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March 27, 2023

Licensee
Universal Home Health Of Mn LLC
7040 Louisiana Avenue North
Brooklyn Park, MN  55428

RE:  Project Number(s) SL37926015

Dear Licensee:

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

The Minnesota Department of Health completed an initial evaluation on March 3, 2023, for the
purpose assessing compliance with state licensing statutes. At the time of the evaluation, the
Minnesota Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter
144G.

STATE LICENSING ORDERS
The enclosed State Form documents the state licensing orders. The Department of Health
documents state licensing correction orders using federal software. Tag numbers are assigned to
Minnesota state statutes for 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 . . ."

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

     

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    

                                                                             An equal opportunity employer.                                                Letter ID: 9GJX Revised 12/29/2021



DOCUMENTATION OF ACTION TO COMPLY
Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order by the correction order date. A copy of the provider’s records documenting
those actions may be requested for follow‐up evaluations. The licensee is not required to submit a
plan of correction for approval.

The correction order documentation should include the following:

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

 Identify how the area(s) of noncompliance was corrected for all of the
provider’s 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 licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email 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

Universal Home Health Of Mn LLC
March 27, 2023
Page   2



You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

     
Rhylee Gilb, Supervisor
State Rapid Response Team   

85 East Seventh Place, Suite 220
P.O. Box 64970    
St. Paul, MN  55164‐0970    
Telephone: 218‐232‐8285 Fax: 651‐215‐6894   

JMD

Universal Home Health Of Mn LLC
March 27, 2023
Page   3
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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:
SL37926015

On February 27, 2023 to March 1, 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 and investigation, there was one resident 
receiving services under the provider's 
Provisional Assisted Living Facility license.

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using federal software. 
Tag numbers have been assigned to 
Minnesota State Statutes for Assisted 
Living 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 which are in 
violation of the state requirement after the 
statement, "This Minnesota requirement is 
not met as evidenced by." Following the 
evaluators '  findings is the Time Period for 
Correction.

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

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

THE LETTER IN THE LEFT COLUMN IS 
USED FOR TRACKING PURPOSES AND 
REFLECTS THE SCOPE AND LEVEL 
ISSUED PURSUANT TO 144G.31 
SUBDIVISION 1-3. 

 0 460
SS=F

144G.41 Subdivision 1 Minimum requirements

(5) provide a means for residents to request 
assistance for health and safety needs 24 hours 
per day, seven days per week;
(6) allow residents the ability to furnish and 

 0 460
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decorate the resident's unit within the terms of the
assisted living contract;
(7) permit residents access to food at any time;
(8) allow residents to choose the resident's 
visitors and times of visits;
(9) allow the resident the right to choose a 
roommate if sharing a unit;
(10) notify the resident of the resident's right to 
have and use a lockable door to the resident's 
unit. The licensee shall provide the locks on the 
unit. Only a staff member with a specific need to 
enter the unit shall have keys, and advance 
notice must be given to the resident before 
entrance, when possible. An assisted living 
facility must not lock a resident in the resident's 
unit;

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and document 
review, the licensee failed to provide a means for  
residents to request assistance for health and 
safety needs 24 hours per day, seven days per 
week for one of one resident (R1) reviewed. 

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 
client'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 clients). At the time of the provisional 
survey there was one resident living at the 
licensee.

Findings include:

Review of R1's medical record revealed R1's 
diagnoses included unspecified dementia, 
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psychotic mood disturbance, anxiety, cognitive 
communication deficit and unsteadiness on his 
feet.

R1's service agreement plan, dated December 
11, 2022, indicated R1 received assistance and 
cueing for activities of daily living (ADLs), 
medication management and administration, 
behavior management and socialization. 

R1's 14-day assessment, dated December 23, 
2022, indicated R1 had moderate cognitive 
impairment. He had difficulty communicating and 
finishing thoughts. He could be difficult to 
understand. R1 was assessed with balance 
problems and was unable to activate an 
emergency call system. R1 was assessed as a 
fall risk.

During the survey entrance conference on 
February 27, 2023 at 12:00 p.m., the licensed 
assistant living director (LALD)-A, who is also the 
licensee registered nurse, said there was no 
emergency call pendant system in place. R1 is 
the only resident in the house and staff are with 
him all the time. If R1 needed help he can come 
out and ask staff or call out for help. The 
compliance officer (CO)-C said they do safety 
checks on R1 every two hours. 

During an interview with R1 on February 28, 2023 
at 9:35 a.m., R1 said he had no "call button" for 
help, if needed help he would come out (of his 
room) and ask. During the interview the MDH 
surveyor sat next to R1 and faced him, but R1 
spoke so quietly it was difficult for the MDH 
surveyor to hear him. 

A policy, titled 24-Hour Emergency Response, 
dated January 28, 2022, indicated all residents 

Minnesota Department of Health
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were given instructions on the use of the 
emergency response system upon moving in and 
on going as needed. Pressing the emergency 
response button or pulling the emergency 
response cord will activate the response system 
and notify a designated staff person. The 
emergency system would be tested on a regular 
basis and could be for any type of emergency.

Time Period to Correct: Twenty-one (21) Days.

 0 470
SS=F

144G.41 Subdivision 1 Minimum requirements

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

 0 470
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appropriate assistance; and
(v) capable of following directions; 

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the licensee failed to implement  and post 
a staffing plan with staffing metrics used to 
determine appropriate staffing levels. This had 
the potential to effect the residents, staff, and 
visitors.

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 
client'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 clients).

Findings include:

During the entrance conference on February 27, 
2023, at 12:00 p.m., the licensed assisted living 
director (LALD)-A said the licensee had a staffing 
plan and they had one staff to one resident. 

During the licensee tour on February 27, 2023 at 
1:15 p.m.,  the MDH surveyor observed a large 
eraser board calendar posted on one wall of the 
dining area. Hand-written at the top of the 
calendar was "Staffing Schedule", and  "week of 
Dec. 25." Sunday, Monday, Tuesday and 
Wednesday's spots were blank at the 7 a.m. and 
7 p.m. spots. Thursday, Friday, and Saturday had 
staff names written in the 7 a.m. and 7 p.m. spots 
except for Saturday 7 p.m. which was blank. The 
notes section indicated unlicensed personnel 
(ULP)-B was the staff lead and compliance officer 
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(CO)-C was in charge. There was no staffing plan 
posted. The MDH surveyor requested a copy of 
the current staff schedule and staffing plan. 

During an interview on February 27, 2023, at 2:20 
p.m., ULP-B said he started in December and 
works the same schedule Monday through 
Thursday: 7 a.m. to 7 p.m. unless he picks up an 
extra shift if someone is sick. ULP-B said there 
were no paper or electronic schedules. 

On February 28, 2023 at 9:00 a.m., the MDH 
surveyor observed the eraser board calendar was 
updated to February 27 to March 3 and staff 
names filled each 7 a.m. and 7 p.m. spot. 
No staffing plan was posted.

Review of a document titled Staffing Plan 2022, 
indicated the Registered Nurse (RN) would 
determine the number of staff for the oncoming 
shift and throughout the shift to ensure the 
appropriate skill mix is available to ensure safe 
patient care; management will track staffing 
needs and plan for adequate staffing needs. Each 
shift would have staff on call in order to meet 
acuity and cover staff illness during a shift. 

Time Period to Correct: Twenty-one (21) Days.

 0 680
SS=F

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

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

 0 680
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emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to 
all residents;
(4) post emergency exit diagrams on each floor; 
and
(5) have a written policy and procedure regarding 
missing residents.
(b) The facility must provide emergency and 
disaster training to all staff during the initial staff 
orientation and annually thereafter and must 
make emergency and disaster training annually 
available to all residents. Staff who have not 
received emergency and disaster training are 
allowed to work only when trained staff are also 
working on site.
(c) The facility must meet any additional 
requirements adopted in rule.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the Appendix Z 
Emergency Preparedness Plan (EPP) contained 
all required components.

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 
client'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 clients).

Findings include:

The EPP lacked the following required 
components:
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-risk assessment lacked a date
-no information on how licensee would coordinate 
with other heath care facilities
-missing resident plan not reviewed quarterly
-no information on how services the licensee 
could not provide would be outsourced
-indicated "NA" for alternative power sources, 
generator, fuel and flash lights
-indicated "NA" for emergency plans related to 
sewage/waste disposal
-no staff designated as responsible for tracking 
residents during evacuation
-no specifics on transportation of residents, staff 
and others during evacuation
-two addresses listed, unclear if both used for 
evacuation
-no documented arrangements with other 
facilities
-who controls resident records and storage
-no 1135 waiver
-no names of the other facilities or sites listed by 
address as evacuation sites
-no methods of sharing information and medical 
documents for residents
-no occupancy needs or ability to provide 
assistance at other site/sites
-no LTC family notifications 
-no unannounced drills or documentation of 
exercises at least twice a year

During an interview on February 28, 2023 at 2:20 
p.m., compliance officer, (CO)-C said she helped 
work on the risk assessment with the licensed 
assistant living director (LALD)-A but did not work 
on each section of the EPP so she did not know if 
all sections of the EPP were addressed.

The Emergency Preparedness Manual, dated 
2021, indicated current standards for EPP planing 
include an all-hazards approach to identify the 
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most likely emergencies in the area; continuity of 
operations during the emergency; use of the 
incident Command System; patient management 
strategies; testing and training requirement for 
staff and patients.

Time Period to Correct: Twenty-one (21) Days

 0 790
SS=F

144G.45 Subd. 2 (a) (2)-(3) Fire protection and 
physical environment

(2) install and maintain portable fire 
extinguishers in accordance with the State Fire 
Code;

(3) install portable fire extinguishers having a 
minimum 2-A:10-B:C rating within Group R-3 
occupancies, as defined by the State Fire Code, 
located so that the travel distance to the nearest 
fire extinguisher does not exceed 75 feet, and 
maintained in accordance with the State Fire 
Code; and

This MN Requirement  is not met as evidenced 
by:

 0 790

Based on observation and interview, the licensee 
failed to maintain facility fire extinguishers. This 
had the potential to affect all current residents, 
staff, and visitors. 

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

The findings include:

During the facility tour on March 01, 2023 
between 09:15 AM and 10:00 AM, survey staff 
toured the facility with the Unlicensed Personnel 
(ULP)-B and Compliance Officer (CO)- C. During 
the facility tour, staff observed that fire 
extinguishers were not being inspected monthly.

(ULP)-B and  (CO)- C verbally confirmed survey 
staff observations during the facility tour. 

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

 0 810
SS=F

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

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

 0 810
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readily available at all times within the facility.
(e) Residents who are capable of assisting in 
their own evacuation shall be trained on the 
proper actions to take in the event of a fire to 
include movement, evacuation, or relocation. The 
training shall be made available to residents at 
least once per year.
(f) Evacuation drills are required for employees 
twice per year per shift with at least one 
evacuation drill every other month. Evacuation of 
the residents is not required. Fire alarm system 
activation is not required to initiate the evacuation 
drill.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to conduct the required evacuation 
drills. 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).

On March 01, 2023 between 09:15 AM and 10:00 
AM, the Unlicensed Personnel (ULP)-B and  
Compliance Officer(CO)- C failed to provide 
documentation showing that the required fire drills 
were being conducted. 

The (ULP)-B and  (CO)- C verbally confirmed 
survey staff observations during the record 
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review.

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

 01330
SS=D

144G.60 Subd. 4 (b) Unlicensed personnel

(b) Unlicensed personnel performing delegated 
nursing tasks in an assisted living facility must:
(1) have successfully completed training and 
demonstrated competency by successfully 
completing a written or oral test of the topics in 
section 144G.61, subdivision 2, paragraphs (a) 
and (b), and a practical skills test on tasks listed 
in section 144G.61, subdivision 2, paragraphs 
(a), clauses (5) and (7), and (b), clauses (3), (5), 
(6), and (7), and all the delegated tasks they will 
perform;
(2) satisfy the current requirements of Medicare 
for training or competency of home health aides 
or nursing assistants, as provided by Code of 
Federal Regulations, title 42, section 483 or 
484.36; or
(3) have, before April 19, 1993, completed a 
training course for nursing assistants that was 
approved by the commissioner.

This MN Requirement  is not met as evidenced 
by:

 01330

Based on interview and document review, the 
licensee failed to ensure employees performing 
delegated nursing tasks successfully completed 
training and demonstrated competency by 
successfully completing a written or oral test of 
the topics required in section 144G.61 for one of 
one employee, unlicensed personnel, (ULP)-B, 
reviewed.

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

At the time of the provisional survey there was 
one resident living at the licensee.

Findings include:

The licensee held a provisional assisted living 
license, (PALF) issued January 28, 2022. 

R1 moved into the licensee December 9, 2022. 

Review of R1's medical record revealed R1's 
diagnoses included unspecified dementia, 
psychotic mood disturbance, anxiety, cognitive 
communication deficit and unsteadiness on his 
feet.

R1's service agreement plan, dated December 
11, 2022, indicated R1 received assistance and 
cueing for activities of daily living (ADLs), 
medication management and administration, 
behavior management and socialization. 

ULP-B's hire date was December 9, 2022.

During the entrance conference on February 27, 
2023 at 12:00 p.m., LALD-A stated he was aware 
of the required content in employee records.

On February 27, 2023 at 12:00 p.m. during the 
licensee tour, unlicensed personnel (ULP)-B was 
observed socializing with R1 in the living room. 

Minnesota Department of Health
If continuation sheet  13 of 156899STATE FORM D9P611



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 03/27/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

37926 03/03/2023

NAME OF PROVIDER OR SUPPLIER

UNIVERSAL HOME HEALTH OF MN LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

7040 LOUISIANA AVENUE NORTH
BROOKLYN PARK, MN  55428

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 01330Continued From page 13 01330

On February 27, 2023 at 4:00 p.m. unlicensed 
personnel (ULP)-B was observed preparing and 
administering R1's prescribed medications. 

ULP-B's orientation and training records lacked 
demonstrated competency by successfully 
completing a written or oral test of the topics in 
section 144G.61, subdivision 2, paragraphs (a) 
and (b), and a practical skills test on tasks listed 
in section 144G.61, subdivision 2, paragraphs (a), 
clauses (5) and (7), and (b), clauses (3), (5), (6), 
and (7).

Review of ULP-B's Assisted Living Orientation 
Checklist - Caregiver, dated January 16, 2023, 
indicated training courses marked with +++ had a 
skill assessment requirement:

-medication administration and routes - prior to 
task
-infection control - at hire
-personal cares- prior to task
-client mobility, exercise and ambulation; lifting 
and safe transfers; range of motion; mobility 
positioning - prior to task

During an interview on February 28, 2023 at 1:40 
p.m., ULP-B said LALD-A and compliance officer 
(CO)-C did orientation and training with him. 
ULP-B said LALD-A did skills with him but did not 
recall any testing. 

During the exit conference on March 1, 2023, 
LALD-A and CO-C produced the personnel file 
3-ring binder and said she thought ULP-B's 
Assisted Living Orientation Checklist was his 
competency record.

Review of a policy titled Employee Records, 
dated January 28, 2022, indicated each 
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employee's record will include records of all 
training and in-service education as required 
and/or provided including record of competency 
testing as required; verification of completed 
orientation and annual training and competency 
testing as required.

Review of a policy titled Staffing Plan, undated, 
indicated ULP's will demonstrate competency by 
completing a written or oral test on the tasks they 
will perform per Minnesota statutes 144.61.

Time Period to Correct: Twenty-one (21) Days.
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Minnesota Department of Health
Environmental Health, FPLS
P.O Box 64975
Saint Paul
651-201-4500

1018231041

Page 1
02/28/23
10:21:55

Type:

Time:
Date:

Report:

Full         Food and Beverage Establishment 
       Inspection Report

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

Universal Home Health of MN
7040 Louisiana Ave N          
Brooklyn Park, MN55443
Hennepin County, 27

12/31/23

No
Risk:

Expires on:

Announced Inspection:

ID #: 0041139

ID #:

Location:

License Categories: Operator:

Establishment Info:

Phone #:

No NEW orders were issued during this inspection.

Food and Equipment Temperatures

Temperature: 41 Degrees Fahrenheit  - Location: COOLER
Violation Issued: No

Process/Item: Cold Holding/ MILK

INSPECTION CONDUCTED WITH LISSA LIN (MDH) PRESENT.

ALL FOOD IS PREPARED FOR SAME DAY SERVICE. 

PHYSICAL FACILITIES WERE OBSERVED IN GOOD CONDITION.

FIRM HAS SEPARATE SINKS FOR HAND WASHING AND FOOD PREP.

DISHWASHER HAS SANITIZE FUNCTION AVAILABLE.

VIEWED EMPLOYEE ILLNESS LOG AND DISCUSSED ILLNESS POLICY.

 Priority 1 Priority 3
0 00

Priority 2Total Orders  In This Report



1018231041

Page 2
02/28/23
10:21:55

Type:

Time:
Date:

Universal Home Health of MN
Report:

Full         Food and Beverage Establishment 
       Inspection Report

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1018231041 of 02/28/23.

Certified Food Protection Manager:

Certification Number: Expires:

JUDITH ONSOMU

FM108721 11/30/24

Signed: Signed:
JUDITH ONSOMU
MANAGER

Rebecca Prestwood
Sanitarian 3
6512013777

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

rebecca.prestwood@state.mn.us

Inspection report reviewed with person in charge and emailed.
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