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Electronically Delivered

September 26, 2024

Licensee
Careview Yates Home
4843 Yates Avenue North
Brooklyn Center, MN  55429

RE:  Project Number(s) SL34967015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 28, 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.

MDH concludes the licensee is in substantial compliance. State law requires the facility must take
action to correct the state correction orders and document the actions taken to comply in the
facility's records. The Department reserves the right to return to the facility at any time should the
Department receive a complaint or deem it necessary to ensure the health, safety, and welfare of
residents in your care.

STATE CORRECTION ORDERS
The enclosed State Form documents the state correction orders. 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
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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

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

******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:

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.

SL34967015-0

On August 26, 2024, through August 28, 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 were three residents; three
receiving services under the provider's Assisted
Living Facility license.

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

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

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

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

0 480

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 480 Continued From page 1

(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

0 480

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.
This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).
The findings include:
Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated August 27, 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.

0 680 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

Minnesota Department of Health
STATE FORM 6899 GJIR11 If continuation sheet 2 of 9
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0 680 Continued From page 2

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

0 680

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

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 the residents).

The findings include:
Minnesota Department of Health
STATE FORM 6899 GJIR11 If continuation sheet 3 of 9
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The licensee's Emergency Preparedness Plan,
last reviewed January 3, 2024, lacked the
following required content:
- conduct exercises to test EP at least twice per
year, including unannounced staff drills using EP,
including participating in an annual full-scale
exercise community based or annual individual
facility based functional exercise or if facility
experiences an actual emergency requiring
evacuation of plan, facility is exempt from
engaging in its next required full scale exercise;
conduct an additional annual exercise that may
include a second full scale exercise community
based or an individual; facility based functional
exercise or mock disaster drill or table top
exercise.

On August 27, 2024, at 12:12 p.m. clinical nurse
supervisor (CNS)-B stated during staff meetings,
emergency preparedness was discussed, and
scenarios were completed with the staff. CNS-B
could not locate evidence of emergency
preparedness trainings other than fire drills, in the
Emergency Preparedness binder. CNS-B stated
he would review the team meeting notes for
evidence of the required trainings.

The licensee's 9.01 Emergency Preparedness
Plan - Appendix Z Compliance policy dated
September 1, 2022, indicated:
Exercises and Drills - [Licensee name] will
conduct, at minimum, two emergency
preparedness drills every 12 months - these drills
to not include required fire/evacuation drills. One
annual exercise will be a full-scale community
wide exercise. The second annual exercise will
either be a second full-scale community wide
exercise or a table top exercise focused on our
assisted living setting. Exercises and drills will be

Minnesota Department of Health
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0 680 Continued From page 4

designed to test our emergency plan and to
identify gaps and areas for improvement

0 680

No further information was provided.

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

01440 144G.62 Subd. 4 Supervision of staff providing
SS=D delegated nurs

01440

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.
(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure direct supervision of

Minnesota Department of Health
STATE FORM 6899 GJIR11 If continuation sheet 5 of 9



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 09/26/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

34967 B. WING _____________________________ 08/28/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

CAREVIEW YATES HOME 4843 YATES 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

01440 Continued From page 5

staff performing delegated tasks was provided
within 30 calendar days after the date on which
the individual begins working for the licensee for
one of one employee (unlicensed personnel
(ULP)-C).

01440

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:

ULP-C was hired on November 6, 2023, to
provide direct care services to residents of the
facility.

ULP-C's employee record included a 30-Day Staff
performance Review form dated December 30,
2023. The form rated the following performance
factors: customer focus, communication,
teamwork & attitude, productivity, safety, and
dependability. The form did not include evidence
a delegated task had been observed by a
registered nurse.

On August 27, 2024, at 12:12 p.m. clinical nurse
supervisor (CNS)-B reviewed ULP-E's 30-day
staff performance review and stated it did not
include the required content.

The licensee's 6.17 Supervision of Staff -
Delegated Services policy dated September 1,
2022, indicated:
1. Direct supervision of staff performing
delegated tasks must be provided within 30

Minnesota Department of Health
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calendar days after the date on which the
individual begins working for [Licensee name]
and first performs the delegated tasks for
resident and thereafter as needed based on
performance.

01440

No further information was provided.

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

01940 144G.72 Subd. 3 Individualized treatment or
SS=D therapy managemen

01940

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:
(1) a statement of the type of services that will be
provided;
(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;
(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;
(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and
(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and

Minnesota Department of Health
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monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

01940

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and implement a
treatment or therapy management plan to include
all required content for one of one resident (R1).

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

During the entrance conference on August 26,
2024, at 11:51 a.m., clinical nurse supervisor
(CNS)-B stated the licensee provided treatment
management services to residents, including
catheter care.

R1's diagnoses included incomplete paraplegia
(partial loss of movement and sensation in the
lower half of the body) and chronic kidney
disease.

R1's physician orders dated March 5, 2024,
included an order to place condom catheter every
night at bedtime.

Minnesota Department of Health
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R1's Master Care Plan dated May 29, 2024,
indicated: Catheter care at bedtime and at the
beginning of day shift every day. Day shift to help
resident in taking off the condom catheter and
wash urinary bag with soap and water and hang
to dry for next use.

01940

On August 27, 2024, at 8:05 a.m. R1 stated staff
assisted him with applying his condom catheter
and night and with removal in the morning.

R1's record lacked a treatment management plan
to include the following required content:
- procedures for notifying a registered nurse when
a problem arose with treatments or therapy
services.

On August 27, 2024, at 12:12 p.m. CNS-B stated
R1's treatment plan did not include the above
required content for the condom catheter use.

The licensee's 7.05 Treatment and Therapy
Management Plan policy dated September 1,
2022, indicated:
1. [Licensee name] will develop and maintain a a
current individualized treatment and therapy
management record for each resident which must
contain at least the following:
d. Procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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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
08/27/24
11:20:17
1021241236

Food  and Beverage  Establishment
Inspection  Report

Location:
Careview Yates Home
4843 Yates Avenue North
Crystal, MN55429
Hennepin County, 27

Establishment  Info:
ID #: 0038629
Risk:
Announced Inspection: Yes

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6129105473
ID #:

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

The following orders were issued during this inspection.

2-200 Employee  Health
2-201.11C ** Priority  1 **

MN Rule 4626.0040C The person in charge must record all reports of diarrhea or vomiting made by food
employees and report those illnesses to the regulatory authority at the specific request of the regulatory
authority.
NO EMPLOYEE ILLNESS LOG ON-SITE. DISCUSSED EMPLOYEE ILLNESS POLICY AND
RECORDING WITH RN. AN MDH EMPLOYEE ILLNESS LOG SENT WITH REPORT. PRINT A COPY
AND KEEP ON-SITE.
Comply By: 08/28/24

7-200 Toxic Supplies  and  Applications
7-204.11 ** Priority  1 **

MN Rule 4626.1620 Discontinue using chemical sanitizers, including chemical sanitizing solutions generated
on site and other chemical antimicrobials on food-contact surfaces that do not meet the requirements specified in
40 CFR part 180, section 180.940, or part 180, subpart E, section 180.2020.
CHLORINE CONCENTRATION IN KITCHEN SANI SPRAY BOTTLE MEASURED ABOVE 200PPM.
SANI SPRAY BOTTLE CONCENTRATION WAS CORRECTED ON-SITE TO 100PPM.
Comply By: 08/27/24

Surface  and  Equipment  Sanitizers
Final Utensil Surface Temp: = at 161 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No



Type: Full
Date: 08/27/24
Time: 11:20:17
Report: 1021241236
Careview Yates Home

Food  and Beverage  Establishment
Inspection  Report

Page 2

Chlorine: > 200PPM at Degrees Fahrenheit
Location: KITCHEN SANI SPRAY BOTTLE
Violation Issued: Yes

Chlorine: = 100PPM at Degrees Fahrenheit
Location: KITCHEN SANI SPRAY BOTTLE *CORRECTED
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: MILK - SAMSUNG REFRIGERATOR
Violation Issued: No
Process/Item: Cold Holding
Temperature: 41 Degrees Fahrenheit - Location: SLICED DELI MEAT - SAMSUNG REFRIGERATOR
Violation Issued: No
Process/Item: Ambient Temperature
Temperature: 41 Degrees Fahrenheit - Location: SAMSUNG REFRIGERATOR
Violation Issued: No

Total Orders In This Report Priority 1
2

Priority 2
0

Priority 3
0

ALL FINDINGS ON THIS REPORT WERE DISCUSSED WITH RN, ZACH AOGA AND HEALTH
REGULATION DIVISION NURSE EVALUATOR, WENDY BUCKHOLZ.

THIS FACILITY IS A RESIDENTIAL HOME AND THEY CURRENTLY HAVE 3 CLIENTS AND THE
FACILITY CAN HAVE UP TO 4 CLIENTS.

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

THE KITCHEN HAS RESIDENTIAL EQUIPMENT, PAINTED DRYWALL, WOOD CABINETS,
LAMINATE COUNTERTOPS AND VINYL FLOORING. PHYSICAL FACILITY ITEMS WILL BE
MONITORED DURING FUTURE INSPECTIONS.
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NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1021241236 of 08/27/24.

Certified Food Protection Manager:XEE L. VANG

Certification Number: FM112402 Expires: 07/19/25

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
ZACH AOGA
RN DON

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


