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Electronically Delivered

December 13, 2024

Licensee
Vista Prairie at Ridgeway on German
715 South German Street
New Ulm, MN  56073

RE:  Project Number(s) SL20555016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on November 6, 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:
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� 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

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

HHH
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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:

SL20555016

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 November 4, 2024, through November 6,
2024, the Minnesota Department of Health
conducted a full survey at the above provider. At
the time of the survey, there were 42 residents;
42 receiving services under the Assisted Living
Facility with Dementia Care 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, 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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated November 4, 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.

0 730 144G.43 Subd. 3 Contents of resident record
SS=D

Contents of a resident record include the
following for each resident:

Minnesota Department of Health
STATE FORM

0 730

6899 LKXX11 If continuation sheet 2 of 9
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0 730 Continued From page 2

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number;
(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;
(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;
(5) the resident's advance directives, if any;
(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;
(7) the facility's current and previous
assessments and service plans;
(8) all records of communications pertinent to the
resident's services;
(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;
(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;
(11) documentation that services have been
provided as identified in the service plan;
(12) documentation that the resident has received
and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;
(14) a discharge summary, including service

0 730

Minnesota Department of Health
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termination notice and related documentation,
when applicable; and
(15) other documentation required under this
chapter and relevant to the resident's services or
status.

0 730

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the resident record
included documentation of a written discharge
summary 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:

R1 was admitted on February 13, 2024, and
discharged on September 12, 2024. R1's
diagnosis included Alzheimer's disease.

R1's file lacked a discharge summary to include:
- a summary of the resident's stay that includes
diagnoses, course of illnesses, allergies,
treatments and therapies, and pertinent lab,
radiology, and consultation results;
- a final summary of the resident's status from the
latest assessment or review under Minnesota
Statues, section 144G.70, if applicable, that
includes the resident status, including baseline
and current mental, behavioral, and functional
status; and

Minnesota Department of Health
STATE FORM 6899 LKXX11 If continuation sheet 4 of 9
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0 730 Continued From page 4

- post discharge plan that is developed with the
resident and, with the resident's consent, the
resident's representatives, which will help the
resident adjust to a new living environment. The
post discharge plan must indicate where the
resident plans to reside, any arrangements that
have been made for the resident's follow-up care,
and any post discharge medication and
non-medical services the resident will need.

0 730

On September 9, 2024, at 3:38 p.m., licensed
assisted living director (LALD)-B stated R4 lacked
documentation of a discharge summary to
include the required content as listed above.

The licensee's Resident Records policy dated
August 1, 2021, indicated the resident record
would contain a discharge summary, including
service termination notice and related
documentation when applicable.

No further information was 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

Minnesota Department of Health
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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.

01640

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the current
service plan included a signature or other
authentication by the resident to document
agreement on the services to be provided for one
of two residents (R3).

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:

R3's Service Plan dated October 11, 2024, lacked
a signature or other authentication by the resident
documenting agreement on the services to be
provided.

On November 5, 2024, at 7:58 a.m., unlicensed
Minnesota Department of Health
STATE FORM 6899 LKXX11 If continuation sheet 6 of 9
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01640 Continued From page 6

personnel (ULP)-C was observed to administer
R3's morning insulin.

01640

On November 6, 2024, at 10:54 a.m., registered
nurse (RN)-B stated the service plan lacked a
signature by the resident or representative as
required. A nursing note dated October 11, 2024,
indicated the daughter was going to sign when
she was in town a week later. RN-B stated she
would call daughter to get the service plan
updated and signed.

The licensee's Content of Service Plans policy
revised August 4, 2022, indicated service plans
and any revisions to service plans will have a
signature or other authentication by the assisted
living community and the resident.

No further information was provided.

TIME PERIOD TO CORRECT: Twenty-one (21)
days

01890 144G.71 Subd. 20 Prescription drugs
SS=D

A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

01890

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure medications
were labeled correctly for one of three residents
(R3).

Minnesota Department of Health
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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).

The findings include:

On November 5, 2024, at 7:58 a.m., unlicensed
personnel (ULP)-C prepared a Novolog insulin
pen for administration to R3.

R3's insulin pen prepared by ULP-C lacked the
correct prescription label. The insulin pen
prepared and verified by ULP-C included:
- Novolog Flex pen 100 U (units)/ml (milliliter)
inject 5 U subcutaneously with lunch

R3's provider order dated July 24, 2024, included
Novolog Flexpen U-100 insulin 100 unit/ml
(milliliters) (3 mL) pen: Inject 5 units before
breakfast, 5 units before noon meal and 6 units
before evening meal.

However, on November 5, 2024, at 1:37 p.m.,
registered nurse (RN)-B stated the insulin pen
should include the current orders or have a
sticker on the pen that reads "Direction changed
refer to chart".

The licensee's Medication & Treatment Orders
policy dated August 2021, indicated the RN is
responsible for assuring that an order for
medication or treatment must contain the name
of the resident, a description of the medication,

Minnesota Department of Health
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treatment, or therapy to be provided and the
frequency, duration and other information needed
to carry out the order. An order for medication
must be current and consistent with the resident's
nursing assessment.

01890

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

Minnesota Department of Health
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Minnesota Department of Health
Environmental Health, FPLS
P. O. Box 64495
St. Paul, MN 55164-0495
651-201-4500

Type:
Date:
Time:
Report:

Full
11/04/24
11:00:03
1034241144

Food  and Beverage  Establishment
Inspection  Report

Location:
Ridgeway On German
715 South German Street
New Ulm, MN56073
Brown County, 08

Establishment  Info:
ID #: 0039185
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 5073547400
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.

3-800 Highly  Susceptible  Populations
3-801.11C ** Priority  1 **

MN Rule 4626.0447C Discontinue serving raw or partially cooked animal foods or sprouts to a highly
susceptible population.
DISCONTINUE USING UNPASTEURIZED EGGS WHEN MAKING MADE-TO-ORDER PARTIALLY
COOKED EGGS SUCH AS SUNNY-SIDE UP OR OVER EASY.
Comply By: 11/05/24

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.
NEED A THIN PROBE THERMOMETER. BOTH THERMOMETERS THAT ESTABLISHMENT
CURRENTLY HAS ON HAND ARE LARGE DIAMETER.
Comply By: 11/13/24

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.
NEED QUAT TEST STRIPS.
Comply By: 11/13/24
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Page 2

4-500 Equipment  Maintenance  and  Operation
4-501.11AB

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.
THE 2-DOOR FREEZER IS CURRENTLY LEAKING. REPAIR.
Comply By: 11/25/24

7-200 Toxic Supplies  and  Applications
7-209.11

MN Rule 4626.1675 Store personal care items according to the rule.
PERSONAL CAN OF JAM FOUND MIXED IN WITH ESTABLISHMENT'S ITEMS IN 2-DOOR COOLER.
MAINTAIN SEPARATION BETWEEN PERSONAL ITEMS AND THE ESTABLISHMENT'S ITEMS.

Comply By: 11/05/24

Surface  and  Equipment  Sanitizers
Chlorine: = 50 at Degrees Fahrenheit
Location: Dishwasher
Violation Issued: No

Quaternary Ammonia: = 200 at Degrees Fahrenheit
Location: Sani Bucket
Violation Issued: No

Quaternary Ammonia: = 200 at Degrees Fahrenheit
Location: Sani Bucket
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Hot Holding
Temperature: 180 Degrees Fahrenheit - Location: Ham
Violation Issued: No
Process/Item: Hot Holding
Temperature: 182 Degrees Fahrenheit - Location: Broccoli
Violation Issued: No
Process/Item: Prep Cooler
Temperature: 36.4 Degrees Fahrenheit - Location: Hard Boiled Eggs
Violation Issued: No
Process/Item: 2-Door Cooler
Temperature: 35.0 Degrees Fahrenheit - Location: Meat
Violation Issued: No
Process/Item: 2-Door Cooler
Temperature: 34.7 Degrees Fahrenheit - Location: Milk
Violation Issued: No
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Process/Item: Cold Holding
Temperature: 41.0 Degrees Fahrenheit - Location: Coffee
Violation Issued: No
Process/Item: Cold Holding
Temperature: 39.0 Degrees Fahrenheit - Location: Juice
Violation Issued: No
Process/Item: Small Cooler
Temperature: 35.8 Degrees Fahrenheit - Location: Milk
Violation Issued: No

Total Orders In This Report Priority 1
1

Priority 2
2

Priority 3
2

Inspection conducted in conjunction with HRD.
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 1034241144 of 11/04/24.

Certified Food Protection Manager:Vincent G Branch

Certification Number: FM107259 Expires: 07/29/27

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Establishment Representative

Signed:
McKenna Mathews, RS
Public Health Sanitarian 2
Mankato District Office
507-344-2729
mathews.mckenna@state.mn.us


