DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
August 20, 2026

Licensee

Blossom Hill LLC

6765 Buckingham Rd
Woodbury, MN 55125

RE: Project Number(s) SL42227015
Dear Licensee:

This is your official notice that you have been granted your assisted living facility license. Your
license effective and expiration dates remain the same as on your provisional license. Your updated
status will be listed on the license certificate at renewal and this letter serves as proof in the
meantime. If you have not received a letter from us with information regarding renewing your license
within 60 days prior to your expiration date, please contact us at (651) 201-5273 or by email at
Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on July 23, 2026, for the purpose
assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

The Department of Health concludes the licensee is in substantial compliance. State law requires the
facility must take action to correct the state correction orders and document the actions taken to
comply in the facility's records. The Department reserves the right to return to the facility at any time
should the Department receive a complaint or deem it necessary to ensure the health, safety, and
welfare of residents in your care.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. The Department of Health
documents state correction orders using federal software. Tag numbers are assigned to Minnesota
state statutes for Home Care 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 are listed in the "Summary Statement of Deficiencies" column. This column also
includes the findings that are in violation of the state statute after the statement, "This MN
Requirement is not met as evidenced by . . ."

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and
scope of the violations; however, no immediate fines are assessed for this survey of your facility.
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DOCUMENTATION OF ACTION TO COMPLY
Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to comply with the
correction orders within the time period outlined on the state form; however, plans of correction are

not required to be submitted for approval.
The correction order documentation should include the following:

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

e |dentify how the area(s) of noncompliance was corrected for all of the
provider’s residents/employees that may be affected by the noncompliance.

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

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order 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.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under
this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by MDH within 15 business days of the correction order
receipt date. The request must contain a brief and plain statement describing each matter or issue
contested and any new information you believe constitutes a defense or mitigating factor.

To submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm.

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. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers.
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You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in the letter and state form with your organization’s Governing Body.

If you have any questions, please contact me.

Sincerely,

Renee Anderson, Supervisor
State Rapid Response Team / State Evaluation Team

Email: Renee.L.Anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-800-337-9238 / 1-866-890-9290

KKM
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0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL42227015-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On July 20, 2026 through July 23, 2026, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were two residents; two receiving
services under the Provisional Assisted Living THERE IS NO REQUIREMENT TO
Facility license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 480, 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

(X6) DATE
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(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility i1s not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.13795, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated July 20, 2026, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 680 144G .42 Subd. 10 Disaster planning and 0 680
SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and detalls staff
assignments in the event of a disaster or an
emergency,;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(9) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to have a written emergency
preparedness (EP) plan with all the required
content. This had the potential to affect all
residents, staff, and visitors.

Minnesota Department of Health
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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:

The licensee’'s emergency disaster preparedness
plan, dated July 13, 2025, lacked evidence of the
following required content:

- a description of the population served by the
licensee;

- quarterly review of missing resident policy;

- communication plan containing all required
elements;

- hazard vulnerabllity assessment;

- process for emergency plan collaboration;

- subsistence needs for staff and residents:

- procedures for tracking evacuated residents and
staff:

- policies for sheltering in place;

- policies and procedures for medical documents;
- policies and procedures for volunteers;

- roles under a wavier declared by secretary;

- names and contact information;

- methods for sharing information;

- sharing information on occupancy and needs;

- long term care family notifications;

- emergency prep training program which
Includes maintain documentation of all EP
training and EP training annually;

On July 20, 2026, at approximately 1:00 p.m.,
owner/licensed assisted living director
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(O/LALD)-A stated that he purchased an
emergency preparedness plan template from an
outside source, but was not sure of all the related
requirements and was busy working on facility
building Issues, so he had not yet completed the
emergency preparedness plan.

The licensee's 9.01 Emergency Preparedness
Plan-Appendix Z Compliance policy, dated June
17, 2025, directed that the facility's emergency
preparedness plan include all required elements
of Appendix Z.

Minnesota Administrative Rule 4659.0100 dated
August 11, 2021, indicated assisted living facilities
shall comply with the federal emergency
preparedness regulations for long-term care
facilities under Code of Federal Regulations, title
42, section 483.72, or successor requirements.
This part referenced documents, specifications,
methods, and standards in State Operations
Manual Appendix Z - Emergency Preparedness
for All Provider and Certified Supplier Types:
Interpretive Guidance.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01470| 144G.63 Subd. 2 Content of required orientation 01470
SS=F
(a) The orientation must contain the following
topics:

(1) an overview of this chapter;

(2) an introduction and review of the facility's
policies and procedures related to the provision
of assisted living services by the individual staff
person;

Minnesota Department of Health
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(3) handling of emergencies and use of
emergency services;

(4) compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);

(5) the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person;
(/) handling of residents’ complaints, reporting of
complaints, and where to report complaints,
Including information on the Office of Health
Facility Complaints;

(8) consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services; and

(9) a review of the types of assisted living
services the staff member will be providing and
the facility's category of licensure.

(b) In addition to the topics in paragraph (a),
orientation may also contain training on providing
services to residents with hearing loss. Any
training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
Include training on one or more of the following
topics:

(1) an explanation of age-related hearing loss
and how It manifests itself, its prevalence, and
the challenges it poses to communication,;

(2) health impacts related to untreated
age-related hearing loss, such as increased

Minnesota Department of Health
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Incidence of dementia, falls, hospitalizations,
Isolation, and depression; or

(3) iInformation about strategies and technology
that may enhance communication and
Involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access In real time, and closed captions.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employees completed
orientation to Assisted Living to include all
required content, prior to providing Assisted Living
services, for one of two employees (clinical nurse
supervisor (CNS)-B).

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

CNS-B was hired September 21, 2025, to provide
nursing care for residents and supervision of

staff.

CNS-B's employee record lacked documentation
the following orientation topics were completed:
-an overview of this chapter;

Minnesota Department of Health
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-the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;

-consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services.

On July 21, 2026, at approximately 11:30 a.m.,
owner/licensed assisted living director

(O/LALD)-A stated that he was not aware of all
required content for employee orientation training.

The licensee's 5.01 Orientation of Staff and
Supervisors & Content policy, dated July 3, 2025,
directed all staff must complete an orientation to
assisted living facility requirements before
providing assisted living services to residents.

No further information was provided.

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

01530 144G.64 (a) (1-2) Training in Dementia, Mental 01530
SS=F | |llness, and De-

(a) All assisted living facilities must meet the
following dementia care, mental iliness, and
de-escalation training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on dementia
topics specified under paragraph (b), clauses (1)
to (9), and two hours of initial training on mental
Illness and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 120

Minnesota Department of Health
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working hours of the employment start date.
Supervisors must have at least two hours of
training on topics related to dementia and one
hour of training on topics related to mental illness
and de-escalation for each 12 months of
employment thereafter;

(2) direct-care staff must have completed at least
eight hours of initial training on dementia topics
specified under paragraph (b), clauses (1) to (9),
and two hours of Initial training on mental iliness
and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 160
working hours of the employment start date. Until
this initial training Is complete, a staff member
must not provide direct care unless there Is
another staff member on site who has completed
the initial eight hours of training on topics related
to dementia and the Initial two hours of training on
topics related to mental iliness and de-escalation
and who can act as a resource and assist if
Issues arise. A trainer of the requirements under
paragraph (b) or a supervisor meeting the
requirements in clause (1) must be available for
consultation with the new staff member until the
training requirement is complete. Direct-care staff
must have at least two hours of training on topics
related to dementia and one hour of training on
topics related to mental illness and de-escalation
for each 12 months of employment thereafter;

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employees completed
the required hours of dementia care, mental
lliness, and de-escalation training within the
required timeframe for one of two employees
(clinical nurse supervisor (CNS)-B).

Minnesota Department of Health
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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:

CNS-B was hired September 15, 2025, to provide
nursing care for residents and supervision of
staff.

CNS-B's training record lacked evidence they
completed at least eight hours of initial dementia
training in the required topics, and two hours of
Initial training on required mental illness and
de-escalation topics, within 120 working hours of

CNS-B's start date.

On July 21, 2026, at approximately 11:30 a.m.,
owner/licensed assisted living director
(O/LALD)-A stated that he was not aware of all
assisted living required content for employee
orientation training. At that time, O/LALD-A also
asked If the orientation to dementia, mental
Illness and de-escalation training was a
requirement for the assisted living facility license
or just the assisted living facility with dementia
care license.

The licensee's 5.01 Orientation of Staff and
Supervisors & Content policy, dated July 3, 2025,
directed all staff must complete an orientation to
assisted living facility requirements before
providing assisted living services to residents.
Minnesota Department of Health
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No further information was provided.

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

01620| 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=F | assessments, and monitoring

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

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

(c) Resident reassessment and monitoring must
be conducted by a registered nurse:

(1) no more than 14 calendar days after initiation
of services;

(2) as needed based on changes In the resident's
needs; and

(3) at least every 90 calendar days.

(d) Sections of the reassessment and monitoring
In paragraph (c) may be completed by a licensed
practical nurse as allowed under the Nurse
Practice Act in sections 148.171 to 148.285. A
registered nurse must review the findings as part

Minnesota Department of Health
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of the resident's reassessment.

(e) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (9), 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.

() 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 iIs 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) conducted comprehensive assessments
following the uniform assessment tool (UAT) that

Included all required content for one of two
residents (R2).

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

The findings include:

Minnesota Department of Health
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R2 was admitted on March 12, 2026, and began
receiving assisted living services.

R2's diaghoses included hypertension (elevated
blood pressure), Type 2 diabetes, syncope
(fainting), and hearing loss.

On July 21, 2026, at approximately 11:00 a.m.,
clinical nurse supervisor (CNS)-B stated that the
document in R2's record titled Care Plan, along
with R2's medication administration record and
treatment administration record, were R2's
service plan. These documents, dated July 2026,
Indicated R2's services included activities of daily
living assistance, medication administration, and
fall prevention.

R2's record included nursing assessments
completed on March 12, 2026, March 25, 2026,
March 26, 2026, and June 14, 2026. These
assessments lacked the following content from
the UAT:

- sleep schedule, dietary and social needs, leisure
activities, and any other customary routine that is
Important to the resident's quality of life;

- spiritual and cultural preferences;

- advanced health care directives and end-of-life
preferences, including whether a person has or
wants to seek a "do not resuscitate” order and
"do not attempt resuscitation order” or
"physician/provider orders for life-sustaining
treatment” order:;

- a review of medications according to Minnesota
Statutes, section 144G.71, subdivision 2,
Including prescriptions, over-the-counter
medications, and supplements;

- a review of medical, dental, and emergency
room visits in the past 12 months, including visits
to a primary health care provider, hospitalizations,
surgeries, and care from a postacute care facility;

Minnesota Department of Health
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- review of history of and any diaghoses of mood
disorders, including depression, anxiety, bipolar
disorder, and thought or behavioral disorders;
- nutritional and hydration status and preferences;
- list of treatments, including type, frequency, and
level of assistance needed:
- hursing needs, including potential to receive
nursing-delegated services;
- risk indicators, including:

risk for falls including history of falls;

emergency evacuation abllity;

complex medication regimen;

risk for dehydration, including history of
urinary tract infections and current fluid intake
pattern;

risk for emotional or psychological distress
due to personal losses;

unsuccessful prior placements;

elopement risk including history or previous
elopements;

smoking, including the ability to smoke
without causing burns or injury to the resident or
others or damage to property; and alcohol and
drug use, including the resident's alcohol use or
drug use not prescribed by a physician;
- who has decision-making authority for the
resident, including:

the presence of any advance health care
directive or other legal document that establishes
a substitute decision maker; and

the scope of decision-making authority of a
substitute decision maker:;
- the need for follow-up referrals for additional
medical or cognitive care by health professionals.

On July 21, 2026, at approximately 11:15 a.m.,
CNS-B stated she thought she had completed
comprehensive nursing assessments on R2 and
used the appropriate documents for the
assessments. CNS-B further stated that she did
Minnesota Department of Health
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not have time to read all statutes and rules
related to the Assisted Living Facility license.

The licensee's 6.01 Assessments, Reviews and
Monitoring policy dated July 3, 2025, directed the
Initial assessment or reassessment must include
all the elements of the uniform assessment tool,
as required.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0140, Subp. 2, effective October
2022, a nursing assessment or reassessment
under Minnesota Statutes, section 144G.70,
subdivision 2, paragraphs (b) and (c), must be
conducted on a prospective resident or resident
receiving any of the assisted living services
Identified in Minnesota Statutes, section 144G.08,
subdivision 9, clauses (6) to (12).

B. The nursing assessment or reassessment
under item A must:

(1) address part 4659.0150, subpart 2, items A to
N;
(2) be conducted In person unless an exception
under Minnesota Statues, section 144G.70,
subdivision 2, paragraph (b), applies;

(3) be conducted using a uniform assessment
tool that complies with part 4659.0150; and

(4) be In writing, dated, and signhed by the
registered nurse who conducted the assessment.

No further information was provided.

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

144G.70 Subd. 4 (f) Service plan, implementation
and revisions to

(f) The service plan must include:
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(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:

() the action to be taken if the scheduled service
cannot be provided;

() iInformation and a method to contact the
faclility;

(1) 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
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 observation, interview, and record
review, the licensee failed to ensure the resident
service plan included the required content for one
of two residents (R2).

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

Minnesota Department of Health
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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:

R2 was admitted on March 12, 2026, and had
diagnoses including hypertension (elevated blood
pressure), Type 2 diabetes, syncope (fainting),
and hearing loss.

On July 21, 2026, at approximately 11:00 a.m.,
clinical nurse supervisor (CNS)-B stated that the
document in R2's record titled Care Plan, along
with R2's medication administration record and
treatment administration record, were R2's
service plan. These documents, dated July 2026,
Indicated R2's services included activities of daily
living assistance, medication administration,
treatment administration, and fall prevention.

On July 21, 2026, at 12:30 p.m., the surveyor
observed unlicensed personnel (ULP)-D assist
R2 with ambulation to the dining table, and with
lunch.

R2's service plan lacked a signature or other
authentication by the resident, documenting
agreement on the services to be provided. The
service plan further lacked the following
requirements:
-the schedule and methods of monitoring
assessments of the resident;
-the schedule and methods of monitoring staff
providing services; and
-a contingency plan that includes:

-the action to be taken if the scheduled
service cannot be provided;

-iInformation and a method to contact the

Minnesota Department of Health
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facility;

-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;

-the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

On July 21, 2026, at approximately 11:30 a.m.,
CNS-B stated she thought a care plan was
sufficient for a service plan and she did not know
requirements for a service plan were missing
from R2's service plan. CNS-B further stated that
she did not have time to read all statutes and
rules related to the assisted living license.

The licensee's 6.08 Service Plan policy effective

July 3, 2025, directed the service plan includes

the following:

a. A description of the services to be provided;

the service description may be in the form of the

resident's care plan developed with the

resident/responsible party

b. The fees for services and the frequency of

each service, according to the resident's current

review or assessment and resident preferences

c. The identification of the staff or categories of

staff who will provide the services

d. The schedule and methods of monitoring

reviews or assessments of the resident

e. The schedule and method of monitoring staff

providing services™”

f. A contingency plan that includes the following
I. Action to be taken if the scheduled service

could not be provided

Minnesota Department of Health
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Il. Information and method for a resident or
resident's representative to contact the facility

lll. 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

Iv. The identification of and information as to
who has the authority to sign for the resident in an
emergency

v. Circumstances in which emergency
medical services are not to be summoned and
declarations made by the resident related to
health care directives.

No further information was provided.

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

01730] 144G.71 Subd. 5 Individualized medication 01730
SS=F | management plan

(a) For each resident receiving medication
management services, a registered nurse,
advanced practice registered nurse, or qualified
staff delegated the task by a registered nurse
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
Individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;

Minnesota Department of Health
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(3) documentation of specific resident instructions
relating to the administration of medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(9) Identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
changes.

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop an individualized
medication management plan (IMMP) with the
required content for one of two residents (R2).

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

Minnesota Department of Health
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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 was admitted on March 12, 2026, and began
receiving assisted living services.

R2's diaghoses included hypertension (elevated
blood pressure), Type 2 diabetes, syncope
(fainting), and hearing loss.

On July 21, 2026, at approximately 11:00 a.m.,
clinical nurse supervisor (CNS)-B stated that the
document in R2's record titled Care Plan, along
with R2's medication administration record (MAR)
and treatment administration record, were R2's
service plan. These documents, dated July 2026,
Indicated R2's services included activities of daily
living assistance, medication administration,
treatment administration, and fall prevention.

R2's MAR, dated July 2026, indicated staff
assisted R2 with administering the following
medications on July 1-23:

-apixiban 5 milligrams (mg) by mouth twice daily
for atrial fibrillation (irregular heartbeat)
-atorvastatin 20 mg by mouth once daily for
hypercholesterolemia (elevated blood cholesterol)
-vitamin D3 1000 units by mouth once daily for
nutritional supplement

-valsartan 80 mg by mouth once daily for
hypertension

-multivitamin one tablet by mouth once daily for
nutritional supplement

-flber gummies one gummy by mouth once daily
for constipation

-acetaminophen 650 mg by mouth every six
hours as needed for pain, 4000 mg limit in 24
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hours

-loperamide 4 mg by mouth for first loose stool,
then 2 mg with each loose stool to 16 mg
-Hydrocil 95% (psyllium fiber) one teaspoon in
liguid by mouth daily for constipation

R2's record lacked an IMMP with the following
required content:

-a statement describing the medication
management services that will be provided;

-a description of storage of medications;
-documentation of specific resident instructions;
-Identification of persons responsible for
monitoring medication supplies;

-Identification of medication management tasks
that may be delegated to unlicensed personnel;
-procedures for staff notifying a registered nurse
or appropriate licensed health professional when
a problem arises with medication management
services; and

-any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions;

-the medication management record must be
current and updated when there are any changes;
-medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

On July 21, 2026, at approximately 11:30 a.m.,
CNS-B stated she thought a care plan was
sufficient for a service plan and she did not know
the requirements for an individualized medication
management plan. CNS-B further stated that she
did not have time to read all statutes and rules
related to the assisted living license.
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The licensee's 7.01 Medication
Management-Assessment, Monitoring, and
Reassessment policy, dated July 3, 2025,
Indicated the licensee will monitor and reassess
the resident’'s medication management services
as needed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01940 144G.72 Subd. 3 Individualized treatment or 01940
SS=F | therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include In the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
Individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
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recelved, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop and implement a
treatment or therapy management plan to include
all required content for one of two residents (R2).

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

The findings include:

R2 was admitted on March 12, 2026, and began
receiving assisted living services.

R2's diaghoses included hypertension (elevated
blood pressure), Type 2 diabetes, syncope
(fainting), and hearing loss.

On July 21, 2026, at approximately 11:00 a.m.,
clinical nurse supervisor (CNS)-B stated that the
document in R2's record titled Care Plan, along
with R2's medication administration record (MAR)
and treatment administration record (TAR), were
R2's service plan. These documents, dated July
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2026, indicated R2's services included activities
of dally living assistance, medication
administration, treatment administration, and fall
prevention.

R2's TAR, dated July 2026, indicated R2 received
the following treatment:

-thrombo-embolic deterrent stockings (TED
stockings) on in the morning, off in the evening.
TED stockings are specialized medical
compression stockings designed to promote
blood circulation and prevent deep vein blood
clots in the legs.

R2's record lacked a treatment and therapy
management plan for TED stockings, including:
-documentation of specific resident instructions
relating to the treatments or therapy
administration;

-Identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;
-procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

-any resident-specific requirements relating to
documentation of treatment and therapy received,
verification that all treatment and therapy was
administered as prescribed, and monitoring of
treatment or therapy to prevent possible
complications or adverse reactions.

On July 21, 2026, at approximately 11:30 a.m.,
CNS-B stated she thought a care plan was
sufficient for a service plan and she did not know
the requirements for a treatment or therapy
management plan . CNS-B further stated that she
did not have time to read all statutes and rules
related to the assisted living license.
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The licensee's 7.05 Treatment and Therapy
Management policy, dated July 3, 2025, directed
the licensee will develop and maintain a current
Individualized treatment and therapy record for
each resident that will include:

a. Type of service to be provided

b. Documentation of specific resident instructions
related to treatments or therapies

c. ldentification of treatment or therapy tasks
delegated to unlicensed personnel

d. Procedures for notifying the RN or licensed
health professional when a problem arises related
to the treatment or therapy service

e. Any resident-specific requirement related to
documentation treatments or therapies

f. Verification that all treatment and therapy was
administered as prescribed

g. Procedures for monitoring treatments or
therapies to prevent possible complications or
adverse reactions.

No further information was provided.

TIME PERIOD OF CORRECTION: Seven (7)
days
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sy Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
Establishment Info —— —License Info —Inspection Info

BLOSSOM HILL LLC License: HFID 42227 Report Number: F1031261221
6765 Buckingham Rd Inspection Type: Full - Single
Woodbury, MN 55128 Risk: Date: 7/20/2026 Time: 10:30am
Washington County License: Duration: minutes
Parcel: Expires on: Announced |Inspection:

CFPM: Ahmed Hussein Total Priority 1 Orders: O
Phone: CFPM #: 62293; Exp: 5/18/2028 Total Priority 2 Orders: 1
INFO.BLOSSOMHILL@GMAIL.COM Total Priority 3 Orders: 0

Delivery: Emailed

New Order: 4-300 Equipment Numbers and Capacities
4-302.14 Priority Level: Priority 2 CFP#: 48

MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.

COMMENT:

ESTABLISHMENT DOES NOT HAVE SANITIZER TESTING KIT ON SITE.

PURCHASE KIT AND TEST SANI CONCENTRATION (50-200PPM BLEACH, 150-400PPM QUAT) ON REGULAR BASIS.

Comply By: 7/23/2026 Originally Issued On: 7/20/2026

Food & Beverage General Comment

Nurse Evaluator on site: Robyn W
All violations discussed with PIC during the inspection.

NOTES:

Facility has a residential kitchen with the following finishes:
Laminate wood flooring

Wood cabinetry

Laminate countertops

Textured ceiling

2-comp sink with right basin designated for handwashing.

Since establishment has a residential kitchen (4626.0506(G)(2)) Same-day service only. No saving and reheating of foods or
preparation of foods the day prior to eating. Any remaining food from meals to be removed/discarded at end of day.

Discussed the following with pic:

Hand washing

Ware washing and dish machine temp (160F or greater)
lliness and iliness log

No undercooked foods and cooking temps

Pasteurized egg use



Report Number: F1031261221 Page: 2
Inspection Type: Full
Date: 7/20/2026

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I acknowledge receipt of the Metro District Office inspection report number F1031261221 from 7/20/2026

U=

Ahmed Hussein Chris Foster, REHS/RS
Food Manager Public Health Sanitarian 3

651-201-4728
chris.].foster@state.mn.us



i Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info
BLOSSOM HILL LLC Report Number: F1031261221
Woodbury Inspection Type: Full
County/Group: Washington County Date: 7/20/2026
Time: 10:30am

Food Temperature: Product/Iltem/Unit: Yogurt; Temperature Process: Cold-Holding
Location: Refrigerator (kitchen main) at 39 Degrees F.

Comment:

Violation Issued?: No

Equipment Temperature: Product/ltem/Unit: Thermometer; Temperature Process: Ambient Air
Location: Sm Refrigerator (kitchen) at 40 Degrees F.

Comment:

Violation Issued?: No

Equipment Temperature: Product/ltem/Unit: Thermometer ; Temperature Process: Ambient Air
Location: Refrigerator (laundry room) at 31 Degrees F.

Comment:

Violation Issued?: No



. Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment INffo —|nspection Info
BLOSSOM HILL LLC Report Number: F1031261221
Woodbury Inspection Type: Full
County/Group: Washington County Date: 7/20/2026

Time: 10:30am

Sanitizing Chemical: Product: Purell Approved Sanitizer ; Sanitizing Process: Spray Bottle
Location: Kitchen Equal To N/A PPM

Comment;
Violation Issued?: No

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen Equal To 180 Degrees F.
Comment:

Violation Issued?: No



