m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
March 5, 2025

Licensee

Solbakken Inc

18255 83rd Avenue North
Maple Grove, MN 55311

RE: Project Number(s) SL27896016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on January 31, 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 assighed tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
listed in the "Summary Statement of Deficiencies" column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . .."

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

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:
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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

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,

/;4 Q;[.ﬂ L:k VLLL.@- AN I =%

Kelly Thorson, Supervisor

State Evaluation Team

Email: Kelly.Thorson@state.mn.us

Telephone: 320-223-7336 Fax: 1-866-890-9290

HHH
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0 000] Initial Comments 0 000
ASSISTED LIVING PROVIDER LICENSING Minnesota Department of Health is
CORRECTION ORDER(S) documenting the State Correction Orders
using federal software. Tag numbers have
In accordance with Minnesota Statutes, section been assigned to Minnesota State
144G.08 to 144G.95, these correction orders are Statutes for Assisted Living Facilities. The
Issued pursuant to a survey. assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
Determination of whether violations are corrected state Statute number and the
requires compliance with all requirements corresponding text of the state Statute out
provided at the Statute number indicated below. of compliance is listed in the "Summary
When Minnesota Statute contains several items, Statement of Deficiencies" column. This
failure to comply with any of the items will be column also includes the findings which
considered lack of compliance. are in violation of the state requirement
after the statement, "This Minnesota
INITIAL COMMENTS: requirement is not met as evidenced by."
Following the evaluators ' findings is the
SL27896016-0 Time Period for Correction.
On January 27, 2025, through January 29, 2025,
the Minnesota Department of Health conducted a PLEASE DISREGARD THE HEADING OF
full survey at the above provider. At the time of THE FOURTH COLUMN WHICH
the survey, there were six resident(s); all of whom STATES,"PROVIDER'S PLAN OF
were receiving services under the Assisted Living CORRECTION." THIS APPLIES TO
Facility license. 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.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0630| 144G.42 Subd. 6 (b) Compliance with 0 630

SS=F | requirements for reporting ma

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
individualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on interview and record review the
licensee failed to ensure an individual abuse
prevention plan (IAPP) was developed to include
the required content for two of two residents (R2
and R3).

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:

R2
R2 was admitted and began receiving assisted
living services on July 29, 2024.

Minnesota Department of Health
STATE FORM 6899 912111 If continuation sheet 2 of 17
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R2's record included a Resident Agreement
signed by R2's representative on August 5, 2024.

R2's record lacked an individualized review or
assessment of the resident's risk of being abused
by others, and the specific measures to be taken
to minimize the risk of abuse to the resident or
other vulnerable adults and risk of self-abuse.

R3
R3 was admitted to the licensee on May 1, 2019,
and began receiving assisted living services on

August 1, 2021.

R3's record included a Residency Agreement
signed by R3's representative on January 28,
2025 during the survey process.

R3's record lacked an individualized review or
assessment of the resident's risk of being abused
by others, and the specific measures to be taken
to minimize the risk of abuse to the resident or
other vulnerable adults and risk of self-abuse.

On January 28, 2025, at 7:54 a.m., clinical nurse
supervisor (CNS)-D stated, "I know we worked on
that from a previous survey, but | will need to call
Rtasks (an electronic charting system) and ask
them if they can populate the question 'is the
resident at risk to be abused'." CNS-D indicated
that all IAPP's would be the same and all would
be missing the question and the specific
measures to be taken to minimize the risk of
abuse to the resident or other vulnerable adults
and risk of self-abuse.

On January 29, 2025, at 3:28 p.m., licensed
assisted living director (LALD)-C stated, "So
when [clinical nurse supervisor (CNS)-D] reached
out to Rtasks (an electronic charting software),

Minnesota Department of Health
STATE FORM 6899 912111 If continuation sheet 3 of 17
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and | reached out to them, and we just realized
that the old system we had, had the old
vulnerability that was from before 144G and the
updates did not push through to our data base so
we had them turn it on and it did pop up finally."

The licensee's Vulnerable Adult Maltreatment
policy, dated August 1, 2021, read, "1. An abuse
prevention plan will be completed for each
resident in the assisted living by day 14 after
move-in or receipt of services

2. The individual abuse prevention plan will:

a. Be based upon an individualized review or
assessment of the resident's

I. susceptibility to abuse by another individual,
iIncluding other vulnerable adults

Il. risk of abusing other vulnerable adults

b. specific measures to be taken to minimize the
risk of abuse to others and self-abuse.”

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 700| 144G.43 Subdivision 1 Resident record 0 700
SS=F
(b) Resident records, whether written or
electronic, must be protected against loss,
tampering, or unauthorized disclosure in
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident
records and establish criteria for release of
resident information.

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to ensure all resident's
personal health and medical information was kept
private.

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

The findings include:

On January 27, 2025, from 11:45 a.m., through
12:21 p.m., surveyor observed ULP-B to leave
Rtasks (an electronic charting software) open and
accessable on the licensee's computer that was
located on the facility medication cart, while
ULP-B took care of other tasks throughout the
facility. There were two resident and two staff
members in the common area during that time

On January 27, 2025, at 12:20 p.m., clinical nurse
supervisor stated, "The staff are trained to close
out the screen, so they need to minimize the
screen to provide HIPPA privacy, and anything for
Hospice is kept locked up." CNS-D
acknowledged the the Rtask was left open on the
screen and went to the computer and addressed
ULP-B to close the computer screen down and
provided re-education to ULP-B.

The licensee's Confidentiality of Resident
Records and Information and Acess to Records
policy, dated August 1, 2019, read, "Resident
records and resident information will be kept
Minnesota Department of Health
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confidential unless the resident or the resident's
designated representative give permission for
release of confidential information."

No further information was provided.

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

0 800| 144G.45 Subd. 2 (a) (4) Fire protection and 0 800
SS=F | physical environment

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the physical environment in a
continuous state of good repair and operation
with regard to the health, safety, comfort, and
well-being of the residents. This deficient
condition had the potential to affect all staff,
residents, and visitors.

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

Minnesota Department of Health
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failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

On January 29, 2025, at approximately 12:30
p.m., the surveyor toured the facility with clinical
nurser supervisor (CNS)-D. The following was
observed.

GENERAL MAINTENANCE:

The stairway guard rail from the main level to the
upper level was loose and not secure. An
unsecured guardrail has the potential to result in

Injury.

During the facility tour interview on January 29,
2025, CNS-D acknowledged the observation
while accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810| 144G.45 Subd. 2 (b-f) Fire protection and 0810
SS=F | 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;

(2) staff 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

Minnesota Department of Health
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or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereatfter.
(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
iInclude movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content. This had the potential to directly affect all
residents, staff, and visitors.

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

The findings include:

Minnesota Department of Health
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On January 29, 2025, clinical nurse supervisor
(CNS)-D provided documents on the fire safety
and evacuation plan (FSEP), fire safety and
evacuation training, and evacuation drills for the
facility.

FIRE SAFETY AND EVACUATION PLAN:
The licensee's FSEP failed to include the
following:

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

On January 29, 2025, CNS-D stated they
understood the area of their policy that was
deficient and would work to update the policy.

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

0 900 144G.50 Subdivision 1 Contract required 0 900
SS=D
(a) An assisted living facility may not offer or
provide housing or assisted living services to any
individual unless it has executed a written
contract with the resident.

(b) The contract must contain all the terms
concerning the provision of:

Minnesota Department of Health
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(1) housing;

(2) assisted living services, whether provided
directly by the facility or by management
agreement or other agreement; and

(3) the resident's service plan, if applicable.

(c) A facility must:

(1) offer to prospective residents and provide to
the Office of Ombudsman for Long-Term Care a
complete unsigned copy of its contract; and

(2) give a complete copy of any signed contract
and any addendums, and all supporting
documents and attachments, to the resident
promptly after a contract and any addendum has
been signed.

(d) A contract under this section is a consumer
contract under sections 325G.29 to 325G.37.

(e) Before or at the time of execution of the
contract, the facility must offer the resident the
opportunity to identify a designated representative
according to subdivision 3.

(f) The resident must agree in writing to
any additions or amendments to the contract.
Upon agreement between the resident and the
facility, a new contract or an addendum to the
existing contract must be executed and signed.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop and execute a written
contract with the required content post
implementation of 144G Statutes for one of one
resident (R3).

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
Minnesota Department of Health
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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:

R3 was admitted to the licensee on May 1, 2019,
and began receiving assisted living services on
August 1, 2021.

R3's diagnoses included schizophrenia, major
depressive disorder and multiple sclerosis.

R3's signed service plan dated February 22,
2023, indicated R3 recieved bathing assistance,
behavior monitoring, mobility assistance, laundry,
linen changes, meal assistance, medication
administration, and vitals.

R3's record included a Residency Agreement
signed by R3's representative on January 28,
2025 during the survey process.

R3's record lacked a signed contract prior to the
beginning of services that started on May 1, 2019.

On January 28, 2025, at 1:37 p.m., licensed
assisted living director (LALD)-C sent via email
R3's sighed Residency Agreement . Surveyor
iInquired about a signed contract prior to the start
of survey, LALD-C responded via email on
January 28, 2025, at 2:33 p.m., and indicated, "I
thought | did but as [clinical nurse supervisor
(CNS)-D] is there and not me [CNS-D] cannot
find it."

On January 29, 2025, at 3:28 p.m., licensed
assisted living director (LALD)-C stated, "She was
one of my older patients and | went back to her
chart, and | just couldn't find her old lease so |

Minnesota Department of Health
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just had her power of attorney sign it yesterday
because | bet that old lease wouldn't have even
counted.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21)

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

(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 ten employees
(unlicensed personnel (ULP)-E and ULP-G). This
had the potential to affect all six residents
residing in the assisted living facility.

Minnesota Department of Health
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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:

ULP-E
ULP-E was hired on August 2, 2023, to provide
direct care and services to residents.

On January 27, 2025, ULP-E was observed
assisting residents with lunch at the facility.

The Licensee's NETStudy 2.0 record included a
background study clearance for ULP-E dated
August 30, 2023, affiliated to a sister facility HFID
36006. ULP-E's record lacked evidence the
licensee submitted a background study for ULP-E
under the current assisted living license and
affiliated to the licensee's HFID 27896.

ULP-G
ULP-G was hired on July 5, 2023, to provide
direct care and services to residents.

On January 28, 2025, ULP-G was observed
assisting residents with breakfast at the facility.

The Licensee's NETStudy 2.0 record included a
background study clearance for ULP-E dated
December 6, 2022, affiliated to a sister facility
HFID 36006. ULP-E's record lacked evidence the
licensee submitted a background study for ULP-E
under the current assisted living license and
affiliated to the licensee's HFID 27896.

Minnesota Department of Health
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On January 28, 2025, at 8:12 a.m., human
resources (HR)-F indicated via email, ""Yes, they
both are affiliated at [Licensee] Plymouth HFID:
36006. | can affiliate them to HFID: 27896 if
required. My recollection is that those two
employees were hired for our Plymouth location.”

The licensee's background checks policy, dated
August 1, 2021, read, "All employees; as well as
contractors, and regularly scheduled volunteers
of the facility with direct resident contact will
undergo a background study through DHS
(Department of Human Services). Only those with
satisfactory results will continue to work with the
facility and its residents."

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

017301 144G.71 Subd. 5 Individualized medication 01730
SS=D | management plan

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
iIndividualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
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directions;

(3) documentation of specific resident instructions
relating to the administration of medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
changes.

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop and maintain a current
iIndividualized medication management record for
each resident to include all required content for
one of one 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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was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R2 was admitted and began receiving assisted
living services on July 29, 2024.

R2's record included a Resident Agreement
signed by R2's representative on August 5, 2024.

R2 had diagnoses to include dementia and
overactive bladder.

R2's signed service plan dated July 30, 2024,
iIndicated R2 recieved assistance with bathing,
grooming, meals, medication administration,
vitals, laundry, linen change, and behavior
monitoring.

R2's Medication Management assessment, dated
December 30, 2024, lacked a description of
storage of medications based on the resident's
needs and preferences, risk of diversion, and
consistent with the manufacturer's directions.

On January 28, 2025, at 9:47 a.m. clinical nurse
supervisor (CNS)-D stated, "l don't have it
addressed in here for [R2]. | must have missed
that. | know | wrote it out in another residents
assessment.”

The licensee's Sorage of Medications policy,
dated August 1, 2021, indicated, "The RN
(registered nurse) will establish a system that
addresses the storage and handling of
medications, including:

a. How medications will be received and secured
Minnesota Department of Health
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when delivered by the pharmacy

b. Where medications will be stored

c. How medications will be secured if in the
resident's private living space or if centrally
stored."

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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m Minnesota Department of Health
3333 Division St #212

DEPARTMENT St. Cloud
OF HEALTH 320 223-7300

iype A Food and Beverage Establishment rage

Date: 01/27/25 _

Time:  11:30:00 Inspection Report

Report: 1051251020

— Location: — Establishment Infeo:
Solbakken Inc ID #: 0039112
18255 83rd Avenue North Risk:
Maple Grove, MN55311 Announced Inspection: No
Hennepin County, 27

— License Categories: — Operator:

. Phone #: 7632734528
Expireson: / / D #-

The violations listed 1n this report include any previously 1ssued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were 1ssued during this inspection.

4-300 Equipment Numbers and Capacities

4-302.12B ** Priority 2 **

MN Rule 4626.0705B Provide a readily accessible food temperature measuring device with a small diameter
probe to measure the temperature in thin foods such as meat patties and fish fillets.

AT TIME OF INSPECTION, THERE IS NO THIN-TIPPED THERMOMETER.
Comply By: 01/28/25

Surface and Equipment Sanitizers

Chlorine: = 100 PPM at Degrees Fahrenheit
Location: SPRAY BOTTLE
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Upright Cooler
Temperature: 39 Degrees Fahrenheit - Location: CUT CANTALOUPE

Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
0 1 0

MET WITH NURSE EVALUATOR, TESA BROWN.
DISCUSSED THE FOLLOWING WITH THE NURSE, MICHELLE:

EMPLOYEE ILLNESS LOG
VOMIT CLEAN-UP PROCEDURE



Type:  Full Food and Beverage Establishment Fage £
Date: 01/27/25

Time:  11:30:00 Inspection Report
Report: 1051251020
Solbakken Inc

HANDWASHING & GLOVE USE

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 1051251020 of 01/27/25.

Certified Food Protection ManagerAddison C. Thao

Certification Number: _FMI123357 Expires: _05/15/27

Inspection report reviewed with person in charge and emailed.

Signed: Signed: C%ﬂ W)

Michelle Thao Kai Yang
Public Health Sanitarian 1

St. Cloud
320 640-3532

Kai.Yang(@state. mn.us




