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August 8, 2025

Licensee
Sugar Loaf Senior Living
765 Menard Road
Winona, MN 55987

RE: Project Number(s) SL28896016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on June 12, 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 . . ."

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 2: a fine of $500 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
pursuant to this survey:

St - 0 - 0510 - 144g.41 Subd. 3 - Infection  Control Program $500.00
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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 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:

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

• Identify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

• Identify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION  ORDER RECONSIDERATION  PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

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

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 fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.
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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,

Jodi Johnson, Supervisor
State Evaluation Team
Email: Jodi.Johnson@state.mn.us
Telephone: 507-344-2730 Fax: 1-866-890-9290

KKM
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***ATTENTION***

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
state Statute number and the
corresponding text of the state Statute out
of compliance is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

SL28896016-0

On June 9, 2025, through June 12, 2025, the
Minnesota Department of Health conducted a full
survey at the above provider and the following
correction orders are issued. At the time of the
survey, there were 83 residents; 63 receiving
services under the Assisted Living Facility with
Dementia Care license.

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
SS=F requirements; required food services

0 480

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 480 Continued From page 1

(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 is not required to
install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;
(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

0 480

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;
(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

0 480

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated, June 12, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
STATE FORM 6899 24D711 If continuation sheet 3 of 12
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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 480

0 510 144G.41 Subd. 3 Infection control program
SS=F

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.
(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.
(c) The facility must maintain written evidence of
compliance with this subdivision.

0 510

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to establish and
maintain an effective infection control program
that complies with accepted health care, medical
and nursing standards for infection control related
to glove use and handwashing by two of eight
unlicensed personnel (ULP-G, ULP-I) between
resident contact, medication administration and
following a blood sugar check. This had the
potential to affect all residents.

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

Minnesota Department of Health
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the residents).

0 510

The findings include:

ULP-G
On June 9, 2025, at 1:20 p.m. , the surveyor
observed ULP-G approach R4 in the living room
area and assist R4 to stand and walk to his room.
ULP-G unlocked and opened R4's medication
cupboard and set up and administered his
afternoon acetaminophen (for mild pain). ULP-G
again assisted R4 to a standing position by
holding the back of his pants (grabbing the belt)
and escorted him back to the living room area
and assisted him to a seated position on a chair.
ULP-G was not observed to wash or sanitize her
hands before or after medication administration.
ULP-G then went directly to R5's room, knocked
on her door and entered. ULP-G unlocked and
opened R5's medication cupboard, set up and
administered R5's afternoon medications. ULP-G
then left R5's room and tended to other tasks.
ULP-G failed to wash/sanitize her hands prior to
resident contact or medication administration.

ULP-I
On June 10, 2025, at 7:00 a.m., the surveyor
observed ULP-I to knock and enter R4's room.
ULP-I opened R4's medication cupboard and
gathered R4's blood sugar equipment, donned
gloves, and checked R4's blood sugar (poked
finger with lancet, obtained a drop of blood, and
placed blood on test strip). ULP-I disposed of the
test strip and lancet into the sharps container and
removed her gloves. ULP-I then returned the
blood sugar monitor to R4's medication cupboard,
locked it, and went to the dining room to obtain a
straw for another resident.
ULP-I did not wash/sanitize her hands following
the use of gloves with the procedure of obtaining

Minnesota Department of Health
STATE FORM 6899 24D711 If continuation sheet 5 of 12
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a blood sample for a blood sugar check.

0 510

On June 10, 2025, at 10:55 a.m., clinical nurse
supervisor (CNS)-B stated she expected all staff
to wash/sanitize hands between resident contact,
before and after medication administration and
following the use of gloves especially when
handling blood borne equipment.

The licensee's Hand Hygiene policy dated July
2021, indicated proper hand washing techniques
should be used to protect the spread of infection.
Alcohol based hand sanitizer should be used:
- Immediately before touching a patient
- Before performing aseptic techniques
(indwelling device) or handling an invasive
medical device;
- Before moving from a soiled body site to a clean
body site on same resident/patient;
- After touching a resident/patient or the
resident's/patient's immediate environment;
- After contact with blood, body fluids or
contaminated surfaces; and
- Immediately before putting on gloves and after
glove removal

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810 144G.45 Subd. 2 (b-f) Fire protection and
SS=E physical environment

0 810

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:
(1) location and number of resident sleeping
rooms;

Minnesota Department of Health
STATE FORM 6899 24D711 If continuation sheet 6 of 12



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 08/07/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

28896 B. WING _____________________________ 06/12/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

SUGAR LOAF SENIOR LIVING 765 MENARD ROAD
WINONA, MN 55987

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 810 Continued From page 6

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

0 810

This MN Requirement is not met as evidenced
by:
Based on record review and interview, the
licensee failed to provide required training.
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 pattern scope (when more than a
limited number of residents are affected, more

Minnesota Department of Health
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than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).
The findings include:
On June 9, 2025, licensed assisted living director
(LALD)-A provided documents on the fire safety
and evacuation plan (FSEP), fire safety and
evacuation training, and evacuation drills for the
facility.
Record review indicated the licensee failed to
provide training to employees on the FSEP at
least twice per year evident by a review of training
documentation lacking the required frequency.
The surveyor requested records from LALD-A for
employee FSEP training completed between
June 2024 and June 2025. Records and a
schedule for annual FSEP employee training in
May and June 2025 were provided. During an
interview on June 9, 2025, at approximately 2:45
p.m., LALD-A stated annual employee FSEP
training was completed during the skills fair and
this was still in process. LALD-A explained three
FSEP training sessions were needed to include
all AM, PM, and NOC employee shifts. LALD-A
stated FSEP training was completed at the time
of hire and annually.
During an interview on June 9, 2025, at 2:55
p.m., LALD-A verified the employee FSEP
training frequency was not met.

0 810

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

01750 144G.71 Subd. 7 Delegation of medication
SS=D administration

01750

When administration of medications is delegated
to unlicensed personnel, the assisted living facility
must ensure that the registered nurse has:

Minnesota Department of Health
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(1) instructed the unlicensed personnel in the
proper methods to administer the medications,
and the unlicensed personnel has demonstrated
the ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
in the resident's records; and
(3) communicated with the unlicensed personnel
about the individual needs of the resident.

01750

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure one of two
unlicensed personnel (ULP-H) completed insulin
administration via a prefilled insulin pen according
to manufacturer instructions for one of two
residents (R9) observed during insulin
administration. The licensee further failed to
ensure administration of an inhaler was
completed per manufacturer instructions for one
of one resident (R10).

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:

R9
R9's diagnoses included type 1 diabetes with
diabetic neuropathy (pain related to diabetes),
heart disease, and unspecified bladder neck
obstruction with presence of indwelling urinary

Minnesota Department of Health
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catheter.

01750

R9's Service Plan dated January 24, 2025,
included the services of medication
administration and insulin injection administration.

R9's provider orders dated December 30, 2024,
included Novolog Flex pen 100 units/milliliter
(u/ml), give 7 units with additional insulin dosing
as indicated by insulin sliding scale
subcutaneously (injected under the skin) three
times daily for type 1 diabetes.

R9's provider orders dated January 5, 2025,
included Lantus insulin 100 u/ml, give 16 units
subcutaneously twice daily for type 1 diabetes.

On June 10, 2025, at 7:15 a.m., ULP-H assisted
R9 with his morning blood sugar check (R9
self-checks with his blood sugar sensor), set up
and administered five oral medications and set up
two insulin pens. ULP-H was observed to don
gloves, remove R9's Lantus insulin pen from the
medication cupboard, removed the pen cap,
attach a new needle, and primed the pen with 2
units of insulin and dialed the pen to the
designated 16 units of Lantus insulin. ULP-H
then removed R9's Novolog insulin pen from the
medication cupboard, removed the pen cap,
attached a new needle, primed the pen with 2
units of insulin and dialed the pen to the
designated 7 units of insulin (considering R9's
insulin sliding scale). ULP-H administered both
insulin pen doses to R9.

ULP-H failed to follow the designated procedure
to wipe each insulin pen rubber tip with an alcohol
wipe prior to attaching a new needle to the pen
tip.
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R10
R10's diagnoses included type 2 diabetes, heart
failure, and unspecified asthma.

01750

R10's Service Plan dated May 16, 2025, included
the services of medication administration and
nebulizer treatment administration.

R10's provider orders dated April 8, 2025,
included budesonide/formoterol 160/4.5
milligrams (mg), inhale two puffs twice daily.

R10's Medication Administration Record dated
June 2025, included budesonide/formoterol
160/4.5 mg, inhale two puffs twice daily, rinse
mouth after use, store with mouthpiece facing
down.

On June 10, 2025, at 7:27 a.m., the surveyor
observed ULP-H to knock and enter R10's room.
ULP-H donned gloves and checked R10's blood
sugar. ULP-H then set up and administered nine
oral medications mixed with yogurt. ULP-H set up
R10's budesonide inhaler using an aero chamber
(spacer to aid in administration of the inhaler
powder). The budesonide inhaler label indicated
administer two puffs twice daily. Rinse mouth
following administration. ULP-H was observed to
administer two puffs of budesonide inhaler and
returned the inhaler and the aero chamber to the
kitchen area. ULP-H then rinsed the aero
chamber and placed it in the dish rack to dry.
ULP-H then set up R10's ipratropium nebulizer
for administration.
ULP-H did not follow the Budesonide inhaler
instructions and rinse or instruct R10 to rinse her
mouth with water following administration of the
inhaler.

On June 12, 2025, at 9:30 a.m., clinical nurse
Minnesota Department of Health
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supervisor (CNS)-B stated staff have been
trained to wipe the insulin pen tips with an alcohol
wipe prior to placing a new needle on the insulin
pen. She further stated she expected the ULP to
read the instructions included on the medication
label and MAR to ensure all steps of medication
administration were followed.

01750

The licensee's Insulin Pen procedure dated
September 3, 2022, indicated to remove the
(insulin) pen cap and clean the rubber tip with an
alcohol pad, then attach a new needle to the pen.

Novolog manufacturer's instructions dated
February 2023, indicated for the user to remove
the flex pen cap and wipe the flex pen tip with an
alcohol wipe prior to placing a new needle on the
flex pen tip.

Lantus manufacturer's instructions dated August
2022, indicated to wipe the insulin pen rubber tip
with an alcohol wipe prior to placing a new needle
on the pen.

Symbicort (budesonide/formoterol)
manufacturer's instructions dated August 15,
2022, indicated to rinse the mouth without
swallowing after use.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Rochester  District Office
Minnesota  Department  of Health
3425  40th  Avenue  NW, Suite  115
Rochester,  MN 55901
Phone:  651- 201- 4500

Food  & Beverage  Inspection  Report Page:  1

Establishment  Info
Sugar  Loaf Senior  Living
765  Menard  Rd
Winona,  MN 55987
Winona  County
Parcel:

Phone:  507- 452- 1277

License  Info
License:  HFID28896

Risk:
License:
Expires  on:
CFPM:  Randy  J.  Schroeder
CFPM  #: CFPM- 25302;  Exp:
8/24/ 2026

Inspection  Info
Report  Number:  F1009251020
Inspection  Type:  Full - Single
Date:  6/12/2025  Time:  9:25:13  AM
Duration:  minutes
Announced  Inspection:  No
Total  Priority 1 Orders:  1
Total  Priority 2 Orders:  1
Total  Priority 3 Orders:  0
Delivery:  Emailed

! New  Order:  3-500B  Microbial  Control:  hot  and  cold  holding
3-501. 16A2 Priority Level:  Priority 1 CFP# : 22
MN Rule  4626. 0395A2  Maintain  all cold,  TCS  foods  at  41  degrees  F (5 degrees  C) or below  under  mechanical  refrigeration.
COMMENT:
Observed  items  in  the  serving  area  undercounter  cooler  measuring  43°F.  Adjust  cooler  and  closely  monitor  for  safe
cold- holding  temperature.  (Work  order  was  place  during  inspection) .
Observed  items  in  the  upright  cooler  in  the  Memory  Care  kitchen  measuring  48°F.  Discard  TCS  (Temperature
Control  for  Safety)  items  (only  milk  presently) . Adjust  cooler  and  closely  monitor  for  safe  cold- holding  temperature.
(Milk was  discarded,  and  work  order  was  placed  during  inspection) .

Comply  By: Complied  On  Site  Originally Issued  On:  6/12/2025

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:
The  irreversible  registering  dishmachine  thermometer  is  not  measuring  temperature  accurately.  Replace
dishmachine  thermometer  with  an  accurate  waterproof,  irreversible  registering  device.
Comply  By: 6/13/2025  Originally Issued  On:  6/12/2025

Food  & Beverage  General  Comment

Please  be  aware  that  Norovirus,  often  thought  to be  the  "stomach  flu" continues  to be  the
leading  cause  of foodborne  illness  outbreaks.  A person  who  has  contracted  Norovirus  continues
to be  contagious  at  least  three  days  after  symptoms  have  subsided.  Because  of this,  it is
important  to report  and  record  any  illnesses,  even  if staff  did not  report  to work while ill.
Also,  to further  reduce  the  risk of transmitting  Norovirus  and  other  pathogens,  continue  to closely
monitor  handwashing,  proper  cleaning  and  sanitizing  of equipment  and  surfaces,  and  do  not
allow bare- hand  contact  with ready- to-eat  foods.



Report  Number:  F1009251020
Inspection  Type:  Full
Date:  6/12/2025

Page:  2

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

I acknowledge  receipt  of the  Rochester  District  Office inspection  report  number  F1009251020 from  6/12/2025

Randy  Schroeder
Culinary  Manager

Lesli Haines,
Public  Health  Sanitarian  3
507- 206- 2745
lesli.haines@ state. mn. us


