m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
April 30, 2025

Licensee

Agape Assisted Living And Housing Services Inc.
3450 20th Avenue South

Minneapolis, MN 55407

RE: Project Number(s) SL39389016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 26, 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.

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

STATE CORRECTION ORDERS

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

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope
of the violations; 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 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
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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

INFORMAL CONFERENCE

In accordance with Minn. Stat. § 144G.20, Subd. 20, the Commissioner of Health is authorized to hold
a conference to exchange information, clarify issues, or resolve issues. The Department of Health
staff would like to schedule a conference call with Agape Assisted Living And Housing Services Inc.

Please contact Renee Anderson at 651-201-5871 on or before Monday, May 5, 2025, to schedule the
conference call.

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 Body.

If you have any questions, please contact me.

Sincerely,

Renee Anderson, Supervisor
State Evaluation Team

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

JMD
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0 000] Initial Comments 0 000
ASSISTED LIVING PROVIDER LICENSING Minnesota Department of Health is
CORRECTION ORDER(S) documenting the State Correction Orders
using federal software. Tag numbers have
In accordance with Minnesota Statutes, section been assigned to Minnesota State
144G.08 to 144G.95, these correction orders are Statutes for Assisted Living Facilities. The
Issued pursuant to a survey. assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
Determination of whether violations are corrected state Statute number and the
requires compliance with all requirements corresponding text of the state Statute out
provided at the Statute number indicated below. of compliance is listed in the "Summary
When Minnesota Statute contains several items, Statement of Deficiencies" column. This
failure to comply with any of the items will be column also includes the findings which
considered lack of compliance. are in violation of the state requirement
after the statement, "This Minnesota
INITIAL COMMENTS: requirement is not met as evidenced by."
Following the evaluators ' findings is the
SL39389016-0 Time Period for Correction.
PLEASE DISREGARD THE HEADING OF
On March 24, 2025, through March 26, 2025, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a full STATES,"PROVIDER'S PLAN OF
survey at the above provider and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were three residents; all receiving WILL APPEAR ON EACH PAGE.
services under the Assisted Living Facility license. THERE IS NO REQUIREMENT TO
SUBMIT APLAN 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.
0 100| 144G.10 Subdivision 1 License required 0 100
SS=F
(a)(1)Beginning August 1, 2021, no assisted living
facility may operate in Minnesota unless it is
licensed under this chapter.
(2) No facility or building on a campus may
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provide assisted living services until obtaining the
required license under paragraphs (c) to (e).
(b)The licensee is legally responsible for the
management, control, and operation of the
facility, regardless of the existence of a
management agreement or subcontract. Nothing
In this chapter shall in any way affect the rights
and remedies available under other law.

(c) Upon approving an application for an assisted
living facility license, the commissioner shall
iIssue a single license for each building that is
operated by the licensee as an assisted living
facility and is located at a separate address,
except as provided under paragraph (d) or (e).
(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.

(e) Upon approving an application for an assisted
living facility license, the commissioner may:

(1) issue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to manage, control,
and/or operate the entire building as an assisted
living facility. Non-assisted living occupants reside
on one side of the duplex, and the licensee did
not have access to all areas of the facility. This
had the potential to affect all residents, staff, and
visitors to the facility.

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

The findings include:

On March 24, 2025, at 10:30 a.m., the surveyor
arrived at the licensee's address at 3450 20th Ave
S, Minneapolis, MN 55407, and observed a
duplex building with two separate fire (address)
numbers prominently displayed above two
separate entrance doors. The duplex was
observed to be two-story, side-by-side structure.

On March 24, 2025, at 12:15 p.m., during a tour
of the facility, licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A,
who was also the owner, stated they rented one
side of the duplex and the other side was
occupied by residents of a department of human
services (DHS) group home.

On March 28, 2025, the licensee provided
building blueprints for the facility, via email. The
engineering surveyor was unable to determine

Minnesota Department of Health
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from the information submitted, that a proper fire
separation wall divided the two residences. The
engineering surveyor stated the image was not
clear enough to read, and requested further
information.

On March 28, 2025, at 12:28 p.m., when clearer
documentation was requested, LALD/CNS-A
stated, via email, "that's all he could get."
LALD/CNS-A did not provide additional
documentation to the department.

144G.08 DEFINITIONS

Subd. 7. Assisted living facility.

Assisted living facility means a facility that
provides sleeping accommodations and assisted
living services to one or more adults. Assisted
living facility includes assisted living facility with
dementia care, and does not include:

(1) emergency shelter, transitional housing, or
any other residential units serving exclusively or
primarily homeless individuals, as defined under
section 116L.361;

(2) a nursing home licensed under chapter 144A;
(3) a hospital, certified boarding care, or
supervised living facility licensed under sections
144 .50 to 144.56;

(4) a lodging establishment licensed under
chapter 157 and Minnesota Rules, parts
9520.0500 to 9520.0670, or under chapter 245D,
245G, or 245],

(5) services and residential settings licensed
under chapter 245A, including adult foster care
and services and settings governed under the
standards in chapter 245D;

(6) a private home in which the residents are
related by kinship, law, or affinity with the provider
of services:

(7) a duly organized condominium, cooperative,
Minnesota Department of Health

STATE FORM 6899 101D11 If continuation sheet 4 of 15




PRINTED: 04/30/2025

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: | COMPLETED
A. BUILDING:
39389 B. WING 03/26/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
| 3450 20TH AVENUE SOUTH
AGAPE ASSISTED LIVING AND HOUSING SER
MINNEAPOLIS, MN 55407
(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)

0 100 | Continued From page 4 0 100

and common interest community, or owners'
association of the condominium, cooperative, and
common interest community where at least 80
percent of the units that comprise the
condominium, cooperative, or common interest
community are occupied by individuals who are
the owners, members, or shareholders of the
units;

(8) a temporary family health care dwelling as
defined in sections 394.307 and 462.3593;

(9) a setting offering services conducted by and
for the adherents of any recognized church or
religious denomination for its members
exclusively through spiritual means or by prayer
for healing;

(10) housing financed pursuant to sections
462A.37 and 462A.375, units financed with
low-income housing tax credits pursuant to
United States Code, title 26, section 42, and units
financed by the Minnesota Housing Finance
Agency that are intended to serve individuals with
disabilities or individuals who are homeless,
except for those developments that market or
hold themselves out as assisted living facilities
and provide assisted living services;

(11) rental housing developed under United
States Code, title 42, section 1437, or United
States Code, title 12, section 1701q;

(12) rental housing designated for occupancy by
only elderly or elderly and disabled residents
under United States Code, title 42, section 1437e,
or rental housing for qualifying families under
Code of Federal Regulations, title 24, section
983.56;

(13) rental housing funded under United States
Code, title 42, chapter 89, or United States Code,
title 42, section 8011;

(14) a covered setting as defined in section
325F.721, subdivision 1, paragraph (b); or

(15) any establishment that exclusively or
Minnesota Department of Health
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primarily serves as a shelter or temporary shelter
for victims of domestic or any other form of
violence.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(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

Minnesota Department of Health
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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
iInstall 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.

This MN Requirement is not met as evidenced
by:

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

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

Minnesota Department of Health
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The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated, March 25, 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
to the FBEIR for any compliance dates.

06801 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 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.

Minnesota Department of Health
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(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 develop a written emergency
preparedness plan (EPP) with all the required
content and failed to post an EPP prominently.
This had the potential to affect all of the
licensee's residents, staff, and visitors.

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

The findings include:

On March 24, 2025, at 12:15 p..m., a facility tour
was conducted with licensed assisted living
director (LALD/CNS)-A. In the common area on
the main floor, the surveyor observed two cork
boards with multiple required postings, however,
there was no EPP posted.

On March 26, 2025, at 10:30 a.m., LALD/CNS-A,
verified the following content was missing fron the
licensee's EPP:

- process for emergency preparedness (EP)
cooperation and collaboration with state and local
EP officials/organizations;

- policy and procedure that addresses the use of
volunteers, including the process/role for
integration;

- 1135 waliver, policy and procedure for providing

Minnesota Department of Health
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care/treatment at alternate sites;

- written communication plan, which must include
names/contact information of staff, entities
providing services, resident's physicians, other
facilities, and volunteers;

- the communication plan must include contact
information for the following: federal, state, tribal,
regional, and local EP staff, state licensing and
certification agency, MN Office of Ombudsman
for long term care, and other sources of
assistance;

- the communication plan must also include a
method for sharing information and medical
documentation for residents under the facility's
care, as necessary, with other health care
providers to maintain continuity of care; and

- the communication plan must also include
sharing occupancy/needs. A means to provide
information about the facility's occupancy, needs,
and its ability to provide assistance, to the
authority having jurisdiction.

On March 26, 2025, at 11:30 a.m., LALD/CNS-A
stated, after the last survey, they attempted to get
an EPP with all required content in place.
LALD/CNS-A stated the licensee's goal was to
keep residents safe.

The licensee's Emergency Respose, Reporting
and Review policy, dated January 24, 2024,
iIndicated the licensee would effectively respond,
report, and review all emergencies to ensure the
safety of persons receiving services and promote
the continuity of services until emergencies were
resolved.

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

Minnesota Department of Health
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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 thereatfter.
(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 develop the fire
Minnesota Department of Health
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safety and evacuation plan with the required
content. This had the potential to directly affect all
residents, staff, and visitors.

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

The findings include:

On March 26, 2025, licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
provided documents on the fire safety and
evacuation plan (FSEP), fire safety and
evacuation training, and evacuation drills for the
facility.

FIRE SAFETY AND EVACUATION PLAN:
The licensee's FSEP, Emergency Response,
Reporting & Review Policy, dated January 24,
2024, failed to include the following:

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.

On March 26, 2025, at 1:30 p.m., LALD/CNS-A
stated they did not have a section in their FSEP
specifically for resident actions.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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STATE FORM 6899 101D11 If continuation sheet 12 of 15



PRINTED: 04/30/2025

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
39389 B. WING 03/26/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
| 3450 20TH AVENUE SOUTH
AGAPE ASSISTED LIVING AND HOUSING SER MINNEAPOLIS, MN 55407
(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)
01060 | Continued From page 12 01060
01060, 144G.52 Subd. 9 Emergency relocation 01060
SS=D

(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not

Minnesota Department of Health
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returned to the facility within four days.

(d) Following an emergency relocation, a facility's

refusal to provide housing or services constitutes

a termination and triggers the termination process
in this section.currently known; and

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a written notice with the
required content for an emergency relocation to
the resident, legal representative, or designated
representative and failed to provide the
notification to the Office of Ombudsman for
Long-Term Care (OOLTC) when the resident did
not return from the emergency relocation within
four days for one of one resident (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) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

The findings include:

The licensee's Resident Roster, dated March 24,
2025, indicated R1 received services including
assistance with medication management, blood

glucose monitoring, housekeeping, laundry,
meals, ambulation with assistive device, vital

signs, and therapeutic exercise.

The [provider's name] Assisted Living and

Housing Services Provider Contact form, dated
January 8, 2025, at 7:30 p.m., indicated R1 was
transported to Abbott Northwestern Hospital by

Minnesota Department of Health
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ambulance due to lethargy and unsteadiness.

R1's After Discharge Orders, dated January 17,
2025, at 1:03 p.m., indicated R1 was being
discharged and that home health services were
medically necessary.

On March 25, 2025, at 10:00 a.m., LALD/CNS-A
stated R1 was sent to the emergency room
January 8, 2025, and was admitted to the hospital
January 11, 2025 to January 17, 2025.
LALD/CNS-A further stated the licensee did not
provide an emergency relocation notification to
R1 or their representative, and did not notify the
OOLTC when R1 had not returned after four
days. LALD/CNS-A added they were not aware of
the requirement.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

DEPARTMENT Saint Paul, MN 55164-09/75
OF HEALTH 651-201-4500
iype A Food and Beverage Establishment rage
Date: 03/25/25 _
Time:  11:00:00 Inspection Report
Report: 1005251071
— Location: — Establishment Infe:
Agape Assisted Living and Hous ID #: 0040973
3450 20th Avenue S Risk:
Minneapolis, MN55407 Announced Inspection: No
Hennepin County, 27

— License Categories: — Operator:
Phone #:
Expires on: 12/31/22 D A

The violations listed 1n this report include any previously 1ssued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were 1ssued during this inspection.

3-S00D Microbial Control: disposition of food
3-501.184 ** Priority 1 **

MN Rule 4626.0405A Discard all TCS food prepared in the establishment or opened commercially packaged
food when the time exceeds 7 days from the preparation or opening date or if the container or package 1s not
marked.

DELI TURKEY MEAT HAD AN OPENED DATE OF 3/4/25. TURKEY WAS DISCARDED. DISCUSSED
DATE MARKING AND DISPOSAL REQUIREMENTS, FACT SHEET LEFT ON SITE.

Comply By: 03/25/25

2-100 Supervision

2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
(ISSUED 12/5/22) NO CFPM ON SITE. FACT SHEET LEFT ON SITE.

Comply By: 01/31/23

Surface and Equipment Sanitizers

Utensil Surface Temp.: = at 160+ Degrees Fahrenheit
Location: DISHWASHER
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Hold/SOUR CREAM
Temperature: 32 Degrees Fahrenheit - Location: FRIGIDAIRE - TOP SHELF
Violation Issued: No




Type:  Full Food and Beverage Establishment
Date: 03/25/25

Time:  11:00:00 Inspection Report

Report: 1005251071
Agape Assisted Living and Hous

Page 2

Process/Item: Cold Hold/MILK

Temperature: 36 Degrees Fahrenheit - Location: FRIGIDAIRE - MIDDLE SHELF
Violation Issued: No

Process/Item: Cold Hold/CUT MELON

Temperature: 40 Degrees Fahrenheit - Location: FRIGIDAIRE - MIDDLE SHELF
Violation Issued: No

Process/Item: Cold Hold/DELI TURKEY
Temperature: 41 Degrees Fahrenheit - Location: FRIGIDAIRE - DRAWER
Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
1 0 1

INSPECTION COMPLETED WITH EMPLOYEES AND REVIEWED WITH HRD NURSING

EVALUATOR MARY BRUESS.

DISCUSSED DATE MARKING, GLOVE USE, COOKING TEMPERATURES,
CROSS-CONTAMINATION, AND EMPLOYEE ILLNESS.

FACILITY TESTS DISHWASHER MONTHLY AND SAVES DISHWASHER TEST LABELS. THE MOST
RECENT LABEL WAS RUN THIS MONTH AND SHOWED THE DISHWASHER PROVIDED A

UTENSIL SURFACE TEMPERATURE OF 160+ DEGREES F.

KITCHEN IS RESIDENTIAL AND FOOD IS PREPARED FOR SAME DAY SERVICE.

FLOORING IS LAMINATE AND CABINETS ARE WOOD WITH HOLLOW BASE. ALL ARE FOUND
TO BE IN GOOD CONDITION AND WILL BE MONITORED AT FUTURE INSPECTIONS. IF AT SUCH
A TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF CONTAMINATION, THEY WILL BE

ORDERED TO BE REPLACED AND BROUGHT UP TO CODE.

NOTE: Plans and specifications must be submitted for review and approval prior to new construction, remodeling or

alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report

number 1005251071 of 03/25/25.

Certified Food Protection Manager:

Certification Number: Expires: [/

Inspection report reviewed with person in charge and emailed.

Signed: Signed: ; ;. é

LACHANDRA GUMS Jessica Davis

OWNER Public Health Sanitarian II1

651-201-3961

jessica.davis(@state.mn.us



