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March 11, 2022

Administrator

Park View Village

1204 West Park Avenue

Olivia, MN  56277

RE:  Project Number(s) SL30774015

Dear Administrator:

The Minnesota Department of Health completed an evaluation on February 1, 2022, for the purpose

of evaluating and assessing compliance with state licensing statutes. At the time of the evaluation,

the Minnesota Department of Health noted violations of the laws pursuant to Minnesota Statute,

Chapter 144G, Minnesota Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572

and/or Minnesota Statute Chapter 260E.

The enclosed State Form documents the state licensing orders. The Department of Health documents

state licensing correction orders using federal software. Tag numbers are assigned to Minnesota

state statutes for Assisted Living Facilities. The assigned tag number appears in the far left column

entitled "ID Prefix Tag." The state statute number and the corresponding text of the state statute out

of compliance are listed in the "Summary Statement of Deficiencies" column. This column also

includes the findings that are in violation of the state statute after the statement, "This MN

Requirement is not met as evidenced by . . ."   

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed

based on the level and scope of the violations and imposed immediately with no opportunity to

correct the violation first as follows:

   Level 1: no fines or enforcement.

   Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in   

      § 144G.20 for widespread violations;

 Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism   

      authorized in § 144G.20.

   Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in

       § 144G.20.       

       

In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine

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

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

9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated

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

   

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility

for substantiated maltreatment, the commissioner shall not also impose an immediate fine under

this chapter for the same circumstance.    

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

pursuant to this evaluation:

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, no immediate fines are

assessed.

DOCUMENTATION OF ACTION TO COMPLY

Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with

the correction order by the correction order date. A copy of the provider’s records documenting

those actions may be requested for follow-up evaluations. The licensee is not required to submit a

plan of correction for approval.

The correction order documentation should include the following:

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

resident(s)/employee(s) identified in the correction order.   

• Identify how the area(s) of noncompliance was corrected for all of the provider’s

resident(s)/employees that may be affected by the noncompliance.   

• Identify what changes to your systems and practices were made to ensure compliance with

the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order issued,

including the level and scope, and any fine assessed through the correction order reconsideration

process. The request for reconsideration must be in writing and received by the Department of

Health within 15 calendar days of the correction order receipt date.

A state licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated

with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is

substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat.   

§ 626.557. Please   email general reconsideration requests to:   Health.HRD.Appeals@state.mn.us.
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Please address your cover letter for general

reconsideration requests to:

Free from Maltreatment reconsideration

requests should addressed to:

Reconsideration Unit

Health Regulation Division

Minnesota Department of Health

P.O. Box 64970

85 East Seventh Place

St. Paul, MN 55164-0970

Reconsideration Unit

Health Regulation Division

Minnesota Department of Health

P.O. Box 64970

85 East Seventh Place

St. Paul, MN 55164-0970

You are encouraged to retain this document for your records. It is your responsibility to share the

information contained in this letter and the results of this visit with the President of your

organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

   

Jessica Gallmeier, Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN  55101-3879

Email:  jess.gallmeier@state.mn.us

Phone:  651-247-0268 Fax: 651-215-9697
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 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:
SL#30774015

On January 31, 2022, through February 1, 2022, 
the Minnesota Department of Health conducted a 
survey at the above provider,  and the following 
correction orders are issued.  At the time of the 
survey, there were 18 residents receiving 
services under the provider's Assisted Living 
license.

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using federal software. 
Tag numbers have been assigned to 
Minnesota State Statutes for Assisted 
Living License Providers.  The assigned 
tag number appears in the far left column 
entitled "ID Prefix Tag." The state Statute 
number and the corresponding text of the 
state Statute out of compliance is listed in 
the "Summary Statement of Deficiencies" 
column. This column also includes the 
findings which are in violation of the state 
requirement after the statement, "This 
Minnesota requirement is not met as 
evidenced by." Following the surveyors' 
findings is the Time Period for Correction. 

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

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

The letter in the left colunn is used for 
tracking purposes and reflects the scope 
and level issued pursuant to 144G.31 
subd. 1, 2, and 3. 

 0 110
SS=F

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

 0 110
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Each assisted living facility must employ an 
assisted living director licensed or permitted by 
the Board of Executives for Long Term Services 
and Supports.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the licensed assisted 
living director (LALD) was listed as the Director of 
Record for the licensee. This had the potential to 
affect all the licensee's residents, staff, and 
visitors.  

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

The findings include:

On January 31, 2022, at approximately 10:00 
a.m., registered nurse (RN)-A identified self as 
LALD for facility.   

RN-A obtained an assisted living director license 
on July 7, 2021. 

On January 31, 2022, at approximately 11:35 
a.m., the Board of Executives for Long-Term 
Services and Support (BELTSS) website 
indicated RN-A held a current assisted living 
director license but not listed as Director of 
Record for the licensee. 

 

Minnesota Department of Health

If continuation sheet  2 of 156899STATE FORM 8O5N11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 03/11/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

30774 02/01/2022

NAME OF PROVIDER OR SUPPLIER

PARK VIEW VILLAGE

STREET ADDRESS, CITY, STATE, ZIP CODE

1204 WEST PARK AVENUE

OLIVIA, MN  56277

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 110Continued From page 2 0 110

On January 31, 2022, at approximately 11:35 
a.m., RN-A acknowledged they were not listed as 
the Director of Record for licensee and would 
contact BELTSS for correction.  

The licensee's Licensed Assisted Living Director 
(LALD) policy, dated August 1, 2021, indicated 
the LALD would be listed as the Director of 
Record for licensee.   

No further information provided.

TIME PERIOD FOR CORRECTION:  Two (2) 
days

 0 480
SS=F

144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

(13) offer to provide or make available at least the 
following services to residents:

(i) at least three nutritious meals daily with snacks 
available seven days per week, according to the 
recommended dietary allowances in the United 
States Department of Agriculture (USDA) 
guidelines, including seasonal fresh fruit and 
fresh vegetables. The following apply:

(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:

 0 480

Based on observation, interview, and record  

Minnesota Department of Health
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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 included:

Please refer to the included document titled, Food 
and Beverage Establishment Inspection Report 
dated February 1, 2022, for the specific 
Minnesota Food Code deficiencies.

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

 0 510
SS=D

144G.41 Subd. 3 Infection control program

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

 0 510
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This MN Requirement  is not met as evidenced 
by:
Based on observations, interview, and record 
review, the licensee failed to implement and 
maintain an effective infection control program 
that complied with accepted nursing standards for 
infection control related to medication 
administration for one of two residents (R1) with 
records reviewed.

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:

On February 1, 2022, at approximately 7:35 a.m., 
unlicensed personnel (ULP)-B administered R1's 
Systane (moisterizing) eye drops without wearing 
gloves.

R1's service plan, dated September 21, 2021, 
indicated R1 received services for visitation, 
laundry, meals, activities of daily living (ADL), 
mobility, and medication management. 

R1's medication order read: artificial tears one 
drop both eyes four times daily.  The order 
indicated to wear gloves if touching skin around 
eye.

On February 1, 2022, at approximately 1:40 p.m., 
registered nurse (RN)-A stated staff members are 
trained to wear gloves with eye drop 
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administration. RN-A acknowledged the order 
contained directions to use gloves with 
administration of eye drops. Although RN-A 
stated all staff should wear gloves with eye drop 
administration, they acknowledged staff member 
failed to wear gloves per provider order and 
training. 

The licensee's undated Using Gloves policy 
indicated gloves are to be worn whenever there is 
a chance of contact with resident's body fluids or 
secretions.

No further information was provided.

TIME PERIOD TO CORRECT: Seven (7) days

 0 680
SS=F

144G.42 Subd. 10 Disaster planning and 
emergency preparedness

(a) The facility must meet the following 
requirements:
(1) have a written emergency disaster plan that 
contains a plan for evacuation, addresses 
elements of sheltering in place, identifies 
temporary relocation sites, and details staff 
assignments in the event of a disaster or an 
emergency;

(2) post an emergency disaster plan prominently;

(3) provide building emergency exit diagrams to 
all residents;

(4) post emergency exit diagrams on each floor; 
and
(5) have a written policy and procedure regarding 
missing tenant residents.
(b) The facility must provide emergency and 
disaster training to all staff during the initial staff 
orientation and annually thereafter and must 

 0 680
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make emergency and disaster training annually 
available to all residents. Staff who have not 
received emergency and disaster training are 
allowed to work only when trained staff are also 
working on site.
(c) The facility must meet any additional 
requirements adopted in rule.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to have a written emergency 
preparedness plan (EPP) with all the required 
content. This had the potential to affect all 
residents, 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, but was not likely to 
cause serious injury, impairment, or death), and 
is issued at a widespread scope (when problems 
are pervasive or represent a systemic failure that 
has affected or has the potential to affect a large 
portion or all of the residents). 

The findings include:  

The licensee's EPP lacked a communication plan 
that included:
1) arrangement with other facilities;

2) names and contact information for staff, 
resident physicians, and other facilities; and 
3) contact information for federal, state, tribal, 
and ombudsman.

On February 1, 2022, at approximately 1:40 p.m., 
registered nurse (RN)-A and regional director 
(RD)-C acknowledged the EPP lacked the 
required content. RD-C stated due to rural 
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location, options are limited for the emergency 
plan, but acknowledged more detail would be 
needed. 

The licensee's Assisted Living and Assisted Living 
with Memory Care Disaster Training policy, dated 
August 1, 2021, lacked a process for 
identification of required phone numbers and 
evacuation plan to be included in the EPP.

No further information was provided.

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

 0 800
SS=F

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

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

This MN Requirement  is not met as evidenced 
by:

 0 800

Based on observation and interview, the licensee 
failed to maintain the physical environment, 
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 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 
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safety but had the potential to have harmed a 
resident 's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at a widespread scope (when 
problems are pervasive or represent a systemic 
failure that has affected or has potential to affect 
a large portion or all of the residents).

Findings include:

On facility tour with Regional Director (RD) and 
Licensed Assisted Living Director (LALD) on 
February 1, 2022, between approximately 9:40 
a.m. and 11:30 a.m., it was observed a majority of 
the emergency egress lighting throughout the 
building was not operable upon testing.

It was also observed that the fire sprinklers in the 
second-floor storage locker room were obstructed 
by the storage lockers that were constructed over 
the fire sprinkler by the licensee. These 
obstructions prohibit the ability for the fire 
sprinklers to provide fire protection coverage for 
the room as designed. 

These deficient conditions were visually verified 
by (RD) and (LALD) accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 810
SS=F

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

(b)  Each assisted living facility shall develop and 
maintain fire safety and evacuation plans. The 
plans shall include but are not limited to:
   (1) location and number of resident sleeping 
rooms;

 0 810
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   (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 interview and record review, the licensee 
failed to complete employee evacuation drills 
every other month as required by statute. 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 
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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: 

An interview was conducted with Regional 
Director (RD) and Licensed Assisted Living 
Director (LALD) on February 1, 2022, between 
approximately 9:05 a.m. and 9:40 a.m., on the fire 
safety and evacuation drills for the facility. 

During interview, (LALD) stated that the 
evacuation drills for the facility have not been 
conducted since June of 2021. The Disaster 
Training policy dated 7-25-2021 provided by (RD) 
indicated that evacuation drills are required for 
employees twice per year per shift with at least 
one evacuation drill every other month. This 
deficient condition was verified by (RN) and 
(LALD).

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

 0 950
SS=F

144.50 Subd. 3 Designation of representative

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

"RIGHT TO DESIGNATE A REPRESENTATIVE 
FOR CERTAIN PURPOSES.

 0 950
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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 ensure the assisted living 
contract included the designation of 
representatives statutory language for two of two 
residents (R1 and R2) with records reviewed. 

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:

 

Minnesota Department of Health

If continuation sheet  12 of 156899STATE FORM 8O5N11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 03/11/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

30774 02/01/2022

NAME OF PROVIDER OR SUPPLIER

PARK VIEW VILLAGE

STREET ADDRESS, CITY, STATE, ZIP CODE

1204 WEST PARK AVENUE

OLIVIA, MN  56277

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 950Continued From page 12 0 950

On January 31, 2022, registered nurse (RN)-A 
provided a blank Assisted Living Contract and 
indicated the contract is used by licensee for all 
residents who received services by licensee. 

R1's record included a copy of the Assisted Living 
Contract dated August 1, 2021. R1's Assisted 
Living Contract lacked the verbatim "right to 
designate a representative for certain purposes" 
notice required at the time of execution of the 
contract.

R2's record included a copy of the Assisted Living 
Contract dated August 1, 2021.  R2's Assisted 
Living Contract lacked the verbatim "right to 
designate a representative for certain purposes" 
notice required at the time of execution of the 
contract.

On February 1, 2022, at approximately 2:00 p.m., 
RN-A and regional director (RD)-C acknowledged 
the required verbatim notice was not included in 
the residents' records. Although a copy of the 
notice was provided with the required language it 
was not included in the residents' records. 

The licensee's Assisted Living Contract policy, 
dated August 1, 2021, indicated the verbatim 
notice would be provided to each resident at the 
time of contract execution. 

No further information provided.

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

 0 970
SS=F

144.50 Subd. 5 Waivers of liability prohibited

The contract must not include a waiver of facility 

 0 970
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liability for the health and safety or personal 
property of a resident. The contract must not 
include any provision that the facility knows or 
should know to be deceptive, unlawful, or 
unenforceable under state or federal law, nor 
include any provision that requires or implies a 
lesser standard of care or responsibility than is 
required by law.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the assisted living 
contract did not include language waiving the 
facility's liability for health, safety, or personal 
property of a resident. This had the potential to 
affect all residents.

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

The findings include:

On January 31, 2022, registered nurse (RN)-A 
provided a blank Assisted Living Contract and 
indicated the contract is used by licensee for all 
residents who received services. 

R1's record included a copy of the Assisted Living 
Contract dated August 1, 2021. R1's Assisted 
Living Contract included a section titled liability 
and indicated the resident waived liability of the 
facility for the health and safety or personal 
property of a resident.  
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R2's record included a copy of the Assisted Living 
Contract dated August 1, 2021. R2's Assisted 
Living Contract included a section titled liability 
and indicated the resident waived liability of the 
facility for the health and safety or personal 
property of a resident. 

On February 1, 2022, at approximately 2:00 p.m., 
RN-A and regional director (RD)-C acknowledged 
the licensee's assisted living contract included a 
waiver of liability for health and safety or personal 
property. RD-C stated the licensee had paid a 
lawyer to draft the contract based on statute 
requirements and the liability waiver would need 
to be removed for all contracts. 

The licensee's Assisted Living Contract policy, 
dated August 1, 2021, indicated a waiver of 
facility liability must not be included in the 
contract. 

No further information provided. 

TIME PERIOD FOR CORRECTION:  
Twenty-One (21) days
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Minnesota Dept. of Health

Mankato

1028221022

Page 1
02/01/22
12:45:01

Type:

Time:
Date:

Report:

Full         Food and Beverage Establishment 
       Inspection Report

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

3205231743

Park View Village
1204 West Park Avenue         
Olivia, MN56277
Renville County, 65

  /  /

No
Risk:

Expires on:

Announced Inspection:

ID #: 0037737

ID #:

Location:

License Categories: Operator:

Establishment Info:

Phone #:

The following orders were issued during this inspection.

3-801.11B

A full description of this rule, including exceptions, can be found at the following site:
https://www.revisor.mn.gov/rules/4626.0447/

Discontinue serving unpasteurized eggs. Begin using pasteurized eggs.

3-800 Highly Susceptible Populations
** Priority 1 **

MN Rule 4626.0447B   Discontinue using unpasteurized eggs or egg products in the preparation of Caesar salad,
hollandaise or Bearnaise sauce, mayonnaise, meringue, eggnog, ice cream, and egg-fortified beverages when
serving a highly susceptible population.

Comply By: 02/02/22

4-601.11A

The blade of the stationary can opener must be cleaned to remove food residue build-up.

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

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

Comply By: 02/02/22

6-202.11A

The light shield back corner of the kitchen area must be reattached.

6-200   Physical Facility Design and Construction

MN Rule 4626.1375A   Provide effective shielding, coated or shatter-resistant light bulbs for all light fixtures
where there is exposed food, clean equipment, utensils and linens, or unwrapped single-service or single-use
articles.

Comply By: 02/02/22



1028221022

Page 2
02/01/22
12:45:01

Type:

Time:
Date:

Park View Village
Report:

Full         Food and Beverage Establishment 
       Inspection Report

Surface and Equipment Sanitizers
Hot Water: =  at 185 Degrees Fahrenheit
Location: Dish Machine - Rinse
Violation Issued: No

Food and Equipment Temperatures

Temperature: -5 Degrees Fahrenheit  - Location: Freezer - Ambient
Violation Issued: No

Process/Item: Upright Freezer

Temperature: -20 Degrees Fahrenheit  - Location: Beverage Air - Ambient
Violation Issued: No

Process/Item: Upright Freezer

Temperature: 39 Degrees Fahrenheit  - Location: Cheese
Violation Issued: No

Process/Item: Upright Cooler

This Inspection was conducted in conjunction with HRD's Inspection. This Inspection Report was sent to
Brandon Mueller, RN BSN PHN.

 Priority 1 Priority 3
1 11

Priority 2Total Orders  In This Report

I acknowledge receipt of the Minnesota Dept. of Health inspection report number
1028221022 of 02/01/22.

Certified Food Protection Manager:

Certification Number: Expires:

Ann Swanson

FM54325 07/15/22

Signed: Signed:
Ann Swanson
Food Service Director

Ryan Miller
Environmental Health Spec. II
Mankato

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

Ryan.Miller@state.mn.us

Inspection report reviewed with person in charge and emailed.


	SL30774015_Enforcement_Letter
	SL30774015_State_Form
	food report

