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Electronically Delivered

July 5, 2024

Licensee
ReliaCare Home Health, Inc.
751 Sherburne Avenue
Saint Paul, MN  55104

RE:  Project Number(s) SL33534015

Dear Licensee:

On June 11, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of your facility to
determine correction of orders found on the survey completed on March 13, 2024. This follow-up survey
determined your facility had not corrected all of the state correction orders issued pursuant to the March 13,
2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last survey,
completed on March 13, 2024, found not corrected at the time of the June 11, 2024, follow-up survey and/or
subject to penalty assessment are as follows:

0100-License Required-144g.10 Subdivision 1 - $500.00

The details of the violations noted at the time of this follow-up survey completed on June 11, 2024 (listed
above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand column, e.g., {2 ----}
will identify the uncorrected tags.

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

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

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

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued, including
the level and scope, and any fine assessed through the correction order reconsideration process. The request
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for reconsideration must be in writing and received by MDH 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. If maltreatment is substantiated, you
will receive a separate letter with the reconsideration process under Minn. Stat. § 626.557.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

REQUESTING A HEARING
Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has been
assessed a fine under this subdivision has a right to a reconsideration or a hearing under this section and
chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a hearing must be in
writing and received by the Department of Health within 15 business days of the correction order receipt date.
The request must contain a brief and plain statement describing each matter or issue contested and any new
information you believe constitutes a defense or mitigating factor. to submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm
     
To appeal fines via reconsideration, please follow the procedure outlined above.  Please note that you may
request a reconsideration  or a hearing, but not both.  If you wish to contest tags without fines in a
reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at the website
listed above.

INFORMAL CONFERENCE
In accordance with Minn. Stat. § 144G.20, Subd. 20, the Commissioner of Health is authorized to hold a
conference to exchange information, clarify issues, or resolve issues. The Department of Health staff would like
to schedule a conference call with Relia Care Home Health, Inc. Please contact Renee Anderson at   
651-201-5871  on or before Thursday, July 11, 2024 to schedule the conference call.

We urge you to review these orders carefully. If you have questions, please contact Renee L Anderson at
651-201-5871.    

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.

Sincerely,

    
Renee L Anderson, Supervisor
State Evaluation Team
Email: Renee.L.Anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

HHH
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*****ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95 this correction order(s) has
been issued pursuant to a survey.
Determination of whether a violation has been
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:
SL33534015-1

On May 30, 2024, through June 11, 2024, the
Minnesota Department of Health conducted a
follow-up survey at the above provider to
follow-up on orders issued pursuant to a survey
completed on March 13, 2024. At the time of the
survey, there were four residents; four receiving
services under the Assisted Living license. As a
result of the follow-up survey, the following order
was reissued.

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 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 pursuant to 144G.31
Subd. 1, 2 and 3.

{0 100} 144G.10 Subdivision 1 License required
SS=F

{0 100}

(a)(1)Beginning August 1, 2021, no assisted living
facility may operate in Minnesota unless it is
licensed under this chapter.

(2) No facility or building on a campus may
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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{0 100} Continued From page 1 {0 100}

provide assisted living services until obtaining the
required license under paragraphs (c) to (e).
(b)The licensee is legally responsible for the
management, control, and operation of the
facility, regardless of the existence of a
management agreement or subcontract. Nothing
in this chapter shall in any way affect the rights
and remedies available under other law.
(c) Upon approving an application for an assisted
living facility license, the commissioner shall
issue a single license for each building that is
operated by the licensee as an assisted living
facility and is located at a separate address,
except as provided under paragraph (d) or (e).
(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.
(e) Upon approving an application for an assisted
living facility license, the commissioner may:

(1) issue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
STATE FORM 6899 E3G812 If continuation sheet 2 of 6
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Based on observation, interview, and record
review, the licensee failed to obtain accurate
licensure when they applied for licensure for a
single residential dwelling, despite sharing one
roof with an adjoining town home, without having
an approved two-hour fire wall separating the two
dwellings.

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

The findings include:

On May 22, 2024, at approximately 2:00 p.m.,
owner (O)-A stated she hired an architect to
review and submit plans for the fire barrier
correction. O-A stated she will send the architect
plan information when received.

On May 30, 2024, at 1:55 p.m., O-A emailed a
two-hour rated firewall plan from a licensee hired
architect. The plan was reviewed by the MDH
engineering supervisor.

On June 10, 2024, at 8:00 p.m., the MDH
engineering supervisor sent an email to the
architect indicating the fire barrier plan did not
meet MDH requirements and further indicated,
"MDH Licensing requires an entire building to be
separated under MN Statute 144G.10, unless
separated by a minimum of a 2 hour fire barrier. It
is the role of MDH Engineering to determine if a 2
hour fire barrier is in place to advise Licensing

Minnesota Department of Health
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{0 100} Continued From page 3

accordingly. If we cannot visually verify the
separation requirement, the facility will have to
engage in a registered design professional to
certify the wall meets the 2 hour fire barrier
requirements."

{0 100}

No further information was provided.

{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:
No further action needed.

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and
SS=D physical environment

{0 800}

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

This MN Requirement is not met as evidenced
by:
No further action needed.

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

Minnesota Department of Health
STATE FORM

{0 810}
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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
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:
No further action needed.
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Electronically Delivered

April 12, 2024

Licensee
Reliacare Home Health Inc.
751 Sherburne Avenue
Saint Paul, MN  55104

RE:  Project Number(s) SL33534015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 13, 2024, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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

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

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

The correction order documentation should include the following:

� 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
resident(s)/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).

                                                                                      An equal opportunity employer.                                             Letter ID: IS7N REVISED 09/13/2021
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CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.     

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

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

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

If you have any questions, please contact me.

Sincerely,

Renee Anderson, Supervisor
State Evaluation Team
Email: renee.anderson@state.mn.us
Telephone: 651-201-5871 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:
SL33534015-0

On March 11, 2024, through March 13, 2024, the
Minnesota Department of Health conducted a full
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there was one resident; one resident
receiving services under the Assisted Living
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 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 pursuant to 144G.31
Subd. 1, 2 and 3.

0 100 144G.10 Subdivision 1 License required
SS=F

0 100

(a)(1)Beginning August 1, 2021, no assisted living
facility may operate in Minnesota unless it is
licensed under this chapter.

(2) No facility or building on a campus may
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 E3G811 If continuation sheet 1 of 10
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provide assisted living services until obtaining the
required license under paragraphs (c) to (e).
(b)The licensee is legally responsible for the
management, control, and operation of the
facility, regardless of the existence of a
management agreement or subcontract. Nothing
in this chapter shall in any way affect the rights
and remedies available under other law.
(c) Upon approving an application for an assisted
living facility license, the commissioner shall
issue a single license for each building that is
operated by the licensee as an assisted living
facility and is located at a separate address,
except as provided under paragraph (d) or (e).
(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.
(e) Upon approving an application for an assisted
living facility license, the commissioner may:

(1) issue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

0 100

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to obtain accurate
licensure when they applied for licensure for a
single residential dwelling, despite sharing one
roof with an adjoining townhome, without having
an approved two-hour fire wall separating the two
dwellings.

0 100

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

The findings include:

On March 11, 2024, at 12:00 p.m., survey staff
toured the home with housing manager (HM)-B.
During the tour, survey staff observed the
assisted living licensed facility was located in a
building with two connected dwellings units,
sharing the same roof, with separate entrances
and separate addresses. The address for the
dwelling unit connected to the assisted living
facility was 749 Sherburne Avenue, Saint Paul,
Minnesota (MN) 55104.

On March 11, 2024, at 12:25 p.m., the
engineering surveyor requested, via email, the
licensee to submit plans or verification of having a
2-hour fire barrier wall between the assisted living
facility (751 address) and the attached dwelling
unit (749 address). The engineering surveyor
requested this information be emailed no later
than 4:00 p.m. on March 12, 2024.
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On March 12, 2024, at 3:57 p.m., owner (O)-A
emailed survey staff the following:
"This email is regarding the fire barrier that
separates the two units. We spoke to a general
contractor who advised that the wall is plaster
with lathe. We also spoke to [a representative]
from City of St Paul inspections. We have been
licensed since 2021 and converted from
Comprehensive to AL. He requested that we
possibly speak with a supervisor to get
clarification as he did not understand what the
Dept. of Health is needing when Fire Inspections
are done by the city. Please advise how you
would like me to proceed."

0 100

During an interview on March 13, 2024, at 9:00
a.m., O-A stated plans were not available
showing there was a two-hour fire barrier
between the assisted living facility and the
attached dwelling unit.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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
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prepared and served according to the Minnesota
Food Code.

0 480

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 11, 2024, 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.

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

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

0 800

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
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failed to properly maintain an egress window in
an occupied resident bedroom. This deficient
condition had the potential to affect one resident
and all staff.

0 800

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 an
isolated scope (when one or a limited number of
residents are affected or one or a limited number
of staff are involved, or the situation has occurred
only occasionally).

The findings include:

On March 11, 2024, at 12:00 p.m., survey staff
toured the home with housing manager (HM)-B.
During the tour, egress windows in resident
bedrooms were opened and measured by HM-B.
In occupied resident bedroom five, the egress
window was obstructed by a plastic panel
installed over the window. The improper
installation of this plastic panel prevented the
egress window from opening. All paths of egress
must provide unobstructed exiting. During the
facility tour interview, on March 11, 2024, HM-B
verified the egress window was obstructed and
stated this plastic panel had been installed for the
window air conditioning unit. HM-B removed the
plastic panel during the facility tour.

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

0 810

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 11, 2024, owner (O)-A provided
documents on the fire safety and evacuation plan
(FSEP), fire safety and evacuation training, and
employee evacuation drills for the facility.

On March 11, 2024, at 12:00 p.m., survey staff
toured the home with housing manager (HM)-B.
The basement of the home was included as part
of the facility tour.

FIRE SAFETY AND EVACUATION PLAN
The FSEP floor plan diagram emailed to survey
staff did not include the basement. An accurate
FSEP floor plan is required to develop
appropriate actions and fire protection procedures
to take in the event of a fire or similar emergency.

The FSEP included a fire safety policy dated
December 20, 2022. This policy was a template
and had not been developed for use at this
facility.

The FSEP fire safety policy included standard
employee procedures but failed to provide
specific employee actions to take in the event of a
fire or similar emergency relative to the facility's
building layout and environmental risks. The
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employee actions for fire were limited to the
acronym RACE (Remove, Alarm, Confine, and
Extinguish or Evacuate).

0 810

The FSEP fire safety policy did not identify
specific fire protection procedures for residents
evident by limited instructions directing residents
to stoop or crawl to avoid smoke. No additional
fire protection procedures necessary for residents
were included.

The FSEP fire safety policy directs employees to
evacuate residents from the building but fails to
include information on where residents should
relocate to in the event of a fire.

The FSEP failed to provide specific procedures
for resident movement and evacuation during a
fire or similar emergency including the unique
needs of residents evident by a lack of these
procedures in the plan.

During an interview with survey staff on March 13,
2024, at 9:00 a.m., O-A verified the FSEP was a
template and required more detail.

TRAINING
Record review indicated the licensee failed to
provide training to employees on the FSEP upon
hire and/or at least twice per year as evident by
the lack of training documentation to support this
training had been completed. A fire safety training
document dated March 28, 2023, was provided.
The names of the employees who participated in
this training were not recorded. During an
interview on March 13, 2024, at 9:00 a.m., O-A
stated employees were trained on the facility fire
safety and evacuation plan as part of the
emergency preparedness training on March 28,
2023, at the time of hire, and during each fire drill.
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975
Saint Paul, MN 55164-0975
651-201-4500

Type:
Date:
Time:
Report:

Full
03/11/24
14:12:05
1021241038

Food  and Beverage  Establishment
Inspection  Report

Location:
Reliacare Home Health Inc
751 Sherburne Avenue
St Paul, MN55104
Ramsey County, 62

Establishment  Info:
ID #: 0038457
Risk:
Announced Inspection: Yes

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6123661381
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.

4-200 Equipment  Design and  Construction
4-201.11AMN

MN Rule 4626.0506A Provide or replace food service equipment with equipment that is certified or classified
for sanitation by an American National Standards Institute (ANSI) accredited certification program.

THE RESIDENTIAL DISH MACHINE DOES NOT SPECIFY IT IS NSF/ANSI STANDARD 184. THE DISH
MACHINE DOES NOT HAVE A SANITIZING CYCLE. ESTABLISHMENT HAS THERMOLABELS
ON-SITE. THEY ARE GOING TO USE ONE AND E-MAIL A PICTURE TO INSPECTOR. SEE
COMMENTS.
Comply By: 04/11/24

6-300 Physical  Facility  Numbers  and  Capacities
6-301.14A

MN Rule 4626.1457 Provide a sign or poster at all handwashing sinks used by food employees that notifies
them to wash their hands
HANDWASHING SINK IN THE KITCHEN IS MISSING A HANDWASHING SIGN/POSTER THAT
REMINDS FOOD EMPLOYEES TO WASH HANDS BEFORE RETURNING TO WORK. PROVIDE AS
DESCRIBED IN RULE ABOVE.
Comply By: 03/13/24

6-500 Physical  Facility  Maintenance/ Operation  and  Pest  Control
6-501.12A

MN Rule 4626.1520A Clean and maintain all physical facilities clean.
OBSERVED GREASE AND DUST ACCUMULATION ON THE WALL ABOVE THE
STOVE. CLEAN AND MAINTAIN CLEAN.



Type:
Date:
Time:

Full
03/11/24
14:12:05

Food  and Beverage  Establishment
Inspection  Report

Report: 1021241038
Reliacare Home Health Inc

Comply By: 03/15/24

Page 2

Food  and  Equipment  Temperatures

Process/Item: Ambient Temperature
Temperature: 37 Degrees Fahrenheit - Location: KENMORE UPRIGHT COOLER
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
3

ALL FINDINGS ON THIS REPORT WERE DISCUSSED WITH DIRECTOR, LOU YOUMANS AND
HEALTH REGULATION DIVISION NURSE EVALUATOR, JOLENE BERTSELSEN.

THIS FACILITY IS A RESIDENTIAL HOME AND THEY CURRENTLY HAS 4 CLIENTS AND THE
FACILITY CAN HAVE UP TO 5 CLIENTS.

PER CONVERSATION WITH DIRECTOR, FOOD IS MADE FOR SAME DAY SERVICE. NO
LEFTOVERS ARE KEPT.

CONTINUATION OF MN Rule 4626.0506A
IF THE DISH MACHINE DOES NOT REACH A FINAL UTENSIL SURFACE TEMPERATURE OF AT
LEAST 160F THEN ESTABLISHMENT WILL NEED TO MANUALLY SANITIZE MANUALLY UNTIL
THEY CAN REPLACE THE DISH MACHINE. FACT SHEET SENT WITH REPORT.

THE KITCHEN HAS RESIDENTIAL EQUIPMENT, WOOD CABINETS, LAMINATE COUNTERTOPS,
AND POPCORN CEILING. PHYSICAL FACILITY ITEMS WILL BE MONITORED AT FUTURE
INSPECTIONS.
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 1021241038 of 03/11/24.

Certified Food Protection Manager:DAVID E. YOUMANS

Certification Number: FM109334 Expires: 10/15/24

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
LOU YOUMANS
DIRECTOR

Signed:
Melissa Ramos
Environmental Health Specialist
Metro District Office
651-201-4495
Melissa.Ramos@state.mn.us


