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Electronically Delivered
April 4, 2024

Licensee
Benedetta  Home Care Services, LLC
7600 59th Place North
Crystal, MN 55428

RE: Project Number(s) SL39204015

Dear Licensee:

Thi s is your official not ice tha t you ha ve be en granted your assi st ed living facility license . Your
license  effective and  expiration dates  remain the  same  as on your provisional license.  Your updated
sta tus wi ll be liste  d on the  licens e certi fi cate  at rene  wa l and this let ter se rves as proof in the
meantime.  If you have not received a letter  from us with information regarding renewing your license
within 60 days prior to your expiration date,  please  contact  us at  (651) 201-5273 or by email at
Health.assistedliving@state. mn.us.

The Minnesota Department  of Health completed  an initial survey on March 13, 2024, for the  purpose
assessing  compliance with state  licensing statutes.  At the  time of the  survey, the  Minnesota
De pa rtme nt of Health note  d vi ol ati ons of the  laws purs ua nt to Mi nne sota Sta tute  , Cha pte  r 144G .

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

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

DOCUMENTATION OF ACTION TO COMPLY
Per Mi nn. Sta t. § 144G.30, Subd. 5(c), the  licens ee  mus t doc ument  acti ons ta ken to compl y wi th 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
resident( s)/employee(s) identified in the  correction order.

· Identify how the area( s) of noncompliance was corrected  for all of the
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provider’s residents/ 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  correction 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.

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 conveni enc e at thi s link: https: / / forms.office.com/ g/ Bm5uQEpHVa. Your input is importa nt
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.

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

If you have any questions,  please  contact  me.

Sincerely,

Jess Schoenecker, Supervisor
State Evaluation Team
Email: jess. schoenecker@state. mn.us
Telephone: 651-201-3789 Fax: -866-890-9290
PMB
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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:
SL39204015

On  March  11, 2024  through  March  13,  2024,  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  was  one  (1) active  resident
recieving  services  under  the  provisional  assisted
living license.

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 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

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

0 480

(13)  offer to provide  or make  available  at  least  the
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

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  March  12,  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.

0 650  144G. 42  Subd.  8 Employee  records
SS= F

(a)  The  facility must  maintain  current  records  of
each  paid  employee,  each  regularly  scheduled
volunteer  providing  services,  and  each  individual
contractor  providing  services.  The  records  must

0 650

Minnesota  Department  of Health
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0 650  Continued  From  page  2

include  the  following information:
(1) evidence  of current  professional  licensure,
registration,  or certification  if licensure,
registration,  or certification  is required  by this
chapter  or rules;
(2) records  of orientation,  required  annual  training
and  infection  control  training,  and  competency
evaluations;
(3) current  job description,  including
qualifications,  responsibilities,  and  identification  of
staff  persons  providing  supervision;
(4) documentation  of annual  performance
reviews  that  identify areas  of improvement
needed  and  training  needs;
(5) for individuals  providing  assisted  living
services,  verification  that  required  health
screenings  under  subdivision  9 have  taken  place
and  the  dates  of those  screenings;  and
(6) documentation  of the  background  study  as
required  under  section  144. 057.

0 650

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  employee  records
contained  a  job description  for one  of two
employees  (unlicensed  personnel  (ULP)-B).
Additionally, the  licensee  failed  to document
dementia  care  training  on  required  topics  for two
of two employees  (clinical nurse  supervisor
(CNS) -A, ULP-B).

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
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
residents.

Minnesota  Department  of Health
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The  findings  include:

ULP-B
ULP-B was  hired  on  October  1,  2023,  and  began
providing  assisted  living services.

ULP-B's  employee  record  lacked  evidence  of a
job description.  Additionally, ULP-B's  record
lacked  evidence  of eight  (8) hours  of initial
dementia  training.

CNS- A
CNS- A was  hired  on  September  16,  2022,  and
began  providing  assisted  living services.

CNS- A's  employee  record  lacked  evidence  of 8
hours  of initial dementia  training  and  two (2)
hours  of training  on  topics  related  to dementia  for
each  twelve  (12)  months  of employment.

On  March  12,  2024,  at  approximately  2:07  p.m. ,
CNS- A stated  they  thought  a  job description  had
been  placed  in ULP-B's  file. Additionally, CNS- A
stated  dementia  training  had  been  completed  for
all employees  and  they  must  not  have  placed  the
documentation  in employee  files.

The  licensee' s  4.05  Employee  Records  policy
dated  October  1,  2023,  indicated  employee
records  for each  person  will include  a  current
signed  job description  and  verification  of
completed  orientation  and  annual  training  and
competency  testing  as  required.

The  licensee' s  5.03  Dementia  Training  policy
indicated  direct  care  employees  will complete  8
hours  of initial training  within 120  hours  of the
employment  start  date  and  all employees  will
complete  2 hours  of additional  training  for each

Minnesota  Department  of Health
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12  months  of work thereafter.

0 650

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  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

Minnesota  Department  of Health
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review,  the  licensee  failed  to develop  a  written
emergency  preparedness  plan  (EPP)  with all the
required  content.  This  had  the  potential  to affect
all residents,  employees,  and  visitors  to the
facility.

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)  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:

On  March  11, 2024,  at  approximately  2:00  p.m. ,
clinical nurse  supervisor  (CNS) -A provided  a
binder  and  indicated  the  contents  were  the
licensee' s  EPP.

The  licensee' s  undated  EPP  lacked:
- a  completed  hazard  vulnerability  assessment  for
the  facility;
-documentation  of missing  resident  quarterly
review;
-identification  of at- risk population  needs;
-written  designation  of a  qualified  person  to act  in
the  absence  of the  administrator;
-a  process  for collaboration  with local,  tribal,
regional,  State,  and  Federal  emergency
personnel  to maintain  an  integrated  response;
-a  policy for at  minimum  food,  water,  and
pharmaceutical  supplies;
-a  policy to address  the  use  of volunteers;  and
- a  communication  plan.

On  March  12,  2024,  at  approximately  2:07  p.m. ,
CNS- A stated  they  were  unaware  of the  required

Minnesota  Department  of Health
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content  of the  emergency  plan  and  would  work to
get  the  plan  updated  with the  required  content.

0 680

The  licensee' s  9.01  Emergency  Preparedness
Plan  - Appendix  Z Compliance  dated  August  1,
2023,  indicated  the  licensee' s  EPP  will include  all
required  elements  of appendix  Z and  the  plan
would  be  in writing and  reviewed  annually.

No further  information  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

(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:

(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,

Minnesota  Department  of Health
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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  functioned
and  are  interconnected  so  that  the  actuation  of
one  alarm  causes  all alarms  in the  dwelling unit to
actuate.  This  deficient  condition  had  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  March  12,  2024,  at  10:30  a. m., survey  staff
toured  the  facility with clinical nurse  supervisor
(CNS) -A. Survey  staff  tested  the  smoke  alarms
throughout  the  home.  It was  observed  that  there
were  two groups  of interconnected  smoke
alarms.  The  upstairs  bedrooms  functioned  as  an
interconnected  group  and  the  rest  of the  house
was  part  of a  different  interconnected  group.  It
was  also  observed  that  there  was  no  smoke
alarm  installed  in the  hallway  outside  and  in the
immediate  vicinity of the  bedrooms.

These  deficient  conditions  were  visually verified
by CNS- A accompanying  on  the  tour.
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During  interview  on  March  12,  2024,  at  12:00
p.m., CNS- A stated  that  they  had  installed  new
smoke  alarms,  but  they  did not  know  why the
above- listed  location  was  missing  or how they
had  two groups  of interconnected  smoke  alarms.

0 780

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

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

0 790

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

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

0 790

The  findings  include:

On  March  12,  2024,  at  10:30  a. m., survey  staff
toured  the  facility with clinical nurse  supervisor
(CNS) -A. It was  observed  that  the  portable  fire
extinguishers  throughout  the  facility lacked
records  to show  the  required  annual  certification
and  monthly  visual  inspections  were  performed
on  the  portable  fire extinguishers.

Documentation  is required  to demonstrate  fire
extinguishers  have  been  inspected  by facility
personnel  monthly,  and  annually  replaced  with a
new  extinguisher  or serviced  annually  by a
certified  technician.

During  interview,  on  March  12,  2024  at  12:00
p.m.  survey  staff  explained  to CNS- A that  the
portable  fire extinguishers  must  be  provided
annual  certification  tags  and  also  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  with no
obvious  physical  damage  or condition  to the
extinguisher  that  would  prevent  their  operation
when  needed.  CNS- A verified  the  findings  and
stated  that  they  understood  the  requirements.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

0 800  144G. 45  Subd.  2 (a)  (4) Fire  protection  and
SS= F physical  environment
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(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:
Based  on  observation  and  interview,  the  licensee
failed  to maintain  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.  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,  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  March  12,  2024,  at  10:30  a. m., survey  staff
toured  the  facility with clinical nurse  supervisor
(CNS) -A. It was  observed  in bedroom  #2 that  the
closet  shelves  were  not  secured  to the  wall or
each  other  and  one  of the  shelves  had  come
loose  from its position  and  was  hanging  loose
inside  the  closet.  All shelving  must  be  secured  in
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place  and  maintained  in good  working  condition.

0 800

It was  observed  that  the  downstairs  bathroom
flooring was  not  adhered  to the  subfloor  around
the  floor drain.  The  floor drain  grille was  not  flush
with the  flooring but  was  depressed  one  and  a
half (1.5) inches  below  the  flooring surface.
Flooring  must  be  properly  installed,  secure,  and
not  create  possible  tripping  hazards.

It was  observed  that  the  downstairs  bathroom
toilet was  depressed  into the  finished  wall
material.  The  finished  wall material  had  been  cut
away  around  the  tank  of the  toilet,  exposing  the
materials  and  structure  behind  the  toilet to
moisture  and  condensation  from the  tank.

It was  observed  that  a  wooden  ramp  had  been
added  to the  back  patio  stairs  to provide  access
from the  designated  resident  outdoor  space  to
the  house.  The  first two (2) feet  of the  ramp  from
the  patio  to the  house  were  at  a  steep  angle
making  it difficult and  unsafe  to navigate  for any
resident,  especially  those  who may  have  mobility
limitations.  The  remainder  of the  ramp  length  was
at  a  lower  slope  and  could  be  managed  more
safely,  but  was  still steep  enough  to make  it
difficult to use  without  assistance.  Survey  staff
recommended  CNS- A work with the  city to
improve  the  safety  and  functionality  of the  ramp
to protect  residents  from the  ramp  being  a  fall
hazard.

CNS- A visually verified  these  deficient  findings  at
the  time  of discovery.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.
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0 810  144G. 45  Subd.  2 (b)-(f) Fire  protection  and
SS= F physical  environment

0 810

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

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
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review,  the  licensee  failed  to develop  the  fire
safety  and  evacuation  plan  with the  required
content  and  provide  the  required  training  and
drills. This  had  the  potential  to directly  affect  all
residents,  staff,  and  visitors.

0 810

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  March  12,  2024,  clinical nurse  supervisor
(CNS) -A provided  documents  on  the  fire safety
and  evacuation  plan  (FSEP) , fire safety  and
evacuation  training,  and  evacuation  drills for the
facility.

FIRE  SAFETY  AND EVACUATION PLAN
The  licensee' s  FSEP,  titled "Fire  Safety" , undated
failed  to include  the  following:

The  FSEP  included  standard  employee
procedures  but  failed  to provide  specific
employee  actions  to take  in the  event  of a  fire or
similar  emergency  relative  to the  facility's  building
layout  and  environmental  risks.  The  plan  included
the  acronym  R.A.C.E. (Rescue,  Alarm,  Confine,
and  Extinguish  or Evacuate)  and  P. A.S. S.  (Pull,
Aim, Squeeze,  Sweep)  but  the  plan  was  designed
for a  building with life safety  systems  such  as  fire
doors  and  smoke  compartments.  The  policy had
not  been  updated  to provide  complete  actions  for
employees  to take  in the  event  of a  fire or similar
emergency  at  the  licensed  facility which  did not
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have  life safety  systems  or a  fire-resistant
construction  type.

0 810

The  FSEP  did not  identify specific  fire protection
actions  for residents.  There  was  no  section  in the
policy that  addressed  the  responsibilities  or basic
evacuation  procedures  that  residents  should
follow in case  of a  fire or similar  emergency.

The  FSEP  included  standard  resident  evacuation
procedures  but  failed  to provide  specific
procedures  for resident  movement  and
evacuation  or relocation  during  a  fire or similar
emergency  including  individualized  unique  needs
of residents.  The  plan  included  instructions  to
evacuate  residents  but  did not  include  any
procedures  for assisting  residents  during
evacuation  nor  did it include  instructions  for staff
to follow in case  of relocation.

During  an  interview  on  March  12,  2024,  at  12:00
p.m., CNS- A stated  they  had  not  had  an
opportunity  to update  the  policy to make  it
site- specific.  The  policy reviewed  was  an
unedited  policy purchased  from a  third-party
provider  that  was  not  specific  to the  facility.

TRAINING
Record  review  indicated  the  licensee  failed  to
provide  evacuation  training  to residents  at  least
once  per  year.  CNS- A was  unable  to provide
documentation  showing  any  training  offered  or
training  scheduled  for a  future  date  for residents
on  the  fire safety  and  evacuation  plan.

During  an  interview  on  March  12,  2024,  at  12:00
p.m., CNS- A stated  they  had  completed  the
training  with the  resident,  but  did not  have  it
documented.
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No further  information  was  provided.

0 810

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

0 830  144G. 45  Subd.  3 Local  laws  apply
SS= F

Assisted  living facilities  shall  comply  with all
applicable  state  and  local  governing  laws,
regulations,  standards,  ordinances,  and  codes  for
fire safety,  building,  and  zoning  requirements.

0 830

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  record  review  and
interview,  the  licensee  failed  to comply  with all
state  and  local  governing  laws,  and  codes  for fire
safety,  building,  and  zoning  requirements.  This
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,  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:

On  March  12,  2024,  at  10:30  a. m., survey  staff
toured  the  facility with clinical nurse  supervisor
(CNS) -A. It was  observed  that  the  main  level
bathroom  was  under  construction  and  the
construction  had  not  been  completed.  The
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shower  area  had  unfinished  drywall exposed  to
the  rest  of the  bathroom.  No permits  or inspection
records  were  available  for review.

0 830

During  interview  on  March  12,  2024,  at  12:00
p.m., CNS- A stated  they  had  removed  the
bathtub  and  were  installing  a  roll-in shower.
CNS- A stated  they  had  to stop  the  construction
project  and  were  working  with the  city to get  the
proper  permits  and  inspections  because  they
hadn' t completed  that  process  prior to
demolishing  the  existing  bathroom.  Assisted  living
facilities  shall  follow and  comply  with building  and
permitting  requirements  of the  local  jurisdiction.

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

0 910  144G. 50  Subd.  2 (a-b) Contract  information
SS= C

(a)  The  contract  must  include  in a  conspicuous
place  and  manner  on  the  contract  the  legal  name
and  the  health  facility identification  of the  facility.
(b) The  contract  must  include  the  name,
telephone  number,  and  physical  mailing  address,
which  may  not  be  a  public  or private  post  office
box,  of:
(1) the  facility and  contracted  service  provider
when  applicable;
(2) the  licensee  of the  facility;
(3) the  managing  agent  of the  facility, if
applicable;  and
(4) the  authorized  agent  for the  facility.

0 910

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to execute  a  written  contract  with
the  required  content  for one  of one  resident  (R1) .
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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  potential  to affect  a  large  portion  or all the
residents) .

The  findings  include:

The  licensee  was  issued  a  provisional  assisted
living facility license  on  October  27,  2022,  with
health  facility identification  (HFID) number  39204
and  license  number  409750.

R1 was  admitted  and  signed  licensee' s  Resident
Assisted  Living Contract  on  October  4, 2023.

R1's  assisted  living contract  lacked  identification
of licensee' s  HFID.

On  March  12,  2024,  at  2:16  p.m. , clinical nurse
supervisor  (CNS) -A stated  they  were  unaware  the
contract  must  include  the  HFID and  stated  that
this  would  be  corrected.

No further  information  provided.

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

0 950  144G. 50  Subd.  3 Designation  of representative
SS= C

(a)  Before  or at  the  time  of execution  of an
assisted  living contract,  an  assisted  living facility
must  offer the  resident  the  opportunity  to identify
a  designated  representative  in writing in the

0 950
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contract  and  must  provide  the  following verbatim
notice  on  a  document  separate  from the  contract:

0 950

"RIGHT TO DESIGNATE  A REPRESENTATIVE
FOR  CERTAIN PURPOSES.

You have  the  right to name  anyone  as  your
"Designated  Representative. " A Designated
Representative  can  assist  you,  receive  certain
information  and  notices  about  you,  including
some  information  related  to your  health  care,  and
advocate  on  your behalf.  A Designated
Representative  does  not  take  the  place  of your
guardian,  conservator,  power  of attorney
("attorney- in-fact"), or health  care  power  of
attorney  ("health  care  agent" ), if applicable. "

(b) The  contract  must  contain  a  page  or space  for
the  name  and  contact  information  of the
designated  representative  and  a  box  the  resident
must  initial if the  resident  declines  to name  a
designated  representative.  Notwithstanding
subdivision  1,  paragraph  (f), the  resident  has  the
right at  any  time  to add,  remove,  or change  the
name  and  contact  information  of the  designated
representative.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to provide  the  required  verbatim
notice  to identify a  designated  representative  for
one  of one  resident  (R1) .

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
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or has  potential  to affect  a  large  portion  or all the
residents) .

0 950

The  findings  include:

R1 was  admitted  on  October  4,  2024,  and  began
receiving  assisted  living services.

R1's  service  plan  dated  October  11, 2023,
indicated  R1  received  services  which  included
medication  administration,  assistance  with ADLs,
and  meal  preparation.

R1's  contract  included  a  space  to identify name
and  address  of a  designated  representative  but
lacked  a  box  for R1  to initial if they  declined  to
name  a  designated  representative.

On  March  12,  2024,  at  2:25  p.m. , clinical nurse
supervisor  (CNS) -A stated  the  assisted  living
contract  lacked  a  statute  statement  from statute
144. 50  subd.  3 with the  required  verbatim  'right to
designate  a  representative  for certain  purposes'
in separate  page  in the  contract.  The  contract
also  lacked  a  box  for R1  to initial if they  declined
to name  a  designated  representative.  CNS- A
stated  they  were  unaware  of the  requirement.

No further  information  was  provided.

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

01380  144G. 61  Subd.  2 (b) Training  and  evaluation  of
SS= D unlicensed  personn

01380

(b) In addition  to paragraph  (a) , training  and
competency  evaluation  for unlicensed  personnel
providing  assisted  living services  must  include:
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(1) observing,  reporting,  and  documenting
resident  status;
(2) basic  knowledge  of body  functioning  and
changes  in body  functioning,  injuries,  or other
observed  changes  that  must  be  reported  to
appropriate  personnel;
(3) reading  and  recording  temperature,  pulse,
and  respirations  of the  resident;
(4) recognizing  physical,  emotional,  cognitive,
and  developmental  needs  of the  resident;
(5) safe  transfer  techniques  and  ambulation;
(6) range  of motioning  and  positioning;  and
(7) administering  medications  or treatments  as
required.

01380

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  required
competency  training  was  completed  for one  of
two employees  (unlicensed  personnel  (ULP)-B).

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:

ULP-B was  hired  on  October  1,  2023,  and  was
observed  providing  direct  care  services  to
residents  on  March  11 and  12,  2024.

ULP-B's  employee  record  lacked  the  following
documentation  of required  competency  training  to
be  completed  by a  registered  nurse  (RN):
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-safe  transfer  techniques  and  ambulation;  and
-range  of motioning  and  positioning.

01380

On  March  12,  2024,  at  2:18  p.m. , clinical nurse
supervisor  (CNS) -A stated  ULP-B's  training  on
ambulation,  safe  transfers,  range  of motion,  and
positioning  had  not  been  completed,  and  they
would  complete  the  training.

The  licensee' s  5.02  Competency  Training
Evaluation  policy dated  October  1, 2023,
indicated  training  would  include:
-safe  transfer  techniques  and  ambulation;  and
-range  of motion  and  positioning.

No further  information  provided.

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

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

01440

(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
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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.

01440

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  supervision
was  completed  within 30  calendar  days  of
beginning  to provide  delegated  tasks  for one  of
one  unlicensed  personnel  (ULP)-B.

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:

ULP-B was  hired  on  October  1,  2023,  and  was
observed  administering  medications  to R1  on
March  12,  2024  at  9:52  a. m.

ULP-B's  employee  file lacked  documentation  of
direct  supervision  of delegated  tasks  within 30
days  of hire  or performing  delegated  tasks.

On  March  12,  2024,  at  2:18  p.m. , clinical nurse
supervisor  (CNS) -A acknowledged  ULP-B's
record  lacked  documentation  of supervision  for a
delegated  task  within 30  days.  CNS- A stated
supervision  would  be  completed.
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The  licensee' s  6.17  Supervision  of Staff  -
Delegated  Services  policy dated  August  1,  2023,
indicated  RN supervision  would  be  completed
within 30  calendar  days  from the  day  the  task  was
first delegated  and  would  be  documented  in the
employee' s  record.

No further  information  provided.

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

01470  144G. 63  Subd.  2 Content  of required  orientation
SS= D

(a)  The  orientation  must  contain  the  following
topics:
(1) an  overview  of this  chapter;
(2) an  introduction  and  review  of the  facility's
policies  and  procedures  related  to the  provision
of assisted  living services  by the  individual  staff
person;
(3) handling  of emergencies  and  use  of
emergency  services;
(4) compliance  with and  reporting  of the
maltreatment  of vulnerable  adults  under  section
626. 557  to the  Minnesota  Adult Abuse  Reporting
Center  (MAARC);
(5) the  assisted  living bill of rights  and  staff
responsibilities  related  to ensuring  the  exercise
and  protection  of those  rights;
(6) the  principles  of person- centered  planning
and  service  delivery  and  how they  apply  to direct
support  services  provided  by the  staff  person;
(7) handling  of residents'  complaints,  reporting  of
complaints,  and  where  to report  complaints,
including  information  on  the  Office  of Health
Facility Complaints;
(8) consumer  advocacy  services  of the  Office  of

01470
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Ombudsman  for Long-Term Care,  Office of
Ombudsman  for Mental  Health  and
Developmental  Disabilities,  Managed  Care
Ombudsman  at  the  Department  of Human
Services,  county- managed  care  advocates,  or
other  relevant  advocacy  services;  and
(9) a  review  of the  types  of assisted  living
services  the  employee  will be  providing  and  the
facility's  category  of licensure.
(b) In addition  to the  topics  in paragraph  (a) ,
orientation  may  also  contain  training  on  providing
services  to residents  with hearing  loss.  Any
training  on  hearing  loss  provided  under  this
subdivision  must  be  high quality  and  research
based,  may  include  online  training,  and  must
include  training  on  one  or more  of the  following
topics:
(1) an  explanation  of age- related  hearing  loss
and  how it manifests  itself,  its prevalence,  and
the  challenges  it poses  to communication;
(2) health  impacts  related  to untreated
age- related  hearing  loss,  such  as  increased
incidence  of dementia,  falls,  hospitalizations,
isolation,  and  depression;  or
(3) information  about  strategies  and  technology
that  may  enhance  communication  and
involvement,  including  communication  strategies,
assistive  listening  devices,  hearing  aids,  visual
and  tactile  alerting  devices,  communication
access  in real  time,  and  closed  captions.

01470

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  employees
received  orientation  to include  all required  content
for one  of two employees  (unlicensed  personnel
(ULP)-B).

This  practice  resulted  in a  level  two violation  (a
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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) .

01470

The  findings  include:

ULP-B was  hired  on  October  1,  2023,  and  began
providing  assisted  living services.

On  March  11 and  12,  2024,  ULP-B was  observed
providing  direct  care  to R1  during  the  course  of
the  survey.

ULP-B's  employee  record  lacked  documentation
of the  following orientation  topics  required  by
Minnesota  Statute  144G. 63  Subdivision  2:
-orientation  to provider' s  policies  and  procedures;
and
-principles  of person- centered  care.

On  March  12,  2024,  at  2:18  p.m. , clinical nurse
supervisor  (CNS) -A stated  ULP-B's  employee
record  lacked  documentation  of orientation  to
provider  policies  and  procedures  and  principles  of
person- centered  care.

The  licensee' s  5.01  Orientation  of Staff  and
Supervisors  and  Content  policy dated  August  1,
2023,  indicated  orientation  would  contain  the
following topics:
-an  introduction  and  review  of the  facility's
policies  and  procedures  related  to the  provision  of
assisted  living services  by the  individual  staff
person;  and
-principles  of person- centered  planning  and
service  delivery  and  how they  apply  to direct
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support  services  provided  by the  staff  person.

01470

No further  information  was  provided.

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

01820  144G. 71  Subd.  13  Prescriptions
SS= D

There  must  be  a  current  written  or electronically
recorded  prescription  as  defined  in section
151. 01,  subdivision  16a,  for all prescribed
medications  that  the  assisted  living facility is
managing  for the  resident.

01820

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  written  or electronically
recorded  prescriptions  were  obtained  for one  of
two 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
cause  serious  injury, impairment,  or death) , and
is 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  occurs  only occasionally) .

The  findings  include:

R1 was  admitted  on  October  1,  2023,  and  began
receiving  assisted  living services.

R1's  Service  Plan  dated  October  4,  2023,
indicated  R1  received  medication  management
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and  medication  administration  services.

01820

R1's  provider  orders  signed  October  17,  2023,
indicated  R1  was  to receive  Mupirocin  2%
ointment  (to treat  skin  infections)  three  times
daily. R1' s  Medication  Administration  Records  for
February  and  March  2024  lack  evidence  that
Mupirocin  2% ointment  had  been  administered
during  those  months.  R1's  record  lacked  a
provider  order  to discontinue  Mupirocin  2%
ointment.

R1's  Medication  Administration  Records  for
February  and  March  2024  indicate  that  R1
received  MiraLAX (a  laxative)  on  February  8,
2024,  and  March  2,  2024.  R1' s  prescriber  orders
lacked  an  order  for MiraLAX.

On  March  12,  2024,  at  approximately  12:15  p.m. ,
clinical nurse  supervisor  (CNS) -A stated  they
were  unaware  R1's  record  was  lacking  prescriber
orders.  CNS- A stated  they  remember  taking
resident  to physician  appointment  and  receiving
orders  and  will locate  the  orders.

The  licensee' s  7.20  Medication  and  Treatment
Orders  policy dated  October  1, 2023,  read  "An
order  for medication  or treatment  must  be  dated,
signed  by the  prescriber  and  must  be  current  and
consistent  with the  nursing  assessment. "

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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P.O. Box 64975
St. Paul, MN 55164-0975
6512014500

Type:
Date:
Time:
Report:

Full
03/12/24
10:30:00
1047241057

Food  and Beverage  Establishment
Inspection  Report

Location:
Benedetta Home Care Services L
7600 59th Place N
Crystal, MN55428
Hennepin County, 27

Establishment  Info:
ID #: 0042372
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: 12/31/24
Phone #:
ID #:

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

The following orders were issued during this inspection.

3-500C Microbial  Control:  date  marking
3-501.17A ** Priority  2 **

MN Rule 4626.0400A Mark the refrigerated, ready-to-eat, TCS food prepared and held for more than 24 hours
in the food establishment using an effective method to indicate the date by which the food must be consumed on
the premises, sold, or discarded.
SLICED TURKEY IN REFRIGERATOR HAD EXCEEDED THE MARKED DATES. TURKEY WAS
DISCARDED.
Corrected  on Site

3-300C Protection  from  Contamination:  equipment/ utensils,  consumers
3-305.11A

MN Rule 4626.0300A Store all food in a clean, dry location; where it is not exposed to splash, dust or other
contamination; and at least 6 inches above the floor.
CHEST FREEZER CURRENTLY STORED IN GARAGE; SQUIRREL & OTHER PESTS DISCOVERED IN
GARAGE. MOVE FREEZER INSIDE TO AVOID CONTAMINATION.
Comply By: 03/19/24

4-500 Equipment  Maintenance  and  Operation
4-501.11AB

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.
PLASTIC LIGHT COVER PANELS ON MICROWAVE FALL & DO NOT STAY CLOSED. FACILITY
STATED THEY HAVE A NEW MICROWAVE ON ORDER.
Comply By: 03/26/24
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4-600 Cleaning  Equipment  and  Utensils
4-601.11C

MN Rule 4626.0840C Clean non-food contact surfaces of equipment and maintain free of accumulations of
dust, dirt, food residue, and other debris.
BOTTOM OF SOME CABINETS, DRAWERS, & FREEZER SHOW BUILD UP ON FOOD DEBRIS.
Comply By: 03/26/24

Total Orders In This Report Priority 1
0

Priority 2
1

Priority 3
3

The inspection was conducted with the operator & reviewed with MDH Nurse Evaluator B. Doe.

The establishment has a residential kitchen & serves food that is prepared that day. Currently there are no
residents at the facility. The kitchen has wood cabinets, tiled floors & walls, solid counter top, & a painted
ceiling.

A two basin sink is located in the kitchen. One sink basin is designated for hand washing.

A residential dish machine is located in the kitchen.

Discussed hand washing, ware washing, staff illness policy, temperature control, final cook temperatures,
cleaning, serving highly susceptible populations, & food handling procedures.
NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1047241057 of 03/12/24.

Certified Food Protection Manager:Bedeict P. Doe

Certification Number: FM118573 Expires: 06/03/26

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Benedict Doe
Operator

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


