
    

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

March 29, 2024

Licensee
Secured Health Assisted Living
10410 Crocus Street Northwest
Coon Rapids, MN  55433

RE: Project Number(s) SL36746015

Dear Licensee:

On January 23, 2024, the Minnesota Department of Health completed a follow-up survey of your
facility to determine if orders from the October 31, 2024, survey were corrected. This follow-up
survey verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

    

Bob Dehler, P.E.
Engineering Manager    
Engineering Services Section    
Health Regulation Division    
Email: Robert.Dehler@state.mn.us     
Telephone: 651-201-3710    

JMD

An equal opportunity employer.                                                                                    P709 HC Orders Corrected
REVISED 04/19/2023



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

36746

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

B. WING _____________________________

PRINTED: 03/29/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

R
01/23/2024

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

SECURED HEALTH ASSISTED LIVING 10410 CROCUS STREET NW
COON RAPIDS, MN 55433

(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

{0 000} Initial Comments {0 000}

*****ATTENTION******
ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER
In accordance with Minnesota Statutes, section
144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.
Determination of whether a violation has been
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:
SL36746015-1
On January 23, 2024, the Minnesota Department
of Health conducted a revisit at the above
provider to follow-up on orders issued pursuant to
a survey completed on October 30 and October
31, 2023. At the time of the survey, there was 1
resident receiving services under the Assisted
Living license. As a result of the revisit, the
licensee is in substantial compliance.

{0 480} 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

{0 480}

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:
No further action needed.
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{0 680} Continued From page 1
{0 680} 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

{0 680}

{0 680}

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing residents.
(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:
No further action needed.

{01910} 144G.71 Subd. 22 Disposition of medications
SS=D

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer

{01910}

Minnesota Department of Health
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part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:
No further action needed.

Minnesota Department of Health
STATE FORM 6899 24EG12 If continuation sheet 3 of 3
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Electronically Delivered

November 7, 2023

Licensee
Secured Health Assisted Living
10410 Crocus Street Northwest
Coon Rapids, MN  55433

RE:  Project Number(s) SL36746015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on October 31, 2023, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, the 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. The 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:

� 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).

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



Secured Health Assisted Living
November 7, 2023
Page  2

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 the MDH within 15
calendar days of the correction order receipt date.     

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to:  Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

      Reconsideration Unit
      Health Regulation Division
      Minnesota Department of Health
      HRD 3A, 3rd Floor
          P.O. Box 64900
      625 Robert Street North
            St. Paul, MN 55155

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,

Jessie Chenze, Supervisor
State Evaluation Team
Email: jessie.chenze@state.mn.us
Telephone: 218-332-5175 Fax: 1-866-890-9290

HHH
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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:
SL36746015

On October 30, 2023, through October 31, 2023,
the Minnesota Department of Health conducted a
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were 0 active residents receiving
services under the Assisted Living license.

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

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

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

The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.

0 480 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

0 480

(13) offer to provide or make available at least the
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

following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

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) 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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated October 31, 2023, 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.

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

0 680

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that

Minnesota Department of Health
STATE FORM 6899 24EG11 If continuation sheet 2 of 13
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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.

0 680

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to have a written emergency
preparedness plan (EPP) with all of the required
content defined in Appendix Z. This had the
potential to affect all residents, staff and visitors
of the facility.

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).

Minnesota Department of Health
STATE FORM 6899 24EG11 If continuation sheet 3 of 13
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The findings include:

The licensee's emergency preparedness (EP)
plan reviewed June 1, 2023, lacked evidence of
the following required content:
- Policy and procedures to address sewage and
waste disposal;
- Sharing information on occupancy/needs; and
- Emergency prep testing requirements.

On October 31, 2023, at 12:06 am., the surveyor
reviewed the licensee's EPP with licensed
assisted living director (LALD)-A and clinical
nurse supervisor (CNS)-B and both
acknowledged the licensee's EPP lacked the
above listed required content.

The licensee's Emergency Management Plan
reviewed June 1, 2023, indicated the licensee
was committed to protecting the well-being of the
residents, staff and visitors. An important aspect
of the responsibility was the development and
active commitment of facility leadership and staff
to an effective Emergency Management Program
(EMP). The facility's All-Risk Emergency
Operations Plan (EOP), states our organization's
understanding of how we will manage and
conduct actions under emergency conditions has
been reviewed and approved by the licensee's
organization's leadership.

No further information was provided.

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

0 790 144G.45 Subd. 2 (a) (2)-(3) Fire protection and
SS=F physical environment

Minnesota Department of Health
STATE FORM

0 790
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(2) install and maintain portable fire
extinguishers in accordance with the State Fire
Code;

(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain and properly install the portable
fire extinguishers. 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 the potential to affect a large portion or all
of the residents).

The findings include:

On October 30, 2023, at 12:25 p.m., survey staff
toured the home with licensed assisted living
director (LALD)-A and clinical nurse supervisor
(CNS)-B. During the tour, survey staff observed
the following:
1. Tags or labels were not attached to the
portable fire extinguishers showing annual

Minnesota Department of Health
STATE FORM 6899 24EG11 If continuation sheet 5 of 13
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maintenance had been performed by certified
service personnel.
2. The fire extinguisher in the kitchen was stored
on the kitchen counter. The fire extinguisher in
the lower level was stored in the corner of the hall
on a wall ledge. Fire extinguishers must be
properly installed to prevent them from being
damaged or moved.

0 790

During an interview on October 31, 2023, at 1:00
p.m., LALD-A and CNS-B verified the deficient
conditions.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810 144G.45 Subd. 2 (b)-(f) Fire protection and
SS=F 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;

(2) employee 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) Employees 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.

Minnesota Department of Health
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(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 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.

0 810

This MN Requirement is not met as evidenced
by:
Based on record review and interview, the
licensee failed to develop fire safety and
evacuation plans with the required contents;
failed to provide the required employee training
on fire safety and evacuation; and failed to
complete the required employee evacuation drills.
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 the potential to affect a large portion or all
of the residents).

The findings include:

On October 30, 2023, the licensee provided fire
safety and evacuation documentation. Survey
staff reviewed the documentation and observed
the following:

Minnesota Department of Health
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1. Record review of the available documentation
indicated the fire safety and evacuation plans had
not been developed for the facility location. Fire
Policy 9.06 referenced smoke compartment
doors, fire sprinklers, and doors on magnetic
holders, which were not identified in the plans.

2. Record review of the available documentation
indicated fire protection procedures necessary for
residents were not included in the fire safety and
evacuation plans.

3. Record review of the available documentation
indicated employees had annually training on the
fire safety and evacuation plans. The last
documented training was September 2022.
Employee training records were provided dated
August 30, 2022 and September 30, 2022.

4. Record review of the available documentation
indicated the licensee had not performed the
required number of employee evacuation drills.
The licensee lacked evidence of completed fire
drill evacuation between June and October 2023.

During an interview on October 31, 2023, at 1:00
p.m., licensed assisted living director (LALD)-A
stated employee training had not been completed
because the facility has not had residents living
there since May 2023. LALD-A stated fire drill
evacuations had not been performed during these
months because the facility has not had residents
living there since May 2023.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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0 820 144G.45 Subd. 2 (g) Fire protection and physical

SS=E environment

0 820

0 820

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to ensure the minimum size egress window
openings in two unoccupied resident bedrooms.
This had the potential to directly affect a limited
number of residents and all staff.

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
pattern scope (when more than a limited number
of residents are affected, more 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 October 30, 2023, at 12:25 p.m., survey staff
toured the home with licensed assisted living
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director (LALD)-A and clinical nurse supervisor
(CNS)-B. During the tour, survey staff observed
the following:

0 820

The egress windows were opened and measured
in unoccupied resident bedrooms 4 and 5.

The double-hung window in bedroom 4 measured
16.75" in height x 33" width, with a total clear
openable area of 561 square inches.

Both double-hung windows in bedroom 5
measured 17" in height x 28" width, with a total
clear openable area of 476 square inches.

The windows in resident bedrooms 4 and 5 did
not meet the minimum egress window opening
height and total clear openable area required for
safe egress. One window in each resident
sleeping room must meet the minimum window
opening size of at least 20 inches in height and, a
minimum width of 20 inches, with a total of at
least 648 square inches (4.5 square feet).

These deficient conditions were verified by
LALD-A and CNS-B during an interview with
survey staff on October 31, 2023, at 1:00 p.m.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910 144G.71 Subd. 22 Disposition of medications
SS=D

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been

01910
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discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to document in the resident's
record the required content on disposition of the
medications for one of one resident (R1) upon
discharge.

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 October 15, 2022, and
discharged on May 1, 2023.

R1's Discharge-Transfer Summary dated May 1,
Minnesota Department of Health
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2023, indicated R1 received medication
management services.

01910

R1's May 2023, Medication Administration Record
(MAR) indicated R1 received the following
scheduled prescription medications:
-amlodipine (used to treat high blood pressure) 5
milligrams (mg) one tablet daily;
-atorvastatin (used to treat high blood pressure)
40 mg one tablet daily;
-losartan (used to treat high blood pressure) 100
mg one tablet daily;
-Lantus Solostar (used treat diabetes) insulin pen
100 units per milliliters;
-metformin (used to treat diabetes) 1000 mg one
tablet twice a day;
-metoprolol succinate (used to treat high blood
pressure) 50 mg twice a day; and
-Tab-a-Vite multivitamin one tablet daily.

R1's prescriber orders dated April 18, 2023,
included the above noted scheduled medications.

R1's list of medications noted above, were
dispensed to the resident on May 1, 2023. R1's
dispensed record lacked the required content to
include the medications prescriptions numbers.

On October 31, 2023, at 12:06 p.m., clinical nurse
supervisor (CNS)-B stated she was unaware
medication prescription numbers were required
when documenting the disposition of medications.

The licensee's Medication Disposition or Disposal
of policy reviewed September 1, 2021, indicated
the disposition of unused or discontinued
prescription medications managed by the
licensee, the license would document the
destruction listing the date, quantity, name of the
drug, prescription number, signature f person
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destroying the drugs and signature of witness to
the destruction me be recorded in the client's
record.

01910

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health
Division of Environmental Health, FPLS
PO Box 64975
Saint Paul, 55164-0975
651-201-4500

Type:
Date:
Time:
Report:

Full
10/31/23
10:11:02
1023231216

Food  and Beverage  Establishment
Inspection  Report

Location:
Secured Health Assisted Living
10410 Crocus Street Nw
Coon Rapids, MN55433
Anoka County, 02

Establishment  Info:
ID #: 0037622
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 7634388869
ID #:

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

The following orders were issued during this inspection.

2-100 Supervision
2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
TO GET A CFPM YOU MUST TAKE EIGHT HOUR MANAGER CLASS, PASS TEST, AND MAIL
APPLICATION IN TO MDH. YOU CAN SIGN UP FOR FOOD MANAGER COURSES HERE:
https://fmctraining.web.health.state.mn.us/search/index.cfm
Comply By: 10/31/23

4-500 Equipment  Maintenance  and  Operation
4-501.11AB

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.
DISH WASHER NOT WORKING. REPAIR MACHINE AND VERIFY TEMPERATURE IS HIGH
ENOUGH FOR EFFECTIVE SANITIZATION.
Comply By: 10/31/23

Surface  and  Equipment  Sanitizers
Chlorine: = at Degrees Fahrenheit
Location:
Violation Issued: No

Hot Water: = at Degrees Fahrenheit
Location: DISH MACHINE (NOT WORKING)
Violation Issued: Yes

Food  and  Equipment  Temperatures
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Process/Item: Cold Hold/AMBIENT
Temperature: 40 Degrees Fahrenheit - Location: REACH IN COOLER
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
2

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. INSPECTION CONDUCTED IN PRESENCE OF THE PERSON IN CHARGE.

THIS FACILITY DOES NOT HAVE ALL COMMERCIAL GRADE ANSI EQUIPMENT. ALL FOOD
MUST BE SERVED THE SAME DAY IT IS PREPARED, AND LEFTOVERS CAN NEVER BE SAVED.

FOOD SERVICE IS PROVIDED BY FACILITY STAFF. FOOD SERVICE AREA FLOORS, WALLS,
CEILINGS, COUNTERTOPS, AND FINISH MATERIALS MUST BE NON-ABSORBANT, SMOOTH,
DURABLE, AND EASILY CLEANABLE. CEILINGS CANNOT HAVE POPCORN TEXTURE. CABINETS
CANNOT HAVE HOLLOW BASES. EXPOSED WOOD IS NOT APPROVED FOR FOOD SERVICE
AREAS. WOOD IS NOT AN APPROVED FOOD CONTACT SURFACE.

THESE TOPICS WERE DISCUSSED WITH THE PERSON IN CHARGE:
- EMPLOYEE ILLNESS EXCLUSION
- HAND WASHING PROCEDURE
- NO BARE HAND CONTACT WITH RTE FOOD
- VOMIT CLEAN UP PROCEDURE
- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS
- PASTEURIZED SHELL EGGS
- ANSI 184 DISH WASHER

TO GET A CFPM YOU MUST TAKE EIGHT HOUR MANAGER CLASS, PASS TEST, AND MAIL
APPLICATION IN TO MDH. YOU CAN SIGN UP FOR FOOD MANAGER COURSES HERE:
https://fmctraining.web.health.state.mn.us/search/index.cfm

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 1023231216 of 10/31/23.

Certified Food Protection Manager:

Certification Number: Expires: / /

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
ABBY IJADIMBOLA
PERSON IN CHARGE

Signed:
Gregory T. Nelson
Public Health Sanitarian
Freeman Building
651-201-4259
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