
    

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

April 11, 2025

Licensee
Ability Homes Inc.
7848 Sugarloaf Trail North
Brooklyn Center, MN  55444

RE:  Project Number(s) SL39415015

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 survey on March 12, 2025, 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.

The Department of Health 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. 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 . . ."

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

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,

    
Kelly Thorson, Supervisor
State Evaluation Team
Email: kelly.thorson@state.mn.us
Telephone: 320-223-7336 Fax: 1-866-890-9290

JMD
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0 000 Initial Comments 0 000

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:

SL39415016-0

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 Facilities. The
assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
state Statute number and the
corresponding text of the state Statute out
of compliance 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 evaluators ' findings is the
Time Period for Correction.

On March 10, 2025, through March 12, 2025, the
Minnesota Department of Health conducted a full
survey at the above provider. At the time of the
survey, there were 1 resident(s); all of whom
were receiving services under the Assisted Living
Facility license.

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.

0 480 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum
SS=F requirements; required food services

0 480
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0 480 Continued From page 1

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.
(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:
(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;
(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;
(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;
(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

0 480

Minnesota Department of Health
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0 480 Continued From page 2

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

0 480

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
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 document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated March 10, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

Minnesota Department of Health
STATE FORM 6899 DTYR11 If continuation sheet 3 of 16
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0 660 144G.42 Subd. 9 Tuberculosis prevention and
SS=F control

0 660

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.
(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to establish and maintain a
tuberculosis (TB) prevention program, based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC), which
included a current facility TB risk assessment.

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:

Minnesota Department of Health
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0 660 Continued From page 4 0 660

On March 10, 2024, at 11:06 a.m., licensed
assisted living director (LALD)-C provided
surveyor with a binder labled "[licensee] Facility
Tuberculosis (TB)" that contained an undated
blank copy of a facility TB risk assessment.
LALD-C stated, "That one we didn't fill it, we used
it as a tool, but we will need to get it filled out."

The licensee's Tuberculosis
Screening/Prevention policy dated May 8, 2024,
indicated, "The Director is responsible for
conducting the TB Risk Assessment annually
using the MDH Risk assessment worksheet to
determine the OSHA TB risk associated with the
agency's population. Included in the risk
assessment are the incidents of reported TB
cases in the counties where service is provided,
the number of confirmed agency clients with
active TB within the past 5 years and the
conversion rate if applicable."

The Tuberculosis Screening, Testing, and
Treatment of U.S. Health Care Personnel:
Recommendations from the National
Tuberculosis Controllers Association and CDC,
2019 dated May 16, 2019, indicated all health
care personnel should have a baseline TB
screening including an individual risk
assessment.

No further information was provided.

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

0 680 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

0 680

Minnesota Department of Health
STATE FORM 6899 DTYR11 If continuation sheet 5 of 16



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 04/11/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

39415 B. WING _____________________________ 03/12/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ABILITY HOMES INC 7848 SUGARLOAF TRAIL NORTH
BROOKLYN CENTER, MN 55444

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 680 Continued From page 5

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing 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.

0 680

This MN Requirement is not met as evidenced
by:
Based on interview and record review the
licensee failed to have a written emergency
preparedness (EP) plan with all the required
content. This had the potential to affect all
residents, staff and visitors.

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

Minnesota Department of Health
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0 680 Continued From page 6

problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

0 680

The findings include:

The licensee's emergency disaster preparedness
plan lacked evidence of the following required
content:
- Develop and implement EP policies/procedures
(P/P) that address the use of volunteers;
- Conduct exercises to test the EP at least twice
per year, including unannounced staff drills using
the EP and must include the following:
- Participate in an annual full-scale exercise that
is community based OR conduct an annual,
individual, facility-based functional exercise OR if
the facility experiences an actual emergency
requiring activation of plan, facility is exempt from
engaging in its next required full-scale exercise;
- Conduct an additional annual exercise that may
include: a second full-scale exercise that is
community-based or an individual, facility based
functional exercise OR mock disaster drill OR
table-top exercise; and
- Analyze the facility's response to and maintain
documentation of all drills, tabletop exercises and
emergency events & revise plan as needed.

On March 11, 2025 at 8:17 a.m., agent (A)-A
stated, "We don't have any other drills, but we
can get those done. We have done a tornado
drill, and we do the fire drills and evacuation, but
we have not done any of the full-scale community
drills." A-A also stated, "We don't have a
(volunteer) policy in our manual or our emergency
binder, we are just a small house, so I don't think
we need volunteers as much."

No further information was provided.
Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) 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) 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
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 thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for 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.

Minnesota Department of Health
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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 required content
and provide required training and documentation.
The licensee failed to store the fire safety and
evacuation plan in a readily accessible location.
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:

On March 12, 2025, at approximately 12:10 p.m.,
agent (A)-A provided documents on the fire safety
and evacuation plan (FSEP), fire safety and
evacuation training, and evacuation drills for the
facility

The licensee FSEP failed to include the following:

The FSEP did not include fire procedures for
residents.

The FSEP did not include employee actions to be
taken in event of fire or similar emergency.

The FSEP did not include any documentation of
trainings provided to residents on evacuation.
Trainings should be made available to residents

Minnesota Department of Health
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0 810 Continued From page 9

at least once a year.

0 810

The FSEP did not include record of employee
training on FSEP. Employees should be trained
upon hire and at least twice a year thereafter on
the FSEP. A-A stated that employee training on
safety measures occurs on Rtask annually but
does not include facility specific training.
Employees should be trained on the FSEP
specifically on hire and at least twice a year
thereafter and those trainings should be
recorded.

The FSEP was stored in the medicine cabinet
which is usually locked according to A-A. The
FSEP should be stored in a location readily
available at all times in the facility. A-A discussed
options and indicated a new location for the FSEP
would be found, potentially near the front door of
the facility.

During the record review and interview on March
12, 2025, A-A verified the above listed documents
were absent from the FSEP. A-A stated that they
understood requirements and would develop
resident and employee fire procedures and
implement and record trainings with facility staff
and residents. A-A stated their intent to relocated
a copy of the FSEP into a readily accessible
location in the facility.

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

0 970 144G.50 Subd. 5 Waivers of liability prohibited
SS=C

The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not

0 970
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include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

0 970

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

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect 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:

R1 was admitted October 15, 2024, and began
receiving assisted living services.

R1's record included an Assisted Living Contract
signed by R1 on October 15, 2024, which read,
""Indemnification: [licensee] shall not be liable for
any damage or injury to the resident, or any other
person, or to any property, occurring on the
premises, or any part thereof, or in common
areas thereof, and the resident agrees to hold
[licensee] harmless from any claims or damages
unless caused solely by negligence of [licensee].
It is recommended that renter's insurance be
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purchased at the resident's expense. Nothing
contained herein is intended to create a waiver of
facility liability for the health and safety of
personal property of a resident."

0 970

On March 12, 2025, at 1:12 p.m. licensed
assisted living director (LALD)-C stated, "That is
something that we had been sited on at another
house, we were told to word it that way, but
maybe we misunderstood. we will get that fixed
and have him re-sign it."

No further information provided.

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

01530 144G.64 TRAINING IN DEMENTIA CARE
SS=F REQUIRED

01530

(a) All assisted living facilities must meet the
following training requirements:
(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;
(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
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requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

01530

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure direct-care
staff completed at least eight hours of initial
dementia care training within 160 working hours
of the employment start date for one of one
unlicensed personnel ((ULP)-B).

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:

ULP-B began employment on October 1, 2024, to
perform direct care services to residents.

On March 11, 2025, at 7:50 a.m., ULP-B was
observed to assist R1 with medication
administration.

ULP-B's employee records lacked any
documentation that the eight hours of dementia
care training requirements had been completed.
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On March 11, 2025, at 7:45 a.m., agent (A)-A
stated, "We currently do not have dementia
training because we currently don't take dementia
patients but that is something we have been
talking about starting in the fall of this year."

01530

The licensee's Dementia Education policy, dated
May 8, 2024, indicated direct care employees
would complete eight hours of dementia training
within 160 working hours.

No further information was provided.

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

01730 144G.71 Subd. 5 Individualized medication
SS=F management plan

01730

(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
individualized 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
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;
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(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.

01730

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and maintain a current
individualized medication management plan
(IMMP) record for each resident to include all
required content for one of five residents (R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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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R1 was admitted to the licensee and began
receiving assisted living services on October 16,
2024.

R1's diagnoses included mild cognitive
impairment of uncertain or unknown etiology.

R1's signed Service Plan dated October 15, 2024
indicated R1's services included medication
administration.

R1's Individualized Medication Management Plan
dated March 5, 2024, lacked a description of
medication management services provided by
nurse and ULP, type of medication storage
system, based on resident's needs, person
responsible for monitoring medication supplies
and refills, and procedures for staff to notify an
RN when problems arose.

On March 11, 2025 at 8:45 a.m., clinical nurse
supervisor (CNS)-D acknowledged the missing
description of medication management and
stated it was an oversight.

The licensee's 3.1 Medication Management
Program Overview policy, dated 2022, indicated
the medication management program would
include the above mentioned items.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health

3333 Division St #212
St. Cloud
320 223-7300

Type:
Date:
Time:
Report:

Full
03/10/25
12:00:00
1051251063

Food  and Beverage  Establishment
Inspection  Report

Location:
ABILITY HOMES INC
7848 SUGARLOAF TRAIL NORTH
Brooklyn Park, MN55444
Hennepin County, 27

Establishment  Info:
ID #: 0044095
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: 12/31/25
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.

2-100 Supervision
2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.

AT TIME OF INSPECTION, THERE IS NO CERTIFIED FOOD PROTECTION MANAGER. SEND A
FULL TIME EMPLOYEE TO TAKE AN INITIAL TRAINING CLASS AND SUBMIT RESULTS WITH
THE ONLINE STATE APPLICATION WITHIN 6 MONTHS OF PASSING.
Comply By: 03/31/25

Food  and  Equipment  Temperatures

Process/Item: Upright Cooler
Temperature: 40 Degrees Fahrenheit - Location: YOGURT
Violation Issued: No

Total Orders In This Report Priority 1
0

MET WITH NURSE EVALUATOR, TESA BROWN.

Priority 2
0

Priority 3
1

DISCUSSED THE FOLLOWING WITH THE DIRECTOR, AYAN:

EMPLOYEE ILLNESS LOG
VOMIT CLEAN-UP PROCEDURE
HANDWASHING & GLOVE USE
CERTIFIED FOOD PROTECTION MANAGER CERTIFICATE (LINKS TO APPLY PROVIDED WITH
REPORT)



Type: Full
Date: 03/10/25
Time: 12:00:00
Report: 1051251063
ABILITY HOMES INC

Food  and Beverage  Establishment
Inspection  Report

Page 2

THE KITCHEN HAS VINYL PLANK FLOORS, LAMINATE CABINETS AND COUNTERTOPS WITH
HOLLOW BASES, SMOOTH TEXTURE CEILING, AND A HIGH TEMPERATURE DISHWASHER.

THE KITCHEN IN THE LOWER LEVEL IS NOT IN 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 1051251063 of 03/10/25.

Certified Food Protection Manager:

Certification Number: Expires: / /

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Ayan
Director

Signed:
Kai Yang
Public Health Sanitarian 1
St. Cloud
320 640-3532
Kai.Yang@state.mn.us


