
June 2, 2023

Licensee
Brookdale Plymouth
15855 22nd Avenue North
Plymouth, MN  55447

RE: Project Number(s) SL30690015

Dear Licensee:

On May 17, 2023, the Minnesota Department of Health completed a follow-up survey of your facility
to determine if orders from the March 8, 2023, survey were corrected. 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,

   
Jonathan Hill, Supervisor
State Evaluation Team
Email: jonathan.hill@state.mn.us
Telephone: 651-201-3993 Fax: 651-281-9796

PMB

   

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s    
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Electronically Delivered

April 13, 2023

Licensee
Brookdale Plymouth
15855 22nd Avenue North
Plymouth, MN  55447

RE:  Project Number(s) SL30690015

Dear Licensee:

The Minnesota Department of Health completed an evaluation on March 8, 2023, 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.

LICENSING ORDERS
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 . . ."    

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

evaluation of your facility.

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 evaluations. 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.    

     

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s    
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 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 reconsideration requests to:   Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

            85 East Seventh Place
                                           St. Paul, MN 55164‐0970

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,

   
Jonathan Hill, Supervisor
State Evaluation Team

Health Regulation Division
85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN  55101‐3879
Telephone: 651‐201‐3993 Fax:   651‐281‐9796
JMD

Brookdale Plymouth
April 13, 2023
Page   2
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******ATTENTION****** 

ASSISTED LIVING PROVIDER LICENSING 
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section 
144G.08 to 144G.95, these correction orders are 
issued pursuant to a survey.

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

INITIAL COMMENTS:
SL30690015-0

On March 6, 2023, through March 8, 2023, 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 43 residents, all of whom 
received services under the provider's Assisted 
Living with Dementia Care 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 with Dementia Care licensed 
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. 

 0 480
SS=F

144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

 0 480

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 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 
dated March 7, 2023, for the specific Minnesota 
Food Code deficiencies. 

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

 

 0 510
SS=D

144G.41 Subd. 3 Infection control program

(a) All assisted living facilities must establish and 
maintain an infection control program that 
complies with accepted health care, medical, and 
nursing standards for infection control.

 0 510

Minnesota Department of Health
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(b)The facility's infection control program must be 
consistent with current guidelines from the 
national Centers for Disease Control and 
Prevention (CDC) for infection prevention and 
control in long-term care facilities and, as 
applicable, for infection prevention and control in 
assisted living facilities.
(c) The facility must maintain written evidence of 
compliance with this subdivision.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to establish and 
maintain an infection control program to comply 
with accepted health care, medical and nursing 
standards for infection control for one of one 
employee (unlicensed personnel (ULP)-D) 
observed to perform blood glucose testing, insulin 
administration, and application of lidocaine patch.

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

The findings include:

On March 7, 2023, at 7:30 a.m., the evaluator 
observed ULP-D preparing to check R2's blood 
glucose, administer insulin, and apply lidocaine 
patch to R2's lower back. ULP-D gathered the 
supplies from the medication cart for glucose 
testing, insulin administration, and lidocaine patch 
application, wheeled R2 from the dining room to 
her apartment living room, gathered the supplies 
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from the medication cart for glucose testing, 
insulin administration.
-  Without performing hand hygiene, ULP-D: 
donned gloves, cleansed R2's finger with an 
alcohol pad, used a lancet to poke the finger, 
placed a drop of blood onto the testing strip in the 
device, and informed R2 her blood glucose 
reading was 222. Then, ULP-D cleansed R2's 
abdominal area with an alcohol prep pad, 
administered 21 units of Lantus insulin SQ 
(subcutaneously) into abdominal area, placed 
Lantus insulin cap on, opened and applied 
lidocaine patch to R2's lower back. 
- ULP-D then removed the soiled gloves. Without 
performing hand hygiene, ULP-D put the insulin 
back in the medication cart, discarded the insulin 
needle in the sharps container, documented 
services, put the glucometer away in the 
medication cart, and then performed hand 
hygiene. 

On March 7, 2023 at 8:15 a.m., ULP-D stated he 
was trained by registered nurse (RN)-B.

On March 8, 2023, at 10:40 a.m., RN-B stated 
ULPs had overall training in infection control 
including handwashing, RN-B stated "we have 
completed a re-training with all employees, and 
we complete yearly training."

The licensee's Handwashing/Hand Hygiene policy 
dated October 2021, directed handwashing would 
be performed by all employees, as necessary, 
during routine resident care, before applying 
non-sterile gloves, after contact with medical 
equipment

No further information was provided. 

TIME PERIOD FOR CORRECTION: Seven (7) 
Minnesota Department of Health
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days
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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 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 interview and record review, the 
licensee failed to have a written emergency 
disaster plan with all required content.  This had 
the potential to affect all forty-three residents 
receiving assisted living services, staff, and 
visitors.
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This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at a widespread scope (when 
problems are pervasive or represent a systemic 
failure that has affected or has potential to affect 
a large portion or all of the residents). 

The findings include: 

On March 06, 2023, at 12:30 p.m., licensed 
assisted living director (LALD)-A provided the 
licensee's incomplete emergency preparedness 
plan. 
The licensee's plan lacked the following required 
content:
-EP training and testing program;
-EP training program for staff (including 
documentation of training provided);
-annual EP testing requirements.
 
On March 06, 2023, at 2:11 p.m., maintenance 
manager (MM)-G indicated that the licensee had 
conducted fire drills, however, MM-G stated, "we 
had a flood, and I might have lost some papers 
because my office was where the flood 
happened." 

The licensee's Emergency Manual protocol dated 
2021, indicated the licensee would be responsible 
for preparation and planning for potential 
emergencies in accordance with local, state, and 
federal regulations.

No additional information was provided.

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

 0 780
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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

Based on observation and interview, the licensee 
failed to provide audible smoke alarms in the 
resident rooms throughout the facility. This 
deficient condition had the ability to affect all staff 
and residents.
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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) and was issued at a 
widespread scope (when problems are pervasive 
or represent a systemic failure that has affected 
or has potential to affect a large portion or all of 
the residents).

Findings include:

On a facility tour on March 8, 2023, at 
approximately 2:45 p.m. with maintenance 
manager (MM)-G it was observed that smoke 
detectors were installed in the resident rooms and 
connected to the general fire alarm system but 
there was no audible notification in the resident 
room.

This deficient finding was visually verified by 
MM-G at the time of discovery.

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.

This MN Requirement  is not met as evidenced 
by:

 0 800

Minnesota Department of Health
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Based on observation and interview, the licensee 
failed to maintain the facility's physical 
environment in a continuous state of good repair 
and operation regarding the health, safety, and 
well-being of the residents.  This had the potential 
to directly affect 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 
the residents).

Findings include:

On a facility tour on March 8, 2023, at 
approximately 2:30 p.m. with maintenance 
manager (MM)-G it was observed that ceiling tiles 
were missing in the storage room near the 
maintenance office because of a water leak 
above the ceiling in the common area of the 
Claire side of the building. Ceilings are required to 
be maintained as designed and installed. 

It was also observed that a dryer vent was 
disconnected from the dryer allowing exhaust to 
be discharged into the laundry room in the Bridge 
portion of the building. Dryer vent exhaust is 
required to be directed to the exterior of the 
building. 

A fire-resistant rated door was out of adjustment, 
delaminating and would not latch closed in the 
laundry room of the Bridge area of the building. 
Fire resistant rated doors are required to be 
maintained as designed and installed and 
positively latch. 
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The latch was observed broken and had no 
handle for operation, on the door leading from the 
shower room to the laundry room in the Bridge 
portion of the building. 

A light switch cover was observed with a gap 
between the wall and electrical box to allow 
contact with electrical wires in the community 
shower room of the F wing. 

A light switch cover was observed with a gap 
between the wall and electrical box to allow 
contact with electrical wires in the common 
bathroom of the A wing.

A door was observed with the screws pulled out 
of the hinge in the shower room of the F wing 
leading to the restroom of the E wing. 

A door handle was observed broken and not 
operable in the corridor near resident room E5.

A door was observed with the screws pulled out 
of the hinge in the shower room of the E wing 
leading to the center restroom. 

The fire-resistant rated door in the laundry room 
of the D wing was observed with a missing strike 
plate and the door did not positively latch closed. 

A bi-fold closet door in resident room D4 was 
observed out of the track and leaning on the wall. 

A large portion of ceiling tile and wall base trim 
were observed missing because of a water leak 
above the ceiling in the common area of the 
Claire side of the building. Ceilings are required to
be maintained as designed and installed. 
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At the time of the tour there was no 
documentation available to verify required 
maintenance of the fire alarm system. 

It was observed that all furnace rooms have 
fire-resistant rated doors that do not positively 
latch in the exit vestibules in each wing.  

It was observed that wall base was missing in 
resident room C3 due to a water leak above the 
ceiling in the common area of the Claire side of 
the building. 

It was observed the door latch in the laundry 
room is broken and does not release to open in 
the B-C wing. 

A ceiling tile was observed missing in the exit 
vestibule of the B wing. Ceilings are required to 
be maintained as designed and installed. 

A large hole in the wall was observed behind the 
wash machine in the laundry room of the A wing. 
The fire-resistant walls of the laundry room are 
required to be maintained as designed and 
installed. 

A broken door handle was observed in the 
laundry room of the A wing.  

A water line leak which had been dripping on the 
floor for a long time under the bathroom sink in 
resident room A7 was observed. 

Storage was observed in the marked means of 
egress corridor (referred to as the back hallway 
by maintenance manager) on the facility tour. 
Keeping this required means of egress clear of 
obstructions helps provide access to the exits for 
occupants and emergency responders during an 
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emergency.

A cleaning chemical container that was damaged, 
leaking and covering the floor and seeping into 
the wall was observed in the housekeeping room 
of the D wing. 

It was observed that clear door handle guards 
were installed on remote exit doors to limit 
residents from inadvertently operating the door 
handle and activating the wonder guard alarm. 
The guards have a cut out on the bottom to reach 
into and operate the handle for exiting. Exterior 
marked exits are required to be maintained as 
designed and installed and be fully available for 
use without obstructions. 

These deficient conditions were visually verified 
by MM-G accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7) 
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 

 0 810
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evacuation.
(c) Employees of assisted living facilities shall 
receive training on the fire safety and evacuation 
plans upon hiring and at least twice per year 
thereafter.
(d) Fire safety and evacuation plans shall be 
readily available at all times within the facility.
(e) Residents who are capable of assisting in 
their own evacuation shall be trained on the 
proper actions to take in the event of a fire to 
include movement, evacuation, or relocation. The 
training shall be made available to residents at 
least once per year.
(f) Evacuation drills are required for employees 
twice per year per shift with at least one 
evacuation drill every other month. Evacuation of 
the residents is not required. Fire alarm system 
activation is not required to initiate the evacuation 
drill.

This MN Requirement  is not met as evidenced 
by:
Based on record review and interview, the 
licensee failed to maintain the facility's fire safety 
and evacuation plan with required elements. 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 
the residents).

A record review of available documentation and 
interview were conducted on March 8, 2023, at 
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approximately 1:30 p.m. of documents provided 
by maintenance manager (MM)-G on the fire 
safety and evacuation plan, fire safety and 
evacuation training, and evacuation drills for the 
facility.

Findings include:

Record review of the available documentation 
indicated that the licensee did not have specific 
employee actions for this facility to be taken in the 
event of a fire or similar emergency located within 
the plan. 

Record review of the available documentation 
indicated that the licensee did not have fire 
protection procedures necessary for residents 
located within the plan. 

Record review of the available documentation 
indicated that employees did not receive training 
upon initial hire and twice per year thereafter on 
the facility fire safety and evacuation plan. 

Record review of the available documentation 
indicated that the licensee did not provided 
training once per year to residents who are 
capable of self-evacuation on the proper actions 
to be taken in the event of a fire regarding 
movement, evacuation, and relocation.

Record review of the available documentation did 
not indicate that evacuation drills had been 
conducted twice per year per shift and least once 
every other month as required.

All deficiencies were verified by MM-G during the 
interview at approximately 2:30 p.m. 

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

 0 950
SS=F

144G.50 Subd. 3 Designation of representative

(a) Before or at the time of execution of an 
assisted living contract, an assisted living facility 
must offer the resident the opportunity to identify 
a designated representative in writing in the 
contract and must provide the following verbatim 
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE 
FOR CERTAIN PURPOSES.

You have the right to name anyone as your 
"Designated Representative." A Designated 
Representative can assist you, receive certain 
information and notices about you, including 
some information related to your health care, and 
advocate on your behalf. A Designated 
Representative does not take the place of your 
guardian, conservator, power of attorney 
("attorney-in-fact"), or health care power of 
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for 
the name and contact information of the 
designated representative and a box the resident 
must initial if the resident declines to name a 
designated representative. Notwithstanding 
subdivision 1, paragraph (f), the resident has the 
right at any time to add, remove, or change the 
name and contact information of the designated 
representative.

This MN Requirement  is not met as evidenced 
by:

 0 950

Based on interview and record review, the 
licensee failed to offer two of four residents (R2, 
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R3) the opportunity to identify a designated 
representative.

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:

R2
R2's personal service plan dated February 14, 
2023, indicated R2's services included 
medication administration, dependence for 
activities of daily living (ADLs), assistance with 
dressing, grooming, showering, toileting, and 
escorts.

R2's residency agreement dated January 19, 
2022, did not contain a notice with the required 
statutory language for R2 to identify a designated 
representative or documentation that R2 declined 
to name a designated representative.

R3
R3's personal service plan, dated February 10, 
2023, indicated R3's services included 
medication administration, dependence for 
activities of daily living (ADLs), assistance with 
dressing, grooming, showering, toileting, and 
escorts.

R3's residency agreement dated October 8, 
2020, did not contain a notice with the required 
statutory language for R3 to identify a designated 
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representative or documentation that R3 declined 
to name a designated representative.

On March 7, 2023, at 1:47 p.m., licensed assisted 
living director (LALD)-A verified R2 and R3's 
records lacked documentation they had 
designated or declined to name a representative. 
LALD-A confirmed the inconsistencies in the 
contracts and stated, "the company had added 
the designation of representative to the contract, 
but we had not used the new contract on any of 
the resident's yet."

The licensee's MN Resident Move-In Packet 
Checklist dated December 2022, indicated 
licensee would use the correct Residency 
Agreement form located in the licensee's move-in 
packet and the licensee would provide a copy of 
the consent/declination form to resident's and 
their family members.

No further information was provided. 

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

 0 970
SS=F

144G.50 Subd. 5 Waivers of liability prohibited

The contract must not include a waiver of facility 
liability for the health and safety or personal 
property of a resident. The contract must not 
include any provision that the facility knows or 
should know to be deceptive, unlawful, or 
unenforceable under state or federal law, nor 
include any provision that requires or implies a 
lesser standard of care or responsibility than is 
required by law.

This MN Requirement  is not met as evidenced 

 0 970
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by:
Based on interview and record review, the 
licensee failed to ensure the assisted living 
contract did not include language waiving the 
facility's liability for resident health, safety, or 
personal property. This had the potential to affect 
all residents.

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety) 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:

R2
During R2's record review on March 7, 2023, at 
12:20 p.m., R2's residency agreement dated 
January 19, 2022, included a section for liability 
that read, "You understand and agree to assume 
the risks inherent in this Agreement. You agree to 
hold us, our associates, and agents harmless for 
any damages, injury or other loss resulting from: 
(1) reasonable acts or omissions made in good 
faith; (2) action by a third party, fire, water, theft, 
or the elements; or (3) loss of personal property."  

R3
During R3's record review on March 7, 2023, at 
2:30 p.m., R3's residency agreement dated 
October 8, 2020, included a section for liability 
that read, "You understand and agree to assume 
the risks inherent in this Agreement. You agree to 
hold us, our associates, and agents harmless for 
any damages, injury or other loss resulting from: 
(1) reasonable acts or omissions made in good 
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faith; (2) action by a third party, fire, water, theft, 
or the elements; or (3) loss of personal property."  

R4
During R4's record review on March 8, 2023, at 
10:00 a.m., R4's residency agreement dated 
October 6, 2022, included a section for liability 
that read, "You understand and agree to assume 
the risks inherent in this Agreement. You agree to 
hold us, our associates, and agents harmless for 
any damages, injury or other loss resulting from: 
(1) reasonable acts or omissions made in good 
faith; (2) action by a third party, fire, water, theft, 
or the elements; or (3) loss of personal property."  

R5
During R5's record review on March 8, 2023, at 
10:30 a.m., R5's residency agreement dated July 
5, 2022, included a section for liability that read, 
"You understand and agree to assume the risks 
inherent in this Agreement. You agree to hold us, 
our associates, and agents harmless for any 
damages, injury or other loss resulting from: (1) 
reasonable acts or omissions made in good faith; 
(2) action by a third party, fire, water, theft, or the 
elements; or (3) loss of personal property."     

On March 8 22, 2023, at 11:44 a.m., during the 
exit conference, licensed assisted living director 
(LALD)-A confirmed the licensee's assisted living 
contract included the above content, and stated 
the same contract was utilized for all residents at 
the facility.

No further information was provided.

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

144G.81 Subdivision 1 Fire protection and 
physical environment

An assisted living facility with dementia care that 
has a secured dementia care unit must meet the 
requirements of section 144G.45 and the 
following additional requirements:
(1) a hazard vulnerability assessment or safety 
risk must be performed on and around the 
property. The hazards indicated on the 
assessment must be assessed and mitigated to 
protect the residents from harm; and
(2) the facility shall be protected throughout by an 
approved supervised automatic sprinkler system 
by August 1, 2029.

This MN Requirement  is not met as evidenced 
by:

 02040

Based on record review and interview, the 
licensee failed to provide a hazard vulnerability 
assessment or safety risk assessment of the 
physical environment on and around the property. 
This deficient practice had the ability to affect all 
staff, residents, and visitors.

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

Findings include:

A record review of available documentation and 
interview were conducted March 8, 2023, at 
approximately 1:30 p.m. with maintenance 

 

Minnesota Department of Health
If continuation sheet  20 of 216899STATE FORM RVH811



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/13/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

30690 03/08/2023

NAME OF PROVIDER OR SUPPLIER

BROOKDALE PLYMOUTH

STREET ADDRESS, CITY, STATE, ZIP CODE

15855 22ND AVENUE NORTH
PLYMOUTH, MN  55447

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 02040Continued From page 20 02040

manager (MM)-G on the hazard vulnerability 
assessment for the physical environment of the 
facility. 

Record review of the available documentation 
indicated that the licensee had not performed a 
hazard vulnerability assessment with mitigation 
factors on and around the property.

This deficient condition was verified by MM-G 
during the interview at approximately 1:45 p.m.

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