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March 14, 2025

Licensee
Belong Health Care LLC
4809 Oxborough Gardens North
Brooklyn Center, MN  55443

RE:  Project Number(s) SL36405016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on February 25, 2025, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted no violations of the laws pursuant to Minnesota Statute, Chapter 144G,
Minnesota Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or
Minnesota Statute Chapter 260E.

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

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

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope
of the violations;  however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

The correction order documentation should include the following:

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



Belong Health Care LLC
March 14, 2025
Page  2

� 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

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

HHH
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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:

SL36405016-0

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 February 24, 2025, through February 25,
2025, the Minnesota Department of Health
conducted a full survey at the above provider. At
the time of the survey, there were five residents;
five receiving services under the Assisted Living
Facility license.

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

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

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

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

0 480

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

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.
(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:
(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;
(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;
(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;
(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

0 480

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

0 480

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

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated February 24, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee on February
26, 2025.

TIME PERIOD FOR CORRECTION: Please refer
Minnesota Department of Health
STATE FORM 6899 5KRC11 If continuation sheet 3 of 10
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to the FBEIR for any compliance dates.

0 480

0 780 144G.45 Subd. 2 (a) (1) Fire protection and
SS=F physical environment

0 780

for dwellings or sleeping units, as defined in the
State Fire Code:
(i) provide smoke alarms in each room used for
sleeping purposes;
(ii) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;
(iii) provide smoke alarms on each story within a
dwelling unit, including basements, but not
including crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and
(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide smoke alarms that functioned
and were interconnected so that the actuation of
one alarm caused all alarms in the dwelling unit
to actuate. This deficient condition had the ability
to affect all staff and residents.

Minnesota Department of Health
STATE FORM 6899 5KRC11 If continuation sheet 4 of 10
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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 the potential to
affect a large portion or all of the residents)

0 780

The findings include:

February 25, 2025, from 10:00 a.m. to 11:30 a.m.,
the surveyor toured the facility with licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-D and consultant (C)-E. The
surveyor asked C-E to initiate a test of the smoke
alarms throughout the home. Upon testing, the
smoke alarms in the following locations did not
sound when the test button was pressed:

The smoke alarm in bedroom 1 was not
interconnected with the rest of the smoke alarms
in the facility.

LALD/CNS-D and C-E visually verified these
deficient findings at the time of discovery.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 790

(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,

Minnesota Department of Health
STATE FORM 6899 5KRC11 If continuation sheet 5 of 10
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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

0 790

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain the portable fire extinguishers.
This deficient condition had the potential to affect
all staff, residents, 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:

February 25, 2025, from 10:00 p.m. to 11:30 a.m.,
the surveyor toured the facility with licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-D and consultant (C)-E. The
portable fire extinguishers throughout the facility
lacked records to show the required annual
certification was completed. Both the main level
and lower level fire extinguishers were last
serviced in August 2023.

The portable fire extinguishers throughout the
facility lacked records to show monthly visual
inspections were complete.

Documentation is required to demonstrate fire
Minnesota Department of Health
STATE FORM 6899 5KRC11 If continuation sheet 6 of 10
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extinguishers have been inspected by facility
personnel monthly, and annually replaced with a
new extinguisher or serviced annually by a
certified technician.

0 790

LALD/CNS-D and C-E visually verified these
deficient findings at the time of discovery.

LALD/CNS-D stated they did not realize they
missed the annual inspection date.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

01290

(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
reliance 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 observation, interview, and record
review, the licensee failed to ensure they received
a background study (BGS) clearance from

Minnesota Department of Health
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Netstudy 2.0 (web-based system use to submit
BGS requests to the Department of Human
Services (DHS)) in affiliation with the assisted
living licensee's health facility identification
number (HFID) 36405 for one of four employees
(unlicensed personnel (ULP)-B).

01290

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 HFID was 36405.

The licensee was the owner of a second facility
HFID 37995.

ULP-B was hired on January 4, 2021, to provide
direct cares to residents.

The licensee's current Staff List listed dated
February 18, 2025, indicated ULP-B was a
current employee.

On February 24, 2025, at 11:28 a.m., the
surveyor observed the licensee's HFID 36405
NETStudy 2.0 report with licensed assisted living
director (LALD/CNS)-D, which indicated ULP-B
did not have a completed BGS. LALD/CNS-D
stated they thought they had affiliated ULP-B with
HFID 36405.

On February 24, 2025, at 12:24 p.m.,
LALD/CNS-D provided a NETStudy 2.0 report for

Minnesota Department of Health
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their second facility HFID 37995 which included
ULP-B with a COVID expired BGS but was able
to find ULP-B as eligible with a name search
under HFID 37995. LALD/CNS-D also provided a
Background Study Notice which indicated ULP-B
had a cleared BGS on September 10, 2021,
under HFID 37995.

01290

LALD/CNS-D was able to demonstrate they had
access to HFID 37995 on NETStudy2.0 and the
sensitive information person for 37995 would
receive notifications if ULP-B's eligibility were to
change.

The DHS website for Background Studies
updated February 18, 2025, indicated, "The
Minnesota Department of Human Services (DHS)
requires background studies for people who work
in certain health and human services programs,
and in childcare settings if they provide care or
have direct contact with vulnerable populations.
DHS also completes background studies on
others, such as people planning to provide foster
care or adopt. Minnesota statutes direct the
background study process for entities required to
initiate background studies."

The licensee's 4.02 Background Studies policy
dated July 20, 2021, indicated:
"1. Using the MN DHS Net Study online
program, BELONG HEALTH CARE will initiate a
background study on all employees being
considered for hire.
2. If hired prior to receiving the results of the
background study, or the tentative background
study results indicate more time is needed
requiring supervision, new hires shall not be
permitted to interact or provide services to
tenants or clients of BELONG HEALTH CARE
except under the direct supervision (eyesight) of

Minnesota Department of Health
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another qualified staff person.
3. Once an approved background study has
been received, staff may act independently with
residents, assuming all other requirements have
been met.
4. Copies of completed background studies
shall be kept in individual employee records."

01290

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

Minnesota Department of Health
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Minnesota Department of Health
Environmental Health, FPLS
P.O. Box 64975
St. Paul, MN 55164-0975
6512014500

Type:
Date:
Time:
Report:

Full
02/24/25
10:30:00
1047251046

Food  and Beverage  Establishment
Inspection  Report

Location:
Belong Health Care Llc
4809 Oxborough Gardens North
Brooklyn Park, MN55443
Hennepin County, 27

Establishment  Info:
ID #: 0037941
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 2679806520
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.

3-500B Microbial  Control:  hot  and  cold holding
3-501.16B ** Priority  1 **

MN Rule 4626.0395B Store raw eggs in refrigeration equipment at 45 degrees F (7 degrees C) or less.
RAW EGGS STORED ON SHELF IN DRY STORAGE AREA. RELOCATED EGGS AND DISCUSSED
NEED TO KEEP EGGS UNDER REFRIGERATION.
Comply By: 02/24/25

Surface  and  Equipment  Sanitizers
Hot Water: = at Degrees Fahrenheit
Location: Dishwasher
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: Refrigerator- sour cream
Violation Issued: No

Total Orders In This Report Priority 1
1

Priority 2
0

Priority 3
0

The inspection was completed with the operator F. Thiam and reviewed with MDH Nurse Evaluator J. Keen.

The establishment has a residential kitchen and serves food that is prepared that day. The kitchen has wood
cabinets, wood floor, painted walls, granite counter top, and a painted ceiling

A two basin sink is located in the kitchen. One sink basin is designated for hand washing. A residential dish
machine is located in the kitchen.
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Discussed hand washing, ware washing, staff illness policy, temperature control, final cook temperatures,
cleaning, serving highly susceptible populations, and food handling procedures.
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 1047251046 of 02/24/25.

Certified Food Protection Manager:Frances Decontee Thiam

Certification Number: CFPM-1612 Expires: 09/30/27
3

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Frances Thiam
Operator

Signed:
Holly Sievers
Public Health Sanitarian 2
Metro Office
6512015946
Holly.Sievers@state.mn.us


