minimum clear opening
area of 648 square inches and have a minimum
dimension of 20 inches in height and a minimum
dimension of 20 inches in width. The windowsill
height from the floor to the clear opening shall be
not more than 48 inches.

Minnesota Department of Health
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These deficient conditions were visually verified
by LALD-A, accompanying on the tour. The
surveyor explained that an immediate correction
order was issued for the above findings.

TIME PERIOD FOR CORRECTION: Immediate

016101 144G.70 Subd. 2 (a-b) Initial reviews, 01610
SS=D | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
Initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
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. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

This MN Requirement is not met as evidenced
by:

Based on document review and interview, the
licensee failed to ensure a registered nurse (RN)
conducted a pre-admission assessment prior to
the resident move-in-date for one of one resident
(R1).

This practice resulted in a level two violation (a

Minnesota Department of Health
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violation that did not harm a residents 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 was admitted from the hospital May 17, 2023.

R1's diagnoses included congestive heart failure,
prosthetic valve endocarditis, obstructive sleep
apnea, cognitive impairment, and dysphagia.

R1's record included an initial RN assessment
completed June 5, 2023. The record lacked
evidence of an RN assessment of the physical
and cognitive needs of the resident, completed
prior to contract signing or move in date.

On September 17, 2024, at 11:15 a.m., clinical
nurse supervisor (CNS)-B stated R1's initial RN
assessment was not complete within the time
frame required. CNS-B further explained the
licensee's normal practice was to complete a
preadmission assessment prior to admission and
an initial assessment upon admission but prior to
the start of care and services for residents of the
facility.

No further information was provided.

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

Minnesota Department of Health
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Minnesota Department Of Health
Food, Pools, and Lodging Services
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 651-201-4500
iype A Food and Beverage Establishment rage
Date: 09/16/24 _
Time:  10:45:02 Inspection Report
Report: 1050241196
— Location: — Establishment Infe:
Applewood Home Health Care Lic ID #: 0038814
6511 Irving Avenue South Risk:
Richfield, MN55423 Announced Inspection: No

Hennepin County, 27

— License Categories: — Operator:
. Phone #: 6125011331
Expireson: / / D #-

The violations listed 1n this report include any previously 1ssued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were 1ssued during this inspection.

2-200 Employee Health
2-201.11C ** Priority 1 **

MN Rule 4626.0040C The person in charge must record all reports of diarrhea or vomiting made by food
employees and report those 1llnesses to the regulatory authority at the specific request of the regulatory
authority.

OBSERVED FACILITY MISSING MDH ILLNESS REPORT. DISCUSSED MN REQUIREMENTS AND
PROVIDED MDH LOG VIA EMAIL. COMPLY WITH RULE ABOVE.

Comply By: 09/16/24

Surface and Equipment Sanitizers

Hot Water: = at 170F Degrees Fahrenheit
Location: Dishwasher
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Holding/Lettuce
Temperature: 38F Degrees Fahrenheit - Location: Reach-In Cooler
Violation Issued: No

Process/Item: Cold Holding/Ground Beef
Temperature: 35F Degrees Fahrenheit - Location: Reach-In Cooler
Violation Issued: No

Process/Item: Cold Holding/Milk
Temperature: 38F Degrees Fahrenheit - Location: Reach-In Cooler
Violation Issued: No




Type:  Full Food and Beverage Establishment Fage £
Date: 09/16/24

Time:  10:45:02 Inspection Report

Report: 1050241196
Applewood Home Health Care Llc

Process/Item: Cold Holding/Strawberry
Temperature: 36F Degrees Fahrenheit - Location: Reach-In Cooler
Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
1 0 0

Inspection was completed by MDH Andrew Spaulding and Abdullah Osobow. Mary Bruess was the lead Health
Regulation Division Nurse Evaluator. on site. Facility had four residents on site at time of inspection. Meals are
prepared on site and grocery shopping completed by staff.

This establishment has a residential kitchen. Food must be prepared for same day service only. The kitchen has
wood cabinets with a hollow base and tile flooring. All found to be 1n good condition.

Items Discussed:

-Thawing

-Cooling

-Labeling

-Employee illness policy and logging requirements
-Handwashing

-Glove-use and bare hand contact

-Food storage and preventing cross contamination
-Date marking

-Vomit clean up procedures

-Restrictions concerning serving a highly susceptible population

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 1050241196 of 09/16/24.

Certified Food Protection ManagerMohammed A. Wehelie
Certification Number: FM 124753 Expires: 07/26/27

Inspection report reviewed with person in charge and emailed.

Signed: Signed: C;%//

Abdullah1 Osobow Andrew Spaulding
Operator Public Health Sanitarian 2
FPLS Metro

651-201-5298
andrew.spaulding(@state.mn.us



