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Electronically Delivered
April 3, 2025

Licensee
Silvercrest Properties LLC
3633 Park Center Boulevard
Saint Louis Park, MN  55416

RE:  Project Number(s) SL20427016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 5, 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 1: no fines or enforcement.
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in    

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

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
          § 144G.20.        

                                                                                      An equal opportunity employer.                                             Letter ID: IS7N REVISED 09/13/2021
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Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

  0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00
    
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
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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.    

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,

Casey DeVries, Supervisor
State Evaluation Team
Email: casey.devries@state.mn.us
Telephone: 651-201-5917 Fax:  1-866-890-9290

JMD
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0 000 Initial Comments 0 000

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:

SL20427016-0

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.

On March 3, 2025, through March 5, 2025, the
Minnesota Department of Health conducted a full
survey at the above provider. At the time of the
survey, there were 86 residents; all 86 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.

0 550 144G.41 Subd. 7 Resident grievances; reporting 0 550
SS=F maltreatment

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

STATE FORM 6899 491D11 If continuation sheet 1 of 12
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0 550 Continued From page 1 0 550

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
individual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to post information
directing individuals to the Office of Health Facility
Complaints (OHFC) at the Minnesota Department
of Health (MDH) if they had complaints about the
facility or person providing services.

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 3, 2025, at 10:22 a.m., during the
facility tour with assistant executive director

Minnesota Department of Health
STATE FORM 6899 491D11 If continuation sheet 2 of 12
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0 550 Continued From page 2

(AD)-C, the surveyor observed the licensee's
Assisted Living Licensure Required Postings form
in a plastic holder on a table in the lobby area
near the first-floor medication cart. The posting
included grievance, ombudsman and Minnesota
Adult Abuse Reporting Center (MAARC). The
posting lacked required OHFC information. AD-C
stated they did not know what OHFC was, and
the surveyor explained it to them. AD-C stated
they did not know where the information was and
thought it might be downstairs by the employee
break room.

0 550

No further information was provided.

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

0 660 144G.42 Subd. 9 Tuberculosis prevention and
SS=D control

0 660

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

This MN Requirement is not met as evidenced

Minnesota Department of Health
STATE FORM 6899 491D11 If continuation sheet 3 of 12
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0 660 Continued From page 3

by:
Based on observation, interview, and record
review, the licensee failed to conduct a
tuberculosis (TB) symptom screening one of two
employees (unlicensed personnel (ULP)-H).

0 660

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 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:

The licensee's TB risk assessment was
completed on June 16, 2024. The licensee was at
a low risk level.

ULP-H was hired on June 26, 2023, to provide
direct cares to residents.

ULP-H's employee record lacked a baseline TB
symptom screening.

On March 4, 2025, at 12:03 p.m., assistant
executive director (AD)-C stated they were unable
to locate ULP-H's TB testing or symptom
screening. AD-C stated there was a system
change for record retention and ULP-H's TB
records could not be located.

On March 4, 2025, at 1:52 p.m., AD-C stated they
were able to locate ULP-H's TB test results but
were unable to locate their symptom screening.

The Minnesota Department of Health TB FAQ,
last updated on December 13, 2024, indicated

Minnesota Department of Health
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baseline TB screening is required at the time of
hire for all health care personnel in Minnesota
which included:
- assessing for current symptoms of active TB
disease;
- assessing TB history; and
- testing for the presence of Mycobacterium
tuberculosis by administering either a two-step
tuberculin skin test (TST) or single TB blood test.

0 660

The licensee's 8.16 Tuberculosis Screening
policy dated August 1, 2021, indicated:
"Screening will be conducted as follows:
1. New staff will be screened for active signs of
TB using the Baseline TB Screening Tool for
HCWs .
2. New staff will have an IGRA blood test or a
two-step Mantoux conducted with results
documented on the Baseline TB Screening Tool
for HCWs.
3. No staff will be permitted to begin work where
the work involves sharing the air space with
residents until the negative results of the first
Mantoux are read and documented or a negative
IGRA blood test result is received and
documented.
4. Staff TB screening results will be kept in each
employee's electronic and secured employee
medical file."

No further information was provided.

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

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

(a) The facility must meet the following

Minnesota Department of Health
STATE FORM

0 680
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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.

0 680

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and display prominently
a written emergency preparedness (EP) plan with
all the required content for staff, residents, and
visitors to view.

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

Minnesota Department of Health
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failure that has affected or has potential to affect
a large portion or all of the residents).

0 680

The findings include:

On March 3, 2025, at 10:22 a.m., during the
facility tour with assistant executive director
(AD)-C the surveyor inquired where their EP plan
was located. AD-C stated they did not know
where it was located and might have been stored
in the offices.

On March 4, 2025, at 12:25 p.m., clinical nurse
supervisor (CNS)-A stated they were unsure if the
EP plan was out on display but would ask to find
out where it was.

On March 4, 2025, at 1:52 p.m., AD-C stated the
EP plan was kept in multiple offices throughout
the facility. AD-C stated the EP plan was not
posted prominently. AD-C stated they did not
have signage directing people where to find the
EP plan.

On March 4, 2025, at 1:54 p.m., CNS-A stated
they were unsure if the EP plan was posted
prominently

The licensee's 9.01 Emergency Preparedness
Plan - Appendix Z Compliance policy dated
January 1, 2025, indicated, "It is the intent that
[licensee] communities have in place an effective
and compliant Emergency Preparedness Plan.
The intent is the plan will be aligned with the
Centers for Medicare and Medicaid Services
State Operation Manual Appendix Z: "State
Operations Manual Appendix Z - Emergency
Preparedness for All Provides and Certified
Supplier Types: Interpretive Guidance."

Minnesota Department of Health
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No further information was provided.

0 680

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

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

Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to comply with Minnesota State Fire Code
in Minnesota Rules chapter 7511. This deficient
condition had the ability to affect all staff and
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, 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 3, 2025, the surveyor toured the facility
with licensed assisted living director (LALD)-D,
director of environmental services (DES)-C, and
maintenance (M)-G. The following was observed.

All the resident room doors in the facility are rated
fire doors with tags on the door frame and hinge

Minnesota Department of Health
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side of the door, smoke seal, and closers. The
resident room doors are also equipped with kick
down style door hold open devices. It was
observed that most of the resident room doors on
the 4th floor were propped open with no staff
providing patient care or cleaning services.
DES-G stated that they understood the
requirement for the resident rooms door to not be
propped open and would look into consulting with
a licensed design professional to determine if the
resident room doors are required to be closed.

0 775

Fire doors and smoke and draft control doors
shall not be blocked, obstructed, or otherwise
made inoperable.

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

01890 144G.71 Subd. 20 Prescription drugs
SS=D

A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

01890

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure medications
were labeled with an appropriately for one of two
residents (R3).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a

Minnesota Department of Health
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resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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).
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The findings include:

R3 was admitted to the licensee on July 17, 2024.

R3's Service Plan dated December 20, 2024,
indicated R3 received services for medication
administration.

On March 4, 2025, at 10:28 a.m., the surveyor
observed unlicensed personnel (ULP)-I
administer medications to R3. The surveyor
observed the medications were stored in a
medication cart on the third floor; the medications
were setup by the facility in cold sealed bubble
packs. The bubble packs were not labeled with a
pharmacy label, instead they had word processed
paper or handwritten labels with written identifying
information. R3's medication bubble packs were
the only medications without pharmacy labeling.
ULP-I stated they did not know why R3's
medications were the only ones with
non-pharmacy labels. The following medications
were administered and labeled as follows:
- acetaminophen 1000 milligrams (mg) orally
(PO) three times daily; R3's name was the only
resident identifying information;
- donepezil 10mg, PO one time in the AM
(morning); R3's name was the only resident
identifying information;
- methocarbamol 500mg PO; medication not
available so could not administer;
- multivitamin one tablet, PO one time daily in the

Minnesota Department of Health
STATE FORM 6899 491D11 If continuation sheet 10 of 12
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AM; R3's name was the only resident identifying
information;
- senna 8.6 two tablets, PO every morning; R3's
name was the only resident identifying
information;
- sertraline 50mg, PO one time daily in the AM;
R3's name was the only resident identifying
information;
- simvastatin 10mg, one time daily; R3's name
was the only resident identifying information; and
- vitamin B12 1000mcg, PO one time daily in the
AM; R3's name was the only resident identifying
information.

01890

On March 4, 2025, at 12:25 p.m., the surveyor
observed the third-floor medication cart with
clinical nurse supervisor (CNS)-A. CNS-A stated
R3's daughter brought in the medications as they
wanted to use their own pharmacy. CNS-A stated
the medications came in bottles so they
transferred them from the bottles to bubble
packs. CNS-A stated the labeling was missing
resident identifying information which included
date of birth (DOB).

On March 4, 2025, at 12:55 p.m., corporate
clinical director (CCD)-E stated information was
missing from R3's medication bubble packs and
they were developing a template for the nurses to
use going forward to ensure all of the required
information was included on the bubble packs.

The licensee's 7.09 Medication Management -
Dosage System Setup policy, reviewed June
2024, indicated:
"1. A licensed nurse will ensure the medication
orders are transcribed onto the Medication
Administration Record (MAR). This profile
includes:

a. Dates of medication set up
Minnesota Department of Health
STATE FORM 6899 491D11 If continuation sheet 11 of 12
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b. Medication name
c. Quantity of dose
d. Times to be administered
e. Route of administration
f. Name of the person completing the

medication setup
g. Visual description of medication
h. Drug classification and special

precautions
2. The licensed nurse transcribes the
medications order onto the MAR. For medications
included in the dosage system, the day and time
of administration will be noted of the MAR.
3. A licensed nurse will ensure the medications
set up in the dosage system are correctly labeled,
including:

a. Patient/ Resident name and date of birth
b. Patient/ Resident unit/ room number
c. Medication name
d. Dose of medication
e. Quantity of doses
f. Times to be administered
g. Route of administration
h. Instructions for administration
i. Visual description of medication
j. Special precautions."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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Environmental  Health
Food,  Pools,  and  Lodging
625  Robert  St.  N
St.  Paul
651- 201- 5000

Type:
Date:
Time:
Report:

Full
03/04/25
09:00:00
1031251065

Food  and  Beverage  Establishment
Inspection  Report

Location:
Silvercrest Properties Llc
3633 Park Center Boulevard
St Louis Park, MN55416
Hennepin County, 27

Establishment  Info:
ID #: 0039080
Risk:
Announced Inspection: No

License  Categories: Operator:

Page  1

Expires on: / /
Phone #: 9528485803
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.

4-500 Equipment  Maintenance  and  Operation

MN Rule 4626.0805C1 Provide and maintain an approved chlorine chemical sanitizer solution that has a
minimum concentration of 50 ppm and a minimum temperature of 75 degrees F (24 degrees C) for water with a
pH of 8 or less or a minimum temperature of 100 degrees F (38 degrees C) for water with a pH of 8.1 to 10.

DISH MACHINE MEASURED 0 PPM CHLORINE.

STAFF PRIMED DISH MACHINE AND CHLORINE MEASURED 100PPM.

CHECK CHLORINE CONCENTRATION ON REGULAR BASIS.
Corrected  on Site

4-400 Equipment  Location  and  Installation

MN Rule 4626.0725A Space fixed equipment to allow access for cleaning along the sides, behind and above
the unit, or seal to adjoining equipment or walls.
REMOVE AND REPLACE SILICONE IN THE FOLLOWING AREAS:

1. BACK PREP HOOD TO BACKSPLASH PANELS AND BETWEEN PANELS.

2. CLEAN AND SOIL TABLES (RIGHT SIDE OF SOIL TABLE GOOD W/O SILICONE).
Comply By: 03/26/25
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4-500 Equipment  Maintenance  and  Operation

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.
DOOR GASKET DAMAGED ON TRUE 1-DOOR COOLER IN EXPO AREA.

REPLACE GASKET.
Comply By: 03/26/25

4-600 Cleaning  Equipment  and  Utensils

MN Rule 4626.0840B Maintain the food contact surfaces of cooking equipment and pans free of encrusted
grease deposits and other soil accumulations.
CONVECTION OVENS INTERIORS HAVE ENCRUSTED FOOD DEBRIS THROUGHOUT CAVITY
AND ON DOORS.

CLEAN CONVECTION OVEN INTERIORS.
Comply By: 03/26/25

6-100 Physical  Facility  Construction  Materials

MN Rule 4626.1325A3 Provide nonabsorbent floor, wall, and ceiling surfaces for food preparation areas,
walk-in refrigerators, warewashing areas, toilet rooms, all servicing areas, and areas subject to flushing or spray
cleaning methods.
ABSORBENT ACOUSTIC CEILING TILES USED AROUND SPRINKLER IN EXPO AREA.

REPLACE ACOUSTIC TILE WITH NON-ABSORBENT TILE.
Comply By: 03/26/25

6-500 Physical  Facility  Maintenance/ Operation  and  Pest  Control

MN Rule 4626.1515 Maintain the physical facilities in good repair.
SEE COMMENTS.....
Comply By: 03/26/25

6-500 Physical  Facility  Maintenance/ Operation  and  Pest  Control

MN Rule 4626.1520A Clean and maintain all physical facilities clean.
1. AREAS OF KITCHEN WALLS HAVE DIRT/DEBRIS FROM AIR VENTS OR SMALL FOOD
SPLASHES.

2. RIGHT WALL AREA GOING INTO DISH AREA AND BEHIND DISH MACHINE ARE DIRTY.

CLEAN ALL DIRTY WALL AREAS.
Comply By: 03/26/25
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6-500 Physical  Facility  Maintenance/ Operation  and  Pest  Control

MN Rule 4626.1520A Clean and maintain all physical facilities clean.
MULTIPLE CEILING TILES HAVE DIRT/DEBRIS ON SURFACES.

CLEAN CEILING TILES. REPLACE ANY TILES THAT ARE NOT ABLE TO BE CLEANED.
Comply By: 03/26/25

Surface  and  Equipment  Sanitizers
Quaternary Ammonia: = 200 at Degrees Fahrenheit
Location: Sani Bucket
Violation Issued: No

Quaternary Ammonia: = 200 at Degrees Fahrenheit
Location: Sanitizer Dispenser
Violation Issued: No

Ambient Air Temp: = at 41 Degrees Fahrenheit
Location: 1-Door Cooler
Violation Issued: No

Chlorine: = 0 at Degrees Fahrenheit
Location: Dish Machine
Violation Issued: Yes

Chlorine: = 100 at Degrees Fahrenheit
Location: Dish Machine (correction)
Violation Issued: No

Ambient Air Temp: = at 178 Degrees Fahrenheit
Location: CM2000 Warmer
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Hot Hold/Hash Brown
Temperature: 143 Degrees Fahrenheit - Location: Pan in Flattop
Violation Issued: No
Process/Item: Cold Hold/Spinach
Temperature: 37 Degrees Fahrenheit - Location: Walk-in Cooler
Violation Issued: No
Process/Item: Cold Hold/Hamburger
Temperature: 41 Degrees Fahrenheit - Location: 2-Door Cooler
Violation Issued: No

Total Orders In This Report Priority 1
1

COMMENTS:

Priority 2
0

Priority 3
7

Nurse Evaluator on site: Joey Keen
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____________________________________________________________________
MN Rule 4626.1515 Maintain the physical facilities in good repair.

1. CEILING GRID IN DISH AREA HAS AREAS OF HEAVY RUST. OTHER AREAS OF KITCHEN GRID
HAVE AREAS OF LIGHT RUST.

EITHER REMOVE RUST AND PAINT WITH FOOD GRADE PAINT OR REPLACE CEILING GRID IN
ANY AREA SHOWING SIGNS OF RUST.

2. MULTIPLE CEILING TILES ARE DAMAGED.

REMOVE DAMAGED TILES AND REPLACE WITH NEW APPROVED TILES.

3. MULTIPLE SPRINKLER HEADS ARE NOT PROPERLY INSTALLED INTO CEILING GRID.

ADJUST SPRINKLER HEADS TO PROPER HEIGHT AND INSTALL GROMMETS AROUND HEADS SO
THEY SIT FLUSH WITH CEILING TILES.

4. MULTIPLE CEILING TILES ARE NOT SITTING PROPERLY IN GRID.

REINSTALL CEILING PANELS SO THEY SIT FLUSH WITH GRID.

5. MISSING ANGLED CEILING PANEL ON RIGHT SIDE OF PREP HOOD.

INSTALL CEILING PANEL.

6. MULTIPLE FRP CORNER GUARDS ARE MISSING OR DAMAGED.

REPLACE DAMAGED CORNER GUARDS. CONSIDER ADDING STAINLESS STEEL CORNER
GUARDS FOR HIGH TRAFFIC AREAS.

7. FRP COMING OFF WALLS BY ICE MACHINE AND DISH AREA.

REATTACH EXISTING FRP. REPLACE FRP PANELS IF NEEDED.
____________________________________________________________________

ILLNESS COMPLAINT PROCEDURE:
If any customer/resident complains of illness take these steps:
1. Gather as much information from the customer as possible, such as: name, phone#, date of illness, food
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consumed.
2. Give customer the illness hotline phone number: 1-877-366-3455.
3. Contact your health inspector: Give inspector information gathered from customer and any other useful
information.

Contact inspector prior to any major equipment or building changes; some changes may require plan review to
be completed.
NOTE:  Plans  and  specifications  must  be submitted  for  review  and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Environmental Health inspection report number
1031251065 of 03/04/25.

Certified Food Protection Manager:Joe E. Crawford

Certification Number: FM117044 Expires: 05/19/26

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Joe Crawford
Director of Dining Services

Signed:
Chris Foster
Public Health Sanitarian III
Freeman Office Building
651-983-8760
chris.j.foster@state.mn.us


