m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
September 9, 2025

Licensee

Oak Terrace of Le Sueur LLC
811 South 4th Street

Le Sueur, MN 56058

RE: Project Number(s) SL32437016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on July 24, 2025, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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

STATE CORRECTION ORDERS

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

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 S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;

Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in
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§ 144G.20;
Level 5: a fine of $5,000 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20.

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

St - 0- 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $500.00. You will be invoiced approximately 30 days after receipt of this notice, subject to

appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

The correction order documentation should include the following:

e I|dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

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

e |dentify 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

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.
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To submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,

Jodi Johnson, Supervisor

State Evaluation Team

Email: Jodi.Johnson@state.mn.us

Telephone: 507-344-2730 Fax: 1-866-890-9290

AH
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0 000] Initial Comments 0 000
FEEAT TENTION***** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G.08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag." The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies" column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
failure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators ' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL32437016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On July 21, 2025, through July 24, 2025, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were 62 residents; 54 receiving
services under the Assisted Living Facility with THERE IS NO REQUIREMENT TO
Dementia Care license. 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 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
STATE FORM 6899 987E11 If continuation sheet 2 of 32
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was

prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated, July 22, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 730| 144G.43 Subd. 3 Contents of resident record 0 730
SS=D
Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number:;

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident’'s health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;

(5) the resident's advance directives, if any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident's services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

Minnesota Department of Health
STATE FORM 6899 987E11 If continuation sheet 4 of 32



PRINTED: 09/09/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
32437 B. WING 07/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
811 SOUTH 4TH STREET
OAK TERRACE OF LE SUEUR LLC
LE SUEUR, MN 56058
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

0 730 | Continued From page 4 0 730

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the resident record
iIncluded a discharge summary with the required
content for one of one discharged resident (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
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:

R1's record lacked a discharge summary to
include:

- course of illnesses

- freatments and therapies

- pertinent lab, radiology, and consultation results;
and

- a final summary of the resident's status from the
latest assessment or review including baseline

Minnesota Department of Health
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and current mental, behavioral, and functional
status.

R1 was admitted to the licensee on April 28,
2023, with diagnoses including dementia, type Il
diabetes, heart disease, and spinal stenosis. R1
discharged from the facility on June 10, 2025.

On July 23, 2025, at 10:55 a.m., clinical nurse
supervisor (CNS)-B reviewed R1's discharge
summary and stated it did not include all required
components.

The licensee's 2.38 Resident Record -
Information and Content policy dated August 1,
2021, indicated:
Resident Records must include:

14. A discharge summary, including service
termination notice and related documentation,
when applicable.

No further information was provided.

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

0775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
SS=F | environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to comply with the current State Fire Code
In Minnesota Rules, chapter 7511. This had the
potential to directly affect all residents, staff, and

Minnesota Department of Health
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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).

Findings include:

On July 23, 2025, from 10:30 a.m. to 2:30 p.m.,
the surveyor toured the facility with licensed
assisted living director (LALD)-A and director of
maintenance (DM)-D. During the tour, the
surveyor observed:

CONTROLLED EGRESS

Controlled egress doors throughout the facility,
surveyor asked LALD-A/DM-D the location of the
separate switch or device that unlocks all doors.
A signal or switch to unlock the egress doors was
not found and/or was not known by staff. MN Fire
code states, egress control locking system shall
have the capability of being unlocked by a signal
or switch from the fire command center, a nursing
station, or other approved location. The signal or
switch shall directly break power to the lock.

During a facility tour on July 23, 2025, at 1:30
p.m., LALD-A/DM-D, verified the above listed
observations while accompanying on the tour.

TIME PERIOD FOR CORRECTION: Two (2) day.

01290| 144G.60 Subdivision 1 Background studies 01290
SS=F | required

Minnesota Department of Health
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(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of a staff member in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a background study was
submitted and received in affiliation with the
assisted living license for two of two employees
(clinical nurse supervisor (CNS)-B, director of
maintenance (DM)-D). This had the potential to
affect all residents residing within the facility.

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

Minnesota Department of Health
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CNS-B was hired on December 1, 2017, and
started providing direct care and services to the
licensee's residents under the assisted living
license on August 1, 2021.

DM-D was hired December 19, 2016, and started
providing maintenance services for the
licensee/licensee's residents on August 1, 2021.

NETStudy 2.0 employee roster for Health Facility
identification number (HFID#) 32437 indicated
CNS-B was "Eligible-Covid-19 Study-Expired"
and DM-D was "Disqualified - Previous Set
Aside-Covid-19 Study-Expired", with determined
expiration date of December 31, 2022.

NETStudy 2.0 employee roster for HFID 32406,
which was the licensee's closed comprehensive
home care license, was still active in NETStudy
2.0. This roster indicated CNS-B and DM-D were
"Eligible” under HFID 32406.

CNS-B and DM-D's employee record lacked
evidence the license had affiliated their
background study with the current licensure once
their Covid-19 studies had expired.

On July 23, 2025, at 9:31 a.m., licensed assisted
living director (LALD)-A stated he did not realized
the need to re-affiliate CNS-B and DM-D's
background studies as they had cleared with the
previous comprehensive home care license.
LALD-A further stated CNS-B also held a
professional license (registered nurse); however,
this was initiated in 2017.

The licensee's 4.02 Background Studies policy
dated August 1, 2021, indicated:

No employee may provide direct services and
have independent direct contact with any
Minnesota Department of Health
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residents until acceptable result of the
background study have been received.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

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

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure direct

Minnesota Department of Health
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supervision of staff performing delegated tasks
was provided within 30 calendar days after the
date in which the individual begins working for the
licensee for one of one unlicensed personnel
(ULP-E).

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

The findings include:

ULP-E was hired on July 27, 2024, to provide
direct care services to the licensee's residents.

On July 22, 2025, at 8:18 a.m., the surveyor
observed ULP-E administering insulin to RS.

ULP-E's employee record included a
Performance Review Form signed by ULP-E and
registered nurse (RN)-C on October 16, 2024.
The form rated the employee (on a scale of one
to five) on resident relations, work responsibilities,
teamwork, adaptability, personal appearance,
communication, and dependability. The form
lacked documentation of a RN supervising ULP-E
performing a delegated task within 30 days of
beginning work with the licensee.

On July 24, 2025, at 10:59 a.m., licensed
assisted living director (LALD)-A stated he was
unable to locate evidence of 30-day supervision
of a delegated task for ULP-E.
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The licensee's 6.17 Supervision of Staff -
Delegated Services policy dated August 1, 2021,
indicated:

Staff who provide delegated nursing or therapy
tasks to residents at [licensee name] will be
supervised by an RN or appropriate licensed
health professional where the services are being
provided to verify that work is being performed
competently and to identify problems and
solutions related to the staff person's ability
perform the tasks. Supervision will include
observation of the staff administering the
medication or treatment and the interaction with
resident.

1. Direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
iIndividual begins working for [licensee name] and
first performs the delegated tasks for residents
and thereafter as needed based on performance.
2. This requirement also applies to staff that
have not performed delegated tasks for one (1)
year or longer.

3. The supervision should be through the direct
and indirect observation of the unlicensed
personnel performing the services. The resident
or resident's responsible person may be
interviewed to assure they are satisfied with the
services they are receiving.

4. Itis the responsibility of the RN staff to ensure
the supervision is done within the time frames
outlined above and specified on the client's
service plan.

5. Documentation of supervision activities will be
retained in the employee's record.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One

Minnesota Department of Health
STATE FORM 6899 987E11 If continuation sheet 12 of 32



PRINTED: 09/09/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
32437 B. WING 07/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
811 SOUTH 4TH STREET
OAK TERRACE OF LE SUEUR LLC LE SUEUR, MN 56058
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
01440 | Continued From page 12 01440
(21) days
01620, 144G.70 Subd. 2 (c-e) Initial reviews, 01620

SS=D | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
prior to the date on which a prospective resident
executes a contract with a facility or the date on
which a prospective resident moves in, whichever
IS earlier. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

(c) Resident reassessment and monitoring must
be conducted by a registered nurse:

(1) no more than 14 calendar days after initiation
of services;

(2) as needed based on changes in the resident's
needs; and

(3) at least every 90 calendar days.

(d) Sections of the reassessment and monitoring
In paragraph (c) may be completed by a licensed
practical nurse as allowed under the Nurse
Practice Act in sections 148.171 to 148.285. A
registered nurse must review the findings as part
of the resident's reassessment.

(e) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an

Minnesota Department of Health
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iIndividualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(f) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) completed a comprehensive reassessment
not to exceed 90 calendar days from the last
assessment, for one of three residents (R4).

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:

R4's diagnoses included type |l diabetes, heart
failure, chronic respiratory failure, mild cognitive
impairment, obstructive sleep apnea, and
polyneuropathy
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R4's Service Plan dated August 9, 2017,
iIndicated R4 received services including bathing,
medication administration, diabetes
management, respiratory management, meals
and snacks, laundry, and light housekeeping.

R4's |ast three assessments were requested.
Assessments dated September 2, 2024,
February 2, 2025, and May 5, 2025, were
provided. 154 days had passed between the
September 2024, and February 20235,
assessments (64 days late); 92 days had passed
between the February and May 2025,
assessments (2 days late).

On July 23, 2025, at 2:18 p.m., clinical nurse
supervisor (CNS)-B reviewed R4's assessments
and stated the last two 90-day assessments had
been completed late.

The licensee's 6.01 Assessments, Reviews &
Monitoring policy dated August 1, 2021, indicated:
3. Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

No further information was provided.

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

01640| 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=D | implementation and revisions to

(a) No later than 14 calendar days after the date
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that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
iInclude a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a written service plan
was revised to reflect the current services
provided for one of three residents (R4).

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:
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R4's diagnoses included type Il diabetes mellitus
with diabetic chronic kidney disease, constipation,
and dementia with anxiety.

R4's Service Plan dated August 9, 2017,
indicated R4 received services including
medication administration, diabetes
management, respiratory management, bathing,
light housekeeping, meals, and laundry.

R4's Documentation Survey Report dated July
2025, included the following services:

- Dressing - one assist, document refusals

- Personal hygiene - one assist, document
refusals

- Remind resident to wear disposable brief due to
iIncontinence

- Toileting - one assist, incontinent of urine (XL
pull-ups) - document refusals

On July 23, 2025, at 2:18 p.m., clinical nurse
supervisor (CNS)-B reviewed R4's service plan
and stated his services had changed since
admission; R4 now required assistance with
dressing, personal hygiene, and toileting. CNS-B
further stated they hadn't updated the service
plan as R4 is on an Elderly Waiver and cost of
services wouldn't change.

The licensee's 6.10 Service Plan Modifications
policy dated August 1, 2021, indicated:

When a resident at [licensee name] receives
assisted living services and a change(s) to the
service plan occurs, the service plan must be
amended in writing and signed by the resident or
the resident's designated representative.

No further information was provided.
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TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
01710| 144G.71 Subd. 3 Individualized medication 01710

SS=D | monitoring and reas

A registered nurse, advanced practice registered
nurse, or qualified staff delegated the task by a
registered nurse must monitor and reassess the
resident's medication management services as
needed under subdivision 2 when the resident
presents with symptoms or other issues that may
be medication-related and, at a minimum,
annually.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) conducted a face-to-face
medication management reassessment annually
for two of three residents (R3, R4).

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:
During the entrance conference on July 21, 2025,

at 10:39 a.m., clinical nurse supervisor (CNS)-B
stated the licensee provided medication
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management services to the residents residing
within the facility.

R3

R3's diagnoses included restless leg syndrome
(RSL), peripheral neuropathy, anemia, vitamin D
deficiency, spinal stenosis, osteoarthritis,
gastroesophageal reflux disease (GERD), and
chronic constipation.

R3's Service Plan dated January 21, 2025,
indicated R3 received services including
medication administration.

R3's prescriber's orders dated June 5, 2025,
included one iron supplement (anemia), one
vitamin D supplement, one proton pump inhibitor
(for GERD), one anticonvulsant (for RSL and
neuropathy), two medications for pain, two for
constipation, and two eye drops.

On July 22, 2025, at 8:51 a.m., the surveyor
observed unlicensed personnel (ULP)-E
administering medication to R3.

R3's Medication Assessment and Management
Plan was last completed on January 2, 2023.

R4

R4's diagnoses included type Il diabetes mellitus
with diabetic chronic kidney disease, constipation,
and dementia with anxiety.

R4's Service Plan dated August 9, 2017,
iIndicated R4 received services including
medication administration.

R4's prescriber's orders dated July 21, 2025,
included one injectable insulin, one magnesium
supplement, one antidepressant, two

Minnesota Department of Health
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antipsychotics, one benzodiazepine (anxiety), two
medications for pain, one for constipation, and
one potassium supplement.

On July 22, 2025, at 11:23 a.m., the surveyor
observed registered nurse (RN)-C administering
insulin to R4.

R4's Medication Assessment and Management
Plan was last completed on September 16, 2022.

R3 and R4's record lacked evidence the RN
conducted a review of all medications the
residents were known to be taking to include a
review of the side effects and contraindications
annually.

On July 24, 2025, at 10:09 a.m., clinical nurse
supervisor (CNS)-B stated a medication
assessment with all required content had not
been completed at least annually for R3 and R4.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01890| 144G.71 Subd. 20 Prescription drugs 01890
SS=D
A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement is not met as evidenced
by:
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Based on observation, interview, and record
review, the licensee failed to ensure time
sensitive medications were dated when opened
for one of two residents (RS) with insulin.

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:

RS5's diagnoses included type |l diabetes and
dementia.

RS's Service Plan dated August 1, 2023, included
medication administration.

RS5's provider note dated July 21, 2025, included
an order for Humulin 70/30 KwikPen (insulin) 100
UNIT/ML (units per milliliter) subcutaneous
(SQ-under the skin) suspension pen-injector.
Inject 8 units SQ BID (twice a day). Hold if blood
sugar less than 100, or refusing to eat.

On July 22, 2025, at 8:18 a.m., the surveyor
observed ULP-E setting up R5's open Humulin
70/30 KwikPen insulin for administration. The
pen was not labeled with an opened or expired
date. When interviewed during set up of the
insulin pen, ULP-E stated the pen should be
dated when opened and didn't know why it hadn't
been; ULP-E then proceeded to administer RS's
undated, Humulin 70/30 insulin.
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The manufacturer's Humulin 70/30 KwikPen
Instructions for Use revised June 2022, indicated:
Do not use your Pen past the expiration date
printed on the Label or for more than 10 days
after you first start using the Pen.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910] 144G.71 Subd. 22 Disposition of medications 01910
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.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to document in the resident's
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record the disposition of the medication including
the medication's prescription number as
applicable, for one of one discharged resident
(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
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:

R1
The discharge resident roster provided by the
licensee indicated R1 discharged on November

27,2023, to the licensee's other assisted living
facility (ALF) located next door.

R1 was admitted to the licensee on April 28,
2023, with diagnoses including dementia, type Il
diabetes, heart disease, and spinal stenosis. R1
discharged from the facility on June 10, 2025.

R1's Service Plan dated June 1, 2024, indicated
the resident received services including
medication administration.

R1's Medication sent with Client (resident) who
will be away from home form dated June 10,
2025, included medications that had been sent
with R1 at the time of discharge. The document
identified the medication name, strength, quantity,
and signature of the licensee's staff that counted
the medications and the person receiving the
medications. The document did not include the
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prescription number for any of the identified
medications including triamcinolone cream
(corticosteroid), culturelle probiotics, Tylenol
(pain/fever), Ozempic (semaglutide-lowers blood
sugar), Klor-Con (potassium supplement),
Vitamin D3, escitalopram (antidepressant),
iIrrestartin [sic] (irbesartan-lowers blood pressure),
lansoprazole (proton pump inhibitor-reduce
stomach acid), levothyroxine (hypothyroid),
metoprolol tartrate (beta blocker - heart),
tab-a-Vite (multivitamin), spironolactone
(diuretic-water pill), torsemide (diuretic),
atorvastatin (lowers cholesterol), Xarelto (blood
thinner), trazodone (antidepressant), clonazepam
(benzodiazepine-for anxiety).

On July 23, 2025, at 10:55 a.m., clinical nurse
supervisor (CNS)-B reviewed R1's Medication
sent with Client (resident) who will be away from
home form and stated they did not include the
prescription number of each medication sent with
the resident upon discharge.

The licensee's 7.23 Medication Disposal policy
dated August 1, 2021, indicated:

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,
guantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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01940| 144G.72 Subd. 3 Individualized treatment or 01940

5S=D | therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop and implement a
treatment or therapy management plan to include
all required content for one of three residents
Minnesota Department of Health
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(R2).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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:

During the entrance conference on July 21, 2025,
at 10:39 a.m., clinical nurse supervisor (CNS)-B
stated the licensee provided treatment
management services to the licensee's residents.

R2's diagnoses included type |l diabetes with
other circulatory complications.

R2's Service Plan dated February 13, 2023,
indicated R2 received services including
assistance with compression stockings per MD
(medical doctor) order.

R2's provider orders signed February 17, 2025,
included the following order:

- Compression stockings: bilateral knee hi; On in
AM; Off at HS (hour of sleep) as needed for
edema.

R2's Treatment Administration Record (TAR)
dated July 2025, included the above order.

R2's record lacked a treatment management plan
to include the following required content:

- procedures for notifying a registered nurse when
a problem arose with treatments or therapy
Minnesota Department of Health
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services.

On July 23, 2025, at 10:55 a.m., clinical nurse
supervisor (CNS)-B reviewed R2's record and
stated the records did not include direction to
unlicensed staff on when to contact a nurse with
iIssues for R2's compression stockings.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02320 144G.91 Subd. 4 (b) Appropriate care and 02320
SS=D | services

(b) Residents have the right to receive health
care and other assisted living services with
continuity from people who are properly trained
and competent to perform their duties and in
sufficient numbers to adequately provide the
services agreed to in the assisted living contract
and the service plan.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were administered according to policy and
accepted standards of practice by one of two staff
(unlicensed personnel (ULP)-E) observed during
iInsulin administration.

This practice resulted in a level two violation (a
violation that did not harm a client'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
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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:

RS5's diagnoses included type |l diabetes and
dementia.

R5's Service Plan dated August 1, 2023, included
medication administration.

RS5's provider note dated July 21, 2025, included
an order for Humulin 70/30 KwikPen (insulin) 100
UNIT/ML (units per milliliter) subcutaneous
(SQ-under the skin) suspension pen-injector.
Inject 8 units SQ BID (twice a day). Hold if blood
sugar less than 100, or refusing to eat.

On July 22, 2025, at 8:18 a.m., the surveyor
observed ULP-E administering Humulin 70/30
KwikPen insulin to RS. ULP-E removed the cap
from RS's Humulin 70/30 insulin pen and applied
a needle without first using an alcohol prep pad to
cleanse the port of the pen; ULP-E also did not
roll or invert the pen prior to needle placement in
order to mix the solution. ULP-E then primed the
pen with two units of insulin, replaced the cap on
the insulin pen, then brought the insulin pen into
the dining room where RS was seated with two
other residents during the breakfast meal. There
were also several other residents in the dining
room at other tables. ULP-E informed RS that
she would be administering her insulin, then
raised the bottom of R5's shirt exposing part of
the resident's abdomen. ULP-E then
administered the insulin into R%'s abdomen
without first cleansing the injection site with an
alcohol prep pad. Immediately following the
observation the surveyor asked ULP-E if she ever
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utilized alcohol to cleanse the port of the insulin
pen prior to applying the needle, and also
cleansing the resident's skin at the injection site
prior to administering the insulin. ULP-E stated
she had not been trained to do that.

On July 22, 2025, at 10:26 a.m., clinical nurse
supervisor (CNS)-B stated she trains staff to rub
an alcohol swab on the port of insulin pens prior
to applying the needle and also to cleanse the
resident's skin at area of injection with an alcohol
swab. CNS-B stated she knows ULP-E was
trained to administer the insulin this way as she
was the one who trained her. CNS-B further
stated with the Humulin 70/30 insulin, staff are
trained to roll or invert the pen several times to
mix the solution prior to administering.

The manufacturer's Humulin 70/30 KwikPen
Instructions for Use revised June 2022, indicated:
Step 1:

Pull the Pen Cap straight off.

- Do not remove the Pen Label.

Wipe the Rubber Seal with an alcohol swab

- Do not attach the Needle before mixing.

Step 2:

Gently roll the Pen between your hands 10 times.
Step 3:

Move the Pen up and down (invert) 10 times.
Mixing by rolling and inverting the Pen is
important to make sure you get the right dose.
Step 12:

Choose your injection site.

Humulin 70/30 is injected under the skin
(subcutaneously) of your stomach area, buttocks,
upper legs or upper arms.

Wipe your skin with an alcohol swab, and let your
skin dry before you inject your dose.

No further information provided.
Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Seven (7)
days

02410/ 144G.91 Subd. 13 Personal and treatment 02410
SS=D | privacy

(a) Residents have the right to consideration of
their privacy, individuality, and cultural identity as
related to their social, religious, and psychological
well-being. Staff must respect the privacy of a
resident's space by knocking on the door and
seeking consent before entering, except in an
emergency or unless otherwise documented in
the resident's service plan.

(b) Residents have the right to have and use a
lockable door to the resident's unit. The facility
shall provide locks on the resident's unit. Only a
staff member with a specific need to enter the
unit shall have keys. This right may be restricted
In certain circumstances if necessary for a
resident's health and safety and documented in
the resident's service plan.

(c) Residents have the right to respect and
privacy regarding the resident's service plan.
Case discussion, consultation, examination, and
treatment are confidential and must be conducted
discreetly. Privacy must be respected during
toileting, bathing, and other activities of personal
hygiene, except as needed for resident safety or
assistance.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide privacy for
RS during medication administration.

This practice resulted in a level two violation (a

Minnesota Department of Health
STATE FORM 6899 987E11 If continuation sheet 30 of 32



PRINTED: 09/09/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
32437 B. WING 07/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
811 SOUTH 4TH STREET
OAK TERRACE OF LE SUEUR LLC
LE SUEUR, MN 56058
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

02410 | Continued From page 30 02410

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:

R5's diagnoses included type |l diabetes and
dementia.

R5's Service Plan dated August 1, 2023, included
medication administration.

On July 22, 2025, at 8:18 a.m., the surveyor
observed unlicensed personnel (ULP)-E
administering Humulin 70/30 KwikPen insulin to
RS. After preparing the insulin for administration,
ULP-E then brought the insulin pen into the dining
room where R5 was seated with two other
residents during the breakfast meal. There were
also several other residents in the dining room at
other tables. ULP-E informed RS that she would
be administering her insulin, then raised the
bottom of R3's shirt exposing part of the
resident's abdomen. ULP-E administered the
iInsulin into RS's abdomen then returned to the
medication cart.

On July 22, 2025, at 10:26 a.m., clinical nurse
supervisor (CNS)-B stated staff should not be
administering insulin in the dining room in front of
other residents as this could be a dignity issue.

No further information was provided.

TIME PERIOD FOR CORRECTION:
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Twenty-One (21) days
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Mankato District Office
m Minnesota Department of Health
12 Civic Center Plaza, Suite 2105

DEPARTMENT Mankato, MN 56001

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
—Establishment Info ——  —License Info —Inspection Info —— M8
Oak Terrace Senior Living License: 32437 Report Number: F1028251050
811 S. 4th St. Inspection Type: Full - Single
Le Sueur, MN Risk: Date: 7/22/2025 Time: 11:38:01 AM
Le Sueur License: Duration: minutes
Parcel: EXxpires on: Announced Inspection: No
CFPM: Dylan Chabot Total Priority 1 Orders: 1

Phone: CFPM #. FM31444; Exp: 12/21/2025 Total Priority 2 Orders: 0

Total Priority 3 Orders: 0

Delivery: Emailed
\ J \. J

! New Order: 2-300 Personal Cleanliness
2-301.12A Priority Level: Priority 1 CFP#: 8

MN Rule 4626.0070A Food employees must clean their hands and exposed portions of their arms for 20 seconds, using

soap in a handwashing sink that is properly equipped.
COMMENT: Ensure that food employees are washing their hands for at least 20 seconds. Employees were observed

washing for less than 20 seconds.
Comply By: 7/22/2025 Originally Issued On: 7/22/2025

Food & Beverage General Comment

This Inspection was conducted in conjunction with HRD.

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I acknowledge receipt of the Mankato District Office inspection report number F1028251050 from 7/22/2025

file.o

Dylan Chabot Ryan Miller, RS
Dietary Manager Public Health Sanitarian 3

507-344-2721
ryan.miller@state.mn.us



Mankato District Office
m Minnesota Department of Health
12 Civic Center Plaza, Suite 2105

DEPARTMENT Mankato, MN 56001

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
Oak Terrace Senior Living Report Number: F1028251050
Le Sueur Inspection Type: Full
County/Group: Le Sueur Date: 7/22/2025
Time: 11:38:01 AM

Food Temperature: Product/Iltem/Unit: Milk; Temperature Process: Cold-Holding
Location: Upright Cooler at 37 Degrees F.

Comment:

Violation Issued?: No

Equipment Temperature: Product/ltem/Unit: True Freezer; Temperature Process: Ambient Air
Location: Upright Freezer at 0 Degrees F.

Comment:

Violation Issued?: No

Equipment Temperature: Product/ltem/Unit: True Freezer; Temperature Process: Ambient Air
Location: Upright Freezer at 1 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: Yogurt; Temperature Process: Cold-Holding
Location: Walk-in Cooler at 37 Degrees F.

Comment:

Violation Issued?: No




Mankato District Office
m Minnesota Department of Health
12 Civic Center Plaza, Suite 2105

DEPARTMENT Mankato, MN 56001

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment INfo — Inspection Info —
Oak Terrace Senior Living Report Number: F1028251050
Le Sueur Inspection Type: Full
County/Group: Le Sueur Date: 7/22/2025
Time: 11:38:01 AM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Dishwashing Area Equal To 180 Degrees F.

Comment:

Violation Issued?: No




