
P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

Electronically Delivered

December 18, 2023

Licensee
Twins Home Care Service, LLC
13708 Wellington Cres
Burnsville, MN 55337

RE: Project Number(s) SL39002015

Dear Licensee:

This is your off icial no t ice that  you ha ve bee  n gra nted  you r assiste  d liv ing facility lice nse.  Yo ur li ce ns e effecti ve
and expiration dates  remain  the  same  as on your provisional license. Your updated  status  will be listed on the
li cens e certi fi cate  at  renew al and this  letter  serves  as proof  in the  meanti me. If you ha ve not  re cei ved a le tter
from us with information  regarding renewing  your license within 60 days prior to  your expiration  date,  please
contac t us at  (651) 201-5273 or by em ail at  Health.  as sistedl iv ing@ sta te  .mn. us .

The Minnesota  Department  of Health completed  an initial survey on December  6, 2023, for the  purpose
assessing compliance with state  licensing statutes.  At the  time of the  survey, the  Minnesota  Department  of
Health noted  violations of the  laws pursuant  to  Minnesota  Statute,  Chapter  144G.

STATE CORRECTION ORDERS
The enclosed  State  Form documents  the  state  correction  orders.  The Department  of Health documents  state
correction  orders  using federal  software.  Tag numbers  are  assigned to Minnesota  state  statutes  for Home
Care 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 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
Per Minn. Stat. § 144G.30, Subd. 5(c), the  licensee  must  document  actions taken  to comply with the  correction
orders  within the  time period  outlined  on the  state  form; however,  plans of correction  are  not  required  to
be submitted  for approval.

The correction  order  documentation  should include the  following:

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

· Identify how the  area( s) of noncompliance  was corrected  for all of the  provider’s
residents/ 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).

An equal  opportunity  employer.
04/20/ 2023

Letter ID: 9GJX Revised
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CORRECTION ORDER RECONSIDERATION PROCESS
In accordance  with Minn. Stat. § 144G.32, Subd. 2, you may challenge the  correction  order  issued, including
the  level and scope,  and  any fine assessed  through  the  correction  order  reconsideration  process.  The request
for reconsideration  must  be in writing and received  by the  Department  of Health within 15 calendar  days of
the  correction  order  receipt  date.

A state  correction  order  under  Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment  is associated  with a
maltreatment  determination  by the  Office of Health Facility Complaints. If maltreatment  is substantiated,  you
will receive a separate  letter  with the  reconsideration  process  under  Minn. Stat. § 626.557.

To submit  a reconsideration  request,  please  visit:

https: / / forms. web. health. state. mn.us/ form/ HRD-Appeals-Form

You are  encouraged  to retain  this document  for your records.  It is your responsibility to share  the
information  contained  in the  letter  and/ or state  form with your organization’s Governing Body.

If you have any questions,  please  contact  me.

Sincerely,

Jonathan  Hill, Supervisor
State  Evaluation Team
Email: jonathan. hill@state. mn.us
Telephone:  651-201-3993 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:
SL39002015- 0

On  December  5,  2023,  through  December  6,
2023,  the  Minnesota  Department  of Health
conducted  an  initial survey  at  the  above  provider,
and  the  following correction  orders  are  issued.  At
the  time  of the  survey,  there  were  two (2) active
residents,  all of whom  received  services  under
the  Provisional  Assisted  Living with Dementia
Care  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 with Dementia
Care  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
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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  December  5,  2023,  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.

0 630  144G. 42  Subd.  6 (b) Compliance  with
SS= D requirements  for reporting  ma

(b) The  facility must  develop  and  implement  an
individual  abuse  prevention  plan  for each
vulnerable  adult.  The  plan  shall  contain  an

Minnesota  Department  of Health
STATE FORM

0 630

6899 P6CQ11 If continuation  sheet  2 of 12
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individualized  review  or assessment  of the
person' s  susceptibility  to abuse  by another
individual,  including  other  vulnerable  adults;  the
person' s  risk of abusing  other  vulnerable  adults;
and  statements  of the  specific  measures  to be
taken  to minimize  the  risk of abuse  to that  person
and  other  vulnerable  adults.  For  purposes  of the
abuse  prevention  plan,  abuse  includes
self- abuse.

0 630

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  an  individual
abuse  prevention  plan  (IAPP)  contained  specific
statements  of the  person' s  risk of abusing  other
vulnerable  adults  for one  of two residents  (R2) .

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:

R2's  diagnoses  included  neurocognitive  disorder
due  to Alzheimer' s  disease,  atrial  fibrillation
(irregular  heart  rhythm) , epilepsy  (seizures)
intractable,  and  depression.

R2's  signed  service  plan  dated  November  25,
2022,  indicated  R2  received  assistance  with
housekeeping,  laundry,  meals,  bathing,  feeding,
dressing,  grooming,  toileting,  mobility, and
medication  administration.

Minnesota  Department  of Health
STATE FORM 6899  P6CQ11 If continuation  sheet  3 of 12
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On  December  5,  2023,  at  11:35  a. m. , unlicensed
personnel  (ULP)-C was  observed  to provide  R2
with feeding  assistance  and  medication
administration.

0 630

R2's  IAPP  dated  November  2, 2023,  lacked  the
required  content  to include:
-risk of abusing  of other  vulnerable  adults.

On  December  6,  2023,  at  1:00  p.m. , clinical nurse
supervisor  (CNS) -B stated,  R2' s  IAPP should
have  included  documentation  of R2' s
susceptibility  or risk to abuse  others.  CNS- B
verbalized  she  would  ensure  R2's  IAPP  plan  was
updated  to include  all of the  required  content.
-3:00  p.m. , owner  (O)-A stated,  CNS- B would  get
R2's  IAPP  updated  with the  required  information.

The  licensee' s  Individualized  Abuse  Prevention
Plan  policy dated  October  10,  2021,  included  "will
develop  and  implement  an  individual  abuse
prevention  plan  for each  vulnerable  adult.  All
residents  in an  assisted  living are  categorically
considered  vulnerable  adults. " In addition,  noted
"1.  The  plan  will contain  an  individualized  review
or assessment  of the  person' s  susceptibility  to
abuse  by another  individual,  including:  a.  other
vulnerable  adults  b.  the  person' s  risk of abusing
other  vulnerable  adults,  and  c.  statements  of the
specific  measures  to be  taken  to minimize  the
risk of abuse  to that  person  and  other  vulnerable
adults.  2.  For  purposes  of the  abuse  prevention
plan,  abuse  includes  self- abuse. "

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

Minnesota  Department  of Health
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0 660  144G. 42  Subd.  9 Tuberculosis  prevention  and
SS= F control

0 660

0 660

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

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to establish  and  maintain  a
tuberculosis  (TB) prevention  program  based  on
the  most  current  guidelines  issued  by the  Centers
for Disease  Control  and  Prevention  (CDC)  which
includes  baseline  testing,  and  screening  for two
of two employees  (clinical nurse  supervisor
(CNS) -B, unlicensed  personnel  (ULP)-C).

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) .

Minnesota  Department  of Health
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The  findings  include:

0 660

The  facility TB risk assessment  was  completed
on  December  3,  2023,  and  indicated  the  facility
was  low risk for TB transmission.

CNS- B
CNS- B was  hired  on  May 8,  2022,  and  provided
direct  nursing  care  services  to the  residents  of
the  facility.

CNS- B employee  record  included  a  first step
tuberculin  skin  test  (TST)  dated  July  14,  2021,
greater  than  90-days  prior to CNS- B hire  date,
and  lacked  a  second  step  TST.

ULP-C
ULP-C was  hired  on  February  22,  2023,  and
provided  care  assistance  to the  residents  of the
facility.

ULP-C's  employee  record  included  a  Quantiferon
(blood  test  for tuberculosis  diagnosis)  TB test
completed  on  March  9, 2023,  but  lacked
documentation  of TB history  and  symptom
screening  completed  upon  hire.

On  November  5, 2023,  at  1:25  p.m. , CNS- B
stated  she  would  see  if she  was  able  to find the
second  step  TST.  CNS- B also  asked  the  surveyor
if a  second  step  TST  was  required  to be
performed.  CNS- B indicated  she  was  not  aware  a
second  step  TST  needed  to be  completed.

On  November  6, 2023,  at  1:00  p.m. , CNS- B
stated  she  was  unable  to find her  second  step
TST  result,  or ULP-C's  TB history  and  symptom
screening  form.
-At 3:00  p.m. , owner  (O)-A, and  CNS- B stated
they  planned  to get  the  TB testing  and  history  and

Minnesota  Department  of Health
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symptom  screenings  completed  for CNS- B and
ULP-C.

0 660

The  Regulations  for Tuberculosis  Control  in
Minnesota  Health  Care  Settings,  dated  July  2013,
noted,  "The  purpose  of this  manual  is to assist
health  care  facilities  in Minnesota  to understand
what  is needed  to be  in compliance  with
Minnesota  laws  revised  in 2013  regarding  TB
prevention  and  control,  and  to provide  tools  for
implementing  legal  regulations  and  best  practices
in their  settings. " This  included,  Baseline  TB
screening  is required  for all health  care  workers
(HCW). Baseline  TB screening  consists  of three
components:
1.  Assessing  for current  symptoms  of active  TB
disease;
2.  Assessing  TB history;
3.  Testing  for the  presence  of infection  with
Mycobacterium  tuberculosis  by administering
either  a
two-step  TST  or single  IGRA; and
An employee  may  begin  working  with patients
after  a  negative  TB symptom  screen  (i.e. , no
symptoms
of active  TB disease)  and  a  negative  IGRA or
TST  (i.e. , first step)  dated  within 90  days  before
hire.  The
second  TST  may  be  performed  after  the  HCW
starts  working  with patients. "

The  licensee' s  Tuberculosis  Screening  policy
dated  October  10,  2021,  included,  "Staff  whose
essential  job functions  require  work within the
same  air space  of home  care  clients  will be
screened  and  tested  for tuberculosis  prior to the
staff  being  exposed  to clients.  Baseline  (upon
hire)  screening  will be  completed,  but  serial
(annual)  screening  will only be  required  with
increased  occupational  risk or exposure. " Also

Minnesota  Department  of Health
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included,  "Screening  will be  conducted  as  follows:
1.  New staff  will be  screened  for active  signs  of
TB using  the  Baseline  TB Screening  Tool for
HCWs;
2.  New staff  will have  an  IGRA blood  test  or a
two-step  Mantoux  [TST]  conducted  with results
documented  on  the  Baseline  TB Screening  Tool
for HCWs;
3.  No staff  will be  permitted  to begin  work where
the  work involves  sharing  the  air space  with
residents  until the  negative  results  of the  first
Mantoux  are  read  and  documented  or a  negative
IGRA blood  test  result  is received  and
documented;
4.  Staff  TB screening  results  will be  kept  in each
employee  medical  file; and
5.  Staff  should  be  screened  for signs  and
symptoms  on  an  annual  basis. "

0 660

No further  information  was  provided.

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

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) .
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The  findings  include:

0 810

On  December  06,  2023,  clinical nurse  supervisor
(CNS) -B 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  FSEP,  titled "Evacuation  Plan
Policy", undated,  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
inappropriately  included  a  shelter- in-place
strategy  stating  "it is unusual  to evacuate  an
entire  medical  center.  Most  times  a  side- to-side
horizontal  evacuation  is sufficient  to meet  patient
care  needs.  Only under  the  order  of the  City of
Long Beach  Fire  Department  or Hospital
administration  would  an  entire  medical  center
evacuation  occur. " The  facility plan  titled "9.06
Fire  Policy", dated  October  10,  2021,  indicated  to
use  R.A.C.E.  (Remove,  Alarm,  Confine  and
Extinguish  or Evacuate)  acronym  but  the  plan
was  designed  for a  building with life safety
systems  such  as  fire doors  and  smoke
compartments.  The  policy had  not  been  updated
to provide  complete  actions  for employees  to take
in the  event  of a  fire or similar  emergency  at  the
licensed  facility which  did not  have  life safety
systems  or a  fire-resistant  construction  type

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
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follow in case  of a  fire or similar  emergency.

0 810

During  an  interview  on  December  06,  2023,  at
2:00  p.m. , CNS- B stated  she  understood  the
areas  of her  policy that  were  incomplete  and
would  work on  bringing  them  into compliance.

TRAINING
Record  review  indicated  the  licensee  failed  to
provide  evacuation  training  to residents  at  least
once  per  year.  CNS- B was  unable  to provide
documentation  showing  any  training  offered  to
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  as  evidenced  by
the  "Staff  In-Service  Training"  report  provided  by
CNS- B. The  report  indicated  training  was
provided  on  11/05/2023  on  fire safety,  but  no
other  training  was  on  the  report.  No other
documentation  was  provided.

During  an  interview  on  December  06,  2023,  at
2:00  p.m. , CNS- B stated  she  was  not  sure  how
many  times  per  year  the  staff  are  trained  on  fire
safety.  She  thought  it was  two to three  times,  but
would  have  to ask  her  manager  for specific
details  and  documentation.  CNS- B stated  she  did
not  know  if they  were  offering  training  to residents
and  would  have  to ask  her  manager  for more
information.  Survey  staff  agreed  to accept
additional  documentation,  but  none  was  provided.
CNS- B stated  she  understood  the  areas  of her
training  that  were  insufficient  and  would  work on
bringing  them  into compliance.

DRILLS
Record  review  indicated  the  licensee  failed  to
conduct  evacuation  drills for employees  twice  per
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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  08/02/2023,  and  11/09/2023.  No
other  documentation  was  provided.

0 810

During  an  interview  on  December  06,  2023,  at
2:00  p.m. , CNS- B stated  there  were  no  further
documented  drills for the  facility and  verified  this
deficient  condition.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days
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Food  and Beverage  Establishment
Inspection  Report

Location:
Twins Home Care Services
13708 Wellington Cres
Burnsville, MN55337
Dakota County, 19

Establishment  Info:
ID #: 0042196
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: 12/31/23
Phone #:
ID #:

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

The following orders were issued during this inspection.

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

MN Rule 4626.0040C The person in charge must record all reports of diarrhea or vomiting made by food
employees and report those illnesses to the regulatory authority at the specific request of the regulatory
authority.
ESTABLISHMENT DOES NOT CURRENTLY HAVE AN ILLNESS LOG FOR RECORDING ILLNESS IN
FOOD WORKERS. ILLNESS LOG AND ILLNESS REPORTING INFORMATION SENT WITH REPORT.

Comply By: 12/07/23

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.
RAW EGGS OBSERVED TO BE STORED OVER READY TO EAT FOODS IN THE REFRIGERATOR.
DISCUSSED PROPER STACKING ORDER WITH MANAGER.
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.
DELI MEATS AND CHEESE OBSERVED WITHOUT DATE MARKS IN THE REFRIGERATOR.
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DISCUSSED DATE MARKING PROCEDURES WITH MANAGER.
Comply By: 12/07/23

Page 2

2-100 Supervision
2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
NO CERTIFIED FOOD PROTECTION MANAGER ON SITE. CFPM APPLICATION SENT WITH
REPORT.
Comply By: 04/08/24

Surface  and  Equipment  Sanitizers
Hot Water: = at 160 Degrees Fahrenheit
Location: DISHWASHER
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cold Holding/ DELI MEAT
Temperature: 40 Degrees Fahrenheit - Location: REFRIGERATOR
Violation Issued: No

Total Orders In This Report Priority 1
2

Priority 2
1

Priority 3
1

ESTABLISHMENT IS A RESIDENTIAL HOME WITH RESIDENTIAL EQUIPMENT.

DISHWASHER HAS SANITIZE FUNCTION AND TEMPERATURE STICKER CONFIRMED
APPROPRIATE TEMPERATURE WAS REACHED INSIDE THE MACHINE.

FLOORS, WALLS, CEILINGS AND EQUIPMENT ARE ALL RESIDENTIAL AND WILL BE
MONITORED THROUGH THE YEARS.

DISCUSSED PEST CONTROL.

ESTABLISHMENT HAS 2 BASIN HAND SINK WITH ONE SIDE DESIGNATED FOR HAND WASHING
ONLY.

INSPECTION CONDUCTED WITH DEDE HINNENDAEL (MDH) PRESENT.
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NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1018231225 of 12/05/23.

Certified Food Protection Manager:

Certification Number: Expires: / /

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Establishment Representative

Signed:
Rebecca Prestwood
Sanitarian 3
6512013777
rebecca.prestwood@state.mn.us


