DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
March 9, 2026

Licensee

Pure Heart Health Services
5913 York Avenue North
Brooklyn Center, MN 55429

RE: Project Number(s) SL36280016
Dear Licensee:

On February 18, 2026, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on December 3, 2025. This follow-up
survey determined your facility had not corrected all of the state correction orders issued pursuant to the
December 3, 2025 survey.

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.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last
survey, completed on December 3, 2025, found not corrected at the time of the February 18, 2026, follow-up
survey and/or subject to penalty assessment are as follows:

0810-Fire Protection And Physical Environment-144g.45 Subd. 2 (b-F) - $500.00

The details of the violations noted at the time of this follow-up survey completed on February 18, 2026 (listed
above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand column, e.g., {2 ----}
will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are assessed is
$500.00. You will be invoiced approximately 30 days after receipt of this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to comply
with the correction orders outlined on the state form; however, plans of correction are not required to

be submitted for approval.

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;
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Level 2: a fine of S500 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.

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

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 the Department of Health 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 finesin a
reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at the website

listed above.

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

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

Sincerely,

#_f: #ﬁ____

Tim Hanna, Supervisor
State Engineering Services Section

Email: Tim.Hanna@state.mn.us
Telephone: 507-208-8982 Fax: 1-866-890-9290

CLN



PRINTED: 03/09/2026

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
36280 B. WING 02/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9913 YORK AVENUE NORTH
PURE HEART HEALTH SERVICES BROOKLYN CENTER, MN 55429
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{0 000}/ Initial Comments {0 000}
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER FOLLOW UP using federal software. Tag numbers have
SURVEY WITH RE-ISSUE OF ORDERS been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
SL36280016-1 far-left column entitled "ID Prefix Tag.” The
state Statute number and the
On 2/17/2026, through 2/20/2026, the Minnesota corresponding text of the state Statute out
Department of Health conducted a follow-up of compliance is listed in the "Summary
survey at the above provider to follow-up on Statement of Deficiencies” column. This
orders issued pursuant to a survey completed on column also includes the findings which
12/1/2025. At the time of the survey, there were 2 are in violation of the state requirement
residents; 2 receiving services under the Assisted after the statement, "This Minnesota
Living license. As a result of the follow-up survey, requirement is not met as evidenced by."
the following orders were reissued. Following the evaluators' findings is the

Time Period for Correction.

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

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

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

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

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

STATE FORM 6899 PHTS12 If continuation sheet 1 of 8



Minnesota Department of Health

PRINTED: 03/09/2026

FORM APPROVED

(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

STATE FORM

6899

PHTS12

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
36280 B. WING 02/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5913 YORK AVENUE NORTH
PURE HEART HEALTH SERVICES
BROOKLYN CENTER, MN 55429
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{0 480} | Continued From page 1 {0 480}
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FORM APPROVED

(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
Individual contractor providing services. The
records must include the following infomation:

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

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

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

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

(5) for individuals providing assisted living

Minnesota Department of Health

STATE FORM

6899

PHTS12

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
36280 B. WING 02/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9913 YORK AVENUE NORTH
PURE HEART HEALTH SERVICES BROOKLYN CENTER, MN 55429
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{0 480} | Continued From page 2 {0 480}
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:
Not reviewed during this survey.
{0630} 144G .42 Subd. 8 (a) Staff records {0 650}
SS=F
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

36280

(X2) MULTIPLE CONSTRUCTION

A. BUILDING:

B. WING

(X3) DATE SURVEY

COMPLETED

R
02/18/2026

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

9913 YORK AVENUE NORTH
BROOKLYN CENTER, MN 55429

PURE HEART HEALTH SERVICES

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(X3)

(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE DATE

{0 650)

{0 660}
SS=D

{0 680}
SS=F

Continued From page 3

services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

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

This MN Requirement Is not met as evidenced
by:

144G .42 Subd. 9 Tuberculosis prevention and
control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
Include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement Is not met as evidenced
by:

144G .42 Subd. 10 Disaster planning and
emergency preparedness

(a) The facility must meet the following
requirements:

Minnesota Department of Health

STATE FORM

{0 650}

{0 660}

{0 680}

6899

PHTS12

Not reviewed during this survey.

Not reviewed during this survey.
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FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

36280

(X2) MULTIPLE CONSTRUCTION

A. BUILDING:

B. WING

(X3) DATE SURVEY

COMPLETED

R
02/18/2026

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

9913 YORK AVENUE NORTH
BROOKLYN CENTER, MN 55429

PURE HEART HEALTH SERVICES

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(X3)

(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE DATE

{0 680)

{0 810}
SS=F

Continued From page 4

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

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

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

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

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

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

This MN Requirement Is not met as evidenced
by:

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

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for

Minnesota Department of Health

STATE FORM

{0 680}

{0 810}

6899

PHTS12

Not reviewed during this survey.

If continuation sheet 5 of 8



Minnesota Department of Health

PRINTED: 03/09/2026

FORM APPROVED

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
review, the licensee failed to ensure the physical
environment of the facility was maintained in
compliance with the requirements of Minnesota
Statute 144G.

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

Minnesota Department of Health
STATE FORM

6899

PHTS12

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
36280 B. WING 02/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5913 YORK AVENUE NORTH
PURE HEART HEALTH SERVICES
BROOKLYN CENTER, MN 55429
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{0 810} | Continued From page 5 {0 810}
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FORM APPROVED

Implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
Include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
Including notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement Is not met as evidenced

Minnesota Department of Health
STATE FORM

6899

PHTS12

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
36280 B. WING 02/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5913 YORK AVENUE NORTH
PURE HEART HEALTH SERVICES BROOKLYN CENTER, MN 55429
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{0 810} | Continued From page 6 {0 810}
problems are pervasive or represent a systemic
fallure 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
2/17/20235, for the specific violations related the
physical environment under Minnesota Statute
144G.
{01640} 144G.70 Subd. 4 (a-e) Service plan, {01640}
SS=F

If continuation sheet 7 of 8
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

36280

(X2) MULTIPLE CONSTRUCTION

A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

02/18/2026

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

9913 YORK AVENUE NORTH
BROOKLYN CENTER, MN 55429

PURE HEART HEALTH SERVICES

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(X9)
COMPLETE
DATE

{01640}

{01760}
SS=D

{01890}
SS=F

Continued From page 7

by:

144G.71 Subd. 8 Documentation of
administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident’'s record. The documentation must
Include the signature and title of the person who
administered the medication. The documentation
must Iinclude the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident’'s needs when medication was not
administered as prescribed and in compliance
with the resident’'s medication management plan.

This MN Requirement Is not met as evidenced
by:

144G.71 Subd. 20 Prescription drugs

A prescription drug, prior to being set up for

Immediate or later administration, must be kept in

the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement Is not met as evidenced
by:

Minnesota Department of Health
STATE FORM

{01640}

{01760}

{01890}

6899

PHTS12

Not reviewed during this survey.

Not reviewed during this survey.

Not reviewed during this survey.
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
December 19, 2025

Licensee

Pure Heart Health Services
5913 York Avenue North
Brooklyn Center, MN 55429

RE: Project Number(s) SL36280016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on December 3, 2025, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assighed 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 $S500 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.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed

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



Pure Heart Health Services
December 19, 2025
Page 2

pursuant to this survey:
St - 0-0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $1,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to

comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

The correction order documentation should include the following:

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

resident(s)/employees that may be affected by the noncompliance.
e |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(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

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 the Department of Health 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




Pure Heart Health Services
December 19, 2025
Page 3

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. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,

Casey DeVries, Supervisor
State Evaluation Team

Email: Casey.DeVries@state.mn.us
Telephone: 651-201-5917 Fax: 1-866-890-9290

HHH
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0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag."The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
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.
SL36280016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On December 1, 2025, through December 3, STATES,"PROVIDER'S PLAN OF
2025, the Minnesota Department of Health CORRECTION." THIS APPLIES TO
conducted a full survey at the above provider, and FEDERAL DEFICIENCIES ONLY. THIS
the following correction orders are issued. At the WILL APPEAR ON EACH PAGE.
time of the survey, there were three residents: all
of whom were receiving services under the THERE IS NO REQUIREMENT TO
Assisted Living 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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0 480 | Continued From page 1 0 480

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

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

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

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

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility 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
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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated December 1, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer

Minnesota Department of Health
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to the FBEIR for any compliance dates.

0 650 144G .42 Subd. 8 (a) Staff records 0 650
SS=F
(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
Individual contractor providing services. The
records must include the following infomation:

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

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

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

(4) documentation of annual performance

reviews that identify areas of improvement
needed and training needs;

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

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employee records
Included all required content for two of two
employees (unlicensed personnel (ULP)-B),
registered nurse (RN)-E).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
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safety but had the potential to have harmed a
resident's health or safety, 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 the potential to
affect a large portion or all of the residents).

The findings include:

ULP-B
ULP-B was hired on May 29, 2024, to provide
direct cares and services to residents.

RN-E

RN-E was hired on May 19, 2023, to provide
oversight to the licensee'’s staff and to provide
direct care services to the licensee's residents.

ULP-B and RN-E's employee record lacked the
following:
- review of provider's policies and procedures.

On December 3, 2025, at 12:47 p.m.,
administrator (A)-D stated they had trained all
employees on the licensee’s policies and
procedures upon hire and annually, but they did
not have documentation for the training.

On December 3, 2025, at 1:40 p.m., ULP-B
stated they were trained on policies and
procedures upon hire and annually.

No further information was provided.

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

Minnesota Department of Health
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0 660 144G.42 Subd. 9 Tuberculosis prevention and 0 660
SS=D| control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
Include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to maintain a tuberculosis (TB)
prevention and control program, based on the
most current guidelines issued by the Centers for
Disease Control and Prevention (CDC), which
Included a two-step tuberculin skin test (TST) or
other evidence of TB screening such as a blood
test, for one of three employees (registered nurse
(RN)-E). This had the potential to affect all
residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, 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
Minnesota Department of Health
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a limited number of staff are involved or the
situation has occurred only occasionally).

The findings Include:

RN-E was hired on May 19, 2023, to provide
oversight to the licensee's staff and to provide
direct care services to the licensee's residents.

RN-E's employee record included a TB Symptom
Screening and TB Risk Assessment completed
both on May 7, 2024, and May 4, 2025. RN-E's
employee record included a negative
QuantiFERON TB Gold result dated November
26, 2022, 174 days prior to hire.

RN-E's employee record lacked evidence of TB
screening such as a two-step TST or blood test,
completed upon hire or within 90 days prior to
hire.

On December 3, 2025, at 2:10 p.m., clinical nurse
supervisor (CNS)-C stated the TB blood test was
completed November of 2022, and they did the
basic TB symptom screening and risk
assessment when RN-E started to work for the
licensee. CNS-C stated they did not think RN-E
needed another blood test.

Regulations for Tuberculosis Control in Minnesota
Health Care Settings dated July 2013, indicated
baseline TB screening is required for all health
care workers.

Baseline TB screening consists of three
components:

1. Assessing for current symptoms of active TB
disease,

2. Assessing TB history, and

3. Testing for the presence of infection with
Mycobacterium tuberculosis by administering

Minnesota Department of Health
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either a two-step TST or single TB blood test
(IGRA).

An employee may begin working with patients
after a negative TB symptom screen (l.e., no
symptoms of active TB disease) and a negative
IGRA o or TST (l.e., first step) dated within 90 days
before hire. The second TST may be performed
after the HCW starts working with patients.

The Licensee’'s undated Tuberculosis Screening
Policy, read, "5.2 Staff TB Screening
At Hire
All employees must complete:
-TB Risk Assessment Questionnaire
-TB symptom screening form
Staff with identified risk factors or symptoms must
receive:
-TB blood test (IGRA) OR Tuberculin Skin
Test
Staff with positive results must provide medical
documentation of:
-Chest X-ray (negative for active 1TB)
-Infection treatment history
Staff with active TB are not allowed to work until
cleared by MDH and a physician.
Ongoing Screening
Annual TB symptom screening required for all
staff.
Repeat TB testing only If:
-Exposure occurs

-Staff develop symptoms
-Directed by MDH"

No further information was provided.

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

Minnesota Department of Health
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0 680 144G.42 Subd. 10 Disaster planning and 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

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

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
availlable 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 maintain a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all future
residents under the assisted living license.

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

Minnesota Department of Health
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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:

The licensee's undated EPP lacked evidence of
the following required content:

- evidence of annual review:

- quarterly review of missing residents policy; and
- emergency official contact information.

On December 3, 2025, at 12:10 p.m.,
administrator (A)-D stated the missing resident
plan was reviewed twice a year and as needed.
A-D stated they had the contact information for
State Licensing and Certification Agency, and
Minnesota Office of Ombudsman for Long Term
Care posted on the wall in the living room but not

In the EPP book.

The licensee's Missing Resident policy dated
January 3, 2025, and last reviewed April 20,
2025, indicated the assisted living director and
clinical nurse supervisor will review the missing
resident plan at least quarterly and document any
changes to the plan.

The licensee’s undated Emergency Management
Policy indicated the licensee maintains a
comprehensive all hazards risk assessment as
required by Minnesota Statute 144G.42 Subd. 10
and Minnesota Rules 4659.0100.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one

Minnesota Department of Health
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(21) days

0 775 144G .45 Subd. 2. (a) Fire protection and physical | 0775
SS=l| environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
/911, and:

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

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 of the residents).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
12/2/2025, for the specific violations related the

physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Two (2)
days

0 800| 144G .45 Subd. 2 (a) (4) Fire protection and 0 800
SS=F | physical environment
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(4) keep the physical environment, including
walls, floors, celling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

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 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
12/2/20235, for the specific violations related the
physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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0 810| 144G.45 Subd. 2 (b-f) Fire protection and 0 810
SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

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

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.

(e) Residents who are capable of assisting Iin
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

Minnesota Department of Health
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0 810 | Continued From page 13 0810

review, the licensee failed to ensure the physical
environment of the facility was maintained in
compliance with the requirements of Minnesota
Statute 144G.

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 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
12/2/2025, for the specific violations related the
physical environment under Minnesota Statute
144G.

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

01640| 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=F | implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
Include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, iIf needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident

Minnesota Department of Health
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01640 | Continued From page 14 01640

about changes to the faclility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
Including notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the current
service plan included a signature or other
authentication by the resident or resident's
designhated representative and the licensee to
document agreement on the services to be
provided for two of two residents (R1, 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:

R1

R1 was admitted to the licensee on August 15,
2025, and started receiving assisted living
services.

Minnesota Department of Health
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01640 | Continued From page 15 01640

R1's diaghoses included Schizoaffective bipolar
type, borderline personality functioning, chronic
constipation, chronic schizophrenia, depression,
essential hypertension, posttraumatic stress
disorder, suicidal and homicidal thoughts, type
two diabetes mellitus without complication, and
wheezing.

R1's unsighed Service Plan (waiver)-Addendum
to Contract effective date November 18, 2025,
Indicated R1 received the following services:
manage behavior, manage symptoms, bathing,
grooming, housekeeping, laundry record blood
pressure, blood glucose transmitter (dexacom G6
transmitter), record pulse, supervision of blood
glucose, blood pressure, and pulse by the
registered nurse (RN) once a week, medication
administration, and safety checks.

R2

R2 was admitted to the licensee on April 24,
2025, and started receiving assisted living
services.

R2's diaghoses included anxiety disorder,
anemia, chronic pain syndrome, cognitive
communication deficit, hypothyroidism,
lymphedema, major depressive disorder,
schizoaffective disorder, bipolar disorder, and
venous insufficiency.

R2's unsigned Service Plan (waiver)-Addendum
to Contract effective date November 18, 2025,
Indicated R2 recelved the following services:
manage behavior, manage symptoms, bathing,
grooming, housekeeping, laundry, ambulation,
and medication administration.

On December 2, 2025, at 1:35 p.m., administrator
(A)-A stated the service plans were not sighed

Minnesota Department of Health
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because it was a struggle to have the residents
sigh any documents.

The licensee’'s undated Service Plan, Treatment
and Therapy policy read "1. POLICY
STATEMENT

[the licensee's name] ensures that all residents
have Individualized Service Plans, Treatment
Plans, and Therapy Plans that remain safe,
accessible, and effectively implemented during
routine operations and emergency situations.
During any emergency (evacuation,
shelter-in-place, relocation, power outage, public
health emergency, or staff shortage), all service
plans and therapeutic needs must continue to be
met to the fullest extent possible.

The facility must use procedures that maintain
continuity of care, protect health information, and
ensure residents’ essential services-including
treatments and therapies-are not disrupted.

2. PURPOSE

The purpose of this policy Is to ensure:

" Compliance with Minnesota 144G
requirements for service planning and delivery.

" Continuity of residents’ care, treatment, and
therapy during emergencies.

" Safe and immediate access to service plans
and health information during evacuations or
relocations.

" Proper communication with families,
practitioners, and emergency personnel regarding
each resident's treatment needs.

" Protection of residents’ rights and health
outcomes during emergency disruptions.”

No further information was provided.

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

Minnesota Department of Health
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01/60] 144G.71 Subd. 8 Documentation of 01760
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident’'s record. The documentation must
Include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident’'s needs when medication was not
administered as prescribed and in compliance
with the resident’'s medication management plan.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure scheduled
and as needed (PRN) medication administrations
were accurately documented for one of two

residents (R1).

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:

R1 was admitted to the licensee on August 15,
2025, and started receiving assisted living

Minnesota Department of Health
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01760 | Continued From page 18 01760
services.

R1's diaghoses included Schizoaffective bipolar
type, borderline personality functioning, chronic
constipation, chronic schizophrenia, depression,
essential hypertension, posttraumatic stress
disorder, suicidal and homicidal thoughts, type
two diabetes mellitus without complication, and
wheezing.

R1's unsigned Service Plan (waiver)-Addendum
to Contract effective date November 18, 2025,
Indicated R1 received the following services:
manage behavior, manage symptoms, bathing,
grooming, housekeeping, laundry record blood
pressure, blood glucose transmitter (dexacom G6
transmitter), record pulse, supervision of blood
glucose, blood pressure, and pulse by the
registered nurse (RN) once a week, medication
administration, and safety checks.

R1's medication administration record (MAR) for
the months of September, October, November,
and December 2025, indicated R1 was taking the
following medications:

- folic acid 1 milligram (mg) tablet (tab), give 1
tab once dally;

- levothyroxine 50 microgram (mcg), 1 tab
daily;

- metformin 1,000 mg, give 1 tab twice dally;

- polyethylene glycol 17 gram (g) dally;

- famotidine 20mg tab;

- semaglutide (Ozempic) inject 1mg
subcutaneous once weekly for 28 days;

- clozapine 100mg give 375mg at bedtime;

- divalproex 500mg tab at bedtime;

- guanfacine 1mg at bedtime;

- Insulin glargine inject 18 units at bedtime;

- acetaminophen 500mg tablet every six hours
as needed;

Minnesota Department of Health
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- atropine 1% daily give one to two drops under
the tongue twice a day as needed;

- calcium carbonate 200mg, 1 tab as needed
twice dalily;

- carboxymethylcellulose 1 drop in each eye
twice daily as needed;

- hydroxyzine 50mg, 1 tab every six hours as
heeded:

- sennha 8.6mg, 2 tabs by mouth twice dally as
needed for constipation;

- trazadone 50mg, give 2 tab by mouth every
night at bedtime as needed,;

- albuterol sulfate 90mcg inhale one to two
puffs every four hours as needed for wheezing;
and

- gdlucose 16g 4 tabs as needed or blood
glucose less than 70.

On December 2, 2025, the surveyor observed
unlicensed personnel (ULP)-B perform
medication administration for R1. ULP-B
performed hand hygiene, logged into Residex
(electronic medication administration software) on
a computer located in the kitchen, scrolled R1's
medication list, locked the computer system,
walked over to medication cart located in the
living room, and punched the following
medications out of a bubble pack into a
medication cup:

- metformin 100mg, one tab;

- folic acid 1mg, one tab;

- levothyroxine 50mcg, one tab; and

- senexon-s 8.6-50mg, two tabs.

ULP-B explained to the surveyor that R1 took
senexon-s (a laxative) twice a day for anxiety.
ULP-B then administered the medication to R1.
ULP-B went back to the computer, logged into
Residex and charted the following medications as
given:

- metformin 100mg, one tab;

Minnesota Department of Health
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- folic acid 1mg, one tab;

- levothyroxine 50mcg, one tab; and

- polyethylene glycol.

The surveyor observed ULP-B did not give the
polyethylene glycol and did not chart the PRN
senexon-s. The surveyor also observed the
bubble pack for senexon-s and noted origin date
of September 2, 2025. The bubble pack had 22
medications left for administration out of 30. R1's
MAR for September 2025 through December 1,
2025, did not indicate documentation of
administration for senexon-s 8.6-50mg.

On December 2, 2025, at 9:00 a.m., ULP-B
stated they were trained by the CNS on how to
pass medication to residents. ULP-B stated they
were trained to write down the medication list
from the MAR on a piece of paper, bring it to the
medication cart to compare and prepare
medication per the list. ULP-B stated they forgot
to do that, and that was why they did not chart the
senexon-s.

On December 2, 2025, at 12:30 p.m., CNS-C
stated they did not why the ULPs had not charted
the administration of senexon-s. CNS-C stated
their expectation for PRN administration was that
the ULP's give the medication to residents, chart
It as given and then follow up with the residents
on the effectiveness of the medication and chart
the effectiveness as well.

The licensee's undated Medication Administration
Documentation policy and procedures read "[the
licensee's hame] ensures that all medication
administration Is documented accurately,
Immediately, and in accordance with Minnesota
144G. Medication documentation is essential for
resident safety, regulatory compliance, and
continuity of care-especially during emergencies.
Minnesota Department of Health
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Staff must record medications administered,
refused, held, or unavailable. Missing, late, or
Incorrect documentation is not permitted and
must be treated as a medication error requiring
corrective action.

All entries must be legible, factual, and
permanent. Electronic or paper MAR (Medication
Administration Record) systems must be
protected, backed up, and available during
emergencies.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

01890 144G.71 Subd. 20 Prescription drugs 01390
SS=F
A prescription drug, prior to being set up for
Immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure a medication
was labeled with the resident's name for one of
one resident (R1) who utilized insulin.

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
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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:

R1 was admitted to the licensee on August 15,
2025, and started receiving assisted living
services.

R1's diagnosis included Schizoaffective bipolar
type, borderline personality functioning, chronic
constipation, chronic schizophrenia, depression,
essential hypertension, posttraumatic stress
disorder, suicidal and homicidal thoughts, type
two diabetes mellitus without complication, and
wheezing.

R1's unsighed Service Plan (waiver)-Addendum
to Contract effective date November 18, 2025,
Indicated R1 recelved the following services:
manage behavior, manage symptoms, bathing,
grooming, housekeeping, laundry record blood
pressure, blood glucose transmitter (dexacom G6
transmitter), record pulse, supervision of blood
glucose, blood pressure, and pulse by the
registered nurse (RN) once a week, medication
administration, and safety checks.

On December 3, 2025, at 12:57 p.m., the
surveyor observed Lantus Solostar (insulin
glargine) injection 3 milliliter (ml) prefilled pen in
the medication cart along with R1's other
medications. The surveyor observed the
opened-on date on the Lantus pen. The surveyor
did not observe any identifying name label on the
Lantus pen.
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On December 3, 2025, at 12:58 p.m., clinical
nurse supervisor (CNS)-C confirmed there was
no identifying name label written on the Lantus
pen and stated the Lantus pen was stored in a
medication cabinet drawer designated for R1, and
R1 was the only person who had Lantus pen.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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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 —— M8
PURE HEART HEALTH SERVICES INC || License: HFID 36280 Report Number: F1029251284
5913 York Avenue North Inspection Type: Full - Single
Risk: Date: 12/1/2025 Time: 1:00:54 PM

Brooklyn Center License: Duration: minutes
“MN 55429 EXxpires on: Announced Inspection:
Hennepin County CFPM: EMMANUEL NYA BENSON Total Priority 1 Orders: 3
Parcel- CFPM #: 7380; Exp: 9/22/2028 Total Priority 2 Orders: 3

Total Priority 3 Orders: 2
Phone: Delivery:
“EMVMANGEL 4‘ * H

New Order: 2-100 Supervision

2-102.11D,E,F,G,H,] Priority Level: Priority 2 CFP#: 1

MN Rule 4626.0030DEFGHI! The person in charge must be able to demonstrate their knowledge to the inspector of the
importance of the following food handling procedures to preventing foodborne disease: handwashing; avoiding cross
contamination; avoiding hand contact with ready-to-eat foods; time and temperature requirements for safely refrigerating, hot
holding, cooling, and reheating TCS food; hazards of eating raw or undercooked meat, poultry, eggs, and fish; food
temperatures and cooking times required to safely cook TCS food including meat, poultry, eggs, and fish; foods identified as
major food allergens and the symptoms of an allergic reaction; identification of critical control points in a food service
operation and steps to be taken to ensure the points are controlled.

COMMENT: POULTRY AND MEATS ON MENU BUT PIC/CFPM UNAWARE OF SAFE POULTRY AND MEAT COOKING
TEMPERATURES. SAFE COOKING TEMPERATURES FOR POULTRY, GROUND MEATS, AND INTACT NON-
COMMINUTED CUTS OF MEAT REVIEWED. SAFE COOKING TEMPERATURE CHART PROVIDED WITH REPORT.

Comply By: 12/1/2025  Originally Issued On: 12/1/2025

! New Order: 3-100 Food Characteristics: unadulterated
3-101.11 Priority Level: Priority 1 CFP#: 13

MN Rule 4626.07125 Remove all unsafe and adulterated foods from the premises.
COMMENT: MARINARA WITH MOLD. COTTAGE CHEESE WITH 9/11 USE BY DATE. DISCARDED BY OPERATOR.

Comply By: 12/1/2025  Originally Issued On: 12/1/2025

! 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: RAW UNPASTEURIZED SHELL EGGS ABOVE READY TO EAT FOODS IN REFRIGERATOR. OPERATOR
INSTRUCTED TO SAFELY SEPARATE RAW ANIMAL PROTEINS FROM READY TO EAT FOODS BY STORING ON A
LOWER LEVEL AND/OR SAFELY CONTAINERIZING IN A WAY THAT WOULD ELIMINATE THE POSSIBILITY OF
CROSS CONTAMINATION.

Comply By: 12/1/2025 Originally Issued On: 12/1/2025
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New Order: 3-300C Protection from Contamination: equipment/utensils, consumers
3-304.14B Priority Level: Priority 3 CFP#: 41

MN Rule 4626.0285B Wiping cloths used for wiping counters and other equipment surfaces must be held in an approved
sanitizing solution and laundered daily.

COMMENT: DAMP WIPING CLOTHS NOT IN USE DRAPED BEHIND SINK. OPERATOR INSTRUCTED TO HOLD IN
SANITIZER SOLUTION WHEN NOT IN USE OR TO USE MANUFACTURED TOWELETTES INTENDED FOR FOQOD
CONTACT SURFACES.

Comply By: 12/1/2025 Originally Issued On: 12/1/2025

New Order: 4-100 Equipment Construction Materials
4-101.19 Priority Level: Priority 3 CFP#: 47

MN Rule 4626.0495 Remove non-food-contact surfaces of equipment that are exposed to splash, spillage, or other food
soiling, or that require frequent cleaning, that are not constructed of a corrosion-resistant, non-absorbent, and smooth
material.

COMMENT: EXPOSED WOOD IN SOME AREAS OF CABINETRY AND DRAWERS. OPERATOR INSTRUCTED TO
ENSURE SURFACES ARE SEALED OR CHANGED TO BE NON-ABSORBENT.

Comply By: 7/3/2026 Originally Issued On: 12/1/2025

New Order: 4-300 Equipment Numbers and Capacities
4-302.12B Priority Level: Priority 2 CFP#: 36

MN Rule 4626.0705B Provide a readily accessible food temperature measuring device with a small diameter probe to
measure the temperature in thin foods such as meat patties and fish fillets.

COMMENT: NO SMALL DIAMETER PROBE THERMOMETER. OPERATOR INSTRUCTED TO OBTAIN AND USE
SMALL DIAMETER PROBE THERMOMETER.

Comply By: 12/12/2025 Originally Issued On: 12/1/2025

New Order: 4-300 Equipment Numbers and Capacities
4-302.13B Priority Level: Priority 2 CFP#: 48

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring the utensil
surface temperature in mechanical hot water warewashing operations.

COMMENT: NO MIN/MAX IRREVERSIBLE THERMOMETER OR THERMAL STICKERS TO VERIFY SANITIZING HEATS
IN DISHWASHER. SINGLE THERMAL STICKER PROVIDED TO OPERATOR TO VERIFY NSF/ANSI 184 STANDARD
SANITIZING TEMPERATURES. OPERATOR INSTRUCTED TO OBTAIN AND MAINTAIN MEANS TO PERIODICALLY
VERIFY DISHWASHER SANITIZING TEMPERATURES.

Comply By: 12/1/2025 Originally Issued On: 12/1/2025

| New Order: 4-700 Sanitizing Equipment and Utensils
4-702.11 Priority Level: Priority 1 CFP#: 16

MN Rule 4626.0900 Sanitize utensils and food contact surfaces of equipment before use, after cleaning.

COMMENT: DISHES BEING WASHED IN SINK AND AIR DRIED ON DRYING RACK WITHOUT SANITIZING STEP.
ESTABLISHMENT HAS HIGH HEAT SANITIZING DISHWASHER. DISHES AND UTENSILS LOADED INTO
DISHWASHER FOR SANITIZING DURING INSPECTION. SANITIZING REQUIREMENTS REVIEWED WITH OPERATOR.
Comply By: 12/1/2025 Originally Issued On: 12/1/2025

Food & Beverage General Comment

FOOD AND BEVERAGE INSPECTION OF ALF CONDUCTED AS PART OF HRD SURVEY. ESTABLISHMENT HAS SAMEDAY FOOD
SERVICE. AND A HIGH HEAT SANITZING DISHWASHER.

FOODBORNE ILLNESS RISK FACTORS REVIEWED WITH STAFF. IDENTIFIED ISSUES COMMUNICATED TO NURSING
SURVEYOR FOLLOWING THE INSPECTION.

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
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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 F1029251284 from 12/1/2025

rnevorn Me(liment

EMMANUEL BENSON Trevor McCliment,
LALD/CFPM Public Health Sanitarian 3

651-201-3957
trevor.mccliment@state.mn.us



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 \
PURE HEART HEALTH SERVICES INC Report Number: F1029251284
Brooklyn Center Inspection Type: Full
Date: 12/1/2025
County/Group: Hennepin County Time: 1:00:54 PM

New Record: Product/ltem/Unit: MILK; Temperature Process: Cold-Holding
Location: REFRIGERATOR at 37 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 INfo — Inspection Info —
PURE HEART HEALTH SERVICES INC Report Number: F1029251284
Brooklyn Center Inspection Type: Full

Date: 12/1/2025

County/Group: Hennepin County Time: 1:00:54 PM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Greater Than 150 Degrees F.

Comment:
Violation Issued?: No




m” DEPARTMENT
OF HEALTH

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

Project No: SL36280016-0 Date: 12/2/2025

Facility Name: Pure Heart Health Services

Facility Address: 5913 York Avenue N, Brooklyn Center, MN 55429

XI TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 3; Widespread TIME PERIOD OF CORRECTION: Two (2) days

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. Lighted matches, cigarettes, cigars or other burning object shall not be discarded in such a manner that
could cause ignition of other combustible material. [Minn. Stat. 144G.45 subd. 2; MSFC 310.7]

Comments: Bedroom four in the basement had burnt cigarette butts and ashes on the wood nightstand
next to the bed. There was a cigarette butt on the mattress.

XI TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. The physical environment, including walls, floors, ceiling, all furnishings, grounds, systems, and equipment
are in a continuous state of good repair and operation with regard to the health, safety, comfort, and well-
being of the residents in accordance with a maintenance and repair program. [Minn. Stat. 144G.45 subd.2]

Comments: 1) The plastic window well cover had fallen into the window well in bedroom four which
partially blocked the window well ladder.
2) The window well in bedroom four had bushes growing around the exterior, limiting access to
the window well.
3) Bedroom one egress window was catching at the top and would not open properly.
4) Light switch cover plate in bedroom one had hole for another switch. This leaves an open hole
into the switch box that has electrical wires inside it.
5) The main floor bathroom door had broken wood trim.

Page | 1

Project Number: SL36280016-0
Facility Name: Pure Heart Health Services Date: 12/2/2025
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X 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 that are readily
available at all times within the facility. [Minn. Stat. 144G.45 subd.2]

Comments: Multiple fire safety and evacuation plans and policies were provided to the surveyor. A-A stated
the plan titled Pure Heart Health Services Emergency Preparedness Plan dated January 2, 2025, was the
plan that staff would use. All other plans and policies should be removed to avoid confusion for staff.

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

Comments: There was no evacuation plan or map included in the fire safety and evacuation plan.

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

Comments: The plan does not provide specific employee actions. The plan uses the acronym RACE but does
not provide instructions for how staff are to complete each step.

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

Comments: Surveyor asked A-A for resident procedures. A-A looked in several binders and policies but could
not locate resident actions written in any of them.

5. Each assisted living facility shall develop and maintain fire safety and evacuation plans that include
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. [Minn. Stat. 144G.45

subd.?]

Comments: The plan included instructions for staff to assist residents with mobility impairments, but there
was no place in the plan that identified individual resident needs.

6. Evacuation drills are required for employees twice per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is not required. Fire alarm system activation is not required
to initiate the evacuation drill. [Minn. Stat. 144G.45 subd.2]

Page | 2

Project Number: SL36280016-0
Facility Name: Pure Heart Health Services Date: 12/2/2025
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Comments: Fire drill reports dated 7/27/25, 4/27/25 and 10/26/25 were provided but there was no time or
work shift indicated on the report. A-A stated that these were the only drills conducted in 2025, and that
the facility conducts drills quarterly throughout the year.

Page | 3
Project Number: SL36280016-0
Facility Name: Pure Heart Health Services Date: 12/2/2025



