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March 1, 2024

Licensee
Angels Homes, LLC
13200 West  Manor Boulevard
Burnsville, MN 55337

RE: Project Number(s) SL34624015

Dear Licensee:

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

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

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

DOCUMENTATION OF ACTION TO COMPLY
In accorda nc e wi th Mi nn. Sta t. § 144G.30, Subd. 5(c), the  licens ee  mus t doc ument  acti ons ta ken 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).
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CORRECTION ORDER RECONSIDERATION PROCESS
In accordance  with Minn. Stat. § 144G.32, Subd. 2, you may challenge  the  correction order(s) issued,
including the  level and scope,  and any fine assessed  through the  correction order reconsideration
process.  The request  for reconsideration  must  be in writing and received by MDH within 15 calendar
days of the  correction order receipt  date.

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

The MDH Health Regulation Division (HRD) values your feedback  about  your experience  during the
survey and/ or investigation  process.  Please  fill out this anonymous provider feedback  questionnaire
at your conveni enc e at thi s link: https: / / forms.office.com/ g/ Bm5uQEpHVa. Your input is importa nt
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

PMB
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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:
SL34624015

On  February  12,  2024,  through  February  13,
2024,  the  Minnesota  Department  of Health
conducted  a  full survey  at  the  above  provider,  and
the  following correction  orders  are  issued.  At the
time  of the  survey,  there  were  five residents;  five
receiving  services  under  the  Assisted  Living
license.

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 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.

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

0 480

(13)  offer to provide  or make  available  at  least  the
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  MZSP11 If continuation  sheet  1 of 27
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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  February  12,  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

(a)  The  facility must  meet  the  following
requirements:
(1) have  a  written  emergency  disaster  plan  that

Minnesota  Department  of Health
STATE FORM

0 680

6899 MZSP11 If continuation  sheet  2 of 27
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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
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  observation,  interview,  and  record
review,  the  licensee  failed  to post  an  emergency
disaster  plan  prominently,  have  a  written
emergency  preparedness  (EP)  plan  with all the
required  content.  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,  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

Minnesota  Department  of Health
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a  large  portion  or all of the  residents) .

0 680

The  findings  include:

EMERGENCY  PLAN POSTED
On  February  12,  2024,  at  approximately  10:00
a. m.  during  the  facility tour,  the  surveyor  did not
observe  any  signage  or information  regarding  the
licensee' s  emergency  disaster  or preparedness
plan  posted.  At this  time,  licensed  assisted  living
director/ clinical nurse  supervisor  (LALD/CNS) -A
stated  the  plan  was  not  posted  prominently.

EMERGENCY  PREPAREDNESS  PLAN (EPP)
CONTENT
The  licensee' s  Emergency  Preparedness  plan,
undated,  was  reviewed  and  lacked  the  following:
- establish  and  maintain  a  comprehensive  EPP,
reviewed/ updated  annually;
- how they  would  coordinate  with other  health
care  facilities  and  community  during  an
emergency  or disaster  (natural,  man- made,
facility, etc. ), reviewed/ updated  annually;
- documented  date  of reviews  and  updates;
- community  risk assessment  with
documentation;
- consider  duration  of interruptions;
- arrangements/ contracts  to re- establish  utility
services;
- develop  strategies  for addressing
community- based  risks  (evacuation  plans,
staffing/ shortage,  back- up  plans) ;
- an  assessment  of at- risk population' s  needs
including  maintaining  independence,
communication,  transportation,  supervision,  and
medical  care;
- must  identify which  staff  would  assume  specific
roles  in another' s  absence  through  succession
planning  and  delegation  of authority;
- a  qualified  person  who is authorized,  in writing,

Minnesota  Department  of Health
STATE FORM 6899 MZSP11 If continuation  sheet  4 of 27
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to act  in the  absence  of the  administrator;
- a  process  for cooperation  and  collaboration  with
local,  tribal,  regional,  State  and  Federal  EP  to
maintain  integrated  response;
- develop  and  implement  EP  policies/ procedures
and  review/ update  annually;
- develop/ implement  EP  policies  and  procedures
to address  evacuation  and  shelter  in place  for
staff  and  residents  which  must  include:

- alternate  sources  of energy  to maintain
temperature,  safety  and  sanitary  storage  of
provisions;

- alternate  sources  of energy  to fire detection,
extinguishing,  alarms  systems;

- a  tracking  system  used  to document
locations  of residents,  staff,  and  relocation  of
staff;
- develop  policies  and  procedures  to address  safe
evacuation  from the  facility including:

- needs  of evacuees;
- staff  responsibilities;
- transportation;
- alternate  communication  means;

- develop  policy and  procedures  for shelter  in
place  for residents,  staff  and  volunteers  who
remain  at  the  facility;
- develop  policy and  procedures  to address:

- systems  of medical  documentation  that
preserve  resident  information;

- protects  confidentiality;
- secures/ maintains  availability of records;

- develop  policy and  procedures  must  address
use  of volunteers  including  process  and  role  for
integration;
- develop  policy and  procedures  which  address
development  and  arrangements  with other
facilities  or providers  to receive  residents  in the
event  continuity  of services  cannot  be  provided;
- develop  a  written  communication  plan  and
review/ update  annually;

Minnesota  Department  of Health
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- communication  plan  must  include  all the
following names/ contact  information:

- entities  providing  services  under
agreement;

- residents'  physicians;
- volunteers;
- communication  plan  must  include

contact  information  for:
- other  sources  of assistance;

- communication  plan  must  include:
- means  to provide  information  about

facility occupancy;
- and  ability to provide  assistance;
- authority  having  jurisdiction;
- incident  Command  Center;
- or designee;

- communication  plan  must  include  a  method
for sharing  information  from emergency  plan;

- must  develop  and  maintain  EP  training  and
testing  program,  review/ update  annually;

- must  conduct  exercises  to test  the  EP  plan
at  least  twice  per  year  including  unannounced
staff  drills using  the  EP;

- must  implement  emergency  and  standby
power  systems  based  on  their  EP;  and

- if part  of a  healthcare  system  consisting  of
separately  certified  healthcare  facilities  and  elects
to have  a  unified  and  integrated  EP,  they  may
choose  to participate.

0 680

On  February  13,  2024,  at  9:53  a. m.  LALD/CNS- A
stated  the  licensee' s  current  EP  plan  did not
include  the  above  content.

The  licensee' s  Emergency  Disaster  Plan
Orientation  and  Training  policy, undated,
indicated  the  facility will develop  an  emergency
preparedness  training  program  based  on  the
Emergency  Disaster  Plan,  Communication  Plan
and  Emergency  Disaster  Policies  and

Minnesota  Department  of Health
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Procedures.  All employees  will be  orientated  to
the  Emergency  Disaster  Plan,  including  their
responsibilities  in carrying  out  the  plan.  This
orientation  will be  provided  upon  hire  (during
orientation)  and  all employees  will participate  in
facility emergency  preparedness  plan  in-service
educational  sessions  annually.

0 680

No additional  information  was  provided.

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

0 690  144G. 43  Subdivision  1 Resident  record
SS= C

(a)  Assisted  living facilities  must  maintain  records
for each  resident  for whom  it is providing
services.  Entries  in the  resident  records  must  be
current,  legible,  permanently  recorded,  dated,
and  authenticated  with the  name  and  title of the
person  making  the  entry.

0 690

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  entries  in the
resident  records  were  authenticated  by the  name
and  title of the  person  making  the  entry  for one  of
one  resident  (R1) .

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) .

Minnesota  Department  of Health
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The  findings  include:

0 690

R1 was  admitted  on  August  26,  2019,  with
diagnoses  that  included  schizophrenia  (a  disorder
that  affects  a  person' s  ability to think,  feel,  and
behave  clearly) .

On  February  12,  2024,  at  11:47  a. m.  the  surveyor
observed  unlicensed  personnel  (ULP)-B check
R1's  blood  sugar.

R1's  blood  sugar  charting  sheet  dated  February
1,  2024,  through  February  29,  2024,  included
staff  initials but  lacked  staff  names/ signatures
and  credentials/ title.

R1's  behavior/ mood  symptom  sheet  dated
February  1,  2024,  through  February  29,  2024,
included  staff  initials but  lacked  staff
names/ signatures  and  credentials/ title.

On  February  13,  2024,  at  9:31  a. m. , licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A stated  R1' s  blood  sugar  charting
sheet  and  behavior/ mood  symptom  sheet  lacked
staff  names/ signatures  and  credentials/ titles.
LALD/CNS- A further  stated  the  same  blood  sugar
charting  sheet  and  behavior/ mood  symptom
sheet  was  used  for all residents.

The  licensee' s  Clinical Record  policy dated
September  6,  2023,  indicated  all entries  into the
clinical record  would  be  legible,  permanently
recorded  in ink, dated,  and  authenticated  with the
name  and  title of the  person  making  the  entry.

No further  information  was  provided.

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

Minnesota  Department  of Health
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0 780  144G. 45  Subd.  2 (a)  (1) Fire  protection  and
SS= F physical  environment

0 780

(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:
Based  on  observation  and  interview,  the  licensee
failed  to provide  smoke  alarms  that  functioned
and  are  interconnected  so  that  the  actuation  of
one  alarm  causes  all alarms  in the  dwelling unit to
actuate.  This  deficient  condition  had  the  ability to
affect  all staff  and  residents.

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

Minnesota  Department  of Health
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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
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) .

0 780

Findings  include:

On  February  13,  2024,  at  10:30  a. m. , survey  staff
toured  the  facility with licensed  assisted  living
director/ clinical nurse  supervisor  (LALD/CNS) -A.
Survey  staff  tested  the  smoke  alarms  throughout
the  home.  Upon  testing,  it was  found  that  the
smoke  alarms  in the  facility were  not
interconnected.  The  smoke  alarm  in the  upstairs
hallway  would  set  off the  whole  house,  but  when
each  bedroom  was  tested,  the  smoke  alarms
would  not  set  off the  whole  house.

These  deficient  conditions  were  visually verified
by LALD/CNS- A accompanying  on  the  tour.

During  interview,  on  February  13,  2024,  at  4:00
p.m.  LALD/CNS- A stated  they  understood  the
smoke  alarm  requirements  and  would  figure  out
how to get  them  interconnected.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

0 810

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

rooms;
(2) employee  actions  to be  taken  in the  event  of

a  fire or similar  emergency;
(3) fire protection  procedures  necessary  for

residents;  and
(4) procedures  for resident  movement,

evacuation,  or relocation  during  a  fire or similar
emergency  including  the  identification  of unique
or unusual  resident  needs  for movement  or
evacuation.
(c) Employees  of assisted  living facilities  shall
receive  training  on  the  fire safety  and  evacuation
plans  upon  hiring and  at  least  twice  per  year
thereafter.
(d) Fire  safety  and  evacuation  plans  shall  be
readily  available  at  all times  within the  facility.
(e)  Residents  who are  capable  of assisting  in
their  own evacuation  shall  be  trained  on  the
proper  actions  to take  in the  event  of a  fire to
include  movement,  evacuation,  or relocation.  The
training  shall  be  made  available  to residents  at
least  once  per  year.
(f) Evacuation  drills are  required  for employees
twice  per  year  per  shift with at  least  one
evacuation  drill every  other  month.  Evacuation  of
the  residents  is not  required.  Fire  alarm  system
activation  is not  required  to initiate  the  evacuation
drill.

0 810

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  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.
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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)  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  February  14,  2024,  licensed  assisted  living
director/ clinical nurse  supervisor  (LALD/CNS) -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  licensee' s  FSEP,  titled "Fire  Safety" , dated
9/06/2023,  failed  to include  the  following:

The  FSEP  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)  but  failed  to include
procedures  for how staff  are  to complete  each
step.

The  FSEP  did not  identify specific  fire protection
actions  for residents.  There  was  no  section  in the
policy that  addressed  the  responsibilities  or basic
evacuation  procedures  that  residents  should
follow in case  of a  fire or similar  emergency.

The  FSEP  included  standard  resident  evacuation
Minnesota  Department  of Health
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procedures  but  failed  to provide  specific
procedures  for resident  movement  and
evacuation  or relocation  during  a  fire or similar
emergency  including  individualized  unique  needs
of residents.  The  plan  included  instructions  to
evacuate  residents  but  did not  include  any
procedures  for assisting  residents  during
evacuation  nor  did it include  instructions  for staff
to follow in case  of relocation.

0 810

TRAINING
Record  review  indicated  the  licensee  failed  to
provide  evacuation  training  to residents  at  least
once  per  year.  LALD/CNS- A was  unable  to
provide  documentation  showing  any  training
offered  or training  scheduled  for a  future  date  for
residents  on  the  fire safety  and  evacuation  plan.

Record  review  indicated  the  licensee  failed  to
provide  training  to employees  on  the  FSEP  upon
hire  and  at  least  twice  per  year.  LALD/CNS- A was
unable  to provide  documentation  showing  any
training  offered  or training  scheduled  for a  future
date  for staff  on  the  fire safety  and  evacuation
plan.

DRILLS
Record  review  indicated  the  licensee  failed  to
conduct  evacuation  drills for employees  twice  per
year,  per  shift with at  least  one  evacuation  drill
every  other  month  as  evidenced  by the  fire drill
reports  provided.  Evacuation  drills were
conducted  on  1/2/24,  7/4/23,  9/4/23,  and  9/9/23.
No other  documentation  was  provided.

Survey  staff  attempted  to schedule  two interviews
with LALD/CNS- A, but  they  did not  attend  either
meeting.  LALD/CNS- A emailed  survey  staff
explaining  that  they  had  an  emergency  situation
at  the  facility which  prevented  them  from
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attending  the  meeting  on  February  13,  2024,  at
4:00  p.m.  Survey  staff  rescheduled  the  meeting
for February  14,  2024,  at  4:30  p.m.  and
LALD/CNS- A failed  to attend

0 810

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

01530  144G. 64  TRAINING IN DEMENTIA CARE
SS= D REQUIRED

01530

(a)  All assisted  living facilities  must  meet  the
following training  requirements:
(1) supervisors  of direct- care  staff  must  have  at
least  eight  hours  of initial training  on  topics
specified  under  paragraph  (b) within 120  working
hours  of the  employment  start  date,  and  must
have  at  least  two hours  of training  on  topics
related  to dementia  care  for each  12  months  of
employment  thereafter;
(2) direct- care  employees  must  have  completed
at  least  eight  hours  of initial training  on  topics
specified  under  paragraph  (b) within 160  working
hours  of the  employment  start  date.  Until this
initial training  is complete,  an  employee  must  not
provide  direct  care  unless  there  is another
employee  on  site  who has  completed  the  initial
eight  hours  of training  on  topics  related  to
dementia  care  and  who can  act  as  a  resource
and  assist  if issues  arise.  A trainer  of the
requirements  under  paragraph  (b) or a  supervisor
meeting  the  requirements  in clause  (1) must  be
available  for consultation  with the  new  employee
until the  training  requirement  is complete.
Direct-care  employees  must  have  at  least  two
hours  of training  on  topics  related  to dementia  for
each  12  months  of employment  thereafter;

This  MN Requirement  is not  met  as  evidenced
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by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  one  of two employees
(unlicensed  personnel  (ULP)-B) received  the
required  amount  of dementia  care  training  in the
required  time  frame.

01530

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:

The  licensee  provided  services  under  an  Assisted
Living license.

ULP-B was  hired  on  January  16,  2024,  to provide
direct  care  and  services  to the  facility's  residents.

ULP-B's  employee  record  contained  evidence  the
employee  received  three  and  a  half hours  of
dementia  care  training,  not  the  required  eight
hours  of training  within 160  working  hours  of the
employment  start  date.

On  February  13,  2024,  at  9:39  a. m.  licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A stated  ULP-B had  been  assigned
additional  dementia  care  training  to meet  the
required  training  but  had  not  completed  it yet.

The  licensee' s  Dementia  Training  and  Disclosure
policy, undated,  indicated  all staff  would  complete
the  required  dementia  training  to comply  with
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state  laws.

01530

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
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  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  a  written
service  plan  was  revised  to reflect  the  current
services  provided  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) .

The  findings  include:

R1 was  admitted  on  August  26,  2019,  with
diagnoses  that  included  schizophrenia  (a  disorder
that  affects  a  person' s  ability to think,  feel,  and
behave  clearly) .

R1's  service  plan  dated  July  1,  2023,  indicated
R1 received  assistance  with medication
management,  grooming,  dressing,  bathing,
incontinence  care,  mobility, and  laundry.

R1's  physician  orders  dated  September  15,  2023,
included  blood  sugar  checks  three  times  a  day
and  as  needed.

On  February  12,  2024,  at  11:47  a. m.  the  surveyor
observed  unlicensed  personnel  (ULP)-B
administer  R1' s  medication  and  check  his  blood
sugar.

R1's  service  plan  lacked  evidence  of blood  sugar
checks.

On  February  13,  2024,  at  9:40  a. m.  licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A stated  R1' s  service  plan  did not
include  blood  sugar  checks.
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The  licensee' s  Service  Plan  policy dated
September  6,  2023,  indicated  the  service  plan
would  include  a  description  of all the  services  to
be  provided  by the  licensee.

01640

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  medication
administration  was  documented  accurately  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
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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) .

01760

The  findings  include:

R1 was  admitted  on  August  26,  2019,  with
diagnoses  that  included  schizophrenia  (a  disorder
that  affects  a  person' s  ability to think,  feel,  and
behave  clearly) .

On  February  12,  2024,  at  11:47  a. m.  the  surveyor
observed  unlicensed  personnel  (ULP)-B
administer  R1' s  medication  and  check  his  blood
sugar.

R1's  service  plan  dated  July  1,  2023,  indicated
R1 received  assistance  with medication
management.

R1's  signed  physician  orders  dated  September
15,  2023,  indicated  R1  received  Carvedilol  12. 5
milligrams  (mg)  by mouth  twice  daily.

R1's  medication  administration  record  (MAR)
dated  February  2024,  indicated  R1  received
Carvedilol  12. 5 mg  twice  daily. The  space  to
document  the  evening  dose  was  administered
was  left blank  starting  February  1,  2024,  to the
present  date  of February  13,  2024.

On  February  13,  2024,  at  9:46  a. m. , licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A reviewed  R1's  MAR and
medication  punch  cards  and  stated  the  evening
dose  of Carvedilol  had  been  administered  to R1,
but  not  documented  for the  dates  listed  above.
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The  licensee' s  Medication  Documentation  policy
dated  September  6,  2023,  indicated  each
medication  administered  by the  licensee  would  be
documented  in the  resident' s  clinical record.

01760

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01790  144G. 71  Subd.  10  Medication  management  for
SS= D residents  who will

01790

(2) for unplanned  time  away,  when  the  pharmacy
is not  able  to provide  the  medications,  a  licensed
nurse  or unlicensed  personnel  shall  provide
medications  in amounts  and  dosages  needed  for
the  length  of the  anticipated  absence,  not  to
exceed  seven  calendar  days;
(3) the  resident  must  be  provided  written
information  on  medications,  including  any  special
instructions  for administering  or handling  the
medications,  including  controlled  substances;  and
(4) the  medications  must  be  placed  in a
medication  container  or containers  appropriate  to
the  provider' s  medication  system  and  must  be
labeled  with the  resident' s  name  and  the  dates
and  times  that  the  medications  are  scheduled.
(b) For  unplanned  time  away  when  the  licensed
nurse  is not  available,  the  registered  nurse  may
delegate  this  task  to unlicensed  personnel  if:
(1) the  registered  nurse  has  trained  the
unlicensed  staff  and  determined  the  unlicensed
staff  is competent  to follow the  procedures  for
giving medications  to residents;  and
(2) the  registered  nurse  has  developed  written
procedures  for the  unlicensed  personnel,
including  any  special  instructions  or procedures
regarding  controlled  substances  that  are
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prescribed  for the  resident.  The  procedures  must
address:
(i) the  type  of container  or containers  to be  used
for the  medications  appropriate  to the  provider' s
medication  system;
(ii) how the  container  or containers  must  be
labeled;
(iii) written  information  about  the  medications  to
be  provided;
(iv) how the  unlicensed  staff  must  document  in
the  resident' s  record  that  medications  have  been
provided,  including  documenting  the  date  the
medications  were  provided  and  who received  the
medications,  the  person  who provided  the
medications  to the  resident,  the  number  of
medications  that  were  provided  to the  resident,
and  other  required  information;
(v) how the  registered  nurse  shall  be  notified  that
medications  have  been  provided  and  whether  the
registered  nurse  needs  to be  contacted  before
the  medications  are  given  to the  resident  or the
designated  representative;
(vi) a  review  by the  registered  nurse  of the
completion  of this  task  to verify that  this  task  was
completed  accurately  by the  unlicensed
personnel;  and
(vii) how the  unlicensed  personnel  must
document  in the  resident' s  record  any  unused
medications  that  are  returned  to the  facility,
including  the  name  of each  medication  and  the
doses  of each  returned  medication.

01790

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the
registered  nurse  (RN) developed  training  and
competencies  for one  of two unlicensed
personnel  (ULP-B) providing  medications  to
residents  for unplanned  time  away  from home
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when  the  licensed  nurse  was  not  available.

01790

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-B was  hired  on  January  16,  2024.

On  February  12,  2024,  at  11:47  a. m. . the
surveyor  observed  unlicensed  personnel  (ULP)-B
administer  R1' s  medications  and  check  R1' s
blood  sugar.

ULP-B's  employee  record  lacked  documentation
of training  and  competencies  for unplanned  time
away  when  the  RN was  not  available.

On  February  13,  2024,  at  9: 39  a. m. , licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A stated  ULP-B had  not  been
trained  or competency  tested  for providing
medications  to residents  for unplanned  time  away
from home.

The  licensee' s  Medication  Management  Plan  for
Residents  Away from Home  policy, undated,
indicated  RN would  train  the  ULP and  determine
the  ULP competency  to follow procedures  for
giving medications  to residents.

No further  information  provided.
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TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01790

01880  144G. 71  Subd.  19  Storage  of medications
SS= F

An assisted  living facility must  store  all
prescription  medications  in securely  locked  and
substantially  constructed  compartments
according  to the  manufacturer' s  directions  and
permit  only authorized  personnel  to have  access.

01880

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  all
medications  were  securely  locked  in substantially
constructed  compartments  and  permitted  only
authorized  personnel  to have  access.  This  had
the  potential  to affect  all five residents.

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:

On  February  12,  2024,  at  10:05  a. m.  during  the
facility tour  with licensed  assisted  living
director/ clinical nurse  supervisor  (LALD/CNS) -A,
the  surveyor  observed  an  unlocked  medication
cart  in the  dining  room  with no  staff  present.
Residents  were  walking  through  the  dining  room
at  this  time  to go  out  to the  deck.
-At this  time,  LALD/CNS- A notified  unlicensed

Minnesota  Department  of Health
STATE FORM 6899  MZSP11 If continuation  sheet  23  of 27



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  03/01/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

34624 B. WING _____________________________ 02/13/2024

NAME OF  PROVIDER  OR  SUPPLIER

ANGELS  HOMES  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

13200  WEST  MANOR BOULEVARD
BURNSVILLE,  MN 55337

(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

01880  Continued  From  page  23

personnel  (ULP)-B that  the  medication  cart  was
left unlocked  and  stated  it should  be  locked  when
unattended.

01880

On  February  12,  2024,  at  1:20  p.m.  the  surveyor
observed  ULP-B prepare  medications  to
administer  to R2.  ULP-B left one  of the  drawers  to
the  medication  cart  open  and  the  medication  cart
unlocked  while she  brought  R2' s  medications  to
him in the  living room.  The  medication  cart  was
left unsecured  and  unattended  for approximately
five minutes.

On  February  13,  2024,  at  9:47  a. m.  LALD/CNS- A
stated  ULP-B was  a  new  employee  and  would  be
re-educated  on  the  expectation  of keeping  the
medication  cart  locked  when  unattended.

The  licensee' s  Storage/ Control  of Medications
policy dated  September  6,  2023,  indicated  that
medications  managed  outside  of the  resident' s
private  living space  must  be  securely  locked  in
substantially  constructed  compartments  and  only
authorized  personnel  would  have  access.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01940  144G. 72  Subd.  3 Individualized  treatment  or
SS= F 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
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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
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  observation,  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
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a  limited number  of staff  are  involved,  or the
situation  has  occurred  only occasionally) .

01940

The  findings  include:

During  the  entrance  conference  on  February  12,
2024,  at  9:50  a.m. , licensed  assisted  living
director/ clinical nurse  supervisor  (LALD/RN)-A
stated  the  licensee  provided  treatment
management  services  to their  residents.

R1's  diagnoses  included  schizophrenia  (a
disorder  that  affects  a  person' s  ability to think,
feel,  and  behave  clearly) .

R1's  service  plan  dated  July  1,  2023,  indicated
R1 received  assistance  with medication
management,  grooming,  dressing,  bathing,
incontinence  care,  mobility, and  laundry.  The
service  plan  lacked  the  service  of blood  sugar
checks.

R1's  physician  orders  dated  September  15,  2023,
indicated  blood  sugar  checks  three  times  a  day
and  as  needed.

On  February  12,  2024,  at  11:47  a. m. , the
surveyor  observed  unlicensed  personnel  (ULP)-B
check  R1' s  blood  sugar.

R1's  records  lacked  a  treatment  management
plan  to include  the  following required  content  for
blood  sugar  checks:
- statement  of the  type  of service  that  will be
provided;
- documentation  of specific  resident  instructions
relating  to the  treatments  or therapy
administration;
- identification  of treatment  or therapy  tasks  that
will be  delegated  to unlicensed  personnel;
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- procedures  for notifying a  registered  nurse  when
a  problem  arose  with treatments  or therapy
services;  and
- any  resident- specific  requirements  relating  to
documentation  of treatment  and  therapy  received,
verification  that  all treatment  and  therapy  was
administered  as  prescribed  and  monitoring  of
treatment  or therapy  to prevent  possible
complications  or adverse  reactions.

On  February  13,  2024,  at  9:40  a. m.  LALD/CNS- A
stated  R1' s  record  lacked  a  treatment
management  plan  to include  all the  required
content  as  noted  above.

The  licensee' s  Individualized  Treatment  and
Therapy  Management  policy dated  September  6,
2023,  indicated  the  RN would  create  a  treatment
and  therapy  management  plan  for residents
receiving  treatment  services  to include:
- type  of service  to be  provided
- procedures  for documenting  treatments  or
therapies
- procedures  for monitoring  treatments  or
therapies  to prevent  possible  complications  or
adverse  reactions
- identification  of treatment  or therapy  tasks
delegated  to unlicensed  personnel
- procedures  for notifying the  nurse  when  a
problem  arises  related  to the  treatment  or therapy
service

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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Food  and Beverage  Establishment
Inspection  Report

Location:
Angels Homes Llc
13200 West Manor Boulevard
Burnsville, MN55337
Dakota County, 19

Establishment  Info:
ID #: 0038063
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 9522121688
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.
OBSERVED EGGS IN THE FRIDGE BEING STORED ABOVE RTE FOODS. EGGS MOVED TO
BOTTOM SHELF. ISSUE CORRECTED ON SITE.
Corrected  on Site

3-500C Microbial  Control:  date  marking
3-501.17B ** Priority  2 **

MN Rule 4626.0400B Mark the refrigerated, ready-to-eat, TCS food prepared and packaged in a processing
plant and opened and held for more than 24 hours in the food establishment using an effective method to indicate
the date by which the food must be consumed on the premises, sold, or discarded. The date must not exceed the
manufacturer's use-by-date.
OBSERVED AN OPENED BAG OF SHREDDED CHEESE IN THE FRIDGE. ISSUE CORRECTED ON
SITE.
Corrected  on Site

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 DEVICE TO MEASURE THE UST OF THE DISH MACHINE. MDH LEFT A COUPLE
THERMOLABEL TEST STICKERS UNTIL SOME CAN BE OBTAINED.
Comply By: 02/26/24
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6-500 Physical  Facility  Maintenance/ Operation  and  Pest  Control
6-501.11

MN Rule 4626.1515 Maintain the physical facilities in good repair.
OBSERVED A COUPLE BROKEN CABINETS IN THE KITCHEN. REPAIR AND MAINTAIN.
Comply By: 02/26/24

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

MN Rule 4626.1520A Clean and maintain all physical facilities clean.
OBSERVED SOME DEBRIS IN THE KITCHEN CUPBOARDS AND DRAWERS. COMPLY WITH
ABOVE RULE.
Comply By: 02/26/24

Surface  and  Equipment  Sanitizers
UTENSIL SURFACE TEMP: = at 160 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Ambient Temp
Temperature: 38 Degrees Fahrenheit - Location: KITCHEN FRIDGE
Violation Issued: No
Process/Item: Ambient Temp
Temperature: 2 Degrees Fahrenheit - Location: KITCHEN FREEZER
Violation Issued: No
Process/Item: Ambient Temp
Temperature: 0 Degrees Fahrenheit - Location: GARAGE CHEST FREEZER
Violation Issued: No

Total Orders In This Report Priority 1
1

Priority 2
2

Priority 3
2

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. SURVEYOR FROM HRD WAS KASSIE MARKING. INSPECTION
CONDUCTED IN PRESENCE OF ASAD ABDALLE, THE PERSON IN CHARGE. ALL VIOLATIONS
WERE DISCUSSED WITH PERSON IN CHARGE AND NURSE EVALUATOR DURING INSPECTION.

THIS FACILITY DOES NOT HAVE COMMERCIAL GRADE ANSI EQUIPMENT.
ALL FOOD MUST BE SERVED THE SAME DAY IT IS PREPARED, AND LEFTOVERS CAN NEVER BE
SAVED.

THESE ADDITIONAL TOPICS WERE DISCUSSED WITH THE PERSON IN CHARGE:
- EMPLOYEE ILLNESS EXCLUSION
- HAND WASHING PROCEDURE
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- NO BARE HAND CONTACT WITH RTE FOOD
- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS
- THERMOMETER USE AND CALIBRATION
- ANSI 184 STANDARD FOR RESIDENTIAL DISH WASHER
- PEST MANAGEMENT

FOR CORRECT BY DATES REFER TO COMPLETE REPORT ISSUED BY HRD.

**IF ANY RESIDENTS COMPLAIN OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF
HEALTH AND PROVIDE THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER TO THE
CUSTOMER. THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER IS 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 inspection report number 1036241025 of 02/12/24.

Certified Food Protection Manager:ASAD S. ABDALLE

Certification Number: FM119710 Expires: 11/02/26

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
ASAD ABDALLE
PERSON IN CHARGE (PIC)

Signed:
Jeff Johanson


