
    

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

January 16, 2025

Licensee
Paramount Care
6807 Drew Avenue North
Brooklyn Center, MN  55429

RE: Project Number(s) SL37121015-1

Dear Licensee:

On January 2, 2025, the Minnesota Department of Health completed a follow-up survey of your
facility to determine if orders from the October 1, 2024, survey were corrected. This follow-up survey
verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

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

JMD

An equal opportunity employer.                                                                                    P709 HC Orders Corrected
REVISED 04/19/2023



    

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

October 30, 2024

Licensee
Paramount Care
6807 Drew Avenue North
Brooklyn Center, MN  55429

RE:  Project Number(s) SL37121015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on October 1, 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 . . ."    

IMPOSITION OF FINES
In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

  Level 1: no fines or enforcement.
  Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in    
        § 144G.20 for widespread violations;
  Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism    
        authorized in § 144G.20.
  Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
          § 144G.20.        
        
Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

1290 - 144g.60 Subdivision 1 - Background Studies Required - $3,000.00

                                                                                      An equal opportunity employer.                                             Letter ID: IS7N REVISED 09/13/2021
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Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $3,000.00. 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.

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).

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

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.    
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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,

    
Jodi Johnson, Supervisor
State Evaluation Team
Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 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:

SL37121015-0

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 September 30, 2024, through October 1,
2024, the Minnesota Department of Health
conducted a full survey at the above provider. At
the time of the survey, there were three residents;
three 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.

1290: An immediate order was issued on October
1, 2024, at a level 3/Widespread (I).
The licensee took action on October 1, 2024;
however, the scope and level remain at I.

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.

0 110 144G.10 Subdivision 1a Assisted living director
SS=C license required

0 110

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 E72711 If continuation sheet 1 of 32



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 10/30/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

37121 B. WING _____________________________ 10/01/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

PARAMOUNT CARE 6807 DREW AVENUE NORTH
BROOKLYN CENTER, MN 55429

(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

0 110 Continued From page 1

Each assisted living facility must employ an
assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.

0 110

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure owner/clinical nurse
supervisor/licensed assisted living director
(O/CNS/LALD)-A was listed as the Director of
Record for the licensee. This had the potential to
affect all the licensee's residents, staff, and
visitors.

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 the
residents).

The findings include:

On September 30, 2024, the Minnesota Board of
Executives for Long-Term Services and Support
(BELTSS) website indicated O/CNS/LALD-A
currently held a LALD license effective through
October 31, 2024; however, O/CNS/LALD-A's
license lacked an organization listed as the
Director of Record for the licensee.

On September 30, 2024, at 11:38 a.m.
O/CNS/LALD-A stated he was the licensee's
LALD. After reviewing the BELTSS website with
the surveyor, O/CNS/LALD-A stated he was not
listed as the Director or Record and further

Minnesota Department of Health
STATE FORM 6899 E72711 If continuation sheet 2 of 32



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 10/30/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

37121 B. WING _____________________________ 10/01/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

PARAMOUNT CARE 6807 DREW AVENUE NORTH
BROOKLYN CENTER, MN 55429

(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

0 110 Continued From page 2

indicated he was not aware of the requirement.

0 110

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

0 460 144G.41 Subdivision 1 Minimum requirements
SS=F

(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
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;

0 460

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide a means for residents to
request assistance for health and safety needs 24
hours a day, seven days a week.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
STATE FORM 6899 E72711 If continuation sheet 3 of 32
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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 the residents).

0 460

The findings include:

During the entrance conference on September
30, 2024, at 11:35 a.m. owner/clinical nurse
supervisor/licensed assisted living director
(O/CNS/LALD)-A stated the licensee lacked a
system for residents to request staff assistance
when needed 24 hours a day. O/CNS/LALD-A
stated it was a small residence and the residents
would yell for staff if needed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) 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
prepared and served according to the Minnesota
Food Code.

Minnesota Department of Health
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0 480 Continued From page 4 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 October 1, 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.

0 550 144G.41 Subd. 7 Resident grievances; reporting 0 550
SS=F maltreatment

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the

Minnesota Department of Health
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0 550 Continued From page 5 0 550

individual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to post the required
information related to the grievance procedure as
well as the required information related to the
contact information for the state and applicable
regional Office of Ombudsman for Long-Term
Care and the Office of Ombudsman for Mental
Health and Developmental Disabilities. 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
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:

During the facility tour on September 30, 2024, at
12:37 p.m. the surveyor reviewed the licensee's
posted information. There was no evidence the
grievance procedure, contact information for the
state and applicable regional Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, and Minnesota Adult
Abuse Reporting Center was posted in a
conspicuous place.

Minnesota Department of Health
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On September 30, 2024, at 12:45 p.m.
owner/clinical nurse supervisor/licensed assisted
living director (O/CNS/LALD)-A stated the
grievance procedure was not posted; however,
residents received a copy of it upon admission.
O/CNS/LALD-A stated he was not aware of the
posting requirement.

0 550

The licensee's Grievance policy dated August 1,
2021, identified a copy of the grievance
procedure would be conspicuously posted in the
residence with the following information:

- name, phone number and email contact
information for the individuals who are
responsible for handling resident complaints.

- Contact information for the state and any
regional Office of Ombudsman for Long Term
Care.

- Contact information for the Office of
Ombudsman for Mental Health and
Developmental Disabilities.

- Contact information for the Minnesota Adult
Abuse Reporting Center.

No further information was provided.

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

0 640 144G.42 Subd. 7 Posting information for
SS=F reporting suspected c

0 640

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:
(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;

Minnesota Department of Health
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(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and
(3) providing reasonable accommodations with
information and notices in plain language.

0 640

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to support protection
and safety by not posting information and phone
numbers for reporting to the Minnesota Adult
Abuse Reporting Center (MAARC) as required.
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
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:

During the facility tour on September 30, 2024, at
12:37 p.m. the surveyor reviewed the licensee's
posted information. The facility was observed to
be lacking a posting of the MAARC hotline
number in the common areas of the facility.

On September 30, 2024, at 12:45 p.m.
owner/clinical nurse supervisor/licensed assisted
living director (O/CNS/LALD)-A stated the
MAARC hotline number was not posted in the
facility as required. O/CNS/LALD-A stated he

Minnesota Department of Health
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was not aware of the posting requirement.

0 640

The licensee's Grievance policy dated August 1,
2021, noted a copy of the grievance procedure is
conspicuously posted in the residence with the
following information:

- Contact information for the Minnesota Adult
Abuse Reporting Center

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

(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
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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 and practice and document testing of its
EP plan at least twice annually as required. This
had the potential to affect all residents, staff, and
visitors of the facility.

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:

EMERGENCY PREPAREDNESS PLAN
CONTENT
The licensee's emergency preparedness plan
was in a white three-ringed binder dated reviewed
May 26, 2024. The book included a risk
assessment, a communication plan, and various
policies/procedures.

The licensee's plan lacked the following required
content:
- Policy/procedure for tracking staff and residents;
- Policy/procedure to address use of volunteers,
including the process/role for integration; and
- Policy/procedure to address role of facility under
a waiver declared by the Secretary in accordance
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with section 1135 of the Act.

0 680

EP PLAN TESTING
The EP plan lacked evidence the facility had
tested it's EP plan, conducted and/or participated
in a full-scale community-based exercise, or
conducted a tabletop exercise to test it's plan and
document the results of testing at least twice
annually as required.

On October 1, 2024, at 2:28 p.m. owner/clinical
nurse supervisor/licensed assisted living director
(O/CNS/LALD)-A stated the licensee's EP plan
lacked the above required components.

The licensee's Emergency Preparedness policy
dated August 1, 2021, identified the licensee
would have a plan in place to assure the safety
and well-being of residents and staff during
periods of an emergency or disaster that disrupts
services.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4695, 4659.0100, sections A and B,
assisted living facilities shall comply with the
federal emergency preparedness regulations for
long-term care facilities under Code of Federal
Regulations, title 42, section 483.73, or successor
requirements. This part references documents,
specifications, methods, and standards in "State
Operations Manual Appendix Z - Emergency
Preparedness for All Providers and Certified
Supplier Types: Interpretive Guidance," which is
incorporated by reference.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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0 810 144G.45 Subd. 2 (b)-(f) Fire protection and
SS=F physical environment

0 810

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
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:
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STATE FORM 6899 E72711 If continuation sheet 12 of 32



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 10/30/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

37121 B. WING _____________________________ 10/01/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

PARAMOUNT CARE 6807 DREW AVENUE NORTH
BROOKLYN CENTER, MN 55429

(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

0 810 Continued From page 12

Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content and provide the required training and
drills. This had the potential to directly affect all
residents, staff, 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 October 01, 2024, at 10:25 a.m. to 11:15 a.m.,
owner/clinical nurse supervisor/licensed assisted
living director (O/CNS/LALD)-A provided
documents on the fire safety and evacuation plan
(FSEP), fire safety and evacuation training, and
evacuation drills for the facility.

FIRE SAFETY AND EVACUATION PLAN:

The FSEP (fire safety and evacuation plan)
included standard employee procedures but
failed to provide specific employee actions to take
in the event of a fire or similar emergency relative
to the facility's building layout and environmental
risks. The plan included the acronym R.A.C.E.
(Rescue, Alarm, Confine, and Extinguish or
Evacuate) and was very basic. The provided
FSEP was from a third-party provider and had not
been updated to meet the specific layout of this
facility and provide complete actions for
employees to take in the event of a fire or similar
emergency.
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O/CNS/LALD-A stated they understood the areas
of their policy that were incomplete and would
work on bringing them into compliance.

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
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 the
residents).

The findings include:
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The licensee's Assisted Living Contract included
a clause that indicated the resident would waive
the licensee's liability for health, safety, or
personal property of a resident.
-Page 13 of the agreement indicated:
"Indemnification: [The 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
[The Licensee] harmless from any claims or
damages unless caused solely by negligence of
[The Licensee]. It is recommended that renter's
insurance be purchased at the resident's
expense. Nothing contained herein is intended to
create a waiver of facility liability for the health
and safety or personal property of a resident."
- Page 13 of the agreement indicated: "Liability:
The resident agrees to be liable and responsible
for all obligations herein referenced, monetary
and otherwise, of the resident and where this
Contract has been executed by a party
designated below. Or where a separate
Responsible Party Agreement has been executed
by a third party, said third party and the resident
shall be jointly and severally liable and
responsible for all obligations, monetary and
otherwise of the resident herein referenced."

On October 1, 2024, at 8:19 a.m., owner/clinical
nurse supervisor/licensed assisted living director
(O/CNS/LALD)-A stated the licensee's contract
included the above content, and further stated the
same contract was utilized for all residents at the
facility.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
Minnesota Department of Health
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(21) days

0 970

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

01290

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.
(c) Termination of an employee in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure a
background study was current and eligible on
NETStudy 2.0 (web-based system for submitting
background study requests to the Department of
Human Services (DHS)) with the assisted living
license for one of seven employees (unlicensed
personnel (ULP)-B). This had the potential to
affect all residents residing in the facility. This
resulted in an immediate correction order issued
on October 1, 2024.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
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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).

01290

The findings include:

ULP-B was hired on November 3, 2021, to
provide direct care services for the licensee's
residents.

On October 1, 2024, at 8:45 a.m. ULP-B was
observed to wash/dry residents face, hands,
check R1's blood sugar.

On October 1, 2024, at 9:52 a.m., the surveyor
and owner/clinical nurse supervisor/licensed
assisted living director (O/CNS/LALD)-A reviewed
the NETStudy 2.0 website. O/CNS/LALD-A
accessed the roster for health facility identification
number (HFID) 37121. ULP/B's background study
was affiliated to HFID 37121, but indicated
"Eligible - COVID-19 Study - Expired" with an
expiration date of December 31, 2022, on the
NETStudy 2.0 website roster page.
O/CNS/LALD-A was not aware ULP-B's
background study was COVID-19 NETStudy 2.0
expired and stated all employees were required to
have a cleared background check before
performing duties at the facility.

The licensee's policy titled Recruitment and Hiring
dated August 1, 2021, noted:
e. The Criminal Background Check will be
submitted to Minnesota Department of Human
Services (DHS) following the step-by-step
procedure established by DHS:

i. The director or designee is responsible for
initiating the criminal background study for new
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employees
ii. NetStudy 2.0 (or current version) will be

used for the background check
iii. The employee will be directed to locations

established by DHS to obtain fingerprint scans
iv. Employees will be instructed that

photographic identification will be required

01290

The Minnesota Department of Human Services
website updated July 31, 2024, indicated the
following:
Emergency studies completed during the
COVID-19 pandemic were no longer valid and
modifications ended January 1, 2023. Individuals
who only had an emergency study must have a
fully compliant, fingerprint-based background
study.
Roster maintenance
- Individuals with a completed emergency study
will remain on the entity's roster unless the entity
removes the individual. Entities should remove
individuals with emergency studies that are no
longer affiliated;
- All entities are responsible for maintaining their
rosters regularly and removing study subjects
from their roster when they are no longer
affiliated; and
- Entities are responsible for identifying who
needs to submit a new background study. For
help identifying which study subjects still have an
emergency study and need a fully compliant
study, entities should refer to the instructional
guide, "Identifying Emergency Studies" in the help
section of NETStudy 2.0.

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate
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The licensee took immediate action on October 1,
2024. Deficiency remains at a scope/level of I.

01620 144G.70 Subd. 2 (c-e) Initial reviews,
SS=D assessments, and monitoring

01620

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.
(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) completed ongoing resident reassessments
that did not exceed 90 days for one of one
resident (R1).
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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).

01620

The findings include:

R1's Service Plan dated July 5, 2024, indicated
R1 received services including assistance with
dressing, grooming, bathing, toileting, transfers,
blood sugar monitoring, colostomy cares, and
medication administration.

R1's record included Nurse Reassessment Visits
(identified as 90-day assessments) dated
December 28, 2023, March 28, 2024, and June
28, 2024. The March 28, 2024, assessment was
91 days from the last date of the assessment on
December 28, 2023, thus exceeding 90 calendar
days. In addition, the June 28, 2024, assessment
was 92 days from the last date of the assessment
on March 28, 2024, thus exceeding 90 calendar
days.

On October 1, 2024, at 8:08 a.m. owner/clinical
nurse supervisor/licensed assisted living director
(O/CNS/LALD)-A stated R1's assessments as
noted above were late. O/CNS/LALD-A indicated
he had scheduled the assessments using
calendar dates and did not count the days
causing the assessments to be late.

The licensee's Assessment and Reassessment
policy dated August 1, 2021, noted:
7. Ongoing resident reassessments must be
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conducted by an RN and cannot exceed 90 days
from the last date of assessment.

01620

No further information provided.

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

01640 144G.70 Subd. 4 (a-e) Service plan,
SS=D implementation and revisions to

01640

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities.
(c) The facility must implement and provide all
services required by the current service plan.
(d) The service plan and the revised service plan
must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.
(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure a written service plan
was revised to reflect the current services
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provided for one of one resident (R1).

01640

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

R1's diagnoses included bipolar disorder (mental
health condition that causes extreme mood
swings), diabetes, generalized weakness,
depression, and anxiety.

R1's Service Plan dated July 5, 2024, indicated
R1 received services including assistance with
dressing, grooming, bathing, toileting, transfers,
blood sugar monitoring, colostomy cares, and
medication administration. The service plan did
not include therapeutic exercises.

R1's prescriber orders dated August 1, 2024,
included an order for therapeutic exercises.
Assist the resident to participate in an exercise
regimen: range of motion to bilateral upper and
lower extremities daily.

R1's Services Delivered reported dated
September 23, 2024, through September 30,
2024, indicated R1 received therapeutic
exercises every afternoon.

On October 1, 2024, at 12:05 p.m., owner/clinical
nurse supervisor/licensed assisted living director
(O/CNS/LALD)-A stated R1's service plan lacked
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the treatment of therapeutic exercises, and it
should have been included.

01640

The licensee's Service Plan policy dated August
1, 2021, noted:
3. The service plan must be revised, if needed,
based on resident review or reassessment.
6. The service plan and all revisions are entered
into the resident's clinical record including notice
of a change in resident's fees when applicable.

No further information was provided.

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

01760 144G.71 Subd. 8 Documentation of
SS=D administration of medication

01760

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure one of one
unlicensed personnel (ULP-B) administered
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medications as prescribed.

01760

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

R1's diagnoses included bipolar disorder (mental
health condition that causes extreme mood
swings), diabetes, generalized weakness,
depression, and anxiety.

R1's Service Plan dated July 5, 2024, noted
services including medication administration.

R1's prescriber's orders dated August 1, 2024,
included orders for:
- mupirocin (topical antibiotic) 2% ointment apply
a small amount via Q-tip to both BAHA (bone
anchored hearing aid) sites until return
appointment once daily.

R1's medication administration summary dated
September 1, 2024, through September 30, 2024,
and October 1, 2024, included the same order for
mupirocin 2% ointment apply a small amount via
Q-tip to both BAHA sites until return appointment
once daily. The medication sheet included a spot
for each date and staff initials to indicate the
medication had been administered.

On October 1, 2024, at 9:08 a.m. ULP-B was
observed to administer medications to R1 in his
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room. ULP-B did not apply the mupirocin
ointment to R1's BAHA sites. Following R1's
medication administration, ULP-B documented
the administration of medications in R1's
electronic record, including mupirocin 2%
ointment. After ULP-B saved and closed R1's
electronic medication record, the surveyor asked
ULP-B about documenting the mupirocin 2%
ointment. ULP-B stated she had not
administered the medication as documented
indicating it was "a habit" to check all the
medications as administered. ULP-B further
stated she had not administered the mupirocin
2% ointment on September 30, 2024, as
documented.

01760

On October 1, 2024, at 9:19 a.m. owner/clinical
nurse supervisor/licensed assisted living director
(O/CNS/LALD)-A stated ULP-B should only
document the medications administered.
O/CNS/LALD-A further indicated he needed to
contact the provider to discontinue the order as
R1's BAHA site was healed.

The licensee's Medication Documentation policy
dated August 1, 2021, noted each medication
administered would be documented in the
resident's clinical record. Documentation would
be complete, accurate, and legible. If the
administration of one or more medications was
not completed, staff would document the
following:
- the reason why the medication was not
administered;
- follow up procedures to meet the resident's
needs in compliance with the medication
management plan;
- appropriate notification to registered nurse
supervisor or other persons as instructed
regarding missed dosages;
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- medication error report, if appropriate.

01760

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01950 144G.72 Subd. 4 Administration of treatments
SS=D and therapy

01950

Ordered or prescribed treatments or therapies
must be administered by a nurse, physician, or
other licensed health professional authorized to
perform the treatment or therapy, or may be
delegated or assigned to unlicensed personnel by
the licensed health professional according to the
appropriate practice standards for delegation or
assignment. When administration of a treatment
or therapy is delegated or assigned to unlicensed
personnel, the facility must ensure that the
registered nurse or authorized licensed health
professional has:
(1) instructed the unlicensed personnel in the
proper methods with respect to each resident and
the unlicensed personnel has demonstrated the
ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
in the resident's record; and

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) specified, in writing, specific instructions for
each resident and documented those instructions
in the resident's record for one of one resident
(R1) who had an ordered treatment.
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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).

01950

The findings include:

R1's diagnoses included bipolar disorder (mental
health condition that causes extreme mood
swings), diabetes, generalized weakness,
depression, and anxiety.

R1's Service Plan dated July 5, 2024, failed to
include a written statement of the therapeutic
exercise treatment services R1 was to receive.

R1's prescriber orders dated August 1, 2024,
included an order for therapeutic exercises.
Assist the resident to participate in an exercise
regimen: range of motion to bilateral upper and
lower extremities daily.

R1's Services Delivered reported dated
September 23, 2024, through September 30,
2024, indicated R1 received therapeutic
exercises every afternoon.

On October 1, 2024, at 12:02 p.m. unlicensed
personnel (ULP)-B stated she completed R1's
therapeutic exercises by having R1 lift his arms
15 times. ULP-B stated there was no instruction
for the exercises but that was how she completed
the task each afternoon.

R1's record lacked documentation of specific
Minnesota Department of Health
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instructions for the therapeutic exercises.

01950

On October 1, 2024, at 12:05 p.m., owner/clinical
nurse supervisor/licensed assisted living director
(O/CNS/LALD)-A stated R1's record lacked
specific instructions for the therapeutic exercises
including the type of range of motion, specific
joints to be exercised, and number of repetitions.

The licensee's Treatment and Therapy
Management Plan policy dated August 1, 2021,
indicated the licensee would use treatment and
therapy protocols consistent with current
evidence-based practice standards and
guidelines. The RN would provide on-going
teaching based on the written instructions
prepared by the RN or licensed health
professional.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02310 144G.91 Subd. 4 (a) Appropriate care and
SS=F services

02310

(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the care and
services were provided according to acceptable
health care, medical or nursing standards for one
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of one resident (R1) with a bed rail.

02310

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 the potential to
affect a large portion or all of the residents).

The findings include:

R1's diagnoses included bipolar disorder (mental
health condition that causes extreme mood
swings), diabetes, generalized weakness,
depression, and anxiety.

On September 30, 2024, at 2:10 p.m. R1 was
observed in his room lying in a hospital bed with a
left upper side rail in place. R1 indicated he used
the rail to help himself "sit up".

R1's Service Plan dated July 5, 2024, indicated
R1 received services including assistance with
dressing, grooming, bathing, toileting, transfers,
blood sugar monitoring, colostomy cares, and
medication administration.

R1's Side-Rail Use Assessment Form dated June
7, 2024, indicated R1 utilized a hospital bed with
side rails to enable and promote independence.
It also indicated R1/family had been educated on
the risks and benefits of using side rails; however;
the assessment lacked measurements of the side
rails zones one through four.

On October 1, 2024, at 8:25 a.m., owner/clinical
nurse supervisor/licensed assisted living director
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(O/CNS/LALD)-A stated he had not measured
R1's side rails, and indicated he had not done
measurements for any residents who utilized a
hospital bed with side rails.

02310

The Food and Drug Administration's (FDA), A
Guide to Bed Safety, dated 2000, and revised
April 2010, indicated following information: "When
bed rails are used, perform an on-going
assessment of the patient's physical and mental
status, closely monitor high-risk patients. The
FDA also identified; "Patients who have problems
with memory, sleeping, incontinence, pain,
uncontrolled body movement, or who get out of
bed and walk unsafely without assistance, must
be carefully assessed for the best ways to keep
them from harm, such as falling. Assessment by
the patient's health care team will help to
determine how best to keep the patient safe."

The March 10, 2006, FDA Side Rail Entrapment
Zones and Dimensional Recommendations
indicated to reduce the risk of entrapment, zone 1
(within the rail) should not exceed 4 and 3/4
inches, zone 2 (under the rail, between rail
supports or next to a single rail support) should
not exceed 4 and 3/4 inches, zone 3 (between the
rail and the mattress), should not exceed 4 and
3/4 inches, and zone 4 (under the rail, at the ends
of the rail) should not exceed 2 and 3/8 inches or
be greater than a 60 degree angle.

The Minnesota Department of Health (MDH)
website, Assisted Living Resources & Frequently
Asked Questions (FAQs) last updated September
26, 2024, identified for hospital-style bed rails, the
licensee must include in their documentation, the
bed rail measurements and that the bed rail has
not shifted and is securely attached to the bed
frame per manufacturer recommendations.
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The licensee's Side Rail Use policy dated August
1, 2024, indicated the RN is responsible to
ensure that the side rails in use are of a safe
design and properly maintained.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

03090 144.6502, Subd. 8 Notice to Visitors
SS=C

(a) A facility must post a sign at each facility
entrance accessible to visitors that states:
"Electronic monitoring devices, including security
cameras and audio devices, may be present to
record persons and activities."
(b) The facility is responsible for installing and
maintaining the signage required in this
subdivision.

03090

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the required
notice was posted at the main entry way of the
establishment to display statutory language to
disclose electronic monitoring activity, potentially
affecting all current residents, staff, and any
visitors of the facility.

This practice resulted in a level one violation (a
violation that has not 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 the
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residents).

03090

The finding include:

On September 30, 2024, at 12:45 p.m. outside
the front entrance was a sign indicating the
property was protected by a security system
"ADT". Additional observations outside the front
entrance, or just inside the front entrance, lacked
the required posting for electronic monitoring
devices.

On September 30, 2024, at 12:45 p.m.,
owner/clinical nurse supervisor/licensed assisted
living director (O/CNS/LALD)-A stated the
licensee did not have a posting for electronic
monitoring devices. O/CNS/LALD-A stated he
was not aware of the posting requirement.

The licensee's Electronic Monitoring policy dated
August 1, 2021, noted:
8. The licensee will post a sign at each facility
entrance accessible to visitors that states:
"Electronic monitoring devices, including security
cameras and audio devices, may be present to
record persons and activities."

No further information was provided.

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
10/01/24
11:00:00
1043241288

Food  and Beverage  Establishment
Inspection  Report

Location:
Paramount Care
6807 Drew Avenue North
Brooklyn Center, MN55429
Hennepin County, 27

Establishment  Info:
ID #: 0038570
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6126363800
ID #:

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

The following orders were issued during this inspection.

3-300B Protection  from  Contamination:  cross-contamination,  eggs
3-302.11A(1) ** Priority  1 **

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from
ready-to-eat foods to prevent cross-contamination.
RAW BEEF AND RAW SHELL EGGS STORED OVER FRESH VEGETABLES AND FRUITS IN
KITCHEN FRIDGE. ADVISED STAFF TO STORE RAW FOOD AT BOTTOM OF FRIDGE OR IN A
SEPARATE TUB TO PREVENT CROSS CONTAMINATION. COMPLY WITH ABOVE RULE.
Comply By: 10/01/24

4-700 Sanitizing  Equipment  and  Utensils
4-703.11B ** Priority  1 **

MN Rule 4626.0905B Sanitize food contact surfaces of equipment and utensils after cleaning by using
mechanical hot water operations that achieve a utensil surface temperature of 160 degrees F (71 degrees C) and
are set up and maintained in accordance with the specifications of NSF International and the manufacturer's data
plate.
RESIDENTIAL DISH MACHINE DID NOT REACH 160F PER THERMOLABEL. ADVISED STAFF TO
MANUALLY SANITIZE DISHWARE UNTIL REQUIRED TEMPERATURE IS REACHED OR PROVIDE
AN NSF/ANSI 184 DISH MACHINE. SEE COMMENT. COMPLY WITH ABOVE RULE.
Comply By: 10/01/24

2-500 Responding  to contamination  events
2-501.11 ** Priority  2 **

MN Rule 4626.0123 Provide employees with procedures to follow for cleanup of vomit or fecal matter in the
establishment. The procedures must minimize the spread of contamination to food and surfaces within the
facility, and minimize the exposure of employees and consumers to contamination.
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NO SPILL KIT OR LIST OF PROCEDURES AVAILABLE. ADVISED STAFF TO MAINTAIN
EITHER/BOTH AND TRAIN ALL EMPLOYEES. PROCEDURES PROVIDED WITH REPORT. COMPLY
WITH ABOVE RULE.
Comply By: 10/01/24

4-300 Equipment  Numbers  and  Capacities
4-302.12B ** Priority  2 **

MN Rule 4626.0705B Provide a readily accessible food temperature measuring device with a small diameter
probe to measure the temperature in thin foods such as meat patties and fish fillets.
NO FOOD THERMOMETER AVAILABLE. ADVISED STAFF TO PROVIDE A THIN PROBE
THERMOMETER TO MEASURE INTERNAL FOOD TEMPERATURES. COMPLY WITH ABOVE RULE.

Comply By: 10/01/24

4-300 Equipment  Numbers  and  Capacities
4-302.13B ** Priority  2 **

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.
NO TEST KIT AVAILABLE. ADVISED STAFF TO PROVIDE AN IRREVERSIBLE THERMOMETER OR
THERMOLABEL TO MEASURE UTENSIL SURFACE TEMPERATURE OF AT LEAST 160F, WEEKLY.
COMPLY WITH ABOVE RULE.
Comply By: 10/01/24

4-300 Equipment  Numbers  and  Capacities
4-302.14 ** Priority  2 **

MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.
FACILITY USES CHLORINE AS SANITIZER. NO TEST KIT AVAILABLE. ADVISED STAFF TO
PROVIDE AND MAINTAIN SOLUTION BETWEEN 50-100 PPM. COMPLY WITH ABOVE RULE.
Comply By: 10/01/24

2-100 Supervision
2-102.12DMN

MN Rule 4626.0033D Post the certified food protection manager certificate.
PER STAFF, CERTIFICATE WAS NOT MAILED TO INDIVIDUAL. CFPM INFO AVAILABLE ON MDH
WEBSITE. ADVISED STAFF TO POST CERTIFICATE ONCE OBTAINED. INFORMATION PROVIDED
WITH REPORT. COMPLY WITH ABOVE RULE.
Comply By: 10/01/24

3-300C Protection  from  Contamination:  equipment/ utensils,  consumers
3-305.11A

MN Rule 4626.0300A Store all food in a clean, dry location; where it is not exposed to splash, dust or other
contamination; and at least 6 inches above the floor.
BOX OF OATMEAL STORED ON THE FLOOR IN DOWNSTAIRS PANTRY. ADVISED STAFF TO
STORE ALL FOOD AT LEAST 6 INCHES OFF THE FLOOR. STAFF CORRECTED ON SITE.
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Surface  and  Equipment  Sanitizers
Hot Water: = at <160 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: Yes

Food  and  Equipment  Temperatures
Process/Item: RAW BEEF
Temperature: 38 Degrees Fahrenheit - Location: THAWING
Violation Issued: No
Process/Item: CHEESE
Temperature: 41 Degrees Fahrenheit - Location: FRIDGE
Violation Issued: No
Process/Item: CREAM CHEESE
Temperature: 41 Degrees Fahrenheit - Location: FRIDGE
Violation Issued: No
Process/Item: MILK
Temperature: 41 Degrees Fahrenheit - Location: FRIDGE
Violation Issued: No

Total Orders In This Report Priority 1
2

Priority 2
4

Priority 3
2

Inspection was completed with Susan Kalis as the lead Health Regulation Division Nurse Evaluator completing
the site survey.

Discussed highly susceptible populations, date marking, illness policy, sanitizer use, ware washing, temperature
control, cleaning, pest control, vomit/fecal procedures, test kits, food storage, and food handling procedures.

Foods cooked in house must be fully cooked (exception for pasteurized eggs) and must only be available for
same day service for highly susceptible populations, discard any leftovers by the end of the day. Staff
supervision must be provided to ensure proper/safe food handling procedures and cooking temperatures if/when
foods are cooked/reheated by clients.

This facility has a residential kitchen with residential equipment, wooden cabinetry, and laminated flooring.
Utensil surface temperature of residential dish machine must reach at least 160F degrees (or 150F degrees for
NSF/ANSI 184 residential dish machine). Sanitizing option on dish machine must always be used when running
a cycle.
***Per thermolabel provided via email from the dish machine test (10/2/24), no reading was visible. Follow-up
will be conducted to assess compliance with relating order. Manually sanitize dishware until further notice as
dish machine is currently not capable of sanitizing dishware. Utensil surface temperature of current dish machine
must reach at least 160F degrees to continue usage. Sanitizing fact sheet provided with report.
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Kitchen has a two compartment sink with the left compartment designated as the handwashing sink.
Handwashing sink must only be used for handwashing (no food prep).

***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.

Contact Health Regulation Division for plan review approval when facility/kitchen undergoes remodeling.

***If any customer complains of illness, establishment is required to notify the Minnesota Department of Health
and provide the foodborne illness hotline phone number to the customer: 1-877-366-3455***

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 1043241288 of 10/01/24.

Certified Food Protection Manager:John Yufanyi

Certification Number: fm111897 Expires: 04/19/25

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
John Yufanyi
Manager

Signed:
Blia Lor
Public Health Sanitarian I
651-355-0641
blia.lor@state.mn.us


