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

Electronically Delivered

December 28, 2023

Licensee
Willows Bend
6455 University Avenue Northeast
Fridley, MN 55432

RE: Project Number(s) SL38980015

Dear Licensee:

On December 6, 2023, the  Minnesota Department  of Health completed  a follow-up survey of your
facility to determine  if orders from the September 20, 2023, survey were corrected.  This follow-up
survey verified that  the  facility is in substantial  compliance.
You are  encouraged  to retain  this document for your records. It is your responsibility to share  the
information contained  in the  letter  with your organization’s Governing Body.

Please  feel free to call me with any questions.

Sincerely,

Jess Schoenecker, Supervisor
State Evaluation Team
Email: jess. schoenecker@state. mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290
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Electronically Delivered

October 18, 2023

Licensee
Willows Bend
6455 University Avenue Northeast
Fridley, MN  55432

RE:  Project Number(s) SL38980015

Dear Licensee:

This is your  official notice  that you have been  granted your assisted living facility license with
dementia care.  Your license effective and expiration dates remain the same as on your provisional
license. Your updated status will be listed on the license certificate at renewal and  this letter serves
as proof  in the meantime. If you have not received a letter from us with information regarding
renewing your license within 60 days prior to your expiration date, please contact us at (651)
201-5273 or by email at  Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on September 20, 2023, for the
purpose assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

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

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.

                                                                            An equal opportunity employer.                                               Letter ID: 9GJX Revised 04/20/2023
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Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

In accordance with Minn. Stat. § 144G.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
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 survey:

St - 0 - 0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

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
Per 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:

� 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 residents/employees that may be affected by the noncompliance.

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

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the Department of
Health within 15 calendar days of the correction order receipt date.     

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints.    
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If maltreatment is substantiated, you will receive a separate letter with the reconsideration process
under Minn. Stat. § 626.557.

Please email reconsideration requests to:  Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

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. Requests for hearing may be emailed to:  Health.HRD.Appeals@state.mn.us.

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.

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

If you have any questions, please contact me.

Sincerely,

    
Jess Schoenecker, Supervisor
State Evaluation Team
Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290    

JMD
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******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are corrected
requires compliance with all requirements
provided at the Statute number indicated below.
When Minnesota Statute contains several items,
failure to comply with any of the items will be
considered lack of compliance.

INITIAL COMMENTS:
SL38980015-0

On September 18, 2023, through September 20,
2023, 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 62 active residents;
25 receiving services under the Assisted Living
with Dementia Care provisional license.

The immediacy of order 0470 was removed on
September 20, 2023, based on supervisory
review. The scope and level remain unchanged.

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

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

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

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

0 470 144G.41 Subdivision 1 Minimum requirements
SS=F

0 470

(11) develop and implement a staffing plan for
determining its staffing level that:

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

0 470

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and implement a
staffing plan to meet the scheduled and
reasonably foreseeable unscheduled needs of
the residents. 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

Minnesota Department of Health
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widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

0 470

The findings include:

The licensee's Uniform Disclosure of Assisted
Living Services and Amenities (UDALSA) dated
January 1, 2022, indicated the number of
unlicensed directed care staff as two for each
day, evening, and night shift.

R2
R2 was admitted on August 4, 2023.

R2's Service Plan Agreement dated August 18,
2023, indicated R2 received services for vitals,
home care service coordination, housekeeping,
laundry, and safety checks.

R2's Resident Incident Report dated August 15,
2023, at 7:20 p.m., indicated R2 was found on the
floor of their bedroom after a sustained fall. The
incident report read, "Called Triage, took VS (vital
signs), called 911 for lift assist."

R2's Progress Notes dated August 15, 2023, at
7:32 p.m. read, "Staff report they are the only one
in the AL (unsecured assisted living) floor this
evening and unable to use mechanical lift,
directed staff to call EMS (emergency medical
services) and request lift assist for resident."

R3
R3 was admitted on August 18, 2022.

R3's Service Plan Agreement dated September
18, 2023, indicated R3 received services for
vitals, home care service coordination,

Minnesota Department of Health
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housekeeping, laundry, and safety checks.

0 470

R3's Resident Incident Report dated April 3,
2023, at 1:00 a.m. read, "[Unlicensed personnel
(ULP)] reports calling for EMS lift assist before
calling this RN."

R3's Progress Notes dated April 4, 2023, at 5:27
a.m., indicated ULP contacted the on-call nurse
at 1:25 a.m. that day, and reported ULP had
contacted EMS for lift assist.

R3's Resident Incident Report dated April 4,
2023, at 4:04 a.m. read, "[ULP] reports call for lift
assist. [ULP] reports EMS arrived as well."

R3's Progress Notes dated April 4, 2023, at 5:37
a.m. read, "[ULP] reports call for lift assist. [ULP]
reports EMS arrived as well."

R4
R4 was admitted on April 13, 2023.

R4's Service Plan Agreement dated July 9, 2023,
indicated R4 received services for vitals, home
care service coordination, housekeeping, laundry,
and safety checks.

R4' Resident Incident Report dated May 2, 2023,
at 2:20 a.m., read, "[ULP] had already called for
EMS assist at time of call to this RN."

R4's Progress Notes dated May 2, 2023, at 5:52
a.m., read, "[ULP] had already called for EMS
assist at time of call to this RN."

On September 18, 2023, at 1:30 p.m., licensed
assisted living director (LALD)-C stated licensee's
staffing plan was to contact EMS when a resident
sustained a fall during the working hours when

Minnesota Department of Health
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only two staff were present in the facility as
secured unit cannot be left unattended. LALD-C
stated licensee had trained staff to contact EMS
when only two staff were scheduled to work.

0 470

The licensee's undated Direct-Care Staffing Plan
policy read, "Fall Protocol in Assisted Living after
hours (5:00 p.m. - 8:00 a.m.) - Unlicensed staff
will call 911 in the event of a fall in Assisted Living
if resident is unable to assist themselves off the
floor following triage by licensed staff."

No further information provided.

TIME PERIOD FOR CORRECTION: Immediate

The immediacy of the order was removed on
September 20, 2023, based on supervisory
review. The scope and level remain unchanged.

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

0 480

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.
This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a

Minnesota Department of Health
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widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).
The findings include:
Please refer to the included document titled, Food
and Beverage Establishment Inspection Report
dated September 18, 2023, for the specific
Minnesota Food Code deficiencies.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

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

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

0 510

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review the licensee failed to establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control related to
glove use for one of two employees (unlicensed
personnel (ULP)-B) and related to the use of a
biohazard storage container.

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, 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).

0 510

The findings include:

Glove Use
ULP-B was hired on January 16, 2023.

On September 19, 2023, at 7:15 a.m. during
continuous observations of medication
administration for three unique residents, ULP-B
donned (put on) and doffed (removed) gloves
without the completion of proper hand hygiene.
ULP-B would complete hand hygiene by washing
hands their hands in the kitchen sink in the
common area. ULP-B would then proceed to
enter the secured medication room by touching
their badge to the badge scanner, open the door,
access the computer via a keyboard, retrieving
the resident's meds from the secured medication
cart via a keypad, and then don gloves without
hand hygiene. ULP-B would then proceed to
dispense each residents' medications while
wearing gloves. Once ULP-B had dispensed the
medications, ULP-B would then remove their
gloves, open the lid of the trash receptacle on the
side of the medication cart with an ungloved
hand, and dispense the dirty gloves without the
completion of hand hygiene. ULP-B would then
gather the dispensed medications and proceed to
administer the medications to each resident.
ULP-B completed this process for each of the
three medication administrations observed during

Minnesota Department of Health
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this time.

0 510

On September 19, 2023, at 8:30 a.m., ULP-B
stated they had been trained at licensee's
corporate office for all required orientation
including infection control prior to working at the
facility.

Biohazard Bin
On September 19, 2023, at 7:30 a.m., a red
plastic biohazard storage bin was noted in the
secured medication room in licensee's secured
unit. The bin was placed on the floor next to a
working counter which contained clean linens,
nutritional supplement drinks, and other supplies
ULP-B identified as common items used during
the working day for staff. Inside of the biohazard
bin was another plastic bin which appeared to
contain a full sharps container (a hard plastic
container with used needles inside). On top of the
biohazard bin sat a clear plastic storage tote
labeled, "Memory Care Evacuation," and
appeared to contain items used to label doors
when each room would be cleared during an
evacuation. On top of that bin a collection of
mismatched resident's socks and a box of covid
19 rapid tests. ULP-B identified the covid 19
rapid tests as the current tests the licensee was
using as one resident tested positive for covid 19.

On September 19, 2023, at 10:00 a.m., licensed
assisted living director (LALD)-C stated biohazard
was most likely left in the medication room on
accident. Regional of operations (RO)-F asked
LALD-C why biohazard bin was not stored in the
basement with the others. LALD-C stated
someone must have dropped the bin off and it
was not recognized as being required to be
stored elsewhere.

Minnesota Department of Health
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0 510 Continued From page 8

The licensee's Standard Infection Control
Precautions policy dated August 1, 2022,
indicated hand hygiene would be complete before
and immediately after donning or doffing gloves.
Additionally, the policy indicated contaminated
items would not be stored with non-contaminated
items to prevent cross contamination.

0 510

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810 144G.45 Subd. 2 (b)-(f) Fire protection and
SS=F physical environment

0 810

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) employee actions to be taken in the event of
a fire or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to

Minnesota Department of Health
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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.

0 810

This MN Requirement is not met as evidenced
by:
Based on record review and interview, the
licensee failed to provide complete details for
employee actions to be taken in the event of a fire
or similar emergency; failed show 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. This had the
potential to affect all staff, residents, and visitors.

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

Findings include:

A record review and interview were conducted on
September 19, 2023, at approximately 11:30 a.m.
with the Environmental Service Director (ESD)-G,
Licensed Assisted Living Director (LALD)-C and
Regional of Operations (RO)-F on the fire safety

Minnesota Department of Health
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and evacuation plan, fire safety and evacuation
training for the facility, and fire safety and
evacuation drills for the facility.

0 810

Record review of the fire safety and evacuation
plan indicated that the plan did not have
provisions for employee actions to be taken in the
event of a fire or similar emergency, provisions
for actions to be taken for residents who are
capable of self-evacuation, and 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. During interview,
(ESD)-G stated that the employees were doing
these actions during drills but had not indicated
this in the fire safety evacuation plan.

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

02350 144G.91 Subd. 7 Courteous treatment
SS=D

Residents have the right to be treated with
courtesy and respect, and to have the resident's
property treated with respect

02350

This MN Requirement is not met as evidenced
by:
Based on observation, interviews, and record
review, the facility failed to ensure one of one
resident (R6) reviewed, was treated with dignity
and respect.

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
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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).

02350

The findings include:

R6 was admitted on January 10, 2023, with a
diagnosis of dementia.

R6 Service Plan, dated September 8, 2023,
verified services to include behavior
management, and assistance with toileting,
dressing, and grooming.

On September 19, 2023, at 8:05 a.m., ULP-B and
ULP-E were observed to transfer R6 from her
bed to the wheelchair and escort her to the
bathroom. R6 bed was observed to be soaked
with urine. ULP-B removed the incontinence pad,
and without removing the soiled sheet, covered
the sheet with a clean incontinence pad and
pulled up the comforter.

On September 19, 2023, at 11:30 a.m., R6 bed
was unoccupied and the bed sheet was observed
to have dried urine stains and covered with a
clean incontinence pad.

On September 19, 2023, at 12:57 a.m., clinical
nurse specialist (CNS)-D stated the day shift staff
complete the housekeeping tasks for the licensee
clients, and the evening staff complete the
laundry tasks. CNS-D stated the evening staff
would remove the soiled sheets from R6 bed and
wash and remake the beds.

The licensee's Standard Infection Control
Precautions policy, dated August 1, 2021,
indicated

Minnesota Department of Health
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"Staff will use care in handling client-care
equipment or linen soiled with blood, body fluids,
or feces to prevent skin and mucous membrane
exposure, contamination of clothing, and transfer
of microorganisms to other clients or
environments. Ensure that reusable equipment is
appropriately cleaned and reprocessed prior to
use on another client and that single-use items
are properly discarded."

02350

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Date:
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09/18/23
12:00:00
1043231036

Food  and Beverage  Establishment
Inspection  Report

Location:
Willows Bend
6455 University Avenue NE
Fridley, MN55432
Ramsey County, 62

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

License  Categories: Operator:

Page 1

Expires on: / /
Phone #:
ID #:

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

The following orders were issued during this inspection.

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

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.
MILK WAS PLACED IN AN ICE BATH ON THE COUNTER. MILK MEASURED 46F. DISCUSSED
WITH STAFF AND STAFF DISCARDED MILK. CORRECTED ON SITE.
Comply By: 09/18/23

4-500 Equipment  Maintenance  and  Operation
4-501.114C3 ** Priority  1 **

MN Rule 4626.0805C3 Provide and maintain an approved quaternary ammonium compound sanitizing
solution in water with 500 ppm hardness or less, a minimum temperature of 75 degrees F (24 degrees C) and a
concentration specified in 21CFR.178.1010 and as indicated by the manufacturer's use directions and label.

FACILITY USES POT & PAN SANITIZER WHICH CONTAINS QUATERNARY AMMONIA.
DISPENSER MEASURED BETWEEN 50-100 PPM. INSTRUCTED STAFF TO USE CHLORINE TABLETS
UNTIL DISPENSER CAN BE SERVICED. COMPLY WITH ABOVE RULE.
Comply By: 09/18/23

3-300C Protection  from  Contamination:  equipment/ utensils,  consumers
3-304.14B

MN Rule 4626.0285B Wiping cloths used for wiping counters and other equipment surfaces must be held in an
approved sanitizing solution and laundered daily.
FACILITY USES POT & PAN SANITIZER WHICH CONTAINS QUATERNARY AMMONIA. SANI
BUCKETS IN KITCHEN MEASURED <50 PPM. COMPLY WITH ABOVE RULE.
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Surface  and  Equipment  Sanitizers
Quaternary Ammonia: = <50 PPM at Degrees Fahrenheit
Location: SANI BUCKET
Violation Issued: Yes

Quaternary Ammonia: = <50 PPM at Degrees Fahrenheit
Location: SANI BUCKET
Violation Issued: Yes

Quaternary Ammonia: = <100 PPM at Degrees Fahrenheit
Location: DISPENSER
Violation Issued: Yes

Hot Water: = at 162 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food  and  Equipment  Temperatures
Process/Item: MILK
Temperature: 46 Degrees Fahrenheit - Location: MILK IN ICE BATH ON COUNTER
Violation Issued: Yes
Process/Item: CABBAGE
Temperature: 39 Degrees Fahrenheit - Location: WALK-IN COOLER
Violation Issued: No
Process/Item: CREAM CHEESE
Temperature: 40 Degrees Fahrenheit - Location: WALK-IN COOLER
Violation Issued: No
Process/Item: WHIPPED TOPPING
Temperature: 39 Degrees Fahrenheit - Location: WALK-IN COOLER
Violation Issued: No
Process/Item: MILK
Temperature: 38 Degrees Fahrenheit - Location: WALK-IN COOLER
Violation Issued: No
Process/Item: SPAGHETTI SAUCE
Temperature: 170 Degrees Fahrenheit - Location: HOT HOLDING
Violation Issued: No
Process/Item: WHIPPED TOPPING
Temperature: 41 Degrees Fahrenheit - Location: PREP COOLER
Violation Issued: No
Process/Item: CHEESE
Temperature: 40 Degrees Fahrenheit - Location: PREP COOLER
Violation Issued: No
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Process/Item: DELI MEAT
Temperature: 41 Degrees Fahrenheit - Location: PREP COOLER
Violation Issued: No
Process/Item: TOMATO
Temperature: 38 Degrees Fahrenheit - Location: PREP COOLER
Violation Issued: No
Process/Item: MILK
Temperature: 41 Degrees Fahrenheit - Location: DISPLAY COOLER
Violation Issued: No
Process/Item: TOMATO SOUP
Temperature: 169 Degrees Fahrenheit - Location: HOT HOLDING
Violation Issued: No

Total Orders In This Report Priority 1
2

Priority 2
0

Priority 3
1

Inspection was completed with the Culinary Director, Scott Logelin. Brandon Mueller was the lead Health
Regulation Division Nurse Evaluator on site completing site survey.

Facility currently has roughly 30 residents with a maximum of 100. This facility has a commercial kitchen. Food
must be prepared for same day service only.

Discussed the following:
-Employee illness policy and logging requirements
-Thermometer use
-Vomit clean-up procedures
-Highly susceptible population restrictions
-Proper cold holding
-Pest control
-Cleaning procedures
-Sanitizer
-Test kits
-Food storage
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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 1043231036 of 09/18/23.

Certified Food Protection Manager:Scott R. Logelin

Certification Number: FM109411 Expires: 01/26/25

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Scott Logelin
Culinary Director

Signed:
Blia Lor
Public Health Sanitarian I
OLF
651-231-7981
blia.lor@state.mn.us


