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Electronically Delivered

January 29, 2025

Licensee
Evergreen Knoll
1309 14th Street
Cloquet, MN  55720

RE:  Project Number(s) SL24494016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on December 11, 2024, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

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

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

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:
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� 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,

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

JMD
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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:

SL24494016-0

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 December 9, 2024, through December 11,
2024, the Minnesota Department of Health
conducted a full survey at the above provider. At
the time of the survey, there were 59 residents;
59 receiving services under the Assisted Living
Facility with Dementia Care license.

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

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

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

0 470 144G.41 Subdivision 1 Minimum requirements
SS=F

0 470

(11) develop and implement a staffing plan for
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 470 Continued From page 1

determining its staffing level that:
(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

0 470

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and implement a
staffing plan for determining the staffing level, that
included an evaluation conducted at least twice a
year of the appropriateness of staffing levels in
the facility.

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

Minnesota Department of Health
STATE FORM 6899 6EK011 If continuation sheet 2 of 27
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resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

0 470

The findings include:

During the entrance conference on December 9,
2024, at 12:05 p.m., licensed assisted living
director (LALD)-B and clinical nurse supervisor
(CNS)-A stated staffing was as follows:
- day shift had two unlicensed personnel (ULP) in
each care suite from 6:00 a.m. to 2:00 p.m., one
ULP in the assisted living (ALF) unit from 6:00
a.m. to 2:00 p.m. and one ULP from 7:00 a.m. to
3:00 p.m., and on the weekends, ALF had one
ULP from 6:00 to 2:00 p.m., but not 7:00 a.m. to
3:00 p.m.;
- evening shift had one ULP in each care suite
from from 2:00 to 10:00 p.m. and one ULP in
each care suite from 2:00 p.m. to 9:00 p.m., and
ALF had one ULP from 2:00 p.m. to 10:00 p.m.;
and
- night shift had one ULP in each care suite and
one ULP in ALF from 10:00 p.m. to 6:00 a.m.

At this time, CNS-A also stated one plan review
had been completed in July after getting it
developed with a consultant, but a second review
had not been completed. CNS-A stated she was
aware of the need to complete two per year and
planned to do the next one in January 2025.

The licensee's Staffing, Direct-Care Staffing Plan
& Daily Schedule policy dated December 2, 2024,
noted the plan would be evaluated for the
appropriate staffing levels and revised as needed
at a minimum of two times per year.

Minnesota Department of Health
STATE FORM 6899 6EK011 If continuation sheet 3 of 27
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 480

(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;

Minnesota Department of Health
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(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
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:
Minnesota Department of Health
STATE FORM 6899 6EK011 If continuation sheet 5 of 27
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Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated December 11, 2024, for the
specific Minnesota Food Code violations. The
Inspection Report was provided to the licensee
within 24 hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 630 144G.42 Subd. 6 (b) Compliance with
SS=D requirements for reporting ma

0 630

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
individualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to
include the required content for one of three
residents (R1).

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

Minnesota Department of Health
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cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

0 630

The findings include:

R1's diagnoses included chronic obstructive
pulmonary disease (COPD) and type II diabetes
mellitus.

On December 10, 2024, at 3:45 p.m., the
surveyor met with R1 in his apartment, where he
was sitting in a chair watching television.

R1's Service Plan dated May 16, 2023, indicated
R1 received services including assistance with
bathing, compression stockings, and medication
administration.

R1's IAPP dated October 22, 2024, noted R1 was
not at risk to abuse other vulnerable adults.
However, it lacked identification of whether or not
R1 was susceptible to abuse from another
individual, including other vulnerable adults.

On December 10, 2024, at 2:30 p.m., clinical
nurse supervisor (CNS)-A stated the IAPP should
include an assessment of the resident's
susceptibility to abuse from another individual,
and added this got missed for R1.

The licensee's Individual Abuse Prevention Plans
policy dated December 12, 2024, noted the
individual abuse prevention plan would include an
individualized assessment of the resident's
susceptibility to be abuse by another individual,
including other vulnerable adults.

Minnesota Department of Health
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No further information was provided.

0 630

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 680

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing residents.
(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.
(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop a written
emergency preparedness plan (EPP) with all the

Minnesota Department of Health
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required content defined in Appendix Z. This had
the potential to affect residents receiving services
under the assisted living license, staff, and
visitors.

0 680

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:

During the initial facility tour with licensed
assisted living director (LALD)-B on December 9,
2024, at 12:50 p.m., the surveyor observed the
facility consisted of a three level building. Each
level consisted of resident rooms. The main level
also included a dining room, kitchen, and a
common sitting area for residents. The first and
second floors included locked dementia care
units.

The licensee's EPP binder dated reviewed on
July 1, 2024, lacked the following required
content:
- policy and procedure to address food, water,
medical supplies, and pharmaceutical supplies
whether evacuated or sheltered in place for staff
and residents;
- alternate sources of energy to maintain
temperatures to protect resident health and
safety, safe and sanitary storage of provisions,
emergency lighting, fire detection, extinguishing,
alarm systems, and sewage and waste disposal;
- policy and procedure to include a system to

Minnesota Department of Health
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track the location of on-duty staff and sheltered
residents, and if on-duty staff and sheltered
residents are relocated, the facility must
document the specific name/location of the
receiving facility or other location;
- policy and procedure to address safe
evacuation from the facility, including
consideration of care and treatment needs of
evacuees, staff responsibilities, transportation,
identification of evacuation locations, primary /
alternative communication means with external
sources of assistance;
- policy and procedure to address the system of
medical documentation that preserves resident
information, protects confidentiality, and
secures/maintains availability of records;
- exercises to test the EPP at least twice per year,
including unannounced staff drills using the EPP
to include:

- participate in an annual full-scale exercise
that is community based or conduct an annual,
individual, facility-based functional exercise or if
the facility experiences an actual emergency
requiring activation of the plan, the facility is
exempt from engaging in its next required
full-scale exercise;

- conduct an additional annual exercise that
may include a second full-scale exercise that is
community based or an individual, facility based
functional exercise or mock disaster drill or
table-top exercise; and

- analyze the facility's response to and
maintain documentation of all drills, tabletop
exercises and emergency events and revise the
plan as needed.

0 680

On December 11, 2024, at 11:55 a.m., LALD-B
stated many of the above required items were
available but not in writing. In addition, LALD-B
stated the testing only included fire drills.

Minnesota Department of Health
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The licensee's Emergency and Disaster
Preparedness policy dated October 9, 2024,
noted the plan contained a plan for evacuation,
addressed the elements of sheltering in place,
identified temporary relocation sites, and included
details of staff assignments in the event of a
disaster.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4695, 4659.0100, sections A and B,
effective October 2022, assisted living facilities
shall comply with the federal emergency
preparedness regulations for long-term care
facilities under Code of Federal Regulations, title
42, section 483.73, or successor requirements.
This part references documents, specifications,
methods, and standards in "State Operations
Manual Appendix Z - Emergency Preparedness
for All Providers and Certified Supplier Types:
Interpretive Guidance," which is incorporated by
reference.

No further information was provided.

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

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

Minnesota Department of Health
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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;

0 780

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to keep the facility in compliance with the
Minnesota Fire Code. The deficient conditions
have the ability to affect all staff and residents.

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

Findings include:

On facility tour with the licensed assisted living
director (LALD)-B and maintenance (M)-C on
December 10, 2024, between 9:00 a.m. and 2:00
p.m. the following deficient conditions were

Minnesota Department of Health
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observed:

0 780

FIRE DOORS:

The surveyor observed that there many labeled
fire doors throughout the facility being held open
by various devices and areas where Christmas
decorations were blocking the fire doors from
closing. Also, the 2nd and 3rd floor stairwell doors
did not close and latch.

The surveyor explained to the LALD-B and M-C
that all resident room doors as well as all
storage/mechanical room doors to the corridors
shall close and latch under their own power and
remain closed all the time unless on a hold open
device connected to the fire alarm system. Also,
all fire doors to the elevator lobby and all stairwell
doors shall close and latch.

STORAGE:

The surveyor observed storage in the 2nd floor
and 3rd floor stairwell. Also, there was
combustible storage too close to the furnaces in
the a few storage/mechanical rooms.

The surveyor explained to the LALD-B and M-C
that there shall be no storage allowed in the
stairwells and that combustible storage shall be
kept a minimum of 24 inches away from
furnaces/water heaters or follow the appliances
manufacturers recommendations.

FIRE WALL:

The surveyor observed a hole in the wall behind
the dryer in the 3rd floor laundry room and
openings to the fire sprinkler drum drip valves.

Minnesota Department of Health
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The surveyor explained to the LALD-B and M-C
that the hole shall be closed meeting the same
fire rating requirements of when the wall was
built.

0 780

EMERGENCY LIGHTS:

The surveyor observed emergency lights that
failed to operate when push button tested.

The surveyor explained to the LALD-B and M-C
that all exit and emergency lights shall be push
button tested monthly and a 30-minute test
conducted annually. This shall be documented
and all lights shall be repaired when found
inoperable.

EXTENSION CORDS:

The surveyor observed many extension cords
throughout the facility being used for permanent
wiring.

The surveyor explained to the LALD-B and M-C
that extension cords cannot be routed through
walls/doors/ceilings or used for permanent use.

CEILING TILE:

The surveyor observed several ceiling tiles were
missing by the first floor fire doors.

The surveyor explained to the LALD-B and M-C
that all ceiling tiles shall be always kept in place
to activate the fire sprinkler system in the area
sooner and to keep smoke from getting into the
concealed space.

DEMENTIA CARE AREA:

Minnesota Department of Health
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The surveyor observed there was not an egress
control locking system in the first and second
floor dementia care areas having the capability of
being unlocked by a signal or switch from the fire
command center, a nursing station, or other
approved location. The signal or switch shall
directly break power to the lock.

0 780

The surveyor explained to LALD-B and M-C that
a compliant signal or switch shall be installed.

LINT:

The surveyor observed an excessive amount of
lint in the outside dryer vents.

The surveyor explained to the LALD-B and M-C
that the lint collection poses a fire hazard and the
vent piping and terminations shall routinely be
cleaned.

KITCHEN EQUIPMENT:

The surveyor observed the restraint for the
movable gas equipment under the kitchen hood
was missing.

The surveyor explained to the LALD-B and M-C
that the restraint cables shall be connected all the
time.

SENSOR RELEASE MAIN DOOR:

The surveyor observed the emergency function of
this door did not work when tested. The door
could not be opened.

The surveyor explained to the LALD-B and M-C
that the emergency function of this door shall be
tested periodically and it shall open with little
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0 780 Continued From page 15

force.

0 780

The deficient conditions were visually verified by
the LALD-B and M-C accompanying on the tour.

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,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain 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).
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The findings include:

0 790

On facility tour with the licensed assisted living
director (LALD)-B and maintenance (M)-C on
December 10, 2024, between 9:00 a.m. and 2:00
p.m. the following deficient condition was
observed:

The portable fire extinguishers throughout the
facility needed their annual inspection.

The surveyor explained to the LALD-B and M-C
that all fire extinguishers shall have the annual
inspection completed to meet the state fire code
requirements.

The deficient condition was visually verified by the
LALD-B and M-C accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

0 800 144G.45 Subd. 2 (a) (4) Fire protection and
SS=F 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.

0 800

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain the facility's physical
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environment in a continuous state of good repair
and operation regarding the health, safety, and
well-being of the residents. This had the potential
to directly affect all residents, staff, and visitors.

0 800

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).

Findings include:

On facility tour with the licensed assisted living
director (LALD)-B and maintenance (M)-C on
December 10, 2024, between 9:00 a.m. and 2:00
p.m. the following deficient conditions were
observed:

The surveyor observed water stains on the ceiling
in the second-floor lobby area and by first floor
fire doors.

The surveyor explained to the LALD-B and M-C
that the ceiling shall be repaired.

The deficient conditions were visually verified by
the LALD-B and M-C accompanying on the tour.

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

01440 144G.62 Subd. 4 Supervision of staff providing
SS=D delegated nurs

01440
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(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.
(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure direct supervision of
staff performing delegated tasks was provided
within 30 calendar days after the date on which
the individual began working for the licensee for
one of one unlicensed personnel (ULP)-E.

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

01440

The findings include:

ULP-E was hired to provide assisted living
services on July 16, 2024.

ULP-E's employee record lacked documented
evidence of the required direct supervision.

On December 11, 2024, at 1:40 p.m., clinical
nurse supervisor (CNS)-A stated ULP-E had
received the required training and orientation, but
had not received the direct supervision within 30
days as required, and this had been missed.

The licensee's Personnel Records policy dated
December 2, 2024, noted the employee record
would contain the results of supervision
observations.

No further information was provided.

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

01650 144G.70 Subd. 4 (f) Service plan, implementation 01650
SS=E 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;
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(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.

01650

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure a service
plan included the required content for two of three
residents (R1, R2).

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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:
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R1
R1's diagnoses included chronic obstructive
pulmonary disease (COPD) and type II diabetes
mellitus.

01650

On December 10, 2024, at 3:45 p.m., the
surveyor met with R1 in his apartment, where he
was sitting in a chair watching television.

R1's Service Plan dated May 16, 2023, indicated
R1 received services including assistance with
bathing, compression stockings, and medication
administration. However, it lacked:
- identification of and information as to who had
authority to sign for the resident in an emergency.

R2
R2's diagnoses included seizure disorder,
epilepsy, chronic tension headaches, and major
depressive disorder.

On December 9, 2024, at 3:08 p.m., the surveyor
met with R2 in her apartment, where she was
resting in her recliner in her apartment.

R2's Service Plan dated May 9, 2024, indicated
R2 received services including assistance with
bathing, medication administration, and laundry.
However, it lacked:
- a contingency plan that included the action to be
taken if the scheduled service could not be
provided.

On December 10, 2024, at 2:55 p.m., clinical
nurse supervisor (CNS)-A stated the service
plans were missing the above required content
and believed this had occurred when an update
was made to their electronic records.

The licensee's Contents of Service Plans policy
Minnesota Department of Health
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dated December 2, 2024, noted service plans
would include a contingency plan that included
the action to be taken if the scheduled service
could not be provided and the identification of and
information on who had the authority to sign for
the resident in an emergency.

01650

No further information was provided.

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

02040 144G.81 Subdivision 1 Fire protection and
SS=F physical environment

02040

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:
Based on record review and interview, the
licensee failed to provide a hazard vulnerability
assessment or safety risk assessment of the
physical environment on and around the property.
This deficient practice had the ability 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
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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 potential to affect a large portion or all of
the residents).

02040

Findings include:

On facility tour with the licensed assisted living
director (LALD)-B and maintenance (M)-C on
December 10, 2024, between 9:00 a.m. and 2:00
p.m. the following deficient condition was
observed:

The surveyor observed chemicals in the kitchen
area above the microwave in the first and second
floor dementia care floors.

The deficient condition was visually verified by the
LALD-B and M-C accompanying on the tour.

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

02310 144G.91 Subd. 4 (a) Appropriate care and
SS=D services

02310

(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to ensure the care and
services were provided according to acceptable
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health care and medical, or nursing standards for
one of two residents (R3) with a hospital bedrail.

02310

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

The findings include:

R3's diagnoses included vascular dementia and
atrial fibrillation (a rapid, irregular heartbeat).

On December 9, 2024, at 3:00 p.m., R3's bed
was observed to be a hospital style bed with
bilateral hospital bedrails in the raised position. At
this time, unlicensed personnel (ULP)-F stated
R3 utilized the bedrails to help with getting and
bed.

R3's Service Plan dated May 3, 2024, noted
services including assistance with activities,
bathing, dressing, dentures, toileting, and
medication administration.

R3's Assessment by Date dated November 12,
2024, noted R3 was unable to walk, required
assistance with transferring and toileting, had
bilateral edema in the ankles and calves, urgency
with urination, recurrent urinary tract infections
(UTI), bilateral lower extremity neuropathy, and
utilized scheduled pain medications. It also noted
under bed safety, R3 utilized an electric hospital
bed, utilized bedrails to help change positions
while in bed, had impaired mobility, required an
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assist of one person for all transfers, and was a
fall risk. It noted the measurements of zones 1, 2,
3, and 4.

02310

On December 10, 2024, at 3:30 p.m., the
surveyor observed R3's bed with clinical nurse
supervisor (CNS)-A. At this time, the surveyor
observed R3's bed without bedrails, and CNS-A
located the bedrails on the floor behind R3's
chair. Upon questioning staff in the unit, CNS-A
stated service quality supervisor (CQS)-G had
called the unit recently to ask about R3's bedrails,
and the unlicensed staff on the unit
misunderstood and removed the bedrails. The
surveyor observed R3 in the common area on the
unit prior to entering her room, and R3 granted
permission to go in an look at her bed. CNS-A
educated staff on the importance of never
removing bedrails, and added she was the only
staff that would remove bedrails.

R3's record lacked:
- an assessment prior to the bedrails being
removed from the bed;
- description of the bedrails and identification of
being securely attached to the bed per
manufacturer's guidelines; and
- resident's preferences.

On December 11, 2024, at 12:05 p.m., CNS-A
stated R3's record lacked the above required
content related to the bedrail assessment.

The licensee's Devices and Device Assessment
policy dated December 2, 2024, noted continued
use of the bedrails would be assessed at least
every 90 days or with a significant change to
determine if the bedrails were still needed.

The March 10, 2006, FDA Side Rail Entrapment
Minnesota Department of Health
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Zones and Dimensional Recommendations
indicated to reduce the risk of entrapment with
hospital beds, zone 1 (within the rail) should not
exceed 4 and 3/4 inches, zone 2 (under the rail,
between rail supports or next to a single rail
support) should not exceed 4 and 3/4 inches,
zone 3 (between the rail and the mattress),
should not exceed 4 and 3/4 inches, and zone 4
(under the rail, at the ends of the rail) should not
exceed 2 and 3/8 inches or be greater than a 60
degree angle.

02310

The Minnesota Department of Health (MDH)
website, Assisted Living Resources &
Frequently-Asked-Questions (FAQs) dated
August 7, 2023, indicated the licensee should
ensure that an assessment was completed, that
the bed rail was securely attached to the bed
frame per manufacturer guidelines, and include
the resident's preferences.

The FDA, "A Guide to Bed Safety" revised April
2010, included the following information: "When
bed rails are used, perform an on-going
assessment of the patient's physical and mental
status, closely monitor high-risk patients." The
FDA also identified, "Patients who have problems
with memory, sleeping, incontinence, pain,
uncontrolled body movement, or who get out of
bed and walk unsafely without assistance, must
be carefully assessed for the best ways to keep
them from harm, such as falling. Assessment by
the patient's health care team will help to
determine how best to keep the patient safe."

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days
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Type:
Date:
Time:
Report:

Full
12/11/24
12:15:00
1027241164

Location:
Evergreen Knoll
1309 14th Street
Cloquet, MN55720
Carlton County, 09

License  Categories:

MN Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975
Saint Paul, MN 55164-0975
651-201-4500

Food  and Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: 0038698
Risk:
Announced Inspection: No

Operator:

Page 1

Expires on: / /
Phone #: 2188783302
ID #:

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

The following orders were issued during this inspection.

4-200 Equipment  Design and  Construction
4-203.12 ** Priority  2 **

MN Rule 4626.0560 Replace ambient air and water temperature measuring devices that are not accurate to plus
or minus 3 degrees F.
THERMOMETER IN UPRIGHT COOLER WAS READING 30F WHEN FOODS WERE 39F. REPLACE
THERMOMETER
Comply By: 12/11/24

3-300B Protection  from  Contamination:  cross-contamination,  eggs
3-302.12

MN Rule 4626.0240 Properly label all working containers holding food or food ingredients that are removed
from orginal packages with the common name of the food. Label the food in English and any other languages
used by employees who handle food.
FLOUR AND SUGAR CONTAINERS WERE NOT LABELED AT TIME OF INSPECTION.
Comply By: 12/11/24

Surface  and  Equipment  Sanitizers
Quaternary Ammonia: = 200PPM at Degrees Fahrenheit
Location: SANITIZER BUCKET
Violation Issued: No

Chlorine: = 100PPM at Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food  and  Equipment  Temperatures



Type: Full
Date: 12/11/24
Time: 12:15:00
Report: 1027241164
Evergreen Knoll

Food  and Beverage  Establishment
Inspection  Report

Process/Item: Prep Cooler
Temperature: 37 Degrees Fahrenheit - Location: BOTTOM-THERMOMETER
Violation Issued: No
Process/Item: Prep Cooler
Temperature: 39 Degrees Fahrenheit - Location: BOTTOM-BUTTER
Violation Issued: No
Process/Item: Upright Freezer
Temperature: Degrees Fahrenheit - Location: ALL FOODS FROZEN
Violation Issued: No
Process/Item: Upright Freezer
Temperature: Degrees Fahrenheit - Location: ALL FOODS FROZEN
Violation Issued: No
Process/Item: Upright Freezer
Temperature: Degrees Fahrenheit - Location: ALL FOODS FROZEN
Violation Issued: No
Process/Item: Upright Freezer
Temperature: Degrees Fahrenheit - Location: ALL FOODS FROZEN
Violation Issued: No
Process/Item: Upright Freezer
Temperature: Degrees Fahrenheit - Location: ALL FOODS FROZEN
Violation Issued: No
Process/Item: Upright Freezer
Temperature: Degrees Fahrenheit - Location: ALL FOODS FROZEN
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 36 Degrees Fahrenheit - Location: THERMOMETER
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 39 Degrees Fahrenheit - Location: COLESLAW
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 40 Degrees Fahrenheit - Location: TUNA MIX
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 39 Degrees Fahrenheit - Location: THERMOMETER
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 39 Degrees Fahrenheit - Location: LIQUID EGGS
Violation Issued: No

Page 2
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Time: 12:15:00
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Page 3

Process/Item: Upright Cooler
Temperature: 35 Degrees Fahrenheit - Location: THERMOMETER
Violation Issued: No
Process/Item: Hot Holding
Temperature: 152 Degrees Fahrenheit - Location: PORK
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
1

Priority 3
1

DISCUSSED EMPLOYEE ILLNESS AND EXCLUSIONS AND REQUIRED SANITIZER STRENGTHS.
OBSERVED STAFF USING UTENSILS AND WEARING GLOVES WHEN HANDLING READY TO EAT
FOODS.
NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the MN Department of Health inspection report number
1027241164 of 12/11/24.

Certified Food Protection Manager:THERESA LANGEVIN

Certification Number: FM95189 Expires: 08/10/27

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
THERESA LANGEVIN
MANAGER

Signed:
Ian H

651-201-4500
health.foodlodging@state.mn.us



Report  #: 1027241164 Food  Establishment  Inspection  Report

Evergreen Knoll

License/ Permit  #
0038698

MN Department  of  Health
Food,  Pools,  & Lodging  Services
P.O. Box  64975
Saint  Paul,  MN 55164-0975

Address
1309 14th Street

Permit  Holder

No. of  RF/PHI Categories  Out

No. of  Repeat  RF/PHI Categories  Out

Legal  Authority  MN Rules  Chapter  4626
City/ State
Cloquet, MN

Zip  Code
55720

Purpose  of  Inspection
Full

Est  Type

0 Date 12/11/24

0 Time  In 12:15:00

Time  Out

Telephone
2188783302

Risk  Category

FOODBORNE ILLNESS RISK FACTORS AND PUBLIC HEALTH INTERVENTIONS
Circle designated compliance status (IN, OUT, N/O, N/A) for each numbered item Mark "X" in appropriate box for COS and/or R

IN= in compliance OUT= not in compliance N/O= not observed N/A= not applicable COS=corrected on-site during inspection R= repeat violation

Compliance  Status COS R

1 IN OUT
2 IN OUT N/A

Surpervision
PIC knowledgeable; duties & oversight
Certified food protection manager, duties

Employee  Health
3 IN OUT
4 IN OUT

Mgmt/Staff;knowledge,responsibilities&reporting
Proper use of reporting, restriction & exclusion

5 IN OUT

6 IN OUT

Procedures for responding to vomiting & diarrheal
events

Good  Hygenic  Practices
N/O Proper eating, tasting, drinking, or tobacco use

7 IN OUT N/O No discharge from eyes, nose, & mouth
Preventing  Contamination  by  Hands

8 IN OUT N/O Hands clean & properly washed

9 IN
No bare hand contact with RTE foods or pre-approved

OUT N/A N/O alternate pprocedure properly followed
10 IN OUT

11 IN OUT

Adequate handwashing sinks supplied/accessible
Approved  Source

Food obtained from approved source

12 IN OUT N/A N/O Food received at proper temperature

Compliance  Status COS R

Time/Temperature  Control  for  Safety
18 IN OUT N/A N/O Proper cooking time & temperature
19 IN OUT N/A N/O Proper reheating procedures for hot holding
20 IN OUT N/A N/O Proper cooling time & temperature
21 IN OUT N/A N/O Proper hot holding temperatures
22 IN OUT N/A Proper cold holding temperatures
23 IN OUT N/A N/O Proper date marking & disposition

24 IN OUT N/A N/O Time as a public health control: procedures & records
Consumer  Advisory

25 IN OUT N/A Consumer advisory provided for raw/undercooked food
Highly  Susceptible  Populations

26 IN OUT N/A Pasteurized foods used; prohibited foods not offered

27 IN OUT N/A
Food  and Color  Additives  and Toxic  Substances
Food additives: approved & properly used

28 IN OUT Toxic substances properly identified, stored, & used
Conformance  with  Approved  Procedures

29 IN OUT N/A Compliance with variance/specialized process/HACCP

13 IN OUT Food in good condition, safe, & unadulterated

14 Required records available; shellstock tags,
IN OUT N/A N/O parasite destruction

Protection  from  Contamination
15 IN OUT N/A N/O Food separated and protected

(RF) are improper practices or proceedures identified as the mostRisk  factors
prevalent contributing factors of foodborne illness or injury. Public  Health  Interventions
(PHI) are control measures to prevent foodborne illness or injury.

16 IN OUT N/A

17 IN OUT

Food contact surfaces: cleaned & sanitized
Proper disposition of returned, previously served,
reconditioned, & unsafe food

GOOD RETAIL  PRACTICES
Good  Retail  Practices  are preventative measures to control the addition of pathogens, chemicals, and physical objects into foods.

Mark "X" in box if numbered item is in compliancenot Mark "X" in appropriate box for COS and/or R COS= corrected on-site during inspection R= repeat violation

Safe Food  and Water
COS R

Proper  Use of  Utensils
COS R

30 IN OUT N/A Pasteurized eggs used where required

31 Water & ice obtained from an approved source

32 IN OUT N/A Variance obtained for specialized processing methods

Food  Temperature  Control

33 Proper cooling methods used; adequate equipment for
temperature control

43 In-use utensils: properly stored

44 Utensils, equipment & linens: properly stored, dried, & handled

45 Single-use/single service articles: properly stored & used

46 Gloves used properly
Utensil  Equipment  and Vending

Food & non-food contact surfaces cleanable, properly
47 designed, constructed, & used

34 IN OUT N/A N/O Plant food properly cooked for hot holding 48 Warewashing facilities: installed, maintained, & used; test strips

35 IN OUT N/A N/O Approved thawing methods used 49 Non-food contact surfaces clean
36 X Thermometers provided & accurate Physical  Facilities

Food  Identification 50 Hot & cold water available; adequate pressure
37 X Food properly labled; original container 51 Plumbing installed; proper backflow devices

Prevention  of  Food  Contamination
38 Insects, rodents, & animals not present

39 Contamination prevented during food prep, storage & display

40 Personal cleanliness

41 Wiping cloths: properly used & stored

42 Washing fruits & vegetables

52 Sewage & waste water properly disposed

53 Toilet facilities: properly constructed, supplied, & cleaned

54 Garbage & refuse properly disposed; facilities maintained

55 Physical facilities installed, maintained, & clean

56 Adequate ventilation & lighting; designated areas used

57 Compliance with MCIAA

Food  Recalls:
58 Compliance with licensing & plan review

Person  in  Charge  (Signature) Date:  12/11/24

Inspector (Signature)


