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Electronically Delivered

December 3, 2025

Licensee
The Legacy of Farmington
22300 Denmark Avenue
Farmington, MN 55024

RE: Project Number(s) SL33271016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on November 5, 2025, 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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x Identify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

x 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.

x 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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*****ATTENTION*****

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are corrected
requires compliance with all requirements
provided at the Statute number indicated below.
When Minnesota Statute contains several items,
failure to comply with any of the items will be
considered lack of compliance.

INITIAL COMMENTS:

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
assigned tag number appears in the
far-left column entitled "ID Prefix Tag."
The state Statute number and the
corresponding text of the state Statute out
of compliance is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

SL33271016-0

On November 3, 2025, through November 5,
2025, 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 65 residents; 57
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 Subdivision 1 Subd. 1a (a-b) Minimum
SS=F requirements; required food services

0 480

Minnesota Department of Health
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0 480 Continued From page 1 0 480

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.
(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:
(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;
(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;
(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
install a dedicated handwashing sink in its
existing kitchen provided it designates one well
of a two-compartment sink for use only as a
handwashing sink;
(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,

Minnesota Department of Health
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existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;
(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

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 November 4, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

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

0 640

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:
(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;
(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and
(3) providing reasonable accommodations with
information and notices in plain language.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to support protection and safety by not
posting information the 911 emergency number
in common areas and near telephones provided
by the assisted living facility. This had the
potential to affect all residents, staff, and visitors.

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

Minnesota Department of Health
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The findings include:

0 640

On November 3, 2025, at 10:00 a.m. during the
facility tour with licensed assisted living director
(LALD)-A and director of health services
registered nurse (DHSRN)-B, the surveyor did
not observe the 911 emergency number to be
posted in common areas and near telephones
provided by the assisted living facility.

On November 3, 2025, at 1:40 p.m., LALD-A
reviewed the common area with the surveyor and
stated she did not see the posting. LALD-A
stated it is only posted on the receptionist's
phone, and it should be posted in the common
area for all to see.

No further information was provided

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

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

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

0 730

Minnesota Department of Health
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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
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 complete a discharge summary
to include all the required content according to
MN Rules 4659.0120, subp 9. for one of one

Minnesota Department of Health
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discharged resident (R1).

0 730

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at an
isolated scope (when one or a limited number of
residents are affected or one or a limited number
of staff are involved, or the situation has occurred
only occasionally).

The findings include:

R1 was admitted on March 21, 2025, with
diagnoses including Lewy Body dementia. R1
was discharged on May 10, 2025.

R1's service plan effective April 7, 2025,
indicated R1 received assistance with medication
administration.

R1's progress notes dated May 2025, did not
include any evidence that a discharge summary
was completed upon discharge.

On November 3, 2025, at 2:15 p.m., director of
health services registered nurse (DHSRN)-B
stated they did not complete a discharge
summary for R1. DNSRN-B stated they are
aware of the process, but R1 discharged prior to
the change in administration.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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0 775 144G.45 Subd. 2. (a) Fire protection and physical

SS=B environment

0 775

0 775

Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain facility in compliance with
Minnesota State Fire Code under Minnesota
Rules Chapter 7511. This had the potential to
affect some residents, staff, and visitors.

This practice resulted in a level one violation (a
violation that will cause only minimal impact on
the resident and does not affect health or safety)
and was issued at a pattern scope (when more
than a limited number of residents are affected,
more than a limited number of staff are involved,
or the situation has occurred repeatedly; but is
not found to be pervasive).

The findings include:

On November 3, 2025, from approximately 11:40
a.m. to 2:20 p.m., the surveyor toured the facility
with director of maintenance (DOM)-E and
regional environmental services lead (RESL)-F.
During the tour the surveyor observed the
following:

The fire rating placards were missing from fire
doors supplied on elevator lobby on the second
floor. Rated doors should be equipped with
proper placards indicating rating.

An unapproved multiplug adapter was in use is

Minnesota Department of Health
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resident room 321 to power several electronics.
These multiplug adapters are not permitted as
they pose a potential fire risk. The unapproved
adapters should be removed or replaced.

0 775

LALD-E and RESL-F acknowledged the noted
deficiencies and stated they would address them.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01060 144G.52 Subd. 9 Emergency relocation
SS=D

(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.
(b) In the event of an emergency relocation, the
facility must provide a written notice that
contains, at a minimum:
(1) the reason for the relocation;
(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;
(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;
(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and
(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident

01060

Minnesota Department of Health
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may submit an appeal.
(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:
(1) the resident, legal representative, and
designated representative;
(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and
(3) the Office of Ombudsman for Long-Term Care
if the resident has been relocated and has not
returned to the facility within four days.
(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination
process in this section.currently known; and

01060

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to provide a written
notice with the required content for an
emergency relocation for the licensee's one
resident (R3) who was hospitalized.

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 was admitted to the facility on August 3, 2021,
with a diagnosis including dementia.

Minnesota Department of Health
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R3's progress notes dated September 3, 2025, at
11:20 a.m., noted R3 was taken to the
emergency room for a fainting episode. A later
note dated October 9, 2025, at 8:01 a.m.,
indicated the facility was notified R3 would be
returning to the facility.

R3's record lacked evidence of a written notice
provided to the resident, the resident's legal
representative, and designated representative
that contained, at a minimum:
- the reason for the relocation.
- the name and contact information for the
location to which the resident had been relocated
and any new service provider.
- contact information for the Office of
Ombudsman for Long-Term Care (OOLTC).
- if known and applicable, the approximate date
or range of dates within which the resident was
expected to return to the facility, or a statement
that a return date was not currently known; and a
statement that, if the facility refused to provide
housing or services after a relocation, the
resident had the right to appeal and the contact
information for the agency to which the resident
may submit an appeal.

In addition, R3's record lacked evidence of a
written notice provided to the Office of
Ombudsman for Long-Term Care if the resident
has been relocated and has not returned to the
facility within four days.

On November 5, 2025, at 12:06 p.m., licensed
assisted living director (LALD)-A stated the
nurses manage this process when someone is
hospitalized but could not locate the written
notice for R3's hospital stay.
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No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
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Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
THE LEGACY OF FARMINGTON
22300 DENMARK AVENUE
Farmington, MN 55024
Dakota County
Parcel:

Phone:

License Info
License: HFID 33271

Risk:
License:
Expires on:
CFPM: Jessica M. Buerkle
CFPM #: 5645; Exp: 2/24/2028

Inspection Info
Report Number: F1043251257
Inspection Type: Full - Single
Date: 11/4/2025 Time: 1:38:57 PM
Duration: minutes
Announced Inspection:
Total Priority 1 Orders: 2
Total Priority 2 Orders: 0
Total Priority 3 Orders: 2
Delivery:

New Order: 3-300C Protection from Contamination: equipment/utensils, consumers
3-304.14B Priority Level: Priority 3 CFP#: 41
MN Rule 4626.0285B Wiping cloths used for wiping counters and other equipment surfaces must be held in an approved
sanitizing solution and laundered daily.
COMMENT: FACILITY USES QUATERNARY AMMONIA. SANI BUCKETS MEASURED 0-50 PPM. ADVISED STAFF TO
MAINTAIN CONCENTRATION BETWEEN 200-400 PPM. COMPLY WITH ABOVE RULE.
Comply By: 11/4/2025 Originally Issued On: 11/4/2025

! New Order: 3-500B Microbial Control: hot and cold holding
3-501.16A2 Priority Level: Priority 1 CFP#: 22
MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical refrigeration.
COMMENT: THREE PACKS OF SLICED CHEESE STORED ON LIDS ON TOP OF CONTAINERS IN TOP PORTION OF
PREP COOLER AND MEASURED 45F. ADVISED STAFF TO DISCONTINUE PRACTICE AND TO STORE FOOD WITHIN
THE COLD WELL OR IN BOTTOM PORTION OF COOLER. STAFF DISCARDED CHEESE ONSITE. COMPLY WITH
ABOVE RULE.
Comply By: 11/4/2025 Originally Issued On: 11/4/2025

! New Order: 4-500 Equipment Maintenance and Operation
4-501.114C3 Priority Level: Priority 1 CFP#: 16
MN Rule 4626.0805C3 Provide and maintain an approved quaternary ammonium compound sanitizing solution in water
with 500 ppm hardness or less, a minimum temperature of 75 degrees F (24 degrees C) and a concentration specified in
21CFR.178.1010 and as indicated by the manufacturer's use directions and label.
COMMENT: 3 COMP SINK DISPENSER MEASURED 0-100 PPM. ADVISED STAFF TO REPAIR DISPENSER TO
MEASURED 200-400 PPM. CORRECTED ONSITE TO 200 PPM. COMPLY WITH ABOVE RULE.
Comply By: 11/4/2025 Originally Issued On: 11/4/2025

New Order: 6-500 Physical Facility Maintenance/Operation and Pest Control
6-501.12A Priority Level: Priority 3 CFP#: 55
MN Rule 4626.1520A Clean and maintain all physical facilities clean.
COMMENT: DUST ACCUMULATION OBSERVED ON KITCHEN CEILING TILES AND VENT FIXTURES. ADVISED
STAFF TO CLEAN AND MAINTAIN CLEAN. COMPLY WITH ABOVE RULE.
Comply By: 11/4/2025 Originally Issued On: 11/4/2025

Food & Beverage General Comment
Inspection was completed with Tracey Fearon as the lead Health Regulation Division Nurse Evaluator completing the site
survey.



Report Number: F1043251257
Inspection Type: Full
Date: 11/4/2025

Page: 2

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

TEMPERATURE (F)
PREP COOLER: SLICED CHEESE 45* (X3), LETTUCE 41, SHREDDED CHEESE 41, TUNA SALAD 41
COOK LINE UNDER COUNTER COOLER: SHREDDED CHEESE 41, SLICED CHEESE 41
WALK IN COOLER: PORK 40, CHEESE 40, MILK 40, HARD BOILED EGG 40
SERVER STATION UNDER COUNTER COOLER: MILK 41
THAWING: BEEF 31

UTENSIL SURFACE TEMPERATURE (F)
DISH MACHINE: 173

QUATERNARY AMMONIA (PPM)
3 COMP SINK DISPENSER: 0-100* (CORRECTED TO 200 PPM)
SANI BUCKET: 50* (X2)

Contact Health Regulation Division for plan review approval when facility/kitchen undergoes remodeling, major equipment
additions, or changes of equipment due to a menu change.

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

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I  acknowledge receipt of the Metro District Office inspection report number F1043251257 from 11/4/2025

Jessica M. Buerkle
Culinary Director

Blia Lor,
Public Health Sanitarian 1
651-355-0641
blia.lor@state.mn.us


