DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
March 2, 2026

Licensee

Golden Frontier Home Care Inc
3226 Hamlet Drive

Woodbury, MN 55125

RE: Project Number(s) SL41285015

Dear Licensee:

This is your official notice that you have been granted your assisted living facility license. Your
license effective and expiration dates remain the same as on your provisional license. Your updated
status will be listed on the license certificate at renewal and this letter serves as proof in the
meantime. If you have not received a letter from us with information regarding renewing your license
within 60 days prior to your expiration date, please contact us at (651) 201-5273 or by email at
Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on February 11, 2026, for the
purpose assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

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

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. The Department of Health
documents state correction orders using federal software. Tag numbers are assigned to Minnesota
state statutes for Home Care 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 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
Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to comply with the
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correction orders within the time period outlined on the state form; however, plans of correction are
not required to be submitted for approval.

The correction order documentation should include the following:

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

e I|dentify how the area(s) of noncompliance was corrected for all of the
provider’s residents/employees that may be affected by the noncompliance.

e |dentify what changes to your systems and practices were made to ensure
compliance with the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order 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 Department of
Health 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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,

Jess Schoenecker, Supervisor

State Evaluation Team

Email: Jess.Schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290

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

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

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

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

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility i1s not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.13795, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement Is not met as evidenced
by:

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

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated February 10, 2026, 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
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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

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

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
lealth.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to post the required
Information related to the grievance procedure
and contact information for the name, telephone
number, and e-mail contact information for the
Individuals who are responsible for handling
resident grievances. This had the potential to
affect all the licensee's current 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

Minnesota Department of Health
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resident's health or safety, but was not likely to
cause serious Injury, impairment, or death), and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

On February 9, 2026, at approximately 11:00
a.m., during a facility tour, the common areas
shared by residents, staff, and visitors, lacked a
posting of the grievance procedure to include the
name, telephone number, and e-mail contact
Information for the individuals who were
responsible for handling resident grievances.

On February 9, 2026, at approximately 11:05
a.m., licensed assisted living director (LALD)-A
acknowledged the required content was not
posted in the common areas. LALD-A stated it
was an oversight, and the licensee would update
the grievance procedure posting with the required
Information.

The licensee's Complaint and Investigation
Process policy, undated, indicated licensee would
provide the residents with written information
about how to address concerns and guestions
related to the residents’ care and services.

No further information was provided.

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

0 650 144G .42 Subd. 8 (a) Staff records 0 650
SS=D

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

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

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

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

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) documented training as required by
Minnesota Administrative Rule 4659.0190
Subpart 6 for one of one unlicensed personnel
(ULP)-D.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at an isolated scope (when one or a
limited number of residents are affected or one or
Minnesota Department of Health
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a Imited number of stafft are involved, or the
situation has occurred only occasionally).

The findings Include:

ULP-D was hired by the licensee on October 1,
2025.

ULP-D's record lacked documentation by a
registered nurse of the required training related to
Minnesota statute 144G.61 Subd. 2 (a) and (b).

On February 9, 2026, at approximately 10:30
a.m., during the entrance conference, clinical
nurse supervisor (CNS)-B stated ULP-D
performed cares which included RN delegated
tasks on the residents.

On February 9, 2026, at approximately 1:50 p.m.,
the surveyor observed ULP-D perform a
medication administration on R1.

On February 9, 2026, at approximately 2:00 p.m.,
CNS-B stated ULP-D was fully trained in all
required areas. CNS-B also stated they
remember doing the training with ULP-D but were
unsure where the completed documentation was
located.

The licensee’'s Personnel Records policy,
undated, indicated the licensee would maintain
employee files that would include employee
training.

Minnesota Administrative Rule 4659.0190
Subpart 6 published August 11, 2021, indicated
all training must be documented and maintained
In each employee's respected record.

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

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

(a) The facility must meet the following
requirements:

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

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

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

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

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
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:

Based on observation and interview, the licensee
falled to have a written emergency preparedness
plan (EPP) with all the required content. This had
the potential to affect all visitors, employees, and

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

The findings include:

On February 9, 2026, at approximately 12:00
p.m., licensed assisted living director (LALD)-A
provided an eight (8) packet dated October 25,
2025, and stated the contents were the licensee's
EPP.

The licensee's EPP undated, lacked an
Individualized plan to include all the required
content below:

-missing resident quarterly review;

-missing Hazard Vulnerability Analysis (HVA)
assessment;

-EP program resident population;

-process for EP collaboration;

-development of all policies/procedures (P/P)
based on HVA assessment;

-roles under a waiver declared by secretary;
-communication plan; and

-EP training and testing program.

On February 9, 2026, at approximately 2:30 p.m.,
LALD-A acknowledged the licensee's EPP lacked
the above listed required content. LALD-A stated
the licensee was not aware of the HVA
assessment and all the requirements of Appendix
L.

Minnesota Department of Health
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The licensee's Emergency Management policy,
undated, indicated the licensee would have an
iIdentified EPP In place to assure the safety and
well-being of residents and staff during periods of
an emergency or disaster that disrupts services.

The licensee's HVA policy, undated, indicated the
licensee would complete a HVA initially when the
licensee's EPP is developed and would review
the EPP annually.

No further information was provided.

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

0810 144G.45 Subd. 2 (b-f) Fire protection and 0 810
SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

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

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

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 staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

This MN Requirement Is not met as evidenced
by:

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

compliance with the requirements of Minnesota
Statute 144G.

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

The findings Include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
February 9, 2026, for the specific violations
related the physical environment under Minnesota
Statute 144G.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty One
(21) days.

01290| 144G.60 Subdivision 1 Background studies 01290
SS=F | required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of a staff member in good faith
relilance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a background study
(BGS) was submitted and a clearance received In
affiliation with the assisted living licensee's
current health facility identification (HFID) for five
of nine employees (registered nurse (RN)-C,
unlicensed personnel (ULP)-E, ULP-G, ULP-H,
ULP-I).

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

The findings include:

On February 9, 2026, at approximately 11:00
a.m., licensed assisted living director (LALD)-A
provided a document and stated the contents
were the licensee's employee list of current
employees working for the licensee. This
document indicated RN-C, ULP-E, ULP-G,
ULP-H, and ULP-|, were current employees for
the licensee.

On February 9, 2026, at approximately 11:05
a.m., LALD-A provided a document and stated
the contents were the licensee's current weekly
staff schedule dated February 4, 2026, through
February 10, 2026. The document indicated
ULP-E, ULP-G, and ULP-H, were scheduled to
work for the licensee on the following days:

-ULP-E: day shift 6:30 a.m. - 3:00 p.m., on
February 4 and 5;

-ULP-G: evening shift 2:30 p.m. - 10:30 p.m., on
February 5, 6, and 9;

-ULP-H: overnight shift 10:30 p.m. - 6:30 a.m., on
February 4, 5, 8, 9, and 10.

On February 9, 2026, at approximately 11:30
a.m., clinical nurse supervisor (CNS)-B stated
RN-C worked as a backup RN for the licensee at
this facility. CNS-B also stated ULP-| worked part

time as needed for the licensee at this facility.

RN-C
RN-C was hired on December 12, 2025.

Minnesota Department of Health
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The Minnesota Board of Nursing website was
accessed on February 9, 2026, at approximately
11:35 a.m., Indicated RN-C's RN license was
Issued on February 17, 20006.

RN-C's employee record included a BGS
clearance dated December 10, 2025, affiliated
with the licensee’s previous HFID 39807. RN-C's
employee record lacked evidence of current,

cleared BGS affiliated with the licensee's assisted
living HFID 41285.

ULP-E
ULP-E was hired on October 23, 2025.

ULP-E's employee record included a BGS
clearance dated October 23, 2025, affiliated with
the licensee's previous HFID 39807. ULP-E's
employee record lacked evidence of current,

cleared BGS affiliated with the licensee's assisted
living HFID 41285.

ULP-G
ULP-G was hired on October 24, 2025.

ULP-G's employee record included a BGS
clearance dated October 24, 2025, affiliated with
the licensee’s previous HFID 39807. ULP-G's
employee record lacked evidence of current,

cleared BGS affiliated with the licensee's assisted
living HFID 41285.

ULP-H
ULP-H was hired on October 29, 2025.

ULP-H's employee record included a BGS
clearance dated October 29, 2025, affiliated with
the licensee's previous HFID 39807. ULP-H's
employee record lacked evidence of current,
Minnesota Department of Health
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cleared BGS affiliated with the licensee's assisted
living HFID 41285.

ULP-I
ULP-l was hired on October 21, 2025.

ULP-I's employee record included a BGS
clearance dated October 21, 2025, affiliated with
the licensee's previous HFID 39807. ULP-I's
employee record lacked evidence of current,

cleared BGS affiliated with the licensee's assisted
living HFID 41285.

On February 9, 2025, at approximately 12:55
p.m., the Minnesota Department of Human
Services NETStudy2 website indicated RN-C,
ULP-E, ULP-G, ULP-H, and ULP-I's BGS was
affiliated with the licensee’s previous HFID 39807.

On February 9, 2025, at approximately 2:00 p.m.,
LALD-A and CNS-B acknowledged RN-C, ULP-E,
ULP-G, ULP-H, and ULP-I's BGS were not
affiliated with the licensee's HFID 41285, and
CNS-B stated it was an oversight by the licensee.
CNS-B also stated the licensee’'s HFID 39807
closed on May 11, 2024, and was the previous
HFID for the same facility as the licensee's HFID
41285.

The licensee's Background Studies policy,
undated, indicated the licensee complies with all
state regulations for pre-employment background
checks/studies required for all employees.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

Minnesota Department of Health
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Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
Establishment Info ——  — —License Info —Inspection Info

Golden Frontier Home Care Inc License: HFID 41285 Report Number: F1031261044
3226 Hamlet Drive Inspection Type: Full - Single
Woodbury, MN 55125 Risk: Date: 2/10/2026 Time: 10am
Washington County License: Duration: minutes
Parcel: Expires on: Announced Inspection:

CFPM: Lokho Kotile Total Priority 1 Orders: 0
Phone: CFPM #: 122831, Exp: 4/25/2027 Total Priority 2 Orders: 1
thegoldenfrontier@gmail.com; kotile.lokh¢pf@gmail. Total Priority 3 Orders: 2
com Delivery: Emailed

New Order: 2-300 Personal Cleanliness
2-301.12C Priority Level: Priority 3 CFP#: 8

MN Rule 4626.0070C Food employees must avoid recontamination of their hands after handwashing by using a disposable
paper towel or similar clean barrier to close faucet handles on a handwashing sink or the handle on a restroom door.
COMMENT:

OBSERVED EMPLOYEE USING BARE HANDS TO TURN OFF FAUCET AFTER WASHING HANDS.

EXPLAINED TO EMPLOYEE THAT WE PREVENT RECONTAMINATION AND ILLNESS BY USING PAPER TOWEL TO
CLOSE OFF FAUCET.

DISCUSS PROPER HANDWASHING PROCEDURE WITH ALL EMPLOYEES.

Comply By: 2/13/2026 Orniginally Issued On: 2/10/2026

New Order: 3-500A Microbial Control: cooling
3-901.13ABC Priority Level: Priority 3 CFP#: 35

MN Rule 4626.0380ABC Thaw TCS food by one of the following methods: 1. under mechanical refrigeration that maintains
the food temperature at 41 degrees F (4 degrees C) or less; 2. completely submerged under running water at /0 degrees F
(21 degrees C) or less with a velocity to remove loose particles on an overflow and the food is maintained at 41 degrees F
(5 degrees C) or less; 3. In a microwave oven or; 4. as part of the cooking process.

COMMENT:

EST. THAWING PROCESS INVOLVED THAWING ON COUNTER.

DISCONTINUE THAWING ON COUNTER.

USE ABOVE LISTED METHODS ONLY.

Comply By: 2/10/2026 Originally Issued On: 2/10/2026

New Order: 4-300 Equipment Numbers and Capacities
4-302.14 Prionity Level: Priority 2 CFP#: 48

MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.
COMMENT:

ESTABLISHMENT DOES NOT HAVE SANITIZER TESTING KIT ON SITE.

PURCHASE CHLORINE KIT AND TEST SANI CONCENTRATION WHEN USING BLEACH (50-200PPM).
Comply By: 2/13/2026 Orniginally Issued On: 2/10/2026

Food & Beverage General Comment

Nurse Evaluator on site: Carl Samrock



Report Number: F1031261044 Page: 2
Inspection Type: Full
Date: 2/10/2026

All violations discussed with PIC during the inspection.

NOTES:

- Establishment has a residential kitchen (4626.0506(G)(2)) Same-day service only. No saving and reheating of foods or
preparation of foods the day prior to eating. Any remaining food from meals to be removed/discarded at end of day.

- Establishment does not have pasteurized eggs and does not prepare eggs for consumption under 145F. Purchase
pasteurized eggs If intending to serve eggs undercooked.

- Make sure to datemark any prepared cold items that are kept in refrigerator.

- Employee food needs to be labeled and separated from residents’ food.

- Cutting boards should be utilized as food contact surfaces and not counters or plates.

- Establishment needs to check dish washer utensil temperature weekly (160F required). If utensil temp not reaching 160F,
use washer to wash/rinse and sink basin with sanitizer solution to sanitize dishes then air dry, as discussed during
Inspection.

- 2-Comp sink has left basin designated for handwashing and the right basin for product washing/prep sink.

- When cooking/preparing food, make sure to use a thin-probe thermometer to check temperatures.

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 Metro District Office inspection report number K1031261044 from 2/10/2026

Vs

Lokho Kotile Chris Foster, REHS/RS
Kitchen Manager Public Health Sanitarian 3

651-201-4/728
chris.].foster@state.mn.us



| Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Temperature Observations/Recordings Page: 1
Establisnment Info Inspection Info
Golden Frontier Home Care Inc Report Number: F1031261044
Woodbury Inspection Type: Full
County/Group: Washington County Date: 2/10/2026
Time: 10am

Food Temperature: Product/Item/Unit: Deli Meat; Temperature Process: Cold-Holding
Location: Refrigerator at 39 Degrees F.
Comment:

Violation Issued?: No




Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment Iffo ——Inspection Info
Golden Frontier Home Care Inc Report Number: F1031261044
Woodbury Inspection Type: Full
County/Group: Washington County Date: 2/10/2026

Time: 10am

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen Equal To 160 Degrees F.
Comment:

Violation Issued?: No

Sanitizing Chemical: Product: Quaternary Ammonia; Sanitizing Process: Spray Bottle
Location: Kitchen Equal To 300 PPM

Comment:

Violation Issued?: No
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Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL41285015-0

Date: February 9, 2026

Facility Name: GOLDEN FRONTIER HOME CARE INC

Facility Address: 3226 Hamlet Dr, Woodbury, MN 55125

X TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

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

Comments: The FSEP, from a third-party consultant, included standard employee procedures but failed to
provide specific employee actions to take in the event of a fire or similar emergency relative to the facility's
building layout and environmental risks. The plan included the acronym R.A.C.E. (Rescue, Alarm, Confine,

and Extinguish or Evacuate).

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

Comments: The FSEP did not identify specific fire protection actions for residents. There was no section in
the plan that addressed the responsibilities or basic evacuation procedures that residents should follow in

case of a fire or similar emergency.

3. Employees of assisted living facilities shall receive training on the fire safety and evacuation plans upon
hiring and at least twice per year thereafter. [Minn. Stat. 144G.45 subd.?2]

Comments: Surveyor requested all documentation for staff training on the FSEP from the licensed assisted
living director (LALD)-A. LALD-A was able to provide 1 staff training in the last year.

4. Evacuation drills are required for employees twice per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is not required. Fire alarm system activation is not required

to initiate the evacuation drill. [Minn. Stat. 144G.45 subd.2]

Project Number: SL41285015-0
Facility Name: GOLDEN FRONTIER HOME CARE INC

Page | 1

Date: February 9, 2026
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Comments: Surveyor requested evacuation drill documentation from licensed assisted living director
(LALD)-A. LALD-A was able to provide 3 evacuation drills from the last year, they stated that the resident
didn’t move in until October 2025. Facility was under the impression that drills don’t start until a resident

moves In.

Page | 2

Project Number: SL41285015-0
Facility Name: GOLDEN FRONTIER HOME CARE INC Date: February 9, 2026



