
May 5, 2023

Licensee
The Encore at Champlin
11469 Jefferson Court North
Champlin, MN  55316

RE: Project Number(s) SL30609015

Dear Licensee:

On May 2, 2023, the Minnesota Department of Health completed a follow‐up suvey of your facility to
determine if orders from the January 6, 2023, 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,

     
Casey DeVries, Supervisor
State Evaluation Team
Email: casey.devries@state.mn.us
Telephone: 651‐201‐5917 Fax: 651‐281‐9796

HHH

     

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    

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



Electronically Delivered

March 30, 2023

Licensee
The Encore At Champlin
11469 Jefferson Court North
Champlin, MN  55316

RE:  Project Number(s) SL30609015

Dear Licensee:

On March 14, 2023, the Minnesota Department of Health completed a follow‐up evaluation of your
facility to determine correction of orders found on the evaluation completed on January 6, 2023. This
follow‐up evaluation determined your facility had corrected all of the state licensing orders issued
pursuant to the January 6, 2023 evaluation.

Also, at the time of this follow‐up evaluation completed on March 14, 2023, we identified the
following violation(s):

0110‐Assisted Living Director License Required‐144g.10 Subdivision 1a ‐ $500.00

The details of the violation(s) noted at the time of this follow‐up evaluation are delineated on the
attached State Form. Only the ID Prefix Tag in the left hand column without brackets will identify
these licensing orders. It is not necessary to develop a plan of correction.

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), by the correction order date, the licensee must
document in the provider's records any action taken to comply with the correction order by the
correction order date. The commissioner may request a copy of this documentation and the assisted
living facility's action to respond to the correction orders in future evaluations, upon a complaint
investigation, and as otherwise needed.   

IMPOSITION OF FINES:
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.

     

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    

An equal opportunity employer.                                                                 Letter ID:   8GKP Revised 12/20/2022   



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

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.     

A state licensing 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
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

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. Requests for hearing may be emailed to:   Health.HRD.Appeals@state.mn.us.
     
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.    

We urge you to review these orders carefully. If you have questions, please contact Casey DeVries at
651‐201‐5917.    

The Encore At Champlin
March 30, 2023
Page   2



Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

Sincerely,

     
Casey DeVries, Supervisor
State Evaluation Team
Health Regulation Division
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN  55101‐3879
Telephone: 651‐201‐5917 Fax: 651‐281‐9796

JMD

The Encore At Champlin
March 30, 2023
Page   3
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*****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:
SL30609015-1

On March 14, 2023, the Minnesota Department of 
Health conducted a revisit at the above provider 
to follow-up on orders issued pursuant to a 
survey completed on January 6, 2023. At the time 
of the survey, there were 26 active residents, all 
of whom were receiving services under the 
Assisted Living with Dementia Care license. As a 
result of the revisit, the following orders were 
issued.

An immediate correction order was identified on 
March 14, 2023, issued for SL30609015-1, tag 
identification 0110. This immediate order was 
issued at a level two, widespread violation. 

On March 14, 2023, the immediacy of correction 
order 0110 was removed, however, 
non-compliance remained at a level 2, scope of 
widespread violation.

Minnesota Department of Health is 
documenting the State Licensing 
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. 

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

If continuation sheet  1 of 116899STATE FORM 671M12



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 03/30/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

30609 03/14/2023
R

NAME OF PROVIDER OR SUPPLIER

THE ENCORE AT CHAMPLIN

STREET ADDRESS, CITY, STATE, ZIP CODE

11469 JEFFERSON COURT NORTH
CHAMPLIN, MN  55316

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 110
SS=F

144G.10 Subdivision 1a Assisted living director 
license required

Each assisted living facility must employ an 
assisted living director licensed or permitted by 
the Board of Executives for Long Term Services 
and Supports.? 

This MN Requirement  is not met as evidenced 
by:

 0 110

Based on observation, interview, and record 
review, the licensee failed to ensure employment 
of an assisted living director (LALD) licensed by 
the Board of Executives for Long Term Services 
and Supports (BELTSS). This had the potential to 
affect all the licensee's 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 March 14, 2023, at 7:15 a.m., during facility 
tour, the evaluator observed the commons area 
shared by residents, visitors, and employees, 
lacked evidence of an assisted living director 
license.

On March 14, 2023, at 10:11 a.m., regional vice 
president (RVP)-L stated the licensee did not 
have a LALD for the facility as of January 30, 
2023, and "my understanding is we have 60 days 
to replace someone into this position." In addition, 

On March 14, 2023, the immediacy of 
correction order 0110 was removed, 
however, non-compliance remained at a 
level 2, scope of widespread violation. 

Minnesota Department of Health
If continuation sheet  2 of 116899STATE FORM 671M12
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 0 110Continued From page 2 0 110

RVP-L stated administrator (A)-D had almost 
completed the 120 hours required to receive their 
residency permit from BELTSS.

On March 14, 2023, at 11:04 a.m. and 11:09 a.m., 
respectively, a representative of BELTSS 
confirmed via email to the evaluation supervisor, 
A-D did not have an application on file with 
BELTSS, and that a permit must be obtained 
within 30 days of the date a person is designated 
at the Assisted Living Director In Residency. The 
representative confirmed the licensee had been 
without a LALD since January 27, 2023. 

On March 14, 2023, at 11:34 a.m., the evaluator 
reviewed the BELTSS website which indicated 
A-D did not hold a current assisted living director 
license or residency permit. 

No further information was provided. 

TIME PERIOD FOR CORRECTION: IMMEDIATE

{0 450}
SS=D

144G.41 Subdivision 1 Minimum requirements

All assisted living facilities shall:
(1) distribute to residents the assisted living bill of 
rights;
(2) provide services in a manner that complies 
with the Nurse Practice Act in sections 148.171 to 
148.285;
(3) utilize a person-centered planning and service 
delivery process;
(4) have and maintain a system for delegation of 
health care activities to unlicensed personnel by a 
registered nurse, including supervision and 
evaluation of the delegated activities as required 
by the Nurse Practice Act in sections 148.171 to 
148.285;

{0 450}

Minnesota Department of Health
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This MN Requirement  is not met as evidenced 
by:
No further action required.  

{0 510}
SS=F

144G.41 Subd. 3 Infection control program

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

This MN Requirement  is not met as evidenced 
by:

{0 510}

No further action required.  

{0 680}
SS=F

144G.42 Subd. 10 Disaster planning and 
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 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;

{0 680}

Minnesota Department of Health
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(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 required.  

{0 700}
SS=F

144G.43 Subdivision 1 Resident record

(b) Resident records, whether written or 
electronic, must be protected against loss, 
tampering, or unauthorized disclosure in 
compliance with chapter 13 and other applicable 
relevant federal and state laws. The facility shall 
establish and implement written procedures to 
control use, storage, and security of resident 
records and establish criteria for release of 
resident information.

This MN Requirement  is not met as evidenced 
by:

{0 700}

No further action required.  

{0 790}
SS=F

144G.45 Subd. 2 (a) (2)-(3) Fire protection and 
physical environment

(2) install and maintain portable fire 

{0 790}

Minnesota Department of Health
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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:
No further action required.  

{0 800}
SS=F

144G.45 Subd. 2 (a) (4) Fire protection and 
physical environment

(4) keep the physical environment, including 
walls, floors, ceiling, all furnishings, grounds, 
systems, and equipment in a continuous state of 
good repair and operation with regard to the 
health, safety, comfort, and well-being of the 
residents in accordance with a maintenance and 
repair program.

This MN Requirement  is not met as evidenced 
by:

{0 800}

No further action required.  

{0 810}
SS=F

144G.45 Subd. 2 (b)-(f) Fire protection and 
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:

{0 810}

Minnesota Department of Health
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{0 810}Continued From page 6{0 810}

   (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.
(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.

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

{01650}
SS=F

144G.70 Subd. 4 (f) Service plan, implementation 
and revisions to

(f) The service plan must include:

{01650}

Minnesota Department of Health
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(1) a description of the services to be provided, 
the fees for services, and the frequency of each 
service, according to the resident's current 
assessment and resident preferences;
(2) the identification of staff or categories of staff 
who will provide the services;
(3) the schedule and methods of monitoring 
assessments of the resident;
(4) the schedule and methods of monitoring staff 
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service 
cannot be provided;
(ii) information and a method to contact the 
facility;
(iii) the names and contact information of persons 
the resident wishes to have notified in an 
emergency or if there is a significant adverse 
change in the resident's condition, including 
identification of and information as to who has 
authority to sign for the resident in an emergency; 
and
(iv) the circumstances in which emergency 
medical services are not to be summoned 
consistent with chapters 145B and 145C, and 
declarations made by the resident under those 
chapters.

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

{01910}
SS=D

144G.71 Subd. 22 Disposition of medications

(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 

{01910}
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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 required.  

{02040}
SS=F

144G.81 Subdivision 1 Fire protection and 
physical environment

An assisted living facility with dementia care that 
has a secured dementia care unit must meet the 
requirements of section 144G.45 and the 
following additional requirements:
(1) a hazard vulnerability assessment or safety 
risk must be performed on and around the 
property. The hazards indicated on the 
assessment must be assessed and mitigated to 
protect the residents from harm; and
(2) the facility shall be protected throughout by an 
approved supervised automatic sprinkler system 
by August 1, 2029.

This MN Requirement  is not met as evidenced 
by:

{02040}
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No further action required.  

{02240}
SS=C

144G.90 Subdivision 1 Assisted living bill of 
rights; notification

(a) An assisted living facility must provide the 
resident a written notice of the rights under 
section 144G.91 before the initiation of services 
to that resident. The facility shall make all 
reasonable efforts to provide notice of the rights 
to the resident in a language the resident can 
understand.
(b) In addition to the text of the assisted living bill 
of rights in section 144G.91, the notice shall also 
contain the following statement describing how to 
file a complaint or report suspected abuse:
"If you want to report suspected abuse, neglect, 
or financial exploitation, you may contact the 
Minnesota Adult Abuse Reporting Center 
(MAARC). If you have a complaint about the 
facility or person providing your services, you may 
contact the Office of Health Facility Complaints, 
Minnesota Department of Health. If you would like
to request advocacy services, you may contact 
the Office of Ombudsman for Long-Term Care or 
the Office of Ombudsman for Mental Health and 
Developmental Disabilities."
(c) The statement must include contact 
information for the Minnesota Adult Abuse 
Reporting Center and the telephone number, 
website address, email address, mailing address, 
and street address of the Office of Health Facility 
Complaints at the Minnesota Department of 
Health, the Office of Ombudsman for Long-Term 
Care, and the Office of Ombudsman for Mental 
Health and Developmental Disabilities. The 
statement must include the facility's name, 
address, email, telephone number, and name or 
title of the person at the facility to whom problems 

{02240}
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or complaints may be directed. It must also 
include a statement that the facility will not 
retaliate because of a complaint.
(d) A facility must obtain written acknowledgment 
from the resident of the resident's receipt of the 
assisted living bill of rights or shall document why 
an acknowledgment cannot be obtained. 
Acknowledgment of receipt shall be retained in 
the resident's record.

This MN Requirement  is not met as evidenced 
by:
No further action required.  
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Electronically Delivered

February 1, 2023

Licensee
The Encore at Champlin
11469 Jefferson Court North
Champlin, MN  55316

RE:  Project Number(s) SL30609015

Dear Licensee:

The Minnesota Department of Health completed an evaluation on January 6, 2023, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the evaluation, the
Minnesota Department of Health 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.

LICENSING ORDERS
The enclosed State Form documents the state licensing orders. The Department of Health 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 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.        
        
In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine

amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.

   
Protecting, Maintaining and Improving the Health of All Minnesotans

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



The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated

maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.   

   
In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.     

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this evaluation:

St ‐ 0 ‐ 0510 ‐ 144g.41 Subd. 3 ‐ Infection Control Program ‐ $500.00
St ‐ 0 ‐ 2070 ‐ 144g.81 Subd. 4 ‐ Awake Staff Requirement ‐ $3,000.00

The total amount you are assessed is $3,500.00. You will be invoiced after 15 days of the receipt of

this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY
Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order by the correction order date. A copy of the provider’s records documenting
those actions may be requested for follow‐up evaluations. The licensee is not required to submit a
plan of correction 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 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.

A state licensing 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 general reconsideration requests to:   Health.HRD.Appeals@state.mn.us.

The Encore at Champlin
February 1, 2023
Page   2



Please address your cover letter for general
reconsideration requests to:

Free from Maltreatment reconsideration
requests should be addressed to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

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.  Requests for hearing may be emailed to

Health.HRD.Appeals@state.mn.us.
       
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.   

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

     

Casey DeVries, Supervisor
Health Regulation Division
State Evaluation Team
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN 55101‐3879
Email:   casey.devries@state.mn.us
Phone: 651‐201‐5917 Fax: 651‐215‐6894

HHH

The Encore at Champlin
February 1, 2023
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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:
SL30609015-0

On January 3, 2023, through January 6, 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 23 residents, all of whom 
received services under the Assisted Living with 
Dementia Care license.

An immediate correction order was identified on 
January 4, 2023, issued for SL30609015-0, tag 
identification 2070. 

On January 6, 2023, the immediacy of correction 
order 2070 was removed, however 
non-compliance remained at a level 3 widespread 
violation.

Minnesota Department of Health is 
documenting the State Licensing 
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. 

 0 450
SS=D

144G.41 Subdivision 1 Minimum requirements

All assisted living facilities shall:

 0 450

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(1) distribute to residents the assisted living bill of 
rights;
(2) provide services in a manner that complies 
with the Nurse Practice Act in sections 148.171 to 
148.285;
(3) utilize a person-centered planning and service 
delivery process;
(4) have and maintain a system for delegation of 
health care activities to unlicensed personnel by a 
registered nurse, including supervision and 
evaluation of the delegated activities as required 
by the Nurse Practice Act in sections 148.171 to 
148.285;

This MN Requirement  is not met as evidenced 
by:
Based on observation and interview, the licensee 
failed to provide services in a person-centered 
manner for one of one resident (R10).

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

R10 admitted to the licensee for services on 
October 1, 2019.

R10's diagnosis included dementia without 
behavioral disturbances. 

R10's unsigned Service Plan Detail dated 
December 16, 2022, indicated R10 required 
physical assistance with eating due to cognitive 
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inabilities. 

On January 4, 2023, from 8:10 a.m. to 8:45 a.m., 
the surveyor observed the memory care unit 
during breakfast. Staff did not remain in the dining 
room to supervise or respond to resident needs 
as needed. Rather, staff would serve residents 
when they arrived to the dining area and 
immediately exit the dining room to provide other 
resident cares, medication administration, or the 
staff went into the kitchen area, which was 
outside of the secured unit. 

On January 4, 2023, at 7:27 a.m., the surveyor 
observed R10 sitting next to the dining room 
table. 

On January 4, 2023, at 8:16 a.m., the surveyor 
observed five residents in the dining room 
including R10. Unlicensed personnel (ULP)-D 
served breakfast to four of the five residents 
which excluded R10. 

On January 4, 2023, at 8:37 a.m., the surveyor 
observed ULP-D place a new resident in the 
dining room. ULP-D provided food to the new 
resident. R10 had not received food or 
beverages. 

On January 4, 2023, at 8:40 a.m., the surveyor 
observed ULP-D place a new resident at R10's 
table. ULP-D provided food to the new resident. 
R10 had not received food or beverages. 

On January 4, 2023, at 8:45 a.m., ULP-D 
provided R10 with food and sat down to assist 
R10 to eat, 29 minutes after the first resident in 
the dining room was served breakfast and one 
hour 18 minutes after the surveyor observed R10 
seated at the dining room table. 

Minnesota Department of Health
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On January 4, 2023, at 9:38 a.m., registered 
nurse (RN)-A stated staff were trained on meals 
during orientation with other staff members. The 
surveyor inquired if staff were to remain in the 
dining room during mealtime. RN-A stated "well 
as far as the actual requirement, I do not know 
what that is for memory care. I would expect 
them to stay in the dining room". RN-A then 
stated no one was on an altered diet. The 
surveyor inquired how staff would serve meals in 
the dining room. RN-A stated they would have 
staff to serve meals to those who did not need 
assistance first, then serve to those needing 
assistance and assist the resident while other 
residents were eating the meal. In addition, RN-A 
stated administrator (A)-D and RN-A occasionally 
assisted the dining rooms during mealtimes.

On January 4, 2023, at 2:37 p.m., ULP-D stated 
they were trained by other staff members on 
dining, to complete one table at a time, feed 
people who needed assistance last, and be in 
dining room when people were eating.  In 
addition, ULP-D stated they fed R10 after 
everyone was cared for and fed for the day 
because they did not want R10's mealtime to get 
interrupted after they began to feed R10. ULP-D 
then stated, "I can't be there when I am the only 
staff member" [on the unit]. 

No further information was provided. 

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

 0 510
SS=F

144G.41 Subd. 3 Infection control program

(a) All assisted living facilities must establish and 

 0 510
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maintain an infection control program that 
complies with accepted health care, medical, and 
nursing standards for infection control.
(b)The facility's infection control program must be 
consistent with current guidelines from the 
national Centers for Disease Control and 
Prevention (CDC) for infection prevention and 
control in long-term care facilities and, as 
applicable, for infection prevention and control in 
assisted living facilities.
(c) The facility must maintain written evidence of 
compliance with this subdivision.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the facility failed to establish and maintain 
an effective infection control program that 
complied with accepted health care, medical and 
nursing standards for infection control related to 
COVID-19, gloving, and hand hygiene. This had 
the potential to 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:

COVID-19
On January 3, 2023, R7 was diagnosed with 
COVID-19.

On January 4, 2023, at 6:43 a.m., the surveyor 
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observed a precaution cart located outside of 
R7's room, however, lacked signage indicating 
droplet precautions were in place (droplet 
precautions are intended to prevent transmission 
of pathogens spread through close respiratory or 
mucous membrane contact with respiratory 
secretions).

On January 4, 2023, at 6:44 a.m., the surveyor 
observed unlicensed personnel (ULP)-I don 
gloves and a N95 respirator (a specialized 
filtering masks that provides the wearer 
protection by filtering the air and fitting closely 
over the nose and mouth) over their surgical 
mask, without preforming hand hygiene. ULP-I 
then entered R7's apartment without a face shield 
or other protective eye wear and gown, and 
assisted R7 into a recliner. 

The Centers for Disease Control (CDC) Interim 
Infection Prevention and Control 
Recommendations for Healthcare Personnel 
During the Coronavirus Disease 2019 
(COVID-19) Pandemic dated September 23, 
2022, directed health care personnel (HCP) who 
enter the room of a patient [resident] with 
suspected or confirmed SARS-CoV-2 [Covid-19] 
infection should adhere to Standard Precautions 
and use a NIOSH-approved particulate respirator 
with N95 filters or higher, gown, gloves, and eye 
protection.

The licensee's 9.16 Response to Positive 
Covid-19 policy, dated October 2022 indicated 
positive residents would be cared for by health 
care professionals using a NIOSH-approved N95 
equivalent or higher-level respirator, eye 
protection (goggles or a face shield that covers 
the front and sides of the face) gloves, and a 
gown. 
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CARES
On January 4, 2022, from 7:26 a.m. until 7:49 
a.m., the surveyor observed ULP-K in an assisted 
living hallway wearing gloves. ULP-K entered five 
resident rooms turning on lights and waking up 
residents without preforming hand hygiene or 
changing gloves. 

On January 4, 2023, at 7:36 a.m., the surveyor 
observed ULP-D apply gloves without performing 
hand hygiene and assist R3 with oral care, 
grooming, and wheelchair mobility. ULP-D exited 
R3's room without removing gloves to escort R3 
to the dining area. ULP-D removed their gloves in 
the dining room and perform hand hygiene in the 
kitchen.  

On January 4, 2023, at 7:49 a.m., the surveyor 
observed ULP-D apply gloves and assist R8 with 
removal of a urine and bowel movement soiled 
incontinent brief. Without removing the soiled 
gloves and without performing hand hygiene, 
ULP-D placed a clean incontinent brief, pants, 
and shirt on R8. ULP-D then performed peri 
cares, removed gloves, and re-applied new 
gloves without performing hand hygiene. ULP-D 
brushed R8's hair, performed oral care, and 
washed R8's face. ULP-D then removed one 
glove and without removing the second glove or 
performing hand hygiene, escorted R8 to the 
dining room. The surveyor observed ULP-D take 
garbage to the trash room to dispose of, remove 
the second glove, and then perform hand 
hygiene. 

On January 4, 2023, at 8:37 a.m., ULP-K stated, 
"We're supposed to change our gloves when we 
go in and out of each room and hand washing 
should be done after every room but sometimes it 
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gets busy so I just try to fit it in when I can after 
every couple of rooms."

MEDICATION PASS
On January 4, 2023, at 7:12 a.m., the surveyor 
observed ULP-B administer insulin to R11. ULP-B 
removed gloves after administration of insulin and 
continued with medication pass on R11. ULP-B 
did not perform hand hygiene after glove removal. 

On January 4, 2023, at 8:32 a.m. through 8:37 
a.m., the surveyor observed ULP-B pass 
medications to R12, then R3. ULP-B did not 
perform hand hygiene between medication 
passes. 

On January 4, 2022, at 2:29 p.m., RN-A stated 
ULP's were trained in a delegation class to 
perform hand hygiene between cares, if hands 
were soiled, and stated gloves were not to be 
worn outside of the resident's room. RN-A stated 
staff complete a 30-day supervision on hand 
hygiene and the RN completes an "on the spot" 
training to the ULP if they notice a concern with 
infection control. In addition, RN-A stated they 
currently do not complete audits on hand hygiene, 
but they hope to start audits in the future and the 
RN would collaborate with the licensed assisted 
living director (LALD) if they noticed a concern to 
create an action plan. 

On January 4, 2023, at 2:37 a.m., ULP-D stated 
they were not trained specifically on hand hygiene 
from the licensee however, they were trained 
when they obtained their certified nursing 
assistance (CNA) certificate. ULP-D then stated 
they washed hands after they assist a resident or 
when they removed gloves after an incontinent 
brief however, if they just remove gloves, they 
may use a sanitizer between glove changes. 
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The Centers for Disease Control (CDC) Hand 
Hygiene in Health Care Settings Healthcare 
Providers dated January 8, 2021, directed health 
care workers to wash their hands immediately 
before touching a patient [resident], after touching 
a patient or patient's immediate environment, 
after glove removal, and when hands were visibly 
soiled. 

The licensee's Infection Control policy dated 
December 2021 indicated all employees must 
routinely use standard precautions which good 
hand washing, use of gloves, disposing of items 
used and cleaning equipment after use to guard 
against the spread of infection. In addition, 
standard precautions should be used with all 
patients [residents] unless a higher precaution 
level is indicated. 

No further information was provided. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 680
SS=F

144G.42 Subd. 10 Disaster planning and 
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 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 

 0 680
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all residents;
(4) post emergency exit diagrams on each floor; 
and
(5) have a written policy and procedure regarding 
missing tenant 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 interview and record review the 
licensee failed to have a written emergency 
preparedness plan (EPP) with all the required 
content. This had the potential to affect all 
residents receiving services under the assisted 
living license.

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:

The licensee's emergency disaster preparedness 
plan lacked evidence of the following required 
content:
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- updated annually;
- an all-hazard risk assessment;
- emergency preparedness (EP) program patient 
population;
- development of EP policies;
- subsistence needs for staff and residents;
- procedures for tracking staff and residents;
- policy and procedure for sheltering in place;
- policy and procedures for volunteers;
- development and communication plan
- names and contact information including 
physicians;
-emergency official contact information including 
state licensing and certification agency and MN 
Office of Ombudsman for Long Term Care 
(OOLTC);
- methods of sharing information;
- family notifications;
-emergency prep training program; and
- emergency prep testing requirements.

On January 4, 2023, at 2:29 p.m., registered 
nurse (RN)-A stated, "they [licensed assisted 
living director (LALD)-C] know what you are 
looking for. They do not have it. They accept the 
citation."

No further information was provided.

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

 0 700
SS=F

144G.43 Subdivision 1 Resident record

(b) Resident records, whether written or 
electronic, must be protected against loss, 
tampering, or unauthorized disclosure in 
compliance with chapter 13 and other applicable 
relevant federal and state laws. The facility shall 

 0 700
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establish and implement written procedures to 
control use, storage, and security of resident 
records and establish criteria for release of 
resident information.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to ensure resident's 
personal health and medical information was kept 
private for 10 of 10 memory care residents.

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

The findings include:

There were ten residents who resided in the 
licensee's memory care (MC) unit. 

On January 4, 2023, at 8:07 a.m., the surveyor 
observed four residents in the MC common area 
and a three-ring binder on the counter titled 
Monthly Task Logs Memory Care, which 
contained ten resident's plans of care. 

On January 4, 2023, at 3:06 p.m., registered 
nurse (RN)-A stated the resident's plan of care 
would be kept in the cupboard in the staff break 
room. In addition, RN-A stated, "someone must 
have left it there [memory care unit] by by 
accident."

On January 4, 2023, at 9:34 a.m., RN-A provided 

 

Minnesota Department of Health
If continuation sheet  12 of 326899STATE FORM 671M11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 02/01/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

30609 01/06/2023

NAME OF PROVIDER OR SUPPLIER

THE ENCORE AT CHAMPLIN

STREET ADDRESS, CITY, STATE, ZIP CODE

11469 JEFFERSON COURT NORTH
CHAMPLIN, MN  55316

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 700Continued From page 12 0 700

the surveyor a document titled Minnesota Bill of 
Rights for Assisted Living dated November 8, 
2022, and stated the licensee used the document 
for their policy on privacy. The document read, 
"residents have the right to have personal, 
financial, health, and medical information kept 
private."

No further information provided. 

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

 0 790
SS=F

144G.45 Subd. 2 (a) (2)-(3) Fire protection and 
physical environment

(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:

 0 790

Based on observation, record review, and 
interview, the licensee failed to maintain portable 
fire extinguishers in accordance with the State 
Fire Code as required by MN Statute 144G.45 
Subd(a)(2). 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 
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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 January 5, 2023, approximately from 11:30 
a.m. to 2:00 p.m. survey staff toured the facility 
with the administrator (A)-D. During the tour, 
survey staff observed the following:

1. The portable fire extinguisher in the salon room 
was not annually serviced.  The finding was 
evident as the tag on the extinguisher showed the 
last annual service date of July 2021, and other 
portable fire extinguishers in the facility were 
tagged with an annual service date of February 
2022. The A-D explained that the contractor was 
not able to access the locked salon room when 
they last came to service the portable fire 
extinguishers.  

2. The portable fire extinguishers throughout the 
facility lacked records to show the monthly visual 
inspections. Survey staff explained to the A-D that 
the portable fire extinguishers must also be 
provided with monthly visual inspection or "quick 
checks" of each extinguisher by their employees 
to ensure all portable extinguishers are readily 
available, fully charged, and operable, at their 
designated location, and no obvious physical 
damage or condition to the extinguisher to 
prevent their operation when needed.

On January 5, 2023, at approximately 3:15 p.m., 
during the exit interview, the A-D acknowledged 
the above findings.

Minnesota Department of Health
If continuation sheet  14 of 326899STATE FORM 671M11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 02/01/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

30609 01/06/2023

NAME OF PROVIDER OR SUPPLIER

THE ENCORE AT CHAMPLIN

STREET ADDRESS, CITY, STATE, ZIP CODE

11469 JEFFERSON COURT NORTH
CHAMPLIN, MN  55316

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 790Continued From page 14 0 790

No further information was provided.

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

 0 800
SS=F

144G.45 Subd. 2 (a) (4) Fire protection and 
physical environment

(4) keep the physical environment, including 
walls, floors, ceiling, all furnishings, grounds, 
systems, and equipment in a continuous state of 
good repair and operation with regard to the 
health, safety, comfort, and well-being of the 
residents in accordance with a maintenance and 
repair program.

This MN Requirement  is not met as evidenced 
by:

 0 800

Based on observation and interview, the licensee 
failed to maintain the physical environment of the 
facility in a continuous state of good repair and 
operation. This has the potential to directly affect 
the health, safety, and well-being of all residents 
and 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 
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).  

On January 5, 2023, approximately from 11:30 
a.m. to 2:00 p.m. survey staff toured the facility 
with the administrator (A)-D. During the tour, 
survey staff observed and the A-D verified the 

 

Minnesota Department of Health
If continuation sheet  15 of 326899STATE FORM 671M11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 02/01/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

30609 01/06/2023

NAME OF PROVIDER OR SUPPLIER

THE ENCORE AT CHAMPLIN

STREET ADDRESS, CITY, STATE, ZIP CODE

11469 JEFFERSON COURT NORTH
CHAMPLIN, MN  55316

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 800Continued From page 15 0 800

following:

1. The fire alarm panels indicated a trouble alarm.
2. In resident rooms 105 and 106, the toilet bowls 
were stained and soiled. The A-D verified the 
findings.
3. In resident rooms 102 and 116, the exhaust 
fans failed to function when turned on. 
4. In memory care resident 121, a large laundry 
Purex detergent (128 fluid ounce) was stored 
under the sink cabinet readily accessible to the 
resident and posed safety concerns.  
5. In the mechanical room, one of the water 
heaters was missing a discharge pipe from the 
pressure relief valve to ensure safe discharge to 
prevent potentially dangerous hot water to a safe 
location near the floor. 
6. In the storage room (near resident room 101), 
survey staff observed the plumbing trap of the 
flushing rim sink was completely dried out, which 
would allow sewer gas to enter the building 
environment creating unsafe and health risks to 
residents and employees. The A-D stated that the 
flushing rim sink had not been used. 
7. No carbon monoxide alarms and/or central gas 
detection systems were observed during the 
facility tour for resident rooms served by forced 
air fuel-burning heating system and fot with 
fuel-burning water heaters. Review with the local 
administrative authority for compliance with state 
law.
8. The exterior walkways were not maintained in 
the means of egress from the building to the 
roadway. The exterior walkways serving the 
marked exit doors near resident rooms 116 and 
126 had not been shoveled and were covered 
with snow. The A-D verified the finding and stated 
that she will reach out to the company and have 
them go around the building to remove the snow.
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On January 5, 2023, at approximately 3:15 p.m., 
during the exit interview, the A-D acknowledged 
the above findings.

Additional information on the annual fire alarm 
inspection report (dated February 11, 2022), was 
received via email from the A-D at 5:31 p.m., 
Monday, January 9, 2023. 

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

 0 810
SS=F

144G.45 Subd. 2 (b)-(f) Fire protection and 
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) 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.
(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 

 0 810
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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.

This MN Requirement  is not met as evidenced 
by:
Based record review and interview, the licensee 
failed to provide the employee evacuation drills, 
and the minimum required training on fire safety 
and evacuation. This has the potential to directly 
affect the safety of all residents receiving 
services, 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 January 5, 2023, at approximately 2:00 p.m., 
survey staff received the facility fire safety and 
evacuation plan and related documentation for 
review from the administrator (A)-D.  At 
approximately 3:00 p.m., document review and 
interview with the A-D indicated the following 
findings:

1. The licensee lacked a record of employee 
training specifically on the fire safety and 
evacuation plan. The minimum required 
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employee training is upon hire and twice a year 
for fire safety and evacuation. No record was 
available or provided for review.
2. The licensee lacked a record to show that 
required annual resident training was available 
that can self-assist in their evacuation on proper 
actions to take in the event of a fire including 
movement, evacuation, or relocation. No record 
was available or provided for review.
3. The licensee lacked fire evacuation drill 
records. The fire drill forms provided for the 
review were empty forms. Survey staff explained 
to the A-D that the minimum required frequency 
of two evacuation drills for employees twice per 
year per shift with at least one evacuation every 
other month. 

On January 5, 2023, at approximately 3:15 p.m., 
during the exit interview, the A-D acknowledged 
the above findings.

No further information was provided.

TIME PERIOD FOR CORRECTION: Fourteen 
(14) days

 01650
SS=F

144G.70 Subd. 4 (f) Service plan, implementation 
and revisions to

(f) The service plan must include:
(1) a description of the services to be provided, 
the fees for services, and the frequency of each 
service, according to the resident's current 
assessment and resident preferences;
(2) the identification of staff or categories of staff 
who will provide the services;
(3) the schedule and methods of monitoring 
assessments of the resident;
(4) the schedule and methods of monitoring staff 

 01650
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providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service 
cannot be provided;
(ii) information and a method to contact the 
facility;
(iii) the names and contact information of persons 
the resident wishes to have notified in an 
emergency or if there is a significant adverse 
change in the resident's condition, including 
identification of and information as to who has 
authority to sign for the resident in an emergency; 
and
(iv) the circumstances in which emergency 
medical services are not to be summoned 
consistent with chapters 145B and 145C, and 
declarations made by the resident under those 
chapters.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the service plan included 
all required content for three of three residents 
(R2, R4, R9).

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).

The findings include:

R2
R2 was admitted to licensee January 21, 2022. 
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R2's Service Plan dated May 12, 2022, indicated 
R2 received services to include medication 
management, bathing, dressing, grooming, and 
housekeeping.

R4
R4 was admitted to the licensee October 1, 2019. 

R4's Service Plan dated October 27, 2022, 
indicated R4 received services to include 
medication management, bathing, dressing, 
grooming, catheter cares, transfer assistance, 
and housekeeping.

R9
R9 was admitted to the licensee May 2, 2022. 

R9's Service Plan dated May 24, 2022, indicated 
R9 received services to include medication 
management, bathing, dressing, grooming, 
bathroom assistance, and housekeeping.

R2, R4, and R9's service plan lacked the 
following content:
- information and method to contact the facility.

On January 4, 2023, at 2:03 p.m., registered 
nurse (RN)-A verified R2, R4, and R9's service 
plan lacked required content. RN-A stated, "the 
information you are looking for on the service 
plan, we just don't have it." RN-A verified this 
would be the same for all the licensee's residents.

The licensee's 2.08MN Service Plan policy dated 
July 2021, indicated all required content would be 
included in the service plan per 144G.70 subd. 4. 

No further information was provided.  

Minnesota Department of Health
If continuation sheet  21 of 326899STATE FORM 671M11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 02/01/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

30609 01/06/2023

NAME OF PROVIDER OR SUPPLIER

THE ENCORE AT CHAMPLIN

STREET ADDRESS, CITY, STATE, ZIP CODE

11469 JEFFERSON COURT NORTH
CHAMPLIN, MN  55316

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 01650Continued From page 21 01650

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

 01910
SS=D

144G.71 Subd. 22 Disposition of medications

(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 
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:

 01910

Based on interview and record review, the 
licensee failed to provide documentation in the 
resident's record regarding the disposition of 
medication to include the date of disposition and 
names of staff and other individuals involved in 
the disposition for one of two discharged 
residents (R1).

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
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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:

R1 discharged from the licensee on September 
20, 2022.

R1's record included Physician's Orders print 
date September 28, 2022. Registered nurse 
(RN)-A identified this document as R1's 
disposition of medications. The document 
included medication name, strength, and quantity 
however, lacked to whom the medications were 
given, date of disposition, and names of staff and 
other individuals involved in the disposition. 

On January 3, 2023, at 1:59 p.m., RN-A stated 
they were unaware of why R1's record lacked the 
content listed above. 

The licensee's Medication Disposal policy dated 
July 2021 indicated upon disposition, the 
community 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. 

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days
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 02040
SS=F

144G.81 Subdivision 1 Fire protection and 
physical environment

An assisted living facility with dementia care that 
has a secured dementia care unit must meet the 
requirements of section 144G.45 and the 
following additional requirements:
(1) a hazard vulnerability assessment or safety 
risk must be performed on and around the 
property. The hazards indicated on the 
assessment must be assessed and mitigated to 
protect the residents from harm; and
(2) the facility shall be protected throughout by an 
approved supervised automatic sprinkler system 
by August 1, 2029.

This MN Requirement  is not met as evidenced 
by:

 02040

Based on the document review and interview, the 
licensee failed to develop a hazard vulnerability or 
safety risk assessment plan to identify hazard 
vulnerabilities and mitigations on and around the 
property to protect memory care residents from 
harm. This has the potential to directly affect staff, 
visitors, and all memory care residents receiving 
assisted living services.

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

The findings include:
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On January 5, 2023, at approximately 3:00 p.m., 
a documentation review and interview were 
performed with the administrator (A)-D on the 
hazard vulnerability assessment and mitigation 
plan for the memory care physical environment of 
the property. During the interview, the A-D stated 
that they had not developed the hazard 
vulnerability assessment and mitigation plan on 
and around the property to protect the memory 
care residents from harm. This finding was 
evident as there was no plan documentation was 
provided for review. 

On January 5, 2023, at approximately 3:15 p.m., 
survey staff discussed the findings and explained 
to the A-D that all potential safety risks or 
vulnerabilities on and around the property must 
be identified, assessed, and mitigated and be 
documented in the plan documentation to protect 
the memory care residents from harm. The A-D 
acknowledged the findings.  

No further information was provided.

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

 02070
SS=I

144G.81 Subd. 4 Awake staff requirement

An assisted living facility with dementia care 
providing services in a secured dementia care 
unit must have an awake person who is 
physically present in the secured dementia care 
unit 24 hours per day, seven days per week, who 
is responsible for responding to the requests of 
residents for assistance with health and safety 
needs, and who meets the requirements of 
section 144G.41, subdivision 1, clause (12).

 02070
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This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to ensure one or more 
persons were physically present and available 24 
hours a day, seven days a week, who were 
responsible for responding to requests of 
residents for assistance in the secured dementia 
care (memory care) unit. This resulted in an 
immediate correction order issued on January 4, 
2023. 

This practice resulted in a level three violation (a 
violation that harmed a resident's health or safety, 
not including serious injury, impairment, or death, 
or a violation that has the potential to lead to 
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 January 3, 2023, during the survey, the 
licensee's census was 23 residents, 13 of whom 
received services in the assisted living unit, and 
10 of whom received services in the memory care 
unit. The facility consisted of three hallways 
separated by a corridor, two hallways were 
assisted living, one hallway was memory care 
secured by a locked doorway between the 
corridor and hallway. 

The licensee's Staffing Plan dated July 19, 2022, 
indicated the licensee would need 2.56 total direct 
care staff per shift to complete resident cares. 

On January 3, 2023, at approximately 10:00 a.m., 
during the entrance conference, registered nurse 

On January 6, 2023, the immediacy of 
correction order 2070 was removed, 
however non-compliance remained at a 
level 3 widespread violation. 
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(RN)-A stated three unlicensed personnel (ULP) 
were scheduled to provide resident care each 
shift. 

The surveyor reviewed the staffing schedule from 
December 1, 2022, to December 31, 2022, which 
indicated two ULP's were scheduled on various 
shifts nine times in the month of December. 

On January 4, 2023, at 6:15 a.m., the surveyor 
observed R6 sitting on the ground in the hallway 
of the assisted living unit. ULP-I was standing 
next to R6 and appeared to be waiting for 
assistance. 

On January 4, 2023, at 6:17 a.m. to 6:22 a.m., 
the surveyors observed a locked door at the 
entrance of memory care with no staff on the 
memory care unit for five minutes. 

On January 4, 2023, at 6:25 a.m., ULP-F stated 
they were outside taking out the garbage. ULP-F 
then stated they were the only aide working the 
memory care unit, and there was one aide in the 
assisted living unit. In addition, ULP-F stated if 
they needed assistance on the memory care unit, 
a ULP from the assisted living unit could assist 
them. 

On January 4, 2023, at 6:27 a.m., ULP-I entered 
the memory care unit and asked ULP-F, "why did 
you not answer your phone, I have been trying to 
get a hold of you, I have someone on the floor I 
need you to come and help me now please." 

On January 4, 2023, at 6:29 a.m. to 6:43 a.m., 
the surveyor observed ULP-F assist ULP-I with 
R6 who fell in the assisted living unit. ULP-F left 
the memory care unit unstaffed for 14 minutes. 
The memory care door remained locked and 
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secured while ULP-F assisted R6 in the assisted 
living hallway.

On January 4, 2023, at 6:48 a.m., ULP-F stated 
they had three ULP's working last night however, 
someone left early around 6:15 a.m.

R4's Service Plan Detail signed December 22, 
2022, indicated R4 received assistance of two 
staff with dressing, grooming, and transfers with a 
mechanical lift.

On January 4, 2023, at 8:07 a.m., R4 stated, 
"Sometimes the over nights gets me up in my 
chair. Sometimes if the staffing isn't there, they 
can't get me up, so we just cancel plans to get 
up. It doesn't happen often though, I usually don't 
get up on the overnight so it's rare that it 
happens." 

On January 4, 2023, at 9:51 a.m., RN-A stated 
there was always one person in the memory care 
unit and staff were allowed to take breaks on the 
unit if there were staffing concerns. RN-A stated 
the licensee occasionally would have two ULP's 
on the overnight shift if they were unable to fill an 
open shift. The surveyor inquired if there were 
any residents who required assist of two for cares 
in the assisted living unit. RN-A stated there was 
a resident who required assist of two in the 
assisted living however, they did not believe that 
resident required frequent assistance in the 
overnight hours, and the resident did not voice 
concerns of cares not being provided in the 
overnight hours. 

On January 4, 2023, at 9:57 a.m., administrator 
(A)-D stated, "last night [ULP-I] came in at 8:38 
p.m. She took break from 12:30 a.m. to 1:00 a.m. 
and she punched out at 7:51 a.m. [ULP-J] 
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punched in at 10:47 p.m. She took her break from 
4:33 a.m. to 4:55 a.m. and she punched out at 
5:55 a.m., due to her needing to leave for an 
emergency. [ULP-F] punched in at 2:54 p.m. She 
worked a double, she took a break from 4:32 
a.m. to 5:00 a.m., and she punched out at 7:18 
a.m. When they are working in memory care, 
they take their breaks on memory care. If they 
need to leave memory care, the assisted living 
person or the float will go in and take over. From 
5:55 a.m. to 7:00 a.m., we only had two on. If [R4] 
wanted to get up or if they had a fall, they would 
call me, I live close. If someone falls and there is 
only two on, they keep them comfortable and they 
call me, and I run over to help. We have lots of 
staff that live close by they can call. If it is an 
emergency, then they would call 911. But all the 
staff are trained when they are hired that they 
can't leave memory care alone for any reason."

On January 4, 2022, at 1:20 p.m. ULP-F stated 
the facility should have three staff members per 
shift however, they had worked with two people in 
the building when scheduled approximately one 
time per month. 

The licensee's Staffing Plan policy dated July 
2021, indicated the licensee would ensure 
sufficient staff at all times to meet the scheduled 
and reasonably foreseeable unscheduled needs 
of each resident as determined by their 
assessments and service plans. In addition, the 
licensee would have three awake ULP's in the 
overnight hours. 

No further information was provided. 

TIME PERIOD FOR CORRECTION: IMMEDIATE
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 02240
SS=C

144G.90 Subdivision 1 Assisted living bill of 
rights; notification

(a) An assisted living facility must provide the 
resident a written notice of the rights under 
section 144G.91 before the initiation of services 
to that resident. The facility shall make all 
reasonable efforts to provide notice of the rights 
to the resident in a language the resident can 
understand.
(b) In addition to the text of the assisted living bill 
of rights in section 144G.91, the notice shall also 
contain the following statement describing how to 
file a complaint or report suspected abuse:
"If you want to report suspected abuse, neglect, 
or financial exploitation, you may contact the 
Minnesota Adult Abuse Reporting Center 
(MAARC). If you have a complaint about the 
facility or person providing your services, you may 
contact the Office of Health Facility Complaints, 
Minnesota Department of Health. You may also 
contact the Office of Ombudsman for Long-Term 
Care or the Office of Ombudsman for Mental 
Health and Developmental Disabilities."
(c) The statement must include contact 
information for the Minnesota Adult Abuse 
Reporting Center and the telephone number, 
website address, e-mail address, mailing 
address, and street address of the Office of 
Health Facility Complaints at the Minnesota 
Department of Health, the Office of Ombudsman 
for Long-Term Care, and the Office of 
Ombudsman for Mental Health and 
Developmental Disabilities. The statement must 
include the facility's name, address, e-mail, 
telephone number, and name or title of the 
person at the facility to whom problems or 
complaints may be directed. It must also include 
a statement that the facility will not retaliate 

 02240
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because of a complaint.
(d) A facility must obtain written acknowledgment 
from the resident of the resident's receipt of the 
assisted living bill of rights or shall document why 
an acknowledgment cannot be obtained. 
Acknowledgment of receipt shall be retained in 
the resident's record.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to provide provide the current bill 
of rights (BOR) for assisted living to three of three 
residents (R2, R4, R9).

This practice resulted in a level one violation (a 
violation that has no potential to cause more than 
a minimal impact on the resident and does not 
affect 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).

On January 4, 2023, at 9:34 a.m., RN-A provided 
the surveyor a document titled Minnesota Bill of 
Rights for Assisted Living dated November 8, 
2022, and stated the licensee used the document 
for their policy on dignity. The document read, 
"Residents have the right to be treated with 
courtesy and respect."

R2 was admitted to licensee and started receiving 
assisted living services January 22, 2022. 

R4 was admitted to licensee October 1, 2019, 
and started receiving assisted living services 
August 1, 2021.

R9 was admitted to licensee and started receiving 
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assisted living services May 2, 2022. 

R2, R4, and R9's record lacked evidence the 
residents had received the assisted living BOR.

On January 4, 2023, at 2:10 p.m., administrator 
(A)-D provided document titled Acknowledgement 
of Documents Received for R2, R4, and R9, 
which included home care BOR, UDALSA, 
complaint process and complaint form, electronic 
monitoring, and privacy practice notice, however, 
did not address the assisted living BOR. 

On January 5, 2023, at 11:28 a.m., A-D provided 
an updated document titled Acknowledgement of 
Documents Received for R4 that indicated 
homecare BOR, and provided a blank copy of the 
assisted living BOR. The surveyor made four 
attempts to obtain documentation of 
acknowledgement of the assisted living BOR for 
R2, R4, and R9 however, did not receive the 
document from the licensee.  

On January 5, 2023, at 11:59 a.m., A-D stated 
they understood that the Minnesota Department 
of Health (MDH) was looking for the assisted 
living BOR and not the home care BOR. A-D 
stated, "I will call you back and get you it in a few 
minutes."

No further information was provided. 

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

625 North Robert Street
Saint Paul, MN
651-201-5000

8087231001

Page 1
01/05/23
15:00:00

Type:

Time:
Date:

Report:

Full         Food and Beverage Establishment 
       Inspection Report

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

7632353600

The Encore At Champlin
11469 Jefferson Court North   
Champlin, MN55316
Hennepin County, 27

  /  /

No
Risk:

Expires on:

Announced Inspection:

ID #: 0038486

ID #:

Location:

License Categories: Operator:

Establishment Info:

Phone #:

The following orders were issued during this inspection.

4-601.11A

CAN OPENER BLADE OBSERVED WITH BUILD-UP OF FOOD DEBRIS. CLEAN AND MAINTAIN
CLEAN THE CAN OPENER BLADE TO COMPLY WITH THE RULE. CAN OPENER RAN THROUGH
DISH MACHINE BY OPERATOR. CORRECTED ON SITE.

4-600   Cleaning Equipment and Utensils
** Priority 2 **

MN Rule 4626.0840A   Equipment food-contact surfaces and utensils must be clean to sight and touch.

Corrected on Site

2-102.12AMN

THERE IS NO FULL TIME STATE CERTIFIED FOOD PROTECTION MANAGER AT THE
ESTABLISHMENT. HIRE A FULL TIME EMPLOYEE OR TRAIN AN EXISTING FULL TIME
EMPLOYEE AND APPLY FOR THE STATE CERTIFIED FOOD PROTECTION MANAGER
CERTIFICATE.

2-100   Supervision

MN Rule 4626.0033A   Employ a certified food protection manager (CFPM) for the establishment.

Comply By: 03/31/23

4-501.11AB

WALK-IN FREEZER HAS BUILD-UP OF ICE AROUND CONDENSER UNIT. REPAIR OR REPLACE
CONDENSER UNIT TO BE IN GOOD REPAIR TO COMPLY WITH THE RULE ABOVE.

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.

Comply By: 12/01/23
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The Encore At Champlin
Report:

Full         Food and Beverage Establishment 
       Inspection Report

Surface and Equipment Sanitizers
Wash Temperature Gauge: = -- at 158 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Rinse Temperature Gauge: = -- at 190 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Max Utensil Surface Temp: = -- at 167 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Quaternary Ammonia: = 400 PPM at -- Degrees Fahrenheit
Location: WALL DISPENSING UNIT
Violation Issued: No

Food and Equipment Temperatures

Temperature: 37 Degrees Fahrenheit  - Location: STAND-UP COOLER
Violation Issued: No

Process/Item: Ambient Air

Temperature: 36 Degrees Fahrenheit  - Location: STAND-UP COOLER
Violation Issued: No

Process/Item: Cold Holding: MILK

Temperature: 36 Degrees Fahrenheit  - Location: STAND-UP COOLER
Violation Issued: No

Process/Item: Cold Holding: CHEESE

Temperature: 33 Degrees Fahrenheit  - Location: WALK-IN COOLER
Violation Issued: No

Process/Item: Ambient Air

Temperature: 32 Degrees Fahrenheit  - Location: WALK-IN COOLER
Violation Issued: No

Process/Item: Cold Holding: DELI MEAT

Temperature: 32 Degrees Fahrenheit  - Location: WALK-IN COOLER
Violation Issued: No

Process/Item: Cold Holding: CHEESE

Temperature: -4 Degrees Fahrenheit  - Location: WALK-IN FREEZER
Violation Issued: No

Process/Item: Ambient Air

THIS WAS AN UNANNOUNCED AND UNSCHEDULED FULL INSPECTION.

INSPECTION DONE WITH KITCHEN MANAGER JEREMIAH KNIGHT.

 Priority 1 Priority 3
0 21

Priority 2Total Orders  In This Report
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Type:

Time:
Date:

The Encore At Champlin
Report:

Full         Food and Beverage Establishment 
       Inspection Report

TOPICS OF DISCUSSION WITH OPERATOR INCLUDED:

HAND WASHING
NOROVIRUS
BARE HAND CONTACT WITH READY TO EAT FOODS
EMPLOYEE ILLNESS
EMPLOYEE EXCLUSION
COOLING METHODS
REHEATING METHODS
SANITIZER CONCENTRATION
DATE MARKING 
ALL ITEMS ON THIS REPORT
ALL ITEMS ON PREVIOUS REPORT

ALL FROZEN FOODS FOUND IN FROZEN CONDITION.

REPORT EMAILED TO NURSING EVALUATOR ASHLEY CREWS.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 8087231001 of 01/05/23.

Certified Food Protection Manager:

Certification Number: Expires:   /  /

Signed: Signed:
JEREMIAH KNIGHT
KITCHEN MANAGER

John Boettcher
Public Health Sanitarian 3
St. Paul, MN / Freeman
651-201-5076

NOTE:  Plans and specifications must be submitted for review and approval prior to new construction, remodeling or
alterations.

john.boettcher@state.mn.us

Inspection report reviewed with person in charge and emailed.
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