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Administrator
Gondola Group Inc
4307 159th Court West
Rosemount, MN  55068

RE:  Project Number(s) SL25861015

Dear Administrator:

The Minnesota Department of Health completed an evaluation on March 9, 2022, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the evaluation, the
Minnesota Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter
144G, Minnesota Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or

Minnesota Statute Chapter 260E.

The enclosed State Form documents the state licensing orders. The Department of Health documents
state licensing correction orders using federal software. Tag numbers are assigned to Minnesota state
statutes for 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 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.        
        
In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine

amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
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that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated

maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.   

   
In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.     

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, no immediate fines are assessed.

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

The correction order documentation should include the following:

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

 Identify how the area(s) of noncompliance was corrected for all of the provider’s
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 issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the Department of Health
within 15 calendar days of the correction order receipt date.

A state licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat.    

§ 626.557. Please   email general reconsideration requests to:   Health.HRD.Appeals@state.mn.us.

Please address your cover letter for general
reconsideration requests to:

Free from Maltreatment reconsideration
requests should addressed to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

Gondola Group Inc
April 26, 2022
Page   2



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

Sincerely,

    

Jonathan Hill, Supervisor
Health Regulation Division
State Evaluation Team
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN 55101‐3879
Email:   jonathan.hill@state.mn.us
Telephone: 651‐592‐5119 Fax: 651‐215‐9697
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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:
SL25861015

On March 8, 2022, and March 9, 2022, the 
Minnesota Department of Health conducted a 
survey at the above provider, and the following 
correction orders are issued.  At the time of the 
survey there were six (6) residents, all of whom 
received assisted living services.

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 issued pursuant to 144G.31 
subd. 1, 2, and 3. 

 0 120
SS=C

144G.11 APPLICABILITY OF OTHER LAWS

Assisted living facilities: 

 0 120

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

If continuation sheet  1 of 216899STATE FORM KYKE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/26/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

25861 03/09/2022

NAME OF PROVIDER OR SUPPLIER

GONDOLA GROUP INC

STREET ADDRESS, CITY, STATE, ZIP CODE

4307 159TH COURT WEST
ROSEMOUNT, MN  55068

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 120Continued From page 1 0 120

(1) are subject to and must comply with chapter 
504B; 
(2) must comply with section?325F.72; and 
(3) are not required to obtain a lodging license 
under chapter 157 and related rules. 

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure an assisted living 
advertising dementia care, had an assisted living 
dementia care license in place. This had the 
potential to affect all residents. 

This practice resulted in a level one violation (a 
violation that has no potential to cause more than 
a minimal impact on the resident and does not 
affect health or safety), and was issued at a 
widespread scope (when problems are pervasive 
or represent a systemic failure that has affected 
or has potential to affect a large portion or all of 
the residents).  

The findings include:

The facility was licensed as an assisted living 
facility.

Review of the licensee's website revealed 
advertisement to provide services for dementia 
care (all levels).

On March 9, 2022, at 12:30 p.m. owner (O)-A 
stated the licensee provided services to clients 
with a dementia diagnosis, and verified the 
licensee advertised for dementia care.  O-A 
verified the licensee lacked a policy on 
advertisement of services provided.

No further information was provided. 

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. 

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

 0 480
SS=F

144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

(13) offer to provide or make available at least the 
following services to residents:

(i) at least three nutritious meals daily with snacks 
available seven days per week, according to the 
recommended dietary allowances in the United 
States Department of Agriculture (USDA) 
guidelines, including seasonal fresh fruit and 
fresh vegetables. The following apply:

(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:

 0 480

Based on observation, interview, and record 
review, the licensee failed to comply with 
Minnesota Food Code, Chapter 4626.  This had 
the potential to affect all six (6) residents residing 
at 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 

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 

Minnesota Department of Health
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or has the potential to affect a large portion or all 
the residents).  
The findings include:

Please refer to the included document titled, Food 
and Beverage Establishment Inspection Report 
dated March 2, 2022, for the specific Minnesota 
Food Code deficiencies. 

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

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. 

 0 580
SS=F

144G.42 Subd. 2 Quality management

The facility shall engage in quality management 
appropriate to the size of the facility and relevant 
to the type of services provided. "Quality 
management activity" means evaluating the 
quality of care by periodically reviewing resident 
services, complaints made, and other issues that 
have occurred and determining whether changes 
in services, staffing, or other procedures need to 
be made in order to ensure safe and competent 
services to residents. Documentation about 
quality management activity must be available for 
two years. Information about quality management 
must be available to the commissioner at the time 
of the survey, investigation, or renewal.

This MN Requirement  is not met as evidenced 

 0 580

Minnesota Department of Health
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by:
Based on interview and record review, the 
licensee failed to engage in and maintain 
documentation of quality management activity. 
This had the potential to affect all six (6) residents 
receiving assisted living services.

This practice resulted in a level two violation (a 
violation that did not harm a client's health or 
safety but had the potential to have harmed a 
client's health or safety, 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 clients). 
 
The findings include: 

On March 8, 2022, at 10:30 a.m. owner (O)-A 
stated the licensee had not developed a quality 
management program and there was no current 
documentation of quality management activity.

The licensee's Quality Management Policy dated 
January 15, 2022, identified it was the policy "to 
engage in quality management activities for 
implementing, changing, and improving the 
organization."
           
No further information was provided.

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

 

 0 660
SS=D

144G.42 Subd. 9 Tuberculosis prevention and 
control

(a) The facility must establish and maintain a 

 0 660
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comprehensive tuberculosis infection control 
program according to the most current 
tuberculosis infection control guidelines issued by 
the United States Centers for Disease Control 
and Prevention (CDC), Division of Tuberculosis 
Elimination, as published in the CDC's Morbidity 
and Mortality Weekly Report. The program must 
include a tuberculosis infection control plan that 
covers all paid and unpaid employees, 
contractors, students, and regularly scheduled 
volunteers. The commissioner shall provide 
technical assistance regarding implementation of 
the guidelines.
(b) The facility must maintain written evidence of 
compliance with this subdivision.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to maintain a 
tuberculosis (TB) prevention and control program, 
based on the most current guidelines issued by 
the Centers for Disease Control and Prevention 
(CDC).  The licensee failed to ensure history and 
symptoms screening and screening for active TB 
(either a two-step tuberculin skin test [TST] or 
blood test) were completed and documented for 
one of one employee (unlicensed personnel 
(ULP)-E) with employee record reviewed. 

This practice resulted in a level two violation (a 
violation that did not harm a client's health or 
safety but had the potential to have harmed a 
client's health or safety, 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 clients are affected or one or a 
limited number of staff are involved or the 
situation has occurred only occasionally). 
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The findings include: 

On March 9, 2022, at 10:00 a.m., ULP-E's 
employee records were reviewed. The employee 
record lacked evidence of a completed health 
history and symptom screening, including 
completion of a two-step TST or other evidence 
of TB screening, such as a blood test.

ULP-E's employee record showed start date was 
June 6, 2020.  ULP-E's employee record lacked 
documentation of a completed health history and 
symptom screening. Although the employee 
record further revealed a TST administered on 
January 13, 2022, ULP-E's record lacked 
evidence of a second TST.

On March 9, 2022 at 12:00 p.m. an owner (O)-A 
confirmed ULP-E did not complete the required 
TB history and symptom screening or the second 
step of the two-step TST or blood test, as 
required. O-A stated the licensee was not aware 
a second TST was required or the reason the 
annual TB history and symptom screening was 
not completed as required for ULP-E.

The licensee's Tuberculosis Prevention Control 
Plan, revised January 15, 2022,  included a 
baseline TB screening for all new Gondola Group 
Inc employees twice yearly. A TB test or chest 
x-ray upon hire or proof of negative 2-step TB 
skin test, Quantiferon Gold test or chest x-ray 
within the last 12 months. If a Quantiferon-TB 
Gold test was done, new 2 step test every 2 years 
was not necessary.  

The Minnesota Department of Health (MDH) 
guidelines, Regulations for Tuberculosis Control 
in Minnesota Health Care Settings, dated July 
2013, and based on CDC guidelines, indicated a 

Minnesota Department of Health
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TB infection control program should include a 
facility TB risk assessment. The guidelines also 
indicated an employee may begin working with 
patients after a negative TB history and symptom 
screen (no symptoms of active TB disease) and a 
negative IGRA (serum blood test) or TST (first 
step) dated within 90 days before hire. The 
second TST may be performed after the HCW 
(health care worker) starts working with patients.  
Baseline TB screening should be documented in 
the employee's record."

No further information was provided.

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

 0 680
SS=F

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

(a) The facility must meet the following 
requirements:
(1) have a written emergency disaster plan that 
contains a plan for evacuation, addresses 
elements of sheltering in place, identifies 
temporary relocation sites, and details staff 
assignments in the event of a disaster or an 
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 tenant residents.
(b) The facility must provide emergency and 
disaster training to all staff during the initial staff 
orientation and annually thereafter and must 

 0 680
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make emergency and disaster training annually 
available to all residents. Staff who have not 
received emergency and disaster training are 
allowed to work only when trained staff are also 
working on site.
(c) The facility must meet any additional 
requirements adopted in rule.

This MN Requirement  is not met as evidenced 
by:
Based on record review and interview, the 
licensee failed to have a written emergency 
disaster plan with all required content.  This had 
the potential to affect all six (6) residents 
receiving assisted living services, staff, and 
visitors.

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at a widespread scope (when 
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 10, 2022, at 12:00 p.m. a request was 
made to view the licensee's emergency 
preparedness plan.

An owner (O)-B stated work was not completed 
on the licensee's emergency preparedness plan 
and Appendix Z. O-B further explained the 
licensee was "just getting the program started" 
because the licensee misunderstood they had 
one year from August 2021 to have an active and 
complete program in place. 
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The licensee's plan lacked the following required 
content:
-current, all-hazards approach facility assessment
-description of the population served by licensee
-process for emergency preparedness (EP) 
cooperation with state and local EP 
officials/organizations
-subsistence needs for staff and residents during 
an emergency situation
-procedure for tracking staff and residents
-development of all policies/procedures, based on 
assessment, and additional policies for:

-potential evacuation
-sheltering in place
-handling medical documents
-handling and use of volunteers

-arrangement with other facilities (including sister 
facilities)
-development of a communication plan, including 
primary and alternate means for communication
-methods for sharing information
-EP training and testing program
-EP training program for staff (including 
documentation of training provided)
-annual EP testing requirements.

The Gondola Group Inc policy dated as 
reviewed/revised on December 13, 2021, directed 
staff to report and review all to ensure the safety 
of all persons receiving services and to promote 
the continuity of services until emergencies were 
resolved. 

No additional information was provided.

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

Minnesota Department of Health
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144G.45 Subd. 2 (a) (1) Fire protection and 
physical environment

(a) Each assisted living facility must comply with 
the State Fire Code in Minnesota Rules, chapter 
7511, and:
 
(1) for dwellings or sleeping units, as defined in 
the State Fire Code:
        (i) provide smoke alarms in each room used 
for sleeping purposes;
        (ii) provide smoke alarms outside each 
separate sleeping area in the immediate vicinity 
of bedrooms;
        (iii) provide smoke alarms on each story 
within a dwelling unit, including basements, but 
not including crawl spaces and unoccupied attics;
        (iv) where more than one smoke alarm is 
required within an individual dwelling unit or 
sleeping unit, interconnect all smoke alarms so 
that actuation of one alarm causes all alarms in 
the individual dwelling unit or sleeping unit to 
operate; and
        (v) ensure the power supply for existing 
smoke alarms complies with the State Fire Code, 
except that newly introduced smoke alarms in 
existing buildings may be battery operated;

This MN Requirement  is not met as evidenced 
by:

 0 780

Based on observation and interview, the licensee 
failed to ensure smoke alarms are interconnected 
so that actuation of one alarm causes all alarms 
in the dwelling to actuate as required. This had 
the potential to directly affect all residents, staff, 
and visitors.  

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

The findings include: 

On March 09, 2022, between 1:30 p.m. and 2:30 
p.m. survey staff toured the facility with owner 
(O)-A and owner (O)-B. During the facility tour, 
survey staff observed a variety of styles for the 
smoke alarms throughout the facility. 

O-A and O-B verbally confirmed survey staff 
observations during the facility tour. O-A and O-B 
stated they had not installed interconnected 
smoke alarms in the facility.

No further information was provided. 

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

 0 810
SS=F

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

(b)  Each assisted living facility shall develop and 
maintain fire safety and evacuation plans. The 
plans shall include but are not limited to:
   (1) location and number of resident sleeping 
rooms;
   (2) employee actions to be taken in the event of 
a fire or similar emergency;
   (3) fire protection procedures necessary for 
residents; and
   (4) procedures for resident movement, 
evacuation, or relocation during a fire or similar 

 0 810
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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:
Based on interview and record review, the 
licensee failed to provide the required fire safety 
training for residents and staff.  This has the 
potential to directly affect all residents, staff, and 
visitors.  

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, 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 residents). 
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The findings include:

During interview on March 09, 2022, at 2:30 p.m., 
owner (O)-A and owner (O)-B stated they had not 
done any training for residents and staff on the 
updated fire safety plans. 

Review of Fire Safety and Evacuation Plans 
showed the following:

1. No schedule or records on the training of 
employees on fire safety and evacuation; on 
proper actions to take in the event of a fire or 
emergency for the safety of residents including 
movement, evacuation, or relocation.

2. No schedule or records on the training of 
residents who are capable of assisting in their 
evacuation; on proper actions to take in the event 
of a fire or emergency for their safety including 
movement, evacuation, or relocation.

No further information was provided.

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

 0 970
SS=F

144.50 Subd. 5 Waivers of liability prohibited

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
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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 
facility's liability for health, safety, or personal 
property of a resident. This had the potential to 
affect all six (6) residents receiving services.

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 
of the residents).  

The findings include:

During the entrance conference on March 8, 
2022, at approximately 10:00 a.m. the surveyor 
requested a copy of the facility's assisted living 
contract.

The licensee's Assisted Living Lease Agreement 
included an indemnification clause which 
indicated the "landlord shall not be liable for any 
damage or injury of or to the Tenant, Tenant's 
family, guests, invitees, agents or employees or 
to any person entering the Premises or the 
building of which the Premises are a part or to 
goods or equipment, or in the structure or 
equipment of the structure of which the Premises 
are a part, and Tenant hereby agrees to 
indemnify, defend or hold Landlord harmless from 
any and all claims or assertions of every kind and 
nature."

On March 9, 2022, at 12:30 p.m. owner (O)-A and 
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O-B confirmed the licensee's assisted living 
agreement included the above content, and 
stated the same contract was utilized for all 
residents at the facility.
 
No further information provided. 

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

 01440
SS=D

144G.62 Subd. 4 Supervision of staff providing 
delegated nurs

(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:

 01440
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Based on observation, interview and record 
review, the licensee failed to ensure a registered 
nurse (RN) conducted direct supervision of staff 
performing a delegated task within 30 days of 
providing services for one of one employee 
(unlicensed personnel (ULP)-E) with employee 
record reviewed.

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:

ULP-E was hired June 22, 2020, to provide direct 
care for the residents of the facility.

On March 9, 2022, at 7:45 a.m. ULP-E was 
observed administering medications to a resident 
(R3). R3 was admitted in 2016 with a primary 
diagnosis of dementia.

ULP-E's record indicated ULP-E was trained for 
competency in medication administration and 
treatments including catheter care. ULP-E's 
record lacked documentation of direct supervision 
by a RN within 30 days of ULP-E performing 
delegated nursing tasks, including medication 
administration. 

On March 9, 2022, at 10:15 a.m. a registered 
nurse (RN)-D verified ULP-E's record lacked 
30-day supervision of medication administration 
or other delegated tasks.
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The licensee's Supervision of Unlicensed 
Personnel Policy dated as revised February 2, 
2022, indicated, "supervision of staff performing 
medication or treatment administration will be 
provided by the RN to include observation of the 
staff administering the medication or treatment 
and the interaction with the resident. The direct 
supervision of the staff performing delegated 
tasks must be provided within 30 days after the 
date on which the individual begins working and 
first performs the delegated tasks for the 
residents and thereafter as needed based on 
performance.  This also applies to staff who have 
not performed delegated tasks for one year or 
longer."

No further information was provided. 

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

 01470
SS=F

144G.63 Subd. 2 Content of required orientation

(a) The orientation must contain the following 
topics:
(1) an overview of this chapter;
(2) an introduction and review of the facility's 
policies and procedures related to the provision 
of assisted living services by the individual staff 
person;
(3) handling of emergencies and use of 
emergency services;
(4) compliance with and reporting of the 
maltreatment of vulnerable adults under section 
626.557 to the Minnesota Adult Abuse Reporting 
Center (MAARC);
(5) the assisted living bill of rights and staff 

 01470
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responsibilities related to ensuring the exercise 
and protection of those rights;
(6) the principles of person-centered planning 
and service delivery and how they apply to direct 
support services provided by the staff person;
(7) handling of residents' complaints, reporting of 
complaints, and where to report complaints, 
including information on the Office of Health 
Facility Complaints;
(8) consumer advocacy services of the Office of 
Ombudsman for Long-Term Care, Office of 
Ombudsman for Mental Health and 
Developmental Disabilities, Managed Care 
Ombudsman at the Department of Human 
Services, county-managed care advocates, or 
other relevant advocacy services; and
(9) a review of the types of assisted living 
services the employee will be providing and the 
facility's category of licensure.
(b) In addition to the topics in paragraph (a), 
orientation may also contain training on providing 
services to residents with hearing loss. Any 
training on hearing loss provided under this 
subdivision must be high quality and research 
based, may include online training, and must 
include training on one or more of the following 
topics:
(1) an explanation of age-related hearing loss 
and how it manifests itself, its prevalence, and 
the challenges it poses to communication;
(2) health impacts related to untreated 
age-related hearing loss, such as increased 
incidence of dementia, falls, hospitalizations, 
isolation, and depression; or
(3) information about strategies and technology 
that may enhance communication and 
involvement, including communication strategies, 
assistive listening devices, hearing aids, visual 
and tactile alerting devices, communication 
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access in real time, and closed captions.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure employees received 
orientation to assisted living facility licensing 
requirements and regulations for one of one 
employee (unlicensed personnel (ULP)-E) with 
employee record reviewed.  

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 
of the residents). 

The findings include: 

ULP-E's employee record verified a start date of 
June 22, 2020.

An overview of these statutes lacked evidence 
ULP-E was oriented to 144G licensing 
requirements in the following areas:
-an overview of 144G statutes
-a review of types of assisted living services the 
employee would provide and provider's scope of 
license; and
-an introduction and review of all the provider's 
policies and procedures related to the provision of 
assisted living services under 144G statutes

On March 9, 2022, at approximately 12:45 p.m. 
an owner (O-A) stated she was aware of the 
required training topics, however, was unable to 
provide requested documentation or confirmation 
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staff had been trained in these areas.   

The licensee's Staff Orientation and Training 
policy dated December 6, 2021, verified training 
to include vulnerable adults, the bill of rights, 
policies and procedures, but lacked an overview 
of 144G statutes and a review of the type of 
assisted living services the employees would 
provide.

No further information was provided.

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

Full         Food and Beverage Establishment 
       Inspection Report

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

9524573619

Gondola Group Inc
4307 159th Court West         
Rosemount, MN55068
Dakota County, 19

  /  /

Yes
Risk:

Expires on:

Announced Inspection:

ID #: 0038056

ID #:

Location:

License Categories: Operator:

Establishment Info:

Phone #:

The following orders were issued during this inspection.

3-302.11A(1)

RAW SHELL EGGS FOUND STORED ABOVE PRODUCE IN THE KITCHEN REFRIGERATOR.
ENSURE RAW ANIMAL FOODS ARE STORED BELOW AND SEPARATE FROM READY-TO-EAT
ITEMS SUCH AS PRODUCE.

3-300B  Protection from Contamination: cross-contamination, eggs
** 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.

Comply By: 03/08/22

4-302.14

NO SANITIZER TEST STRIPS FOR CHLORINE (BLEACH) SANITIZING SOLUTION. PROVIDE AND
USE FREQUENTLY TO ENSURE A CONCENTRATION OF 50-100PPM IS MAINTAINED FOR
SANITIZING FOOD CONTACT SURFACES.

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

MN Rule 4626.0715   Provide an appropriate test kit to accurately measure sanitizing solutions.

Comply By: 03/08/22

5-203.11A

NO DESIGNATED HANDWASHING SINK IN THE KITCHEN AREA. STAFF WERE INSTRUCTED TO
WASH THEIR HANDS IN THE RESTROOM. THERE MUST BE A DESIGNATED HANDWASHING
SINK IN THE KITCHEN SPACE- ESTABLISHMENT MAY DESIGNATED ONE SIDE OF THE 2 BASIN
SINK FOR HANDWASHING.

5-200A  Plumbing: approved materials/design
** Priority 2 **

MN Rule 4626.1070A   Provide at least 1 handwashing sink, or the number of handwashing sinks necessary to
allow for the convenient use by employees during food preparation, food dispensing, and warewashing; and in
or adjacent to toilet rooms.
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Comply By: 03/08/22

4-204.112A

NO INTERNAL THERMOMETER LOCATED IN THE REFRIGERATOR IN THE GARAGE. PROVIDE
AND MAINTAIN.

4-200   Equipment Design and Construction

MN Rule 4626.0620A   Provide a temperature measuring device located in the warmest part of mechanically
refrigerated units and coolest part of hot food storage units that are capable of measuring air temperature or a
simulated product temperature.

Comply By: 03/08/22

6-301.14A

NO POSTER OR SIGN AT THE KITCHEN SINK TO NOTIFY EMPLOYEES TO WASH THEIR HANDS.
PROVIDE FOR THE DESIGNATED SIDE OF THE SINK BASIN FOR HANDWASHING.

6-300   Physical Facility Numbers and Capacities

MN Rule 4626.1457   Provide a sign or poster at all handwashing sinks used by food employees that notifies
them to wash their hands

Comply By: 03/08/22

Surface and Equipment Sanitizers
Utensil Surface Temp.: =  at >160 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food and Equipment Temperatures

Temperature: 41 Degrees Fahrenheit  - Location: KITCHEN REFRIGERATOR
Violation Issued: No

Process/Item: MILK

Temperature: 41 Degrees Fahrenheit  - Location: KITCHEN REFRIGERATOR
Violation Issued: No

Process/Item: MILK

Temperature: 41 Degrees Fahrenheit  - Location: KITCHEN REFRIGERATOR
Violation Issued: No

Process/Item: HAM

Temperature: 32 Degrees Fahrenheit  - Location: GARAGE REFRIGERATOR
Violation Issued: No

Process/Item: PIZZA

 Priority 1 Priority 3
1 22

Priority 2Total Orders  In This Report
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INSPECTION WAS CONDUCTED BY MOLLY DOUGHERTY (FPLS) IN CONJUNCTION WITH A
HEALTH REGULATIONS DIVISION (HRD) SURVEY CONDUCTED BY MARY BRUESS.

DISCUSSED:
-EMPLOYEE ILLNESS POLICY AND LOG
-STATE CERTIFIED FOOD PROTECTION MANAGER CERTIFICATION
-HANDWASHING PROCEDURES
-PREVENTING BAREHAND CONTACT
-SANITIZER USE AND TEST KITS
-CLEANING/SANITIZING FOOD CONTACT SURFACES AND UTENSILS 
-DISH MACHINE SANITIZING TEMPERATURE VERIFICATION
-DATE MARKING PROCEDURES
-FOOD SERVICE PROCEDURES (FOOD IS PREPARED/COOKED AND SERVED THE SAME DAY) 
-THERMOMETER USE AND CALIBRATION
-SERVING A HIGHLY SUSCEPTIBLE POPULATION (NO RAW OR UNDERCOOKED ANIMAL
PROTEINS, NO UNPASTEURIZED MILK, JUICE, ETC)
-FOOD SOURCE/RECEIVING DELIVERIES PROCEDURES
-EQUIPMENT USE
-PHYSICAL FACILITIES
-VOMIT/FECAL INCIDENT CLEAN UP PROCEDURES
-PEST CONTROL
-ALL VIOLATIONS ON THIS REPORT

*THERE ARE CURRENTLY 6 RESIDENTS LIVING AT THIS ESTABLISHMENT.  ESTABLISHMENT IS
LICENSED FOR UP TO 6 RESIDENTS.

*KITCHEN HAS A 2-BASIN SINK. ONE BASIN MUST BE DESIGNATED AS THE HANDWASHING
SINK. THIS BASIN MAY ONLY BE USED FOR HANDWASHING PURPOSES.

*FLOORS ARE FINISHED WOOD, WALLS ARE PAINTED DRYWALL, AND CEILING IS "POPCORN"
TEXTURE. COUNTERTOPS ARE LAMINATE AND CABINETS ARE PAINTED  WOOD. ALL ARE
FOUND TO BE IN GOOD CONDITION AND WILL BE MONITORED AT FUTURE INSPECTIONS. IF AT
SUCH A TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF CONTAMINATION, THEY WILL
BE ORDERED TO BE REPLACED AND BROUGHT UP TO CODE.

*ADDITIONAL REFRIGERATOR LOCATED IN THE GARAGE AREA.

*REPORT WAS DISCUSSED WITH THE OPERATOR, CYNDI, THE STAFF ON SITE, AND WITH THE
NURSE EVALUATORS, MARY BRUESS AND JOLENE BERTELSEN.
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I acknowledge receipt of the Minnesota Department of Health inspection report
number 1004221059 of 03/08/22.

Certified Food Protection Manager:

Certification Number: Expires:

ASHLEY A. BARRIENTOS

FM103136 02/17/23

Signed: Signed:
CYNDI Molly Dougherty

Public Health Sanitarian
Metro District Office
651-201-3978

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

molly.dougherty@state.mn.us
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