
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

NOTICE OF PROVISIONAL EXTENSION AND CONDITIONAL LICENSE

Electronically Delivered

August 17, 2026

Licensee
Pleasant  Assisted Living LLC
3901 Burquest Lane
Brooklyn Center, MN 55429

RE: Provisional Conditional License Number 420006
Health Facility Identification Number (HFID) 41186
Project  Number(s) SL41186015

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on July 8, 2026, for the  purpose  of assessing
compliance with state  licensing statutes.  Based on the  survey results  you were  found not  to  be in substantial
compliance with the  laws pursuant  to  Minnesota  Statutes,  Chapter  144G.

As a result,  pursuant  to  Minn. Stat. § 144G.16, Subd. 3(b)(2), MDH is extending the  provisional license for
90-days and  applying conditions necessary  to bring the  facility into substantial  compliance.  The provisional
license extension  and  conditions are  due  to expire November  15, 2026 .

STATE CORRECTION ORDERS
The enclosed  State  Form documents  the  state  correction  orders.  MDH documents  state  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  may be imposed  immediately  with no opportunity  to correct  the
violation first as follows:

Level 1: no fines or enforcement;
Level 2: a fine of $500 per  violation, in addition  to any enforcement  mechanism  authorized  in

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

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

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

§ 144G.20.
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MDH may assess  fines based  on the  level and  scope  of the  orders  outlined  below. The total  amount  of
potenti  al fine s that  may be asses sed relate  d to thes  e cor re ctio n orders  is $2,500 .00 . MD H is not  imposi ng
these  fines against  your provisional  license  at  this time.

0180 - 144g.16 Subd. 2 - Initial Survey - $1,000.00
0470 - 144g.41 Subdivision 1 - Minimum Requirements  - $1,000.00
0810 - 144g.45 Subd. 2 (b-F) - Fire Protection  And Physical Environment  - $500.00

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

DOCUMENTATION OF ACTION TO COMPLY
In accordance  with Minn. Stat. § 144G.30, Subd. 5(c), the  provisional licensee  must  document  actions  taken  to
comply with the  correction  orders  and immediately  correct  any reissued  orders  outlined  on the  state  form;
ho wev er, plans of correc tio n are  no t required  to be subm itte  d fo r appro  val. If corrections  are  not  made,  MDH
may impose  fines as described  above  and  in accordance  with  Minnesota  Statutes  144G.

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( s) issued, including
the  level and  scope,  and  any fine assessed  through  the  correction  order  reconsideration  process.  The request
for reconsideration  must  be in writing and received  by MDH within 15 calendar  days of the  correction  order
receipt  date.

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

CONDITIONAL LICENSE ISSUED:
MDH will issue Pleasant  Assisted Living LLC a conditional  provisional assisted  living facility license for 90
calendar  days from the  date  of this notice.  At an unannounced  point  in time,  within the  90 calendar  days, MDH
will conduct  a follow-up survey, as defined  in Minn. Stat. § 144G.30, Subd. 6. Based on the  results  of the
follow-up survey, MDH will determine  if Pleasant  Assisted Living LLC is in substantial  compliance.

The following conditions apply on the  conditional  provisional assisted  living facility license:

a. No new  subs tant  iated  maltr  eatme  nt  alle ga tions:  If any new investigations begin in
the  conditional  provisional license period,  and  the  allegations are  substantiated,
MDH may pursue  additional  enforcement  actions up to  and  including immediate
temporary  suspension  and  revocation  of the  provisional license.
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b. No ne  w admis sions : Pleasant  Assisted Living LLC will not  admit  any new residents
under  its conditional  provisional assisted  living facility license until MDH removes  the
“no new admissions” condition.  Pleasant  Assisted Living LLC must  provide the
Department:

i. A list of the  names  and birthdates  of any individuals Pleasant  Assisted Living LLC
is currently in the  process  of admitting.  These individuals will be able to
continue  the  admittance  process.

ii. A list of all current  residents  including:
1. Name and birthdate  of each  resident
2. Current payment  source  for services
3. If Elderly Waiver, the  name  and contact  information  of the  care

coordinator/ case manager
4. If the  resident  is not  able to make informed  decisions, the  name  of

their  representative  and  how to  contact  the  representative

c. Corr ecti  ve Acti on Pla n: Pleasant  Assisted Living LLC will develop  and work within a
corrective  action plan (CAP). The CAP is a working document  that  includes at  least
the  following information:

i. A statement  of the  concern
ii. A description  of what  will happen  to correct  the  concern
iii. A target  date  for when  each  correction  will be complete
iv. Who is responsible  to make sure  it happens
v. Current status  of correction  work
vi. Description of a plan to  monitor  and ensure  ongoing substantial  compliance
each  corrected  order

for

RESULTS OF FOLLOW-UP EVALUATION DURING THE CONDITIONAL PROVISIONAL LICENSE PERIOD:
MDH will determine  if Pleasant  Assisted Living LLC is in substantial  compliance  based  on the  results  of the
follow up survey. MDH will make this determination  within the  90-day conditional  provisional license period.  If
MDH determines  Pleasant  Assisted Living LLC is in substantial  compliance on the  follow up survey, MDH will
remove  the  conditions and grant  the  assisted  living facility license to Pleasant  Assisted Living LLC. If MDH
determines  Pleasant  Assisted Living LLC is not  in substantial  compliance, MDH may deny the  license pursuant
to Minn. Stat. § 144G.16, Subd. 3 (b) (2).

REQUEST FOR RECONSIDERATION:
Pursuant  to  Minn. Stat. §144G.16, Subd. 4, if a provisional licensee whose  assisted  living facility license has
been  denied,  or extended  with conditions,  disagrees  with the  action  taken  against  the  provisional license
under  this section,  the  provisional licensee  may request  a reconsideration  no later  than  15 calendar  days after
provisional licensee receives notice  of the  action.  This is your only ability to  request  a reconsideration  under
this enforcement  action.

To submit  a reconsideration  request,  please  visit:
https: / / forms. web. health. state. mn.us/ form/ HRDAppealsForm
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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  Jess Schoenecker  directly at:  651-201-3789 or email at:
jess.schoenecker@ state. mn.us.

Sincerely,

Rick Michals, J.D.
Executive Regional Operations  Manager

Minnesota  Department  of Health
Health Regulation  Division

JMD
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******ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER

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:
SL#41186015- 0

On  July  6,  2026,  through  July  8, 2026,  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  four (4) residents;  4 receiving
services  under  the  Provisional  Assisted  Living
license.

On  July  7,  2026,  an  immediate  correction  order
was  issued  for tag  identification  0470.

Minnesota  Department  of Health  is
documenting  the  State  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.

During  the  course  of the  survey,  the  licensee  took
action  to mitigate  the  imminent  risk.
Noncompliance  remained  and  the  scope  and
level  remain  unchanged.

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.

0 180  144G. 16  Subd.  2 Initial survey
SS= I

0 180

(a)  During  the  provisional  license  period,  the
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  XN5U11 If continuation  sheet  1 of 18
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commissioner  shall  survey  the  provisional
licensee  after  the  commissioner  is notified  or has
evidence  that  the  provisional  licensee  is providing
assisted  living services  to at  least  one  resident.
(b) Within two days  of beginning  to provide
assisted  living services,  the  provisional  licensee
must  provide  notice  to the  commissioner  that  it is
providing  assisted  living services  by sending  an
e-mail to the  e-mail address  provided  by the
commissioner.
(c) If the  provisional  licensee  does  not  provide
services  during  the  provisional  license  period,  the
provisional  license  shall  expire  at  the  end  of the
period  and  the  applicant  must  reapply.
(d) If the  provisional  licensee  notifies  the
commissioner  that  the  licensee  is providing
assisted  living services  within 45  calendar  days
prior to expiration  of the  provisional  license,  the
commissioner  may  extend  the  provisional  license
for up  to 60  calendar  days  in order  to allow the
commissioner  to complete  the  on-site  survey
required  under  this  section  and  follow-up survey
visits.

0 180

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to notify the  Minnesota
Department  of Health  (MDH) within two (2) days
of providing  services.  This  had  the  potential  to
affect  all residents  residing  at  the  assisted  living
facility.

This  practice  resulted  in a  level  three  violation (a
violation that  harmed  a  resident' s  health  or safety,
or a  violation that  had  the  potential  to cause  more
than  minimal  harm  to the  resident)  and  was
issued  at  a  widespread  scope  (when  problems
are  pervasive  or represent  a  systemic  failure  that
has  affected  or has  potential  to affect  a  large

Minnesota  Department  of Health
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portion  or all the  residents) .

0 180

The  findings  include:

The  licensee  was  issued  a  Provisional  Assisted
Living Facility license  which  was  effective
February  28,  2025,  and  expired  on  February  27,
2026.

The  licensee' s  Notice  of Providing  Assisted  Living
Services  form dated  February  19,  2026,  indicated
the  licensee  began  providing  assisted  living
services  on  January  17,  2026.  The  licensee  failed
to provide  notice  to MDH within 2 days  of when
licensee  first started  providing  assisted  living
services  on  January  17,  2026.

R2 was  admitted  on  January  17,  2026,  and
started  to receive  services  from the  licensee.

R2' s  Assisted  Living Contract  or Service  Plan  was
not  provided  by the  licensee  to MDH with their
Notice  of Providing  Assisted  Living Services  form.

R4 was  admitted  on  February  7,  2026,  and  R4's
Assisted  Living Contract  and  Service  Plan,  both
dated  February  7,  2026,  was  provided  by the
licensee  to MDH with their  Notice  of Providing
Assisted  Living Services  form.

On  July  6,  2026,  at  2:40  p.m. , licensed  assisted
living director/ clinical nurse  supervisor
(LALD/CNS) -A confirmed  they  did not  provide
notice  to MDH within 2 days  of when  licensee  first
started  providing  assisted  living services  and
stated  they  were  waiting  on  R2' s  paperwork  from
the  case  worker  before  giving notice.

No further  information  was  provided.

Minnesota  Department  of Health
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TIME PERIOD  FOR  CORRECTION:  Two (2)
days

0 180

0 470  144G. 41  Subdivision  1 Minimum requirements
SS= I

(11) develop  and  implement  a  staffing  plan  for
determining  its staffing  level  that:
(i) includes  an  evaluation,  to be  conducted  at
least  twice  a  year,  of the  appropriateness  of
staffing  levels  in the  facility;
(ii) ensures  sufficient  staffing  at  all times  to meet
the  scheduled  and  reasonably  foreseeable
unscheduled  needs  of each  resident  as  required
by the  residents'  assessments  and  service  plans
on  a  24-hour  per  day  basis;  and
(iii) ensures  that  the  facility can  respond  promptly
and  effectively  to individual  resident  emergencies
and  to emergency,  life safety,  and  disaster
situations  affecting  staff  or residents  in the  facility;
(12)  ensure  that  one  or more  persons  are
available  24  hours  per  day,  seven  days  per  week,
who are  responsible  for responding  to the
requests  of residents  for assistance  with health  or
safety  needs.  Such  persons  must  be:
(i) awake;
(ii) located  in the  same  building,  in an  attached
building,  or on  a  contiguous  campus  with the
facility in order  to respond  within a  reasonable
amount  of time;
(iii) capable  of communicating  with residents;
(iv) capable  of providing  or summoning  the
appropriate  assistance;  and
(v) capable  of following directions;

0 470

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  sufficient  staffing  to
meet  the  reasonably  foreseeable  and

Minnesota  Department  of Health
STATE FORM 6899

During  the  course  of the  survey,  the
licensee  took  action  to mitigate  the
imminent  risk.  Noncompliance  remained
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unscheduled  needs  of one  of one  resident  (R5)
who required  the  assistance  of two direct- care
staff.

0 470

and  the  scope  and  level  remain
unchanged.

This  practice  resulted  in a  level  three  violation (a
violation that  harmed  a  resident' s  health  or safety,
or a  violation that  had  the  potential  to cause  more
than  minimal  harm  to the  resident)  and  was
issued  at  a  widespread  scope  (when  problems
are  pervasive  or represent  a  systemic  failure  that
has  affected  or has  potential  to affect  a  large
portion  or all the  residents) .

The  findings  include:

The  licensee  held  a  provisional  assisted  living
facility license  staffed  with 10  staff  - licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A, one  (1) backup  registered  nurse,
and  eight  (8) unlicensed  personnel  (ULP). The
licensee  was  licensed  for a  bed  capacity  of five
(5) residents  and  had  a  current  census  of four (4)
residents.

On  July  6,  2026,  at  approximately  10:30  a. m. ,
during  the  entrance  conference,  LALD/CNS- A
stated  each  day  that  one  ULP was  scheduled
from 7:00  a. m.  to 7:00  p.m., one  ULP was
scheduled  from 7:00  a. m.  to 3:00  p.m. , one  ULP
was  scheduled  from 3:00  p.m.  to 11:00  p.m., and
one  ULP was  scheduled  from 11:00  p.m.  to 7:00
a. m.

On  July  6,  2026,  at  approximately  11:15  a. m. ,
during  a  facility tour,  the  surveyor  observed  the
licensee' s  biweekly  staff  schedule,  dated  June  27
through  July  10,  posted  in the  dining  room  area.
The  staff  schedule  indicated  each  day  one  ULP
was  scheduled  from 7:00  a. m.  to 7:00  p.m., one
ULP was  scheduled  from 7:00  a. m.  to 3:00  p.m. ,

Minnesota  Department  of Health
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one  ULP was  scheduled  from 3:00  p.m.  to 11:00
p.m., and  one  ULP was  scheduled  from 11:00
p.m.  to 7:00  a. m.

0 470

On  July  6,  2026,  at  11:20  a. m. , LALD/CNS- A
confirmed  the  posted  schedule  was  the  most
current  staff  schedule.  LALD/CNS- A also
confirmed  that  2 ULPs  were  onsite  from 7:00  a. m.
until 11:00  p.m.  and  one  ULP was  onsite  from
11:00  p.m.  until 7:00  a. m.

R5 was  admitted  on  February  26,  2026,  with
diagnoses  including  Parkinson  disease  (a
progressive  neurological  disorder  that  causes
motor  issues) , muscle  weakness,  and
depression.

R5's  Care  Plan  dated  February  26,  2026,
indicated  R5  required  a  Hoyer  lift (full-body
mechanical  lift used  when  a  person  is unable  to
bear  any  weight)  and  a  two-person  assist  to
transfer  R5  from her  bed  to a  wheelchair.

R5's  Assessment  dated  May 26,  2026,  indicated
R5 needed  a  physical  two-person  assist  in an
emergency  evacuation.  The  assessment  also
indicated  R5  had  impaired  functional  mobility and
required  a  two-person  assist  with activities  of
daily living (ADL) and  transfers.

On  July  7,  2026,  at  3:08  p.m. , per  phone
interview,  LALD/CNS- A confirmed  there  were
times  when  a  second  staff  was  not  available  for
R5's  two-person  assistance  requirements  and  the
licensee  sometimes  had  a  second  staff  member
working  the  overnight  shift.

The  licensee' s  Emergency  Preparedness  policy
dated  February  7,  2022,  indicated  the  licensee
would  ensure  the  safety  and  well-being  of high

Minnesota  Department  of Health
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priority bedridden  residents  during  an  emergency.

Minnesota  Administrative  Rule  4659. 0180,
Subpart  5 dated  August  11, 2021,  indicated  a
minimum  of two direct- care  staff  must  be
scheduled  and  available  to assist  at  all times
whenever  a  resident  requires  the  assistance  of
two direct- care  staff  for scheduled  reasonably
foreseeable  and  unscheduled  needs,  as  reflected
in the  resident' s  assessments  and  service  plan.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  IMMEDIATE

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

0 480

(a)  Except  as  provided  in paragraph  (b), food
must  be  prepared  and  served  according  to the
Minnesota  Food  Code,  Minnesota  Rules,  chapter
4626.
(b) For  an  assisted  living facility with a  licensed
capacity  of ten  or fewer  residents:
(1) notwithstanding  Minnesota  Rules,  part
4626. 0033,  item A, the  facility may  share  a
certified  food  protection  manager  (CFPM)  with
one  other  facility located  within a  60-mile radius
and  under  common  management  provided  the
CFPM  is present  at  each  facility frequently
enough  to effectively  administer,  manage,  and
supervise  each  facility's  food  service  operation;
(2) notwithstanding  Minnesota  Rules,  part
4626. 0545,  item A, kick plates  that  are  not
removable  or cannot  be  rotated  open  are  allowed
unless  the  facility has  been  issued  repeated
correction  orders  for violations  of Minnesota
Rules,  part  4626. 1565  or 4626. 1570;
(3) notwithstanding  Minnesota  Rules,  part

Minnesota  Department  of Health
STATE FORM 6899 XN5U11 If continuation  sheet  7 of 18



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  08/17/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

41186 B. WING _____________________________ 07/08/2026

NAME OF  PROVIDER  OR  SUPPLIER

PLEASANT  ASSISTED  LIVING LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

3901  BURQUEST  LANE
BROOKLYN CENTER,  MN 55429

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 480  Continued  From  page  7

4626. 0685,  item A, the  facility is not  required  to
provide  integral  drainboards,  utensil  racks,  or
tables  large  enough  to accommodate  soiled  and
clean  items  that  may  accumulate  during  hours  of
operation  provided  soiled  items  do  not
contaminate  clean  items,  surfaces,  or food,  and
clean  equipment  and  dishes  are  air dried  in a
manner  that  prevents  contamination  before
storage;
(4) notwithstanding  Minnesota  Rules,  part
4626. 1070,  item A, the  facility is not  required  to
install  a  dedicated  handwashing  sink  in its
existing  kitchen  provided  it designates  one  well of
a  two-compartment  sink  for use  only as  a
handwashing  sink;
(5) notwithstanding  Minnesota  Rules,  parts
4626. 1325,  4626. 1335,  and  4626. 1360,  item A,
existing  floor, wall, and  ceiling  finishes  are
allowed  provided  the  facility keeps  them  clean
and  in good  condition;
(6) notwithstanding  Minnesota  Rules,  part
4626. 1375,  shielded  or shatter- resistant
lightbulbs  are  not  required,  but  if a  light bulb
breaks,  the  facility must  discard  all exposed  food
and  fully clean  all equipment,  dishes,  and
surfaces  to remove  any  glass  particles;  and
(7) notwithstanding  Minnesota  Rules,  part
4626. 1390,  toilet rooms  are  not  required  to be
provided  with a  self- closing  door.

0 480

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
Minnesota  Department  of Health
STATE FORM 6899 XN5U11 If continuation  sheet  8 of 18



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  08/17/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

41186 B. WING _____________________________ 07/08/2026

NAME OF  PROVIDER  OR  SUPPLIER

PLEASANT  ASSISTED  LIVING LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

3901  BURQUEST  LANE
BROOKLYN CENTER,  MN 55429

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 480  Continued  From  page  8

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) .

0 480

The  findings  include:

Please  refer  to the  document  titled,  Food  and
Beverage  Establishment  Inspection  Report
(FBEIR)  dated  July  7,  2026,  for the  specific
Minnesota  Food  Code  violations.  The  Inspection
Report  was  provided  to the  licensee  via email
within 24  hours  of the  inspection.

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

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

0 680

(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.

Minnesota  Department  of Health
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(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.

0 680

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to have  a  written  emergency
preparedness  plan  (EPP)  with all the  required
content.  This  had  the  potential  to affect  all
residents,  employees,  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,  but  was  not  likely to
cause  serious  injury, impairment,  or death)  and
was  issued  at  an  isolated  scope  (when  one  or a
limited number  of residents  are  affected  or one  or
a  limited number  of staff  are  involved,  or the
situation  has  occurred  only occasionally) .

The  findings  include:

On  July  6,  2026,  at  approximately  11:00  a. m. ,
licensed  assisted  living director/ clinical nurse
supervisor  (LALD/CNS) -A provided  a  binder  and
stated  the  contents  were  the  licensee' s  EPP.

The  licensee' s  undated  EPP  lacked  an
individualized  plan  to include  all the  required
content  below:
-missing  resident  quarterly  review;

Minnesota  Department  of Health
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-roles  under  a  waiver  declared  by secretary;  and
-emergency  preparedness  (EP)  training  and
testing  program.

0 680

On  July  6,  2026,  at  approximately  11:30  a. m. ,
LALD/CNS- A acknowledged  the  licensee' s  EPP
lacked  the  above  listed  required  content  and
stated  the  licensee  was  not  aware  of all the
requirements  of Appendix  Z.

The  licensee' s  Emergency  Preparedness  policy
dated  February  7,  2022,  indicated  the  licensee
would  have  an  identified  EPP  in place  to assure
the  safety  and  well-being  of residents  and  staff
during  periods  of an  emergency  or disaster  that
disrupts  services.

The  licensee' s  Missing  Resident  policy dated
February  7,  2022,  indicated  the  licensee  would
review  the  missing  resident  plan  at  least  quarterly
and  document  any  changes  to the  plan.

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:  Twenty-one
(21)  days
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0 810  144G. 45  Subd.  2 (b-f) Fire  protection  and
SS= F physical  environment

0 810

0 810

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

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
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review,  the  licensee  failed  to ensure  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

0 810

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  the  potential  to
affect  a  large  portion  or all of the  residents) .

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated  July
7,  2026,  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

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

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

01530

(a)  All assisted  living facilities  must  meet  the
following dementia  care,  mental  illness,  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 (5), and  two hours  of initial training  on  mental
illness  and  de- escalation  topics  specified  under
paragraph  (b), clauses  (6) to (8), within 120
working  hours  of the  employment  start  date.
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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 (5),
and  two hours  of initial training  on  mental  illness
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  illness  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;

01530

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  all employees  received
two hours  of mental  illness  and  de- escalation
training  within the  first 160  working  hours  of
employment  for direct  care  employees  as
required  for two of two employees  (unlicensed
personnel  (ULP)-B, ULP-C).
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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  the  potential  to
affect  a  large  portion  or all of the  residents) .

The  findings  include:

On  July  6,  2026,  at  approximately  10:45  a. m. ,
during  the  entrance  conference,  licensed  assisted
living director/ clinical nurse  supervisor
(LALD/CNS) -A stated  they  were  responsible  for
all the  orientation  requirements  for the  licensee.

ULP-B
ULP-B was  hired  on  January  16,  2026,  to provide
direct  care  to the  residents  and  worked  full time
(40  hours  a  week)  for the  licensee.

ULP-B's  personnel  record  lacked  the  required  two
hours  of mental  illness  and  de- escalation  training
within 160  hours  of working  for the  licensee.

ULP-C
ULP-C was  hired  on  January  19,  2026,  to provide
direct  care  to the  residents  and  worked  full time
(40  hours  a  week)  for the  licensee.

ULP-C's  personnel  record  lacked  the  required
two hours  of mental  illness  and  de- escalation
training  within 160  hours  of working  for the
licensee.

On  July  6,  2026,  at  approximately  1:45  p.m. ,
LALD/CNS- A stated  they  were  unaware  of the
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mental  illness  and  de- escalation  training
requirement  and  none  of the  licensee' s  staff  had
completed  this  training.

01530

The  licensee' s  Dementia  Care  Training  policy,
undated,  indicated  the  licensee  would  meet  the
training  requirements.

No further  information  was  provided.

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

02310  144G. 91  Subd.  4 (a)  Appropriate  care  and
SS= F services

02310

(a)  Residents  have  the  right to care  and  assisted
living services  that  are  appropriate  based  on  the
resident' s  needs  and  according  to an  up- to-date
service  plan  subject  to accepted  health  care
standards.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to provide  care  and
services  according  to acceptable  health  care,
medical  or nursing  standards  for two of two
residents  (R3,  R5)  who utilized hospital  side  rails.

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

On  July  6,  2026,  at  approximately  10:50  a. m. ,
during  facility tour,  the  surveyor  observed  a
hospital  style  bed  with raised  bilateral  (both  sides
of the  bed)  upper  side  rails  on  R3  and  R5' s
hospital  beds.

R3
R3 was  admitted  to the  licensee  on  February  26,
2026.

R3's  registered  nurse  (RN) Side- Rail Use
Assessment  dated  February  26,  2026,  indicated
R3's  bilateral  side  rail safety  zones  assessment
met  the  Food  and  Drug  Administration' s  (FDA)
guidelines,  but  the  assessment  lacked
documentation  of actual  measurements  for R3' s
side  rails  safety  zones  one  through  four.

R5
R5 was  admitted  to the  licensee  on  February  26,
2026.

R5's  RN Side- Rail Use  Assessment  dated
February  26,  2026,  indicated  R5's  bilateral  side
rail safety  zones  assessment  met  the  FDA
guidelines,  but  the  assessment  lacked
documentation  of actual  measurements  for R5' s
side  rails  safety  zones  one  through  four.

On  July  6,  2026,  at  approximately  2:30  p.m. ,
licensed  assisted  living director/ clinical nurse
supervisor  (LALD/CNS) -A stated  they  measured
R3 and  R5's  side  rails'  safety  zones  one  through
four but  forgot  to document  the  measurements.

The  licensee' s  Use  of Side  Rails  policy, undated,
indicated  the  licensee  would  comply  with the  FDA
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dimensional  guidance  to reduce  entrapments  with
side  rail zones.

02310

The  FDA's  A Guide  to Bed  Safety,  revised  April
2010,  included  the  following information:  "When
bed  rails  are  used,  perform  an  on-going
assessment  of the  patient' s  physical  and  mental
status,  closely  monitor  high- risk patients.  The
FDA also  identified;  "Patients  who have  problems
with memory,  sleeping,  incontinence,  pain,
uncontrolled  body  movement,  or who get  out  of
bed  and  walk unsafely  without  assistance,  must
be  carefully  assessed  for the  best  ways  to keep
them  from harm,  such  as  falling. Assessment  by
the  patient' s  health  care  team  will help  to
determine  how best  to keep  the  patient  safe. " On
page  21,  Table  3 Summary  of FDA Hospital  Bed
Dimensional  Limit Recommendations  indicated
specific  measurement  limits for each  entrapment
zone.

The  Minnesota  Department  of Health  Assisted
Living Resources  and  Frequently  Asked
Questions  (FAQs)  website  dated  April 17,  2026,
indicated  documentation  about  a  resident' s
hospital  side  rails  should  include  specific
measurements  of zones  of entrapment.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Two (2)
days
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Rochester District Office
Minnesota Department of Health
3425 40th Ave NW, Suite 115
Rochester, MN 55901
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
Pleasant Assisted Living LLC
3901 Burquest Lane
Brooklyn Center, MN 55429
Hennepin County
Parcel:

Phone:

License Info
License: HFID 41186

Risk:
License:
Expires on:
CFPM: Chizoleston Ulunma Azonwu
CFPM #: 7433; Exp: 03/31/2028

Inspection Info
Report Number: F8044261194
Inspection Type: Full - Single
Date: 7/7/2026 Time: 9:20:53 AM
Duration: minutes
Announced Inspection: Yes
Total Priority 1 Orders: 3
Total Priority 2 Orders: 1
Total Priority 3 Orders: 0
Delivery: Emailed

! New Order: 3-300B Protection from Contamination: cross-contamination, eggs
3-302.11A(1) Priority Level: Priority 1 CFP#: 15
MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from ready-to-eat
foods to prevent cross-contamination.
COMMENT: Package of raw chicken and carton of eggs stored in refrigerator above milk and other ready-to-eat foods.

Foods moved upon request.
Comply By: 7/7/2026 Originally Issued On: 7/7/2026

! New Order: 3-500B Microbial Control: hot and cold holding
3-501.16A2 Priority Level: Priority 1 CFP#: 22
MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical refrigeration.
COMMENT: TCS foods in refrigerator measured above 41 degrees F.

Keep refrigerator door closed so unit can adequately cool down.

Check food temperatures with stem thermometer frequently. Replace unit if foods are not measuring below 41 degrees F.
Comply By: 7/7/2026 Originally Issued On: 7/7/2026

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: No chlorine test kit.
Comply By: 7/13/2026 Originally Issued On: 7/7/2026

! New Order: 7-200 Toxic Supplies and Applications
7-204.11 Priority Level: Priority 1 CFP#: 28
MN Rule 4626.1620 Discontinue using chemical sanitizers, including chemical sanitizing solutions generated on site and
other chemical antimicrobials on food-contact surfaces that do not meet the requirements specified in 40 CFR part 180,
section 180.940, or part 180, subpart E, section 180.2020.
COMMENT: Lysol wipes and low splash bleach used to sanitize counters is not approved for food contact surfaces.
Comply By: 7/7/2026 Originally Issued On: 7/7/2026

Food & Beverage General Comment
HRD inspection conducted with nurse evaluator Carl Samrock. Inspection report reviewed on site with Chizoleston.



Report Number: F8044261194
Inspection Type: Full
Date: 7/7/2026

Page: 2

Kitchen consists of vinyl flooring, painted gypsum walls and ceiling, tile backsplash, wooden hollow-base cabinets, laminate
counters,and domestic equipment.

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 Rochester District Office inspection report number F8044261194 from 7/7/2026

Establishment Representative Michael DeMars, RS
Public Health Sanitarian 3
michael.demars@state.mn.us



Rochester District Office
Minnesota Department of Health
3425 40th Ave NW, Suite 115
Rochester, MN 55901

Temperature Observations/Recordings Page: 1

Establishment Info
Pleasant Assisted Living LLC
Brooklyn Center
County/Group: Hennepin County

Inspection Info
Report Number: F8044261194

Inspection Type: Full
Date: 7/7/2026

Time: 9:20:53 AM

Food Temperature: Product/Item/Unit: Milk, bologna; Temperature Process: Cold-Holding
Location: Refrigerator at 54.0 Degrees F.
Comment:
Violation Issued?: Yes

Equipment Temperature: Product/Item/Unit: ; Temperature Process: Cold-Holding
Location: Refrigerator at 54.5 Degrees F.
Comment:
Violation Issued?: Yes



Rochester District Office
Minnesota Department of Health
3425 40th Ave NW, Suite 115
Rochester, MN 55901

Establishment Info
Pleasant Assisted Living LLC
Brooklyn Center
County/Group: Hennepin County

Sanitizer Observations/Recordings Page: 1

Inspection Info
Report Number: F8044261194

Inspection Type: Full
Date: 7/7/2026

Time: 9:20:53 AM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Dishwashing Area Equal To 160.0 Degrees F.
Comment:
Violation Issued?: No



Physical Environment Inspection Report
ASSISTED LIVING | ASSISTED LIVING WITH DEMENTIA CARE

Project No: SL41186015-0 Date: 7/7/2026

Facility Name: Pleasant Assisted Living

Facility Address: 3901 Burquest Lane, Brooklyn Park, MN 55429

�  TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that include
the location and number of resident rooms. [Minn. Stat. 144G.45 subd.2]

Comments: The fire evacuation map failed to represent the building layout. The layout of the laundry room
was not acuate, not displaying the wall that separates the laundry room from the hallway. Map was also
missing the egress path identifiers from both the laundry room and bedroom 5.

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that include
employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45 subd.2]

Comments: The FSEP failed to provide specific employee actions to take in the event of a fire or similar
emergency relative to the facility's building layout and environmental risks. The provided FSEP was from a
third-party provider and had not been updated to the specific facility.

3. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that include
fire protection procedures necessary for residents. [Minn. Stat. 144G.45 subd.2]

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

Project Number:SL41186015-0
Facility Name: Pleasant Assisted Living Date:7/7/2026
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