
    

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

NOTICE OF REMOVAL OF CONDITIONS ON PROVISIONAL LICENSE - LICENSE GRANTED

Electronic Delivery

September 18, 2024

Licensee
Sunshine Assisted Living LLC
9517 Chicago Avenue South
Bloomington, MN  55420

RE:    Initial License Number 412195
  Health Facility Identification Number (HFID) 39885
  Project Number(s) SL39885015

Dear Licensee:

On August 6, 2024, The Minnesota Department of Health (MDH) completed a follow-up survey of your facility
to determine correction of orders found on the survey completed August 7, 2024.  The follow-up survey found
the facility to be in substantial compliance.  Based on these findings, the condition(s) on the license were
removed effective September 18, 2024.     

The Department of Health 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.

This is your  official notice  that you have been  granted your assisted living facility license.  Your
license effective and expiration dates remain the same as on your provisional license. Your updated
status will be listed on the license certificate at renewal and  this letter serves 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.

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.

Sincerely,

    
Rick Michals, J.D.
Executive Regional Operations Manager

Minnesota Department of Health
Health Regulation Division
HHH

An equal opportunity employer.                                                     Letter ID: 292I_Revised 04/14/2023  



    

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s    

NOTICE OF PROVISIONAL EXTENSION AND CONDITIONAL LICENSE

Electronically Delivered

July 25, 2024

Licensee
Sunshine Assisted Living LLC
9517 Chicago Avenue South
Bloomington, MN  55420

RE:    Provisional Conditional License Number 412195
  Health Facility Identification Number (HFID) 39885
  Project Number(s) SL39885015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on June 26, 2024, for the purpose of
assessing compliance with state licensing statutes. Based on the survey  results you were found not to
be in substantial compliance with the laws pursuant to Minnesota Statutes, Chapter 144G.     
  
As a result, pursuant to Minn. Stat. § 144G.16, Subd. 3(b)(2), MDH is extending the provisional license
for 90-days and applying conditions necessary to bring the facility into substantial compliance. The
provisional license extension and conditions are due to expire  October 23, 2024.

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

IMPOSITION OF FINES
In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement.
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in    

        § 144G.20 for widespread violations;
  Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism    
        authorized in § 144G.20.

An equal opportunity employer.                                                            Letter ID: 175O
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Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
          § 144G.20.        
        
In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5), MDH may impose fine amounts of either
$1,000 or $5,000 to licensees who are found to be responsible for maltreatment. MDH may impose a
fine of $1,000 for each substantiated maltreatment violation that consists of abuse, neglect, or
financial exploitation according to Minn. Stat. § 626.5572, Subds. 2, 9, 17. MDH also may impose a
fine of $5,000 for each substantiated maltreatment violation consisting of sexual assault, death, or
abuse resulting in serious injury.  

MDH may assess fines based on the level and scope of the orders outlined below. The total amount of
potential  fines that may be assessed related to these correction orders is $3,500.00.  MDH is not
imposing these fines against your provisional license at this time.

0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00
0820 - 144g.45 Subd. 2 (g) - Fire Protection And Physical Environment - $3,000.00

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 provisional licensee must document actions
taken to comply with the correction orders and immediately correct any reissued orders outlined on
the state form; however, plans of correction are not required to be submitted for approval.  If
corrections are not made, MDH may impose fines as described above and in accordance with
Minnesota Statutes 144G.

The correction order documentation should include the following:

� Identify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.    

� Identify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.    

� Identify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(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
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CONDITIONAL LICENSE ISSUED:
MDH will issue Sunshine Assisted Living LLC  a conditional provisional assisted living facility license for
90 calendar days from the date of this notice. At an unannounced point in time, within the 90
calendar days, MDH will conduct a follow-up survey, as defined in Minn. Stat. § 144G.30, Subd. 6.
Based on the results of the follow-up survey, MDH will determine if Sunshine Assisted Living LLC  is in
substantial compliance.

The following conditions apply on the conditional provisional assisted living facility license:

a. Health Facility Construction Permit:  Sunshine Assisted Living LLC, will contact
The Minnesota Department of Labor and Industry (MNDLI) or City with
delegated authority to review and inspect State Licensed Facilities in
accordance with Minn. Stat. § 326B.103, Subd. 13 and obtain a construction
permit for a health facility.  Within 21-days from the date of this notice,
Sunshine Assisted Living LLC, will provide MDH with a copy of the permit
obtained from MNDLI or City with delegated authority.

b. General Contractor:  Sunshine Assisted Living LLC must provide the following
to Tim Hanna (Tim.Hanna@state.mn.us) via email within 21-days of the date
of this notice:

i. Name
ii. License Number    
iii. Contact Information

c. Egress Window Requirements:  Sunshine Assisted Living LLC will replace at least
one window in occupied resident sleeping rooms #1 and #4, and unoccupied
resident sleeping rooms #2 and #5 meeting the minimum size requirements.

i. Must have a minimum openable width of no less than 20 inches
ii. Must have a minimum openable height of no less than 20 inches
iii. Must have a total openable area of no less than 648 square inches (4.5 square

feet)
iv. Must have a windowsill height of no more than 48 inches from the floor to the

clear opening    
v. All measurements must be achieved under normal operation of opening

window without the use of a key, tool or special knowledge
    
RESULTS OF FOLLOW-UP EVALUATION DURING THE CONDITIONAL PROVISIONAL LICENSE PERIOD:
MDH will determine if Sunshine Assisted Living LLC  is in substantial compliance based on the results of
the follow up survey. MDH will make this determination within the 90-day conditional provisional
license period. If MDH determines Sunshine Assisted Living LLC  is in substantial compliance on the
follow up survey, MDH will remove the conditions and grant the assisted living facility license to
Sunshine Assisted Living LLC. If MDH determines Sunshine Assisted Living LLC  is not in substantial
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compliance, MDH may deny the license pursuant to Minn. Stat. § 144G.16, Subd. 3 (b) (2).    

REQUEST FOR RECONSIDERATION:
Pursuant to Minn. Stat. §144G.16, Subd. 4, if a provisional licensee whose assisted living facility
license has been denied, or extended with conditions, disagrees with the action taken against the
provisional license under this section, the provisional licensee may request a reconsideration no later
than 15 calendar days after provisional licensee receives notice of the action.   This is your only ability
to request a reconsideration under this enforcement action.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

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 Tim Hanna directly at: 507-208-8982.

Sincerely,

    
Rick Michals, J.D.
Interim Assistant Division Director

Minnesota Department of Health
Health Regulation Division

JMD
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0 000 Initial Comments 0 000

******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.

SL39885015

On June 24, 2024, through June 26, 2024, the
Minnesota Department of Health conducted an
initial survey at the above provider, and the
following correction orders are issued. At the time
of the survey, there were 2 residents receiving
services under the provider's Assisted Living
license.

An immediate correction order was identified on
June 26, 2024, issued for SL39885015-0, tag
identification 0820.

On June 27, 2024, the immediacy of correction
order 0820 was removed, however
non-compliance remained at an scope and level
of I.

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

STATE FORM 6899 847Q11 If continuation sheet 1 of 11
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0 480 Continued From page 1 0 480

(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

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 June 25, 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.

0 510 144G.41 Subd. 3 Infection control program
SS=F

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.
(b)The facility's infection control program must be
consistent with current guidelines from the

0 510

Minnesota Department of Health
STATE FORM 6899 847Q11 If continuation sheet 2 of 11
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national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.
(c) The facility must maintain written evidence of
compliance with this subdivision.

0 510

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control. The
deficient practice had the potential to affect all
residents, employees, 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 all staff, residents
and visitors.)

The findings include:

On June 24, 2024, at 11:48 a.m., the surveyor
observed unlicensed personnel (ULP)-B provide
medication and treatment administration to R1,
which included blood glucose testing and insulin
administration. ULP-B obtained blood glucose
supplies from the medication cabinet and placed
them on the kitchen counter. ULP-B went to the
kitchen sink and washed hands with soap and
water. ULP-B dried hands with paper towel and
proceeded with surveyor to R1's room. ULP-B
obtained gloves and began to apply glove to both

Minnesota Department of Health
STATE FORM 6899 847Q11 If continuation sheet 3 of 11
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hands. ULP-B proceeded to obtain R1's blood
glucose level. After obtaining blood glucose
ULP-B placed the lancet and used alcohol wipes
into the container that held the blood glucose
supplies and insulin. ULP-B then removed gloves
on both hands and placed the gloves into the
container that held the used alcohol wipes and
used lancet. ULP-B then applied a new pair of
gloves to both hands without washing hands and
proceeded to administer insulin to R1. After
insulin administration, ULP-B gathered used
supplies from container and left R1's room.
ULP-B went up the stairs and approached the
medication cabinet where ULP-B opened the
cabinet with the used glove on the right hand and
discarded the lancet into the sharps container
and placed the rest of the used supplies into the
garbage. ULP-B placed the container holding the
used blood glucose supplies and insulin pens
onto a shelf in the medication cabinet. ULP-B
then removed gloves to both hands and disposed
of gloves. ULP-B washed hands as kitchen sink
with soap and water and dried hands with a paper
towel.

On June 24, 2024, at 12:20 p.m., licensed
assisted living director (LALD)-C was notified of
ULP-B's performance during the blood glucose
testing for R1. LALD-C stated all ULPs had been
trained and instructed to wash hands and don
and doff gloves appropriately.

The licensee's Infection Control policy dated June
6, 2023, indicated hands must always be washed
after touching inanimate objects. Hands must
also be washed before applying gloves and after
removing gloves.

No further information provided.

Minnesota Department of Health
STATE FORM 6899 847Q11 If continuation sheet 4 of 11



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 07/25/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

39885 B. WING _____________________________ 06/26/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

SUNSHINE ASSISTED LIVING LLC 9517 CHICAGO AVENUE SOUTH
BLOOMINGTON, MN 55420

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 510 Continued From page 4

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 510

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
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 the employee record
contained training and competency evaluations
for one of one unlicensed personnel (ULP)-B who
performed delegated tasks.

This practice resulted in a level one violation (a

Minnesota Department of Health
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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 of
the residents).

0 650

The findings include:

ULP-B had a hire date of October 6, 2021.
ULP-B's record lacked any documentation that
training and competency testing in delegated
tasks had been completed.

During interview on June 24, 2024, at 2:00 p.m.,
licensed assisted living director (LALD)-C stated
the registered nurse (RN) had provided all
training and orientation to ULP-B at the time of
hire. LALD-C stated all staff are trained by a RN
and must return demonstrate competency for
delegated tasks. LALD-C stated the company the
licensee purchased required forms from did not
provide any forms for the licensee to complete
the documentation of competency training in
specific required tasks. LALD-C acknowledged
the form that had been completed was not
sufficient to show ULP-B had completed the
required competency training and testing in
delegated tasks ULP-B provided to residents.

The licensee's Staff Orientation and Education
policy was requested but not received.

ULP-B's demonstrated delegated task
competency records were requested but not
provided.

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Seven (7)
Days

0 650

0 820 144G.45 Subd. 2 (g) Fire protection and physical 0 820
SS=I 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 properly sized egress window for
resident rooms that did not create a distinct
hazard for residents. This had the potential to
directly affect a portion of the residents and staff.

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

This immediate correction order identified
on June 26, 2024, has had the immediacy
lifted as of June 27, 2024 by assigning a
fire watch for the facility. This was
confirmed by the licensee via email and
approved by evaluation supervisor.

Minnesota Department of Health
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0 820 Continued From page 7

The findings include:

0 820

On June 26, 2024, at 10:45 a.m., survey staff
conducted a facility tour with licensed assisted
living director (LALD)-C. During facility tour,
survey staff observed the following:

Survey staff measured and verified egress
window measurement of the openable area to be
30" high x 18" wide for a total of 540 square
inches in occupied resident room #1.

Survey staff measured and verified egress
window measurement of the openable area to be
30" high x 18" wide for a total of 540 square
inches in unoccupied resident room #2.

Survey staff measured and verified egress
window measurement of the openable area to be
30" high x 18" wide for a total of 540 square
inches in occupied resident room #4.

Survey staff measured and verified egress
window measurement of the openable area to be
30" high x 18" wide for a total of 540 square
inches in unoccupied resident room #5.

Egress windows in existing facilities must have a
minimum opening dimension of 648 square
inches with an opening height and width
dimension of no less than 20".

TIME PERIOD FOR CORRECTION: Immediate

On June 27, 2024, the immediacy of correction
order 0820 was removed, however
non-compliance remained at a scope and level of
I.
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01910 Continued From page 8
01910 144G.71 Subd. 22 Disposition of medications
SS=D

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

01910

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide documentation in the
resident's record regarding the disposition of
medication to include the medication strength,
prescription number, quantity, date of disposition,
and names of staff and other individuals involved
in the disposition for one of one discharged
resident (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

Minnesota Department of Health
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01910 Continued From page 9

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).

01910

The findings include:

R2 was discharged from the licensee on
November 6, 2023.

R2's Service Plan dated October 17, 2023,
indicated R2 received services to include
medication management, mental health
management, assistance with activities of daily
living, staff supervision, food preparation, and
monitoring and reassessment.

R2's record lacked documentation of the
disposition of the medication including the
medication's name, strength, prescription number
as applicable, quantity, to whom the medications
were given, date of disposition, and names of
staff and other individuals involved in the
disposition.

On June 25, 2024, at 1:25 p.m., registered nurse
(RN)-A stated she believed there had been a
record indicating the licensee completed
medication disposition after R2 discharged. RN-A
acknowledged R2's record was missing the
required content above and stated the licensee
would look for and provide to surveyor the record
documenting the disposition of R2's medications
at the time of discharge.

The licensee's Drug Disposition policy was
requested but not received.

No further information or records were provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Seven (7)
days

01910
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975
Saint Paul, MN 55164-0975
651-201-4500

Type:
Date:
Time:
Report:

Full
06/25/24
10:30:00
1005241143

Food  and Beverage  Establishment
Inspection  Report

Location:
Sunshine Assisted LIving LLC
9517 Chicago Ave S
Bloomington, MN55420
Hennepin County, 27

Establishment  Info:
ID #: N#N0002
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
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.

3-500B Microbial  Control:  hot  and  cold holding
3-501.16A2 ** Priority  1 **

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.
TCS FOODS IN THE KITCHEN REFRIGERATOR WERE ABOVE 41 DEGREES F. THE FRIDGE WAS
TURNED TO A COLDER SETTING. STAFF WILL MONITOR FOOD TEMPERATURES AND LOWER
SETTING AGAIN IF NEEDED.
Comply By: 06/25/24

Food  and  Equipment  Temperatures

Process/Item: Cold Hold/MILK
Temperature: 47 Degrees Fahrenheit - Location: KITCHEN REFRIGERATOR
Violation Issued: Yes
Process/Item: Cold Hold/TOMATO
Temperature: 46 Degrees Fahrenheit - Location: KITCHEN REGRIGERATOR
Violation Issued: Yes

Total Orders In This Report Priority 1
1

Priority 2
0

Priority 3
0

INSPECTION COMPLETED WITH PERSON IN CHARGE AND EMAILED TO NURSE EVALUATOR
ELYSE JONES.

FACILITY USES TEMPERATURE STRIPS MONTHLY TO VERIFY THAT THE DISHWASHER IS
PROPERLY SANITIZING AND HAS PAST STICKERS ON FILE SHOWING THAT THE DISHWASHER
IS PROVIDING A UTENSIL SURFACE TEMPERATURE OF AT LEAST 160
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Food  and Beverage  Establishment
Inspection  Report

Report: 1005241143
Sunshine Assisted LIving LLC

Page 2

DEGREES F. THE LAST STICKER WAS RUN ON 6/15/24.

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

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

FLOORING IS WOOD AND CABINETS ARE WOOD WITH HOLLOW BASE.. 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 1005241143 of 06/25/24.

Certified Food Protection Manager:HABON M. BARSUG

Certification Number: FM117451 Expires: 06/22/26

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
NIMCORISE HASHI
PIC

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


