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Electronically Delivered

August 26, 2024

Licensee
Eagancare Behavioral Health
1766 Gabbro Trail
Eagan, MN  55122

RE:  Project Number(s) SL36221015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on July 31, 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:

� Identify how the area(s) of noncompliance was corrected related to the
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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,

Jodi Johnson, Supervisor
State Evaluation Team
Email: Jodi.Johnson@state.mn.us
Telephone: 507-344-2730 Fax: 1-866-890-9290

HHH
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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:

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.

SL36221015

On July 29, 2024, through July 31, 2024, the
Minnesota Department of Health conducted a full
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were four residents; four receiving
services under the provider's Assisted Living
Facility license.

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

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

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

0 480 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

0 480

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

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

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) 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
the residents).
The findings include:
Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated July 30, 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.

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

0 780

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

(1) for dwellings or sleeping units, as defined in
the State Fire Code:

Minnesota Department of Health
STATE FORM 6899 6HK611 If continuation sheet 2 of 17
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(i) provide smoke alarms in each room used
for sleeping purposes;

(ii) provide smoke alarms outside each
separate sleeping area in the immediate vicinity
of bedrooms;

(iii) provide smoke alarms on each story
within a dwelling unit, including basements, but
not including crawl spaces and unoccupied attics;

(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing
smoke alarms complies with the State Fire Code,
except that newly introduced smoke alarms in
existing buildings may be battery operated;

0 780

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide smoke alarms that complied with
fire protection requirements. 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
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 July 31, 2024, at 1:45 p.m., survey staff
Minnesota Department of Health
STATE FORM 6899 6HK611 If continuation sheet 3 of 17
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toured the facility with licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A.
During the tour, LALD/CNS-A tested smoke
alarms in the dwelling unit. Survey staff observed
the following:
1. When the smoke alarm was tested in resident
bedroom 3, the smoke alarm installed outside
bedrooms 3 and 4 was not actuated.
2. When the smoke alarm installed outside
resident bedrooms 1 and 2 was tested, the
smoke alarm in bedroom 1 was not actuated.
The smoke alarms installed in the bedrooms and
outside each sleeping area were not all
interconnected. During the tour interview,
LALD/CNS-A verified the smoke alarms were not
interconnected as required by statute.

0 780

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 provide the physical environment in a
continuous state of good repair and operation
with regard to the health, safety, and well-being of
the residents. This had the potential to directly

Minnesota Department of Health
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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) 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 July 31, 2024, at 1:45 p.m., survey staff
toured the facility with licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A.
During the tour, survey staff observed the
following:
1. The door leading into the attached garage from
the home was labeled as an exit on the posted
floor plans. Emergency exits are required to lead
directly to the exterior of the building and not
through a higher hazard room. During the tour
interview, LALD/CNS-A verified the floor plans
improperly labeled this door as an exit.
2. In the basement laundry room, the pressure
relief valve on the water heater was not provided
with a discharge pipe. Discharge piping serving a
pressure relief valve shall discharge to a safe
place of disposal or within 18 inches of the floor.
During the tour interview, LALD/CNS-A verified
discharge piping was not installed and stated they
were not aware of this requirement.
3. Covers were not installed on electrical wall
outlets in the laundry room, basement hallway,
and garage. In the garage, there was an
uncovered electrical outlet box with capped wires
on the wall above the service door. Electrical
outlets and boxes must be properly covered to
protect against accidental contact with live

Minnesota Department of Health
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electrical components. During the tour interview,
LALD/CNS-A explained the covers had been
removed during a recent painting project and
would be reinstalled. LALD/CNS-A verified the
outlet box above the garage service door required
a cover.
4. In resident bedroom 3, there was a hole in the
door, the cover for the baseboard heater had
fallen off, and one side of the closet door was off
the track. During the tour interview, LALD/CNS-A
verified the door, heater, and closet required
repair.
5. In resident bedroom 4, broken glass was
exposed on the outer track of the sliding egress
window when LALD/CNS-A opened the window.
During the tour interview, LALD/CNS-A verified
the presence of the broken glass and stated this
would be clean up right away. LALD/CNS-A
stated they were not aware of this broken glass
prior to the tour. Additionally, the cover was
missing for the ceiling light fixture in this
bedroom. LALD/CNS-A verified the light cover
needed to be reinstalled.
6. In resident bedroom 1, the switch plate cover
was cracked and a piece of tape had been placed
over the crack. During the tour interview,
LALD/CNS-A verified a new switch plate cover
was needed.
7. In the basement bathroom, tiles were missing
below the shower door. In the main floor
bathroom, knobs/handles were missing on the
sink vanity cabinet doors. During the tour
interview, LALD/CNS-A verified these areas
required repair.
8. An extension cord was used in the office area
for the call system. Extension cords must not be
used as a substitute for permanent wiring. During
the tour interview, LALD/CNS-A verified the
improper use of this extension cord.
9. On the back deck, the handrail and steps were

Minnesota Department of Health
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loose. Several wood boards for the floor of the
deck were warped on the ends. During the tour
interview, LALD/CNS-A verified the deck required
repair.

0 800

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 810

(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
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

Minnesota Department of Health
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evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

0 810

This MN Requirement is not met as evidenced
by:
Based on record review and interview, the
licensee failed to develop a fire safety and
evacuation plan with the required content and
provide required training. 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
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).
The findings include:
On July 31, 2024, licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
provided documents on the fire safety and
evacuation plan (FSEP), fire safety and
evacuation training, and employee evacuation
drills for the facility.
FIRE SAFETY AND EVACUATION PLAN
The licensee failed to maintain the facility FSEP
evident by the use of template plans from a
third-party provider that had not been developed
for use at the facility.
The FSEP included standard employee
procedures but failed to include specific
employee actions to take in the event of a fire or
similar emergency relative to the facility's building
layout and environmental risks. The plans
indicated to use the RACE acronym and included
vague instructions for employees.

Minnesota Department of Health
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The FSEP failed to identify specific fire protection
procedures necessary for residents evident by
limited instructions directing residents to stoop or
crawl to avoid smoke.
The FSEP directs employees to evacuate
residents from the building but failed to include
information on where residents should relocate to
in the event of a fire.
The FSEP failed to provide specific procedures
for resident movement and evacuation or
relocation during a fire or similar emergency
including individualized unique needs of
residents. Resident profiles indicated two
residents required staff assistance during an
evacuation and these procedures were not
included in the FSEP.
During an interview on July 31, 2024, at 3:15
p.m., LALD/CNS-A verified the FSEP required
revision.
TRAINING
Record review indicated the licensee failed to
provide training to employees on the FSEP upon
hire and/or at least twice per year evident by the
lack of training documentation to support this
training had been completed. Emergency
preparedness training sessions for employees
were recorded on January 3, 2024, and June 6,
2024. Training on the facility fire safety and
evacuation plan was not listed as part of these
emergency preparedness trainings. A new hire
training record for emergency preparedness
dated May 14, 2024, was provided. The facility
fire safety and evacuation plan was not listed as
part of the new hire training. LALD/CNS-A stated
employees had completed training with a
third-party online training provider for emergency
preparedness. During an interview on July 31,
2024, at 3:15 p.m., LALD/CNS-A verified the
training records did not support employee training
on the facility FSEP.

Minnesota Department of Health
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Record review indicated the licensee failed to
provide fire safety and evacuation training to
residents at least once per year evident by the
lack of training documentation to support this
training had been completed. An emergency
preparedness training session for residents was
recorded on May 14, 2024. Training on fire safety
and evacuation was not listed as part of this
training. During an interview on July 31, 2024, at
3:15 p.m., LALD/CNS-A verified the training
records did not support resident training on fire
safety and evacuation.

0 810

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

0 820 144G.45 Subd. 2 (g) Fire protection and physical 0 820
SS=E environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide facilities that were not a distinct
hazard to life. This had the potential to directly
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affect more than a limited number of residents,
staff, and visitors.

0 820

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
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:

On July 31, 2024, at 1:45 p.m., during the facility
tour with licensed assisted living director/clinical
nurse supervisor (LALD/CNS)-A, survey staff
observed on the main floor a door with an exit
sign leading from the living room to an enclosed 3
season porch. A door with an exit sign was
installed in the 3 season porch that lead to the
exteior of the building. A key-only padlock was
installed on brackets attached to the porch door
and door frame. The posted floor plans labeled
the porch door as an exit. The use of this type of
door-locking hardware would limit the ability of
occupants to safely exit the building in the event
of an emergency. During the tour interview,
LALD/CNS-A verified the installation of this
padlock and stated it would be removed. On July
31, 2024, at 3:15 p.m., the surveyor observed the
padlock and brackets had been removed from
the porch door.

TIME PERIOD FOR CORRECTION: Two (2)
days

Minnesota Department of Health
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01730 Continued From page 11
01730 144G.71 Subd. 5 Individualized medication
SS=D management plan

01730

01730

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:
(1) a statement describing the medication
management services that will be provided;
(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;
(3) documentation of specific resident instructions
relating to the administration of medications;
(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;
(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and
(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.
(b) The medication management record must be
current and updated when there are any
changes.
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01730 Continued From page 12

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

01730

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure an
individualized medication management plan
included all required content for one of one
resident (R2) receiving medication administration
services.

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

R2's diagnoses included generalized anxiety
disorder, seizure disorder, and major depressive
disorder.

R2's Service Plan dated May 20, 2024, indicated
he received services to include medication
administration.

On July 30, 2024, at 8:26 a.m. unlicensed
personnel (ULP)-D was observed to administer
R2's morning medications.

R2's medication administration record (MAR)
dated July 2024, indicated he received one
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medication for breathing, two for anxiety, one for
muscle spasms, four for allergies, three for
seizures, one for inflammation, one for
constipation, one for a vitamin supplement, one
for depression, and one for sleep.

01730

R2's record failed to include an individualized
medication management plan with all the required
content:
- a statement describing the medication
management services that will be provided;
- a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;
- documentation of specific resident instructions
relating to the administration of medications;
- identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
- identification of medication management tasks
that may be delegated to unlicensed personnel;
- procedures for staff notifying a registered nurse
or appropriate licensed health professional when
a problem arises with medication management
services; and
- any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.

On July 30, 2024, at 11:40 a.m. licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated R2's Individual Medication
Plan was missed.

The licensee's Medication Assessment policy
dated August 1, 2024, indicated based on the
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01730 Continued From page 14

completion of the nursing assessment, including
an assessment of the resident's needs for
medication management, the RN develops an
individualized medication management plan to
include the following:
- description of medication management services
to be provided;
- description of medication storage based on
resident need, preference, risk of diversion and
per manufacturer's direction;
- procedures for verification that medications are
administered as prescribed;
- procedures for monitoring medication use to
prevent complications or adverse reactions;
- identification of person(s) responsible for
monitoring medication supplies and ensuring
refills are ordered in a timely manner;
- identification of medication management tasks
delegated to unlicensed staff; and
- procedures for notifying the registered nurse or
licensed health profession regarding problems
arising with medication management services.

01730

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

01890

This MN Requirement is not met as evidenced
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01890 Continued From page 15

by:
Based on observation, interview, and record
review, the licensee failed to ensure time
sensitive medications were dated when opened
for one of one resident (R2).

01890

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:

R2's diagnoses included generalized anxiety
disorder, seizure disorder, and major depressive
disorder.

R2's provider's orders dated October 17, 2023,
included an order for Breo Ellipta inhaler 200
micrograms (mcg)/25 mcg; inhale one puff by
mouth once daily.

On July 30, 2024, at 10:20 a.m. the surveyor
observed unlicensed personnel (ULP)-D
administer R2's morning medications which
included an undated, opened Breo Ellipta inhaler.
ULP-D verified the inhaler did not have an open
date on the package.

On July 30, 2024, at 8:38 a.m. licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated all time sensitive should be
dated when opened.

The manufacturer's instructions for Breo Ellipta
Minnesota Department of Health
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01890 Continued From page 16

dated August 2023, directed to safely throw away
BREO in the trash six weeks after you open the
tray or when the counter reads "0," whichever
comes first. Write the date you open the tray on
the label on the inhaler.

01890

The licensee's Storage of Medication policy dated
August 1, 2021, indicated the medication label
must include the expiration date of time-dated
drugs.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Saint Paul, MN 55164-0975
651-201-4500
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Date:
Time:
Report:

Full
07/30/24
10:00:00
1005241168

Food  and Beverage  Establishment
Inspection  Report

Location:
Eagancare Behavioral Health
1766 Gabbro Trail
Eagan, MN55122
Dakota County, 19

Establishment  Info:
ID #: 0037500
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6517974677
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.

4-300 Equipment  Numbers  and  Capacities
4-302.13B ** Priority  2 **

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.
THERE WAS NO DEVICE ON SITE TO MEASURE THE UTENSIL SURFACE TEMPERATURE IN THE
DISHWASHER. PROVIDE TEMPERATURE STRIPS OR A MAXIMUM REGISTERING
THERMOMETER TO VERIFY THAT THE UTENSIL SURFACE TEMPERATURE IS 160 DEGREES F OR
ABOVE.
Comply By: 08/06/24

Surface  and  Equipment  Sanitizers
Utensil Surface Temp.: = at 170+ Degrees Fahrenheit
Location: DISHWASHER
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cold Hold/SALAMI
Temperature: 40 Degrees Fahrenheit - Location: KITCHEN REFRIGERATOR
Violation Issued: No
Process/Item: Cold Hold/SOUR CREAM
Temperature: 40 Degrees Fahrenheit - Location: KITCHEN REFRIGERATOR
Violation Issued: No
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Full
07/30/24
10:00:00

Food  and Beverage  Establishment
Inspection  Report

Report: 1005241168
Eagancare Behavioral Health

Page 2

Total Orders In This Report Priority 1
0

Priority 2
1

Priority 3
0

INSPECTION COMPLETED WITH FOOD MANAGER AND REVIEWED WITH HRD NURSE
EVALUATOR JENN PANITZKE.

DISCUSSED DATE MARKING, GLOVE USE, COOKING TEMPERATURES,
CROSS-CONTAMINATION, AND EMPLOYEE ILLNESS.

INSPECTOR LEFT THERMOLABELS ON SITE AND AFTER INSPECTION OPERATOR SENT
INSPECTOR A PICTURE OF THE TEMPERATURE STRIP THEY RAN THROUGH THEIR
DISHWASHER, WHICH SHOWED IT PROVIDED A UTENSIL SURFACE TEMPERATURE OF 170+
DEGREES F.

KITCHEN IS RESIDENTIAL AND FOOD IS PREPARED FOR SAME DAY SERVICE.

FLOORING IS LAMINATE, CABINETS ARE WOOD WITH HOLLOW BASE, AND COUNTERS ARE
LAMINATE. ALL ARE FOUND TO BE IN GOOD CONDITION AND WILL BE MONITORED AT
FUTURE INSPECTIONS. IF AT SUCH A TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF
CONTAMINATION, THEY WILL BE ORDERED TO BE REPLACED AND BROUGHT UP TO CODE.
NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1005241168 of 07/30/24.

Certified Food Protection Manager:JUDITH NGOGE

Certification Number: FM121987 Expires: 02/08/27

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
JUDITH NGOGE

Signed:
Jessica Davis
Public Health Sanitarian III
651-201-3961
jessica.davis@state.mn.us


