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Electronically Delivered

August 1, 2024

Licensee
Garden View At Hilltop
404 Luella Street
Watkins, MN  55389

RE:  Project Number(s) SL31471015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on July 3, 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 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:

� 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).

                                                                                      An equal opportunity employer.                                             Letter ID: IS7N REVISED 09/13/2021
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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 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,

Jessie Chenze, Supervisor
State Evaluation Team
Email: jessie.chenze@state.mn.us
Telephone: 218-332-5175 Fax:  1-866-890-9290

JMD
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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.

SL31471015

On July 1, 2024, through July 3, 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 38 residents; 27 receiving
services under the provider's Assisted Living
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.

0 100 144G.10 Subdivision 1 License required
SS=F

0 100

(a)(1)Beginning August 1, 2021, no assisted living
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 100 Continued From page 1

facility may operate in Minnesota unless it is
licensed under this chapter.

(2) No facility or building on a campus may
provide assisted living services until obtaining the
required license under paragraphs (c) to (e).
(b)The licensee is legally responsible for the
management, control, and operation of the
facility, regardless of the existence of a
management agreement or subcontract. Nothing
in this chapter shall in any way affect the rights
and remedies available under other law.
(c) Upon approving an application for an assisted
living facility license, the commissioner shall
issue a single license for each building that is
operated by the licensee as an assisted living
facility and is located at a separate address,
except as provided under paragraph (d) or (e).
(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.
(e) Upon approving an application for an assisted
living facility license, the commissioner may:

(1) issue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

0 100

Minnesota Department of Health
STATE FORM 6899 UHXG11 If continuation sheet 2 of 17
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This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to demonstrate legal responsibility for the
control and operation of the facility when the
licensee allowed use of facility space by a third
party vendor to provide therapy services to
residents from the attached skilled nursing facility
and to outside community members. 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 client's health or
safety but had the potential to have harmed a
client's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the clients).

Findings include:

During the initial tour of the assisted living facility
on July 1, 2024, at 11:48 a.m., registered nurse
(RN)-B stated the licensee had a contract with a
third party vendor to provide therapy services to
the assisted living residents. RN-B showed the
room where the therapy services were provided,
with the only access being through a door in the
common area near the main entrance of the
facility. The room included therapy equipment
such as portable stairs and strengthening
equipment. RN-B stated residents from the
attached skilled nursing facility were brought to
this room for therapy services and community
members came in to the assisted living facility to
receive therapy services, as well.

Minnesota Department of Health
STATE FORM 6899 UHXG11 If continuation sheet 3 of 17
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During an interview on July 1, 2024, at 2:20 p.m.,
occupational therapist (OT)-H, from the
contracted therapy company, stated this model
wasn't unique, was very common, and was
utilized in other facilities. OT-H stated the room in
the assisted living facility was likely used because
the space was available.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:
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).

Minnesota Department of Health
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0 480 Continued From page 4

The findings include:

0 480

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated July 1, 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.

0 650 144G.42 Subd. 8 Employee records
SS=D

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:
(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;
(2) records of orientation, required annual training
and infection control training, and competency
evaluations;
(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;
(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;
(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and
(6) documentation of the background study as
required under section 144.057.

0 650

Minnesota Department of Health
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0 650 Continued From page 5

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the employee record
contained the required content for one of three
employees (unlicensed personnel (ULP)-E).

0 650

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

The findings include:

ULP-E had a start date of September 1, 2022.

ULP-E's record lacked evidence of the following:
- documentation of annual performance reviews
that identify areas of improvement needed and
training needs.

On July 3, 2024, at 11:00 a.m., clinical nurse
supervisor (CNS)-A stated she was unable to find
documentation of an annual performance review
for ULP-E.

The licensee's Employee File - Employee
Records policy, dated May 2023, indicated
employee records for each person would include
documentation of annual performance reviews
that identify areas of improvement needed and
training needs.

No further information was provided.

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

0 650

0 660 144G.42 Subd. 9 Tuberculosis prevention and
SS=D control

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
included completion of a two-step tuberculin skin
test (TST) or other evidence of TB screening
such as a blood test, for one of four employees
(clinical nurse supervisor (CNS)-A).

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

Minnesota Department of Health
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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).

0 660

The findings include:

During the entrance conference on July 1, 2024,
at 10:20 a.m., with CNS-A and registered nurse
(RN)-B, a request was made to review the facility
TB risk assessment. The TB risk assessment
provided was dated February 14, 2024, and
indicated the licensee was a "low risk."

CNS-A had a hire date of November 13, 2023, to
provide supervision of staff and services for
residents under the licensee's Assisted Living
license.

Review of CNS-A's employee record contained
documentation of a blood test used to detect
tuberculosis, dated July 18, 2023, or 101 days
prior to hire. CNS-A's record also contained a
Baseline TB Screening Tool for Healthcare
Workers (HCWs), dated December 8, 2023, and
documentation of a TST, given December 8,
2023, however, the record lacked results of the
TST. CNS-A's record also contained a Baseline
TB Screening Tool for Health Care Workers
(HCWs), dated November 13, 2023, and
documentation of a TST, given November 13,
2023, with negative results documented
November 15, 2023.

The licensee's employee records lacked evidence
of completion of a two-step TST or other
evidence of TB screening, such as a blood test.

During an interview on July 3, 2024, at 11:32
Minnesota Department of Health
STATE FORM 6899 UHXG11 If continuation sheet 8 of 17
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a.m., CNS-A stated the TB blood test results were
not completed within 90 days prior to her hire
date, as required, and stated her personnel
record contained only one TST instead of two, as
required. CNS-A stated she was aware of the TB
testing requirements; however, stated she
thought the TB blood test results were valid for
one year.

The licensee's Tuberculosis Screening policy,
dated March 2024, indicated staff whose
essential job functions required work within the
same air space of residents would be screened
and tested for tuberculosis prior to the staff being
exposed to the residents. Also included, new staff
would be screened for active signs of TB using
the Baseline TB Screening Tool, and would have
a two-step TST or a blood test, with results kept
in each employee's file. In addition, the policy
indicated no staff would be permitted to begin
work with residents until the negative results were
read and documented.

The Minnesota Department of Health (MDH)
guidelines, Regulations for Tuberculosis Control
in Minnesota Health Care Settings, dated July
2013, and based on CDC guidelines, indicated a
TB infection control program should include an
annual facility TB risk assessment. The
guidelines also indicated an employee may begin
working with patients after a negative TB history
and symptom screen (no symptoms of active TB
disease) and a negative IGRA (serum blood test)
or TST (first step) dated within 90 days before
hire. The second TST may be performed after the
HCW (health care worker) starts working with
patients. Baseline TB screening should be
documented in the employee's record."

No further information was provided.
Minnesota Department of Health
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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
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.

Minnesota Department of Health
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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.

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 July 02, 2024, clinical nurse supervisor
(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 failed to include the
following:

The FSEP included standard resident evacuation
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 FSEP included assessment
documentation of the residents who lived in the
building that would need assistance during an
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emergency evacuation but did not include
instructions to staff on how to provide assistance.

0 810

During an interview on July 02, 2024, at 2:00
p.m., CNS-A stated they understood the areas of
their policy that were incomplete and would work
on bringing them into compliance.

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

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

(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
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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

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide a written notice with the
required content for an emergency relocation for
two of two residents (R3, R4).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

R3
R3's diagnoses included gait abnormality,
hypothyroidism (low thyroid levels), chronic
kidney disease stage 3, and acute pain.
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R3's progress notes indicated:
- February 26, 2024, R3 and son requested
evaluation in emergency room due to increased
pain in left arm and hip. R3 was transported by
ambulance to the hospital. R3 was admitted. The
progress notes indicated the emergency
relocation date was February 26, 2024, R3 was
transferred to a specific hospital in neighboring
town due to increased pain, and the estimated
length of stay was "unknown."
- April 4, 2024, orders were received for mild pain
reliever indicating R3 had returned to the facility.

R3's Service Plan (Private), effective July 1,
2024, indicated R3 received services including
medication set up and medication administration,
monthly vitals, housekeeping and laundry. The
service plan identified R3's son as emergency
contact, designated representative, and power of
attorney.

R3's Notification of Emergency Relocation, dated
March 1, 2024, indicated R3 was discharged on
February 26, 2024 to a different hospital than
identified in the progress notes, with weakness,
uncontrolled pain, and decline in independence.
The notice indicated R3's son was notified,
rehabilitative admission was expected at a skilled
nursing facility as of March 4, 2024, included
contact information for the Office of Ombudsman
for Long-Term Care (OOLTC) and the Office of
Ombudsman for Mental Health and
Developmental Disabilities, and included
information regarding the right to appeal if the
facility refused to provide housing services after
the relocation. A cover sheet attached to the
Notification of Emergency Relocation indicated
the letter was sent to the OOLTC.
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R3's record lacked evidence of a written notice
provided to the resident, legal representative, and
designated representative.

01060

R4
R4's diagnoses included major depressive
disorder, severe psychosis, anxiety, and cognitive
decline.

R4's progress notes indicated:
- January 3, 2024, R4 was admitted to hospital in
a neighboring town, due to altered mental status,
difficulty breathing, and increased weakness,
requiring two person assist when previously
independent, tired, shaky, and had a hard time
following commands. Estimated length of stay
was "unknown," and indicated R4's husband and
daughter agreed to have her sent to the hospital.
Staff received a call later in the day indicating R4
had been admitted.
- February 14, 2024, OOLTC updated of R4's
transfer to skilled nursing facility.

R4's Service Plan (Private), effective November
7, 2023, indicated R4 received services including
medication set up and medication administration,
monthly vitals, daily well being checks, bathing,
grooming, dressing, meals, escort assistance,
housekeeping and laundry. The service plan
identified R4's daughter as emergency contact.

R4's Assisted Living Contract, dated November 2,
2023, identified R4's daughter as the designated
representative.

R4's Notification of Emergency Relocation, dated
January 8, 2024, indicated R4 was discharged on
January 3, 2024 to a hospital in a neighboring
town with weakness and confusion. The notice
indicated R4's daughter was notified, and return
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to the facility was after a rehabilitative admission
at a skilled nursing facility. The notification
included contact information for OOLTC and the
Office of Ombudsman for Mental Health and
Developmental Disabilities, and included
information regarding the right to appeal if the
facility refused to provide housing services after
the relocation. A cover sheet attached to the
Notification of Emergency Relocation indicated
the letter was sent to the OOLTC.

01060

On July 1, 2024, at 4:10 p.m., clinical nurse
supervisor (CNS)-A and registered nurse (RN)-B
stated they completed the Notification of
Emergency Relocation when residents were
hospitalized and sent the information to the
OOLTC, however, stated they were not aware
that the written notification must be delivered as
soon as practicable to the resident, legal
representative, and designated representative,
and stated they had not been providing written
notice to the licensee's residents with emergency
relocation.

The licensee's Emergency Relocation policy,
dated June 2024, noted the licensee could
remove a resident from the facility in an
emergency if necessary, due to a resident's
urgent medical needs. In the event of an
emergency relocation, the policy directed the
licensee would provide a written notice that
contained, at a minimum:
- the reason for the relocation;
- the name and contact information for the
location to which the resident has been relocated
and any new service provider;
- contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;
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- 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
- a statement that, if the facility refuses to provide
housing or services after a relocation, the
resident has the right to appeal, and will provide
contact information for the agency to which the
resident may submit an appeal.
The policy also included the notice required will
be delivered as soon as practicable to:
- the resident, legal representative, and
designated representative;
- the resident's case manager; and
- the Office of Ombudsman for Long-Term Care if
the resident had been relocated and had not
returned to the facility within four days.

01060

No further information was provided.

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

Minnesota Department of Health
STATE FORM 6899 UHXG11 If continuation sheet 17 of 17



Minnesota Department of Health
Food, Pools & Lodging Services
P.O. Box 64975
St. Paul, MN 55164-0975
651-201-4500

Type:
Date:
Time:
Report:

Full
07/01/24
11:20:02
7930241116

Location:
Garden View At Hilltop
404 Luella Street
Watkins, MN55389
Meeker County, 47

Food  and Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: 0038700
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 3207642300
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.

4-100 Equipment  Construction  Materials
4-101.11BCDE

MN Rule 4626.0450BCDE Remove all multi-use equipment, utensils, and food storage containers that are not
durable, corrosion-resistant, nonabsorbent, smooth, easily cleanable, resistant to pitting, chipping, scratching or
not able to withstand repeated warewashing.
DAISY SOUR CREAM CONTAINERS WERE BEING USED FOR BULK CRACKER STORAGE. THESE
CONTAINERS ARE NOT MEANT FOR REPEATED WAREWASHING AND MUST BE REPLACED
WITH APPROVED ANSI CERTIFIED CONTAINERS. CFPM STATED SHE WOULD SWITCH THEM
OUT WITH APPROVED CONTAINERS.
Comply By: 07/02/24

4-900 Protecting  Clean  Items
4-904.13

MN Rule 4626.0975 Protect preset tableware from contamination by wrapping, covering or inverting. Remove
exposed preset tableware that is unused when a customer is seated or clean and sanitize exposed preset tableware
that is not removed when a customer is seated.
AT TIME OF INSPECTION, SILVERWARE WERE LYING ON TOP OF NAPKINS ON ALL THE DINING
TABLES. COVER EXPOSED SILVERWARE WITH NAPKINS LIKE STATED ABOVE.
Comply By: 07/01/24

Food  and  Equipment  Temperatures

Process/Item: Upright Cooler
Temperature: 41 Degrees Fahrenheit - Location: BROCCOLI SALAD--UPRIGHT COOLER IN ASSISTED
LIVING SERVING AREA
Violation Issued: No



Type: Full
Date: 07/01/24
Time: 11:20:02
Report: 7930241116
Garden View At Hilltop

Food  and Beverage  Establishment
Inspection  Report

Page 2

Process/Item: Steam Table
Temperature: 191 Degrees Fahrenheit - Location: RICE--STEAM TABLE IN ASSISTED LIVING
SERVING KITCHEN
Violation Issued: No
Process/Item: Steam Table
Temperature: 155 Degrees Fahrenheit - Location: MASHED POTATOES--STEAM TABLE IN ASSISTED
LIVING SERVING KITCHEN
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
2

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 7930241116 of 07/01/24.

Certified Food Protection Manager:RACHAEL A. VOIGHT

Certification Number: 74415 Expires: 08/06/26

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Establishment Representative

Signed:
Tina Remmele, R.S.
Environmental Health Specialist
St. Cloud District Office
320-223-7302
tina.remmele@state.mn.us


