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February 24, 2022

Administrator
Angel Care Homes
7829 Hampshire Circle North
Brooklyn Park, MN  55445

RE:  Project Number(s) SL35222015

Dear Administrator:

On February 1, 2022, the Minnesota Department of Health completed a follow-up evaluation of your
agency to determine correction of orders found on the evaluation completed on November 24, 2021.
The follow-up evaluation determined your agency had not corrected all of the state licensing orders
issued pursuant to the November 24, 2021 evaluation.

In accordance with Minn. Stat. § 144A.474, Subd. 11, state licensing orders issued pursuant to the
last evaluation completed on November 24, 2021, found not corrected at the time of the February 1,
2022, follow-up evaluation and/or subject to penalty assessment are as follows:

0650-Employee Records-144g.42 Subd. 8 = $500.00

The details of the violations noted at the time of this follow-up evaluation completed on February 1,
2022 (listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left
hand column, e.g., {2 ----} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144A.43 to 144A.482,   the total amount you are
assessed is $500.00. You will be invoiced after 15 days of the receipt of this notice, subject to appeal.   

Also, at the time of this follow-up evaluation completed on February 1, 2022, we identified the
following violation(s):

0485-Minimum Requirements-144g.41 Subd 1. (13) (i) (a) And (c)
1620-Initial Reviews, Assessments, And Monitoring-144g.70 Subd. 2

The details of the violation(s) noted at the time of this follow-up evaluation are delineated on the
attached State Form. Only the ID Prefix Tag in the left hand column without brackets will identify
these licensing orders. It is not necessary to develop a plan of correction.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144A.474, Subd. 8(c), by the correction order date, the licensee
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must document in the provider's records any action taken to comply with the correction order by the
correction order date. The commissioner may request a copy of this documentation and the home
care provider's action to respond to the correction orders in future evaluations, upon a complaint
investigation, and as otherwise needed.   

IMPOSITION OF FINES:
Level 1: no fines or enforcement.
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in   
  § 144A.475 for widespread violations;
Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism

authorized in § 144A.475.
Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in   
  § 144A.475.

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144A.474, Subd. 12, you have one opportunity to challenge the
correction order issued, including the level and scope, and any fine assessed through the correction
order reconsideration process. This written request must be received by the Department of Health
within 15 calendar days of the correction order receipt date. Please send your written request via
email to the following:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970
Health.HRD.Appeals@state.mn.us

REQUESTING A HEARING
Alternatively, in accordance with Minn. Stat. § 144A.474, Subd. 11(g) , a home care provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144A.475, Subd. 4 and Subd. 7, a request for a
hearing must be in writing and received by the Department of Health within 15 calendar days of the
correction order receipt date.  Requests for hearing may be emailed to
Health.HRD.Appeals@state.mn.us.
    
To appeal fines via reconsideration, please follow the procedure outlined above.   Please note that you
may request a reconsideration   or a hearing, but not both.   

We urge you to review these orders carefully. If you have questions, please contact Jess Gallmeier at
651-247-0268.   
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Please note, it is your responsibility to share the information contained in this letter and the results
of this visit with the President of your agency's Governing Body.

Sincerely,

   
Jess Gallmeier, Supervisor
Health Regulation Division
State Evaluation Team
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN  55101-3879
Telephone:  651-247-0268 Fax: 651-215-9697

PMB
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*****ATTENTION******  

ASSISTED LIVING  PROVIDER LICENSING 
CORRECTION ORDER

In accordance with Minnesota Statutes, section 
144G.08  to 144G.95 this correction order(s) has 
been issued pursuant to a survey.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements provided at the Statute number 
indicated below. When Minnesota Statute 
contains several items, failure to comply with any 
of the items will be considered lack of 
compliance. 

INITIAL COMMENTS:
Project # SL35222015

On February 1, 2022, the Minnesota Department 
of Health conducted a revisit at the above 
provider to follow-up on orders issued pursuant to 
a survey completed on November 24, 2021.  At 
the time of the survey, there were two active 
residents receiving services under the Assisted 
Living license.  As a result of the revisit, the 
following orders were reissued.

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

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

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

The letter in the left colunn is used for 
tracking purposes and reflects the scope 
and level issued pursuant to 144G.31 
subd. 1, 2, and 3. 

 0 485
SS=C

144G.41 Subd 1. (13) (i) (A) and (C) Minimum 
Requirements

 0 485
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 0 485Continued From page 1 0 485

(13) offer to provide or make available at least the 
following services to residents:

(i) at least three nutritious meals daily with snacks 
available seven days per week, according to the 
recommended dietary allowances in the United 
States Department of Agriculture (USDA) 
guidelines, including seasonal fresh fruit and 
fresh vegetables. The following apply:

(A) menus must be prepared at least one week in 
advance, and made available to all residents. The 
facility must encourage residents' involvement in 
menu planning. Meal substitutions must be of 
similar nutritional value if a resident refuses a 
food that is served. Residents must be informed 
in advance of menu changes;

(C) the facility cannot require a resident to include 
and pay for meals in their contract;

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to have menus 
prepared at least one week in advance and made 
available to all residents. This had the potential to 
affect all two residents.

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

The findings include:
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On February 1, 2022, at approximately 10:30 
a.m., during entrance conference, the surveyor 
requested the week's meal menu. Licensed 
assisted living director (LALD)-A pointed to a 
posted document with the days of the week 
(Monday through Sunday), but did not have dates 
on it. 

On February 1, 2022, at approximately 10:45 
a.m., LALD-A acknowledged the posted 
document served as the menu.  LALD-A stated it 
did not have dates on it, and it lacked to show the 
menu at least one week in advance.

The licensee's Food Service policy, dated August 
1, 2021, indicated menus are prepared one week 
in advance and made available to all residents.

No further information was provided.

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

{0 650}
SS=F

144G.42 Subd. 8 Employee records

(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 
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 

{0 650}
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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.
(b) Each employee record must be retained for at 
least three years after a paid employee, 
volunteer, or contractor ceases to be employed 
by, provide services at, or be under contract with 
the facility. If a facility ceases operation, 
employee records must be maintained for three 
years after facility operations cease.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure employee records 
contained the required orientation content and 
annual training for three of three employees 
(unlicensed personnel (ULP)-D, licensed assisted 
living director (LALD)-A, and registered nurse 
(RN)-C) with records reviewed.

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

The findings include:
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On February 1, 2022, at approximately 10:30 
a.m., ULP-D screened the surveyor and RN-C 
when they arrived at the licensee's facility. 

On February 1, 2022, at approximately 12:45 
p.m., ULP-D served R2 lunch in the dinning room.

ULP-D had a hire date of December 16, 2021. 
ULP-D's record lacked new hire orientation to 
assisted living regulations, to include the review 
of provider's policies and procedures.

LALD-A started employment with the licensee on 
January 27, 2020, under the comprehensive 
home care license and began providing assisted 
living services on August 1, 2021. LALD-A's 
record lacked new hire orientation to assisted 
living regulations, to include the review of 
provider's policies and procedures.

RN-C started employment with the licensee on 
March 4, 2020, under the comprehensive home 
care license and began providing assisted living 
services on August 1, 2021. RN-C's record lacked 
new hire orientation to assisted living regulations, 
to include the review of provider's policies and 
procedures.

On February 1, 2022, at approximately 12:45 
p.m., LALD-A acknowledged the employees were 
missing the stated content, and further stated the 
licensee will have them write an 
acknowledgement to have gone through the 
licensee's policies and procedures.   

The licensee's Staff Orientation and Education 
policy, dated August 1, 2021, indicated the 
missing content is provided to employees at 
orientation and annual training.

Minnesota Department of Health
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No further information provided.

{0 780}
SS=F

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

(a) Each assisted living facility must comply with 
the State Fire Code in Minnesota Rules, chapter 
7511, and:
 
(1) for dwellings or sleeping units, as defined in 
the State Fire Code:
        (i) provide smoke alarms in each room used 
for sleeping purposes;
        (ii) provide smoke alarms outside each 
separate sleeping area in the immediate vicinity 
of bedrooms;
        (iii) provide smoke alarms on each story 
within a dwelling unit, including basements, but 
not including crawl spaces and unoccupied attics;
        (iv) where more than one smoke alarm is 
required within an individual dwelling unit or 
sleeping unit, interconnect all smoke alarms so 
that actuation of one alarm causes all alarms in 
the individual dwelling unit or sleeping unit to 
operate; and
        (v) ensure the power supply for existing 
smoke alarms complies with the State Fire Code, 
except that newly introduced smoke alarms in 
existing buildings may be battery operated;

This MN Requirement  is not met as evidenced 
by:

{0 780}

No further action required.  

{0 790}
SS=F

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

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

{0 790}
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Code;

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

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

{0 800}
SS=F

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

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

This MN Requirement  is not met as evidenced 
by:

{0 800}

No further action required.  

{0 810}
SS=F

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

(b)  Each assisted living facility shall develop and 
maintain fire safety and evacuation plans. The 
plans shall include but are not limited to:
   (1) location and number of resident sleeping 
rooms;
   (2) employee actions to be taken in the event of 

{0 810}
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a fire or similar emergency;
   (3) fire protection procedures necessary for 
residents; and
   (4) procedures for resident movement, 
evacuation, or relocation during a fire or similar 
emergency including the identification of unique 
or unusual resident needs for movement or 
evacuation.
(c) Employees of assisted living facilities shall 
receive training on the fire safety and evacuation 
plans upon hiring and at least twice per year 
thereafter.
(d) Fire safety and evacuation plans shall be 
readily available at all times within the facility.
(e) Residents who are capable of assisting in 
their own evacuation shall be trained on the 
proper actions to take in the event of a fire to 
include movement, evacuation, or relocation. The 
training shall be made available to residents at 
least once per year.
(f) Evacuation drills are required for employees 
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:
No further action required.  

 01620
SS=D

144G.70 Subd. 2 Initial reviews, assessments, 
and monitoring

(c) Resident reassessment and monitoring must 
be conducted no more than 14 calendar days 
after initiation of services. Ongoing resident 
reassessment and monitoring must be conducted 
as needed based on changes in the needs of the 

 01620
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resident and cannot exceed 90 calendar days 
from the last date of the assessment.
(d) For residents only receiving assisted living 
services specified in section 144G.08, subdivision 
9, clauses (1) to (5), the facility shall complete an 
individualized initial review of the resident's needs 
and preferences. The initial review must be 
completed within 30 calendar days of the start of 
services. Resident monitoring and review must 
be conducted as needed based on changes in 
the needs of the resident and cannot exceed 90 
calendar days from the date of the last review.
(e) A facility must inform the prospective resident 
of the availability of and contact information for 
long-term care consultation services under 
section 256B.0911, prior to the date on which a 
prospective resident executes a contract with a 
facility or the date on which a prospective 
resident moves in, whichever is earlier.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the registered nurse 
(RN) completed a comprehensive reassessment 
to include all areas identified on the uniform 
assessment tool for one of one resident (R1) with 
records reviewed. 

This practice resulted in a level two violation (a 
violation that did not harm a client's health or 
safety but had the potential to have harmed a 
client'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 clients are affected or one or a 
limited number of staff are involved or the 
situation has occurred only occasionally). 

The findings include:
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R1 admitted to the licensee on November 8, 
2021.

R1's individual abuse prevention plan (IAPP), 
dated January 26, 2022, indicated vulnerabilities 
including a history of suicidal thoughts, history of 
alcohol abuse, history of drug use (not 
prescribed), depression and anxiety.  R1's IAPP 
indicated R1 'smokes safely'.

R1's assessment titled Master Care Plan, dated 
November 24, 2021, completed by registered 
nurse (RN)-C, lacked a smoking assessment 
including the ability to smoke without causing 
burns or injury to the resident or others or 
damage to property.

On February 1, 2022, at approximately 12:40 
p.m., licensed assisting living director (LALD)-A, 
and RN-C acknowledged R1 was missing a 
smoking assessment, but also stated the 
assessment was not necessary as they had 
observed R1 smoke safely. 

The licensee's Comprehensive Nursing 
Assessment policy, dated August 1, 2021, 
indicated the RN will conduct a comprehensive 
assessment for all residents to include smoking, 
including safety factors.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

Minnesota Department of Health
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Electronically Delivered

January 12, 2022

Administrator
Angel Care Homes
7829 Hampshire Circle North
Brooklyn Park, MN  55445

RE:  Project Number(s) SL35222015-0

Dear Administrator:

The Minnesota Department of Health completed an evaluation on November 24, 2021, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
evaluation, the Minnesota Department of Health noted   violations of the laws pursuant to Minnesota
Statute, Chapter 144G, Minnesota Food Code, Minnesota Rules Chapter 4626, Minnesota Statute
626.5572 and/or Minnesota Statute Chapter 260E.

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

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

   Level 1: no fines or enforcement.
   Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in   
      § 144G.20 for widespread violations;
 Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism   
      authorized in § 144G.20.
   Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
       § 144G.20.       
       
In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine
amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation

   
Protecting, Maintaining and Improving the Health of All Minnesotans

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



that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.   
   
In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under
this chapter for the same circumstance.    

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, no immediate fines are
assessed.

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

The correction order documentation should include the following:

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

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

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

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

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

Please address your cover letter for general
reconsideration requests to:

Free from Maltreatment reconsideration
requests should addressed to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place

Angel Care Homes
January 12, 2022
Page   2



St. Paul, MN 55164-0970 St. Paul, MN 55164-0970

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

Sincerely,

   
Jess Gallmeier, Supervisor
Health Regulation Division
State Evaluation Team
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN  55101-3879
Telephone:  651-247-0268 Fax: 651-215-9697

pmb

Angel Care Homes
January 12, 2022
Page   3
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 0 000 Initial Comments
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 0 000

******ATTENTION****** 

ASSISTED LIVING PROVIDER LICENSING 
CORRECTION ORDER

In accordance with Minnesota Statutes, section 
144G.08  to 144G.93, this correction order(s) has 
been issued pursuant to a survey.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements provided at the Statute number 
indicated below. When Minnesota Statute 
contains several items, failure to comply with any 
of the items will be considered lack of 
compliance. 

INITIAL COMMENTS:
SL#35222015
On November 22, 2021, through November 24, 
2021, the Minnesota Department of Health 
conducted a survey at the above provider, and 
the following correction orders are issued. At the 
time of the survey, there were two (2) residents 
receiving services under the provider's Assisted 
Living license.

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using federal software. 
Tag numbers have been assigned to 
Minnesota State Statutes for Assisted 
Living Facilities. The assigned tag number 
appears in the far left column entitled "ID 
Prefix Tag." The state Statute number and 
the corresponding text of the state Statute 
out of compliance is listed in the 
"Summary Statement of Deficiencies" 
column. This column also includes the 
findings which are in violation of the state 
requirement after the statement, "This 
Minnesota requirement is not met as 
evidenced by." Following the evaluators' 
findings is the Time Period for Correction.
PLEASE DISREGARD THE HEADING OF 
THE FOURTH COLUMN WHICH 
STATES,"PROVIDER'S PLAN OF 
CORRECTION." THIS APPLIES TO 
FEDERAL DEFICIENCIES ONLY. THIS 
WILL APPEAR ON EACH PAGE.
THERE IS NO REQUIREMENT TO 
SUBMIT A PLAN OF CORRECTION FOR 
VIOLATIONS OF MINNESOTA STATE 
STATUTES.
THE LETTER IN THE LEFT COLUMN IS 
USED FOR TRACKING PURPOSES AND 
REFLECTS THE SCOPE AND LEVEL 
ISSUED PURSUANT TO 144G.31 
SUBDIVISION 1-3. 

 0 430
SS=F

144G.40 Subd. 2 Uniform checklist disclosure of 
services

(a) All assisted living facilities must provide to 
prospective residents:

 0 430
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 0 430Continued From page 1 0 430

(1) a disclosure of the categories of assisted 
living licenses available and the category of 
license held by the facility;
(2) a written checklist listing all services permitted 
under the facility's license, identifying all services 
the facility offers to provide under the assisted 
living facility contract, and identifying all services 
allowed under the license that the facility does not 
provide; and
(3) an oral explanation of the services offered 
under the contract.
(b) The requirements of paragraph (a) must be 
completed prior to the execution of the assisted 
living contract.
(c) The commissioner must, in consultation with 
all interested stakeholders, design the uniform 
checklist disclosure form for use as provided 
under paragraph (a).

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to provide a copy of the uniform 
disclosure of assisted living services and 
amenities (UDALSA) with the required content for 
two of two residents (R1 and R2) with records 
reviewed.

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

The findings include:  
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R1 admitted to licensee on November 8, 2021.

R1's service plan titled Service Plan (Waiver) - 
Addendum to Contract dated November 8, 2021, 
indicated R1 received services, including 
medication management, nursing assessment, 
housekeeping, laundry, bathing reminders, meal 
preparation and shopping assistance. 

R1's record lacked documentation of 
acknowledgement or receipt of the UDALSA.

R2 admitted to the licensee on April 7, 2021.

R2's service plan titled Service Plan (Waiver) 
dated April 9, 2021, indicated R2 received 
services, including medication management, 
housekeeping, meal preparation, laundry, 
shopping and assessments.

R2's record lacked documentation of 
acknowledgement or receipt of the UDALSA.

During an interview on November 24, 2021, at 
approximately 12:40 p.m., licensed assisted living 
director/unlicensed personnel (LALD/ULP)-A 
stated R1 and R2 had not received a UDALSA.

The licensee's resident admission policy was 
requested but was not provided.

No further information was provided.

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

 0 630
SS=F

144G.42 Subd. 6 Compliance with requirements 
for reporting ma

 0 630
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(b) The facility must develop and implement an 
individual abuse prevention plan for each 
vulnerable adult. The plan shall contain an 
individualized review or assessment of the 
person's susceptibility to abuse by another 
individual, including other vulnerable adults; the 
person's risk of abusing other vulnerable adults; 
and statements of the specific measures to be 
taken to minimize the risk of abuse to that person 
and other vulnerable adults. For purposes of the 
abuse prevention plan, abuse includes 
self-abuse.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure resident individual abuse 
prevention plans (IAPP) included statements of 
specific measures to be taken by staff to 
minimize the risk of abuse for two of two 
residents (R1 and R2) with records reviewed. 

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

The findings include: 

R1 admitted to the licensee on November 8, 
2021.

R1's IAPP dated November 22, 2021, indicated 
vulnerabilities including history of suicidal 
thoughts, history of alcohol abuse, history of drug 
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use (not prescribed), depression and anxiety.  
R1's IAPP lacked statements of specific 
measures to be taken to minimize the risk of 
abuse to R1. 

R2 admitted to the licensee on April 7, 2021.

R2's IAPP dated October 5, 2021, indicated 
vulnerabilities including history of drug use (not 
prescribed), may not report abuse or neglect, and 
mental illness.  R2's IAPP lacked statements of 
specific measures to be taken to minimize the 
risk of abuse to R2.

During an interview on November 24, 2021, at 
approximately 12:20 p.m., registered nurse 
(RN)-C confirmed R1 and R2's IAPPs lacked 
statements of specific measures to be taken to 
minimize risk of abuse to the residents and stated 
she will update the IAPPs to reflect the measures.

The licensee's policy, Vulnerable Adult, dated 
August 1, 2021, indicated employees are required 
to individually assess residents to determine 
vulnerability to abuse or neglect and develop a 
specific plan to minimize the risk of abuse to that 
resident.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 650
SS=D

144G.42 Subd. 8 Employee records

(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 

 0 650
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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.
(b) Each employee record must be retained for at 
least three years after a paid employee, 
volunteer, or contractor ceases to be employed 
by, provide services at, or be under contract with 
the facility. If a facility ceases operation, 
employee records must be maintained for three 
years after facility operations cease.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to ensure employee 
records contained the required orientation content 
for one of two employees  (licensed assisted 
living director/unlicensed personnel 
((LALD/ULP)-A) with records reviewed.

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
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resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at 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:

LALD/ULP-A started employment with the 
licensee on January 27, 2020, under the 
comprehensive home care license and began 
providing assisted living services on August 1, 
2021.

LALD/ULP-A's employee record lacked 
documentation LALD/ULP-A completed 
orientation at hire and annual training, including 
the principles of person-centered planning and 
service delivery.

During an observation on November 23, 2021, at 
approximately 8:30 a.m., LALD/ULP-A passed 
medications to assisted living residents.

On November 24, 2021, at approximately 11:45 
a.m., LALD/ULP-A stated the required orientation 
at hire and annual training topic were not 
completed.  LALD/ULP-A stated the licensee was 
not aware of the requirement.

A policy for employee orientation and annual 
training was requested but not provided.

No further information was provided.

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

Minnesota Department of Health
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 0 680
SS=F

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 
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 tenant 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:

 0 680

Based on observation, interview and record 
review, the licensee failed to have a written 
emergency preparedness plan with all the 
required content and to post an emergency 
preparedness plan prominently. This had the 
potential to affect all staff, visitors, and residents 
receiving services under the license.
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This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
is issued at a widespread scope (when problems 
are pervasive or represent a systemic failure that 
has affected or has the potential to affect a large 
portion or all of the residents). 

The findings include:  

On November 22, 2021, at approximately 9:20 
a.m., during the entrance conference, the 
surveyor requested to review the licensee's 
emergency preparedness plan. 

During a facility tour on November 22, 2021, at 
approximately 10:45 a.m., the surveyor did not 
observe a posting of the licensee's emergency 
plan, emergency exit diagrams posted in 
conspicuous places on each floor, or emergency 
exit diagrams in residents' room.

The licensee lacked evidence of the following 
required content:
- a comprehensive program to include infectious 
diseases and pandemics;
- a description of the population served by the 
licensee;
- process for emergency preparedness (EP) 
cooperation with state and local EP 
officials/organizations;
- procedure for tracking staff and residents;
- subsistence needs for staff and residents during 
emergency situation;
- development of policies/procedures to address:

- evacuation plan (not customized for the 
facility);

- fire (not customized for the facility);
Minnesota Department of Health
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- shelter in place;
-  a tracking system used to document 

locations or residents and staff;
- the medical record documentation system to 

preserve resident information;
- emergency staff strategies; and 
- the facilities role in providing care and 

treatment at alternative sites;
- a communication plan that included:

- arrangement with other facilities; 
- names and contact information for staff, 

resident physicians, other facilities;
- contact information for federal, state, tribal, 

local EP staff, ombudsman; 
- primary and alternative means for 

communicating with facility staff, federal, state, 
regional and local emergency management 
agencies;

- a method of sharing information and 
medical documentation for residents;

- a means to provide information regarding 
the facility's needs, and its ability to provide 
assistance to include information about their 
occupancy; and

-a method of sharing information from the 
emergency plan with residents and their families;
- EP training and testing program;
- EP training program for staff (including 
documentation of training provided); and 
- EP testing/annual testing requirements.

During an interview on November 24, 2021, at 
approximately 12:10 p.m., licensed assisted living 
director/unlicensed personnel (LALD/ULP)-A 
stated staff were not familiar with Appendix Z (a 
section of the Centers for Medicare and Medicaid 
Services [CMS] State Operations Manual which 
includes the emergency preparedness 
guidelines). LALD/ULP-A also stated the licensee 
had not fully developed and implemented the an 
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emergency preparedness plan/program. 

The licensee's policy titled Emergency 
Preparedness dated August 1, 2021, indicated 
the licensee will have an identified plan in place to 
assure the safety and well-being of residents and 
staff during periods of emergency or disaster that 
disrupts services.

No further information was provided. 

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

 0 780
SS=F

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

(a) Each assisted living facility must comply with 
the State Fire Code in Minnesota Rules, chapter 
7511, and:
 
(1) for dwellings or sleeping units, as defined in 
the State Fire Code:
        (i) provide smoke alarms in each room used 
for sleeping purposes;
        (ii) provide smoke alarms outside each 
separate sleeping area in the immediate vicinity 
of bedrooms;
        (iii) provide smoke alarms on each story 
within a dwelling unit, including basements, but 
not including crawl spaces and unoccupied attics;
        (iv) where more than one smoke alarm is 
required within an individual dwelling unit or 
sleeping unit, interconnect all smoke alarms so 
that actuation of one alarm causes all alarms in 
the individual dwelling unit or sleeping unit to 
operate; and
        (v) ensure the power supply for existing 
smoke alarms complies with the State Fire Code, 

 0 780
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except that newly introduced smoke alarms in 
existing buildings may be battery operated;

This MN Requirement  is not met as evidenced 
by:
Based on observation and interview, the licensee 
failed to provide smoke alarms that complied with 
fire protection requirements. 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 
of the residents). 

The findings include:

During the facility tour with licensed assisted 
living director/unlicensed personnel 
(LALD/ULP)-A on November 23, 2021, between 
10:30 a.m. and 11:15 a.m., the surveyor 
observed:
 - Smoke alarms were not interconnected so that 
actuation of one alarm caused all alarms in the 
individual dwelling unit to operate. When smoke 
alarms were tested in bedrooms, hallways, and 
common use areas, none of the other smoke 
alarms within the building were activated. 
 - A smoke alarm was not provided in bedroom 
three. 
 - On the second level, a smoke alarm was not 
installed in the common use area living room. 

During the facility tour interview, LALD/ULP-A 
stated facility smoke alarms were not 
interconnected.  LALD/ULP-A also stated the 
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smoke alarm within bedroom three had been 
removed.  LALD/ULP-A stated a smoke alarm 
was not installed in the common use area living 
room on the second floor.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 790
SS=F

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

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

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

This MN Requirement  is not met as evidenced 
by:

 0 790

Based on observation and interview, the licensee 
failed to provide fire extinguishers that complied 
with fire protection requirements. 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 
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or has the potential to affect a large portion or all 
of the residents). 

The findings include:

During a facility tour with licensed assisted living 
director/unlicensed personnel (LALD/ULP)-A on 
November 23, 2021, between 10:30 a.m. and 
11:15 a.m., the surveyor observed:
 - Fire extinguishers located in the kitchen and 
basement were not provided with labels or tags 
attached indicating when maintenance was 
performed. The bottom of the fire extinguisher in 
kitchen was date stamped 2016. 
 - The fire extinguisher located in the basement 
was rated 1A:10BC. 

During the exit conference on November 23, 
2021, at approximately 12:00 p.m., LALD/ULP-A 
stated they did not know annual maintenance was 
required for portable fire extinguishers and that 
fire extinguishers were required to be 2-A:10BC 
rated. 

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 800
SS=F

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

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

 0 800
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This MN Requirement  is not met as evidenced 
by:
Based on observation and interview, the licensee 
failed to maintain the physical environment in a 
continuous state of good repair and operation 
regarding the health, safety and well-being of the 
residents. This had the potential to 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 
of the residents). 

The findings include:

During a facility tour with licensed assisted living 
director/unlicensed personnel (LALD/ULP)-A on 
November 23, 2021, between 10:30 a.m. and 
11:15 a.m., the surveyor observed:
 - The sliding egress window in bedroom three 
was jammed and would not open when the latch 
was released. 
 - The sliding egress window in bedroom one 
measured 16 inches in width. 

During the facility tour interview, LALD/ULP-A 
confirmed the window in bedroom three was 
jammed and would not open in the correct 
direction.

During the exit conference on November 23, 
2021, at approximately 12:00 p.m., LALD/ULP-A 
stated they did not know if the window in bedroom 
one met the minimum size requirement for 
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escape.

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

 0 810
SS=F

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

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

 0 810
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drill.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to provide the required 
training to residents and staff for fire safety and 
evacuation and failed to provide evacuation 
maps. 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 
of the residents). 

The findings include:

During the facility tour with licensed assisted 
living director/unlicensed personnel 
(LALD/ULP)-A on November 23, 2021, between 
10:30 a.m. and 11:15 a.m., the surveyor did not 
observe evacuation maps posted within the 
facility. 

On November 23, 2021, between 11:15 a.m. and 
11:45 a.m., the surveyor reviewed the following 
records: an emergency preparedness manual; a 
fire safety policy dated August 1, 2021; an 
emergency preparedness plan; and an employee 
training record.  The surveyor noted residents did 
not receive annual fire safety and evacuation 
training plan.  The staff received fire safety and 
evacuation training upon hire but there were no 
plans for staff to receive training at least twice per 
year thereafter.  
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During an interview on November 23, 2021, 
between 11:45 a.m. and 12:00 p.m., LALD/ULP-A 
confirmed the licensee did not provide evacuation 
maps and that the training frequency for staff and 
residents was not met. 

No further information was provided.

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

 01650
SS=C

144G.70 Subd. 4 Service plan, implementation, 
and revisions t

(f) The service plan must include:
(1) a description of the services to be provided, 
the fees for services, and the frequency of each 
service, according to the resident's current 
assessment and resident preferences;
(2) the identification of staff or categories of staff 
who will provide the services;
(3) the schedule and methods of monitoring 
assessments of the resident;
(4) the schedule and methods of monitoring staff 
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service 
cannot be provided;
(ii) information and a method to contact the 
facility;
(iii) the names and contact information of persons 
the resident wishes to have notified in an 
emergency or if there is a significant adverse 
change in the resident's condition, including 
identification of and information as to who has 
authority to sign for the resident in an emergency; 
and
(iv) the circumstances in which emergency 

 01650
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medical services are not to be summoned 
consistent with chapters 145B and 145C, and 
declarations made by the resident under those 
chapters.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the resident service plan 
included the fees for services for two of two 
residents (R1 and R2) with records reviewed.

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

The findings include:

R1 was admitted to the licensee on November 8, 
2021.

R1's service plan titled Service Plan (Waiver) - 
Addendum to Contract dated November 8, 2021, 
indicated R1 received services, including 
medication management, assessment, 
housekeeping, laundry, bathing reminder, meal 
preparation and shopping assistance. 

During an interview on November 24, 2021, at 
approximately 9:45 a.m., R1 stated she received 
services from the licensee, and she enjoyed the 
company of other residents and staff.

R2 was admitted to the licensee on April 7, 2021.
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R2's service plan titled Service Plan (Waiver) 
dated April 9, 2021, indicated R2 received 
services, including medication management, 
housekeeping, meal preparation, laundry, 
shopping and assessments.

During an interview on November 23, 2021, at 
approximately 12:40 p.m., licensed assisted living 
director/unlicensed personnel (LALD/ULP)-A 
stated resident service plans were missing the 
fees for services, but the licensee would update 
the service plans.

The licensee's policy titled Service Plan dated 
August 1, 2021, indicated the fees for services 
should be included in the service plan.

No further information was provided.  
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