m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
September 22, 2023

Licensee

Family Choice Assisted Living LLC
272 Arlington Avenue West
Little Canada, MN 55117

RE: Project Number(s) SL38908015
Dear Licensee:

This is your official notice that you have been granted your assisted living facility license. Your license effective
and expiration dates remain the same as on your provisional license. Your updated status will be listed on the
license certificate at renewal and this letter serves as proof in the meantime. If you have not received a letter
from us with information regarding renewing your license within 60 days prior to your expiration date, please
contact us at (651) 201-5273 or by email at Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on September 7, 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.

The Department of Health 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. 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 .. ."

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed based on
the level and scope of the violations and imposed immediately with no opportunity to correct the violation
first as follows:

Level 1: no fines or enforcement.
Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in

§ 144G.20 for widespread violations;
Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism

authorized in § 144G.20.
Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.
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In accordance with Minn. Stat. § 144G.20, Subd. 4(a)(5), the Department of Health imposes fine amounts of
either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment. The Department of
Health imposes a fine of $1,000 for each substantiated maltreatment violation that consists of abuse, neglect,
or financial exploitation according to Minn. Stat. § 626.5572. Subds. 2, 9, 17. The Department of Health also
may impose a fine of $5,000 for each substantiated maltreatment violation consisting of sexual assault, death,
or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5)(b), when a fine is assessed against a facility for
substantiated maltreatment, the commissioner shall not also impose an immediate fine under this chapter
for the same circumstance.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed pursuant
to this survey:

St-0-0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

The total amount you are assessed is $500.00. You will be invoiced approximately 30 days after receipt of this
notice, subject to appeal.

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:

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

e |dentify how the area(s) of noncompliance was corrected for all of the provider’s
residents/employees that may be affected by the noncompliance.

e |dentify 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 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.

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter as part
of your reconsideration request. Please clearly indicate which tag(s) you are contesting and submit information
supporting your position(s).
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Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has been
assessed a fine under this subdivision has a right to a reconsideration or a hearing under this section and
chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a hearing must be in
writing and received by the Department of Health within 15 business days of the correction order receipt date.
The request must contain a brief and plain statement describing each matter or issue contested and any new
information you believe constitutes a defense or mitigating factor. Requests for hearing may be emailed to:
Health.HRD.Appeals@state.mn.us.

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you may
request a reconsideration or a hearing, but not both.

You are encouraged to retain this document for your records. Itis 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,

-

/ B = I_f{..
/
Jonathan Hill, Supervisor
State Evaluation Team
Email: jonathan.hill@state.mn.us

Telephone: 651-201-3993 Fax: 651-281-9796

HHH
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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living license
In accordance with Minnesota Statutes, section providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.

SL38908015-0
PLEASE DISREGARD THE HEADING OF

On September 4, through September 7, 2023, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a full STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were three (3) active residents WILL APPEAR ON EACH PAGE.
receiving services under the Provisional Assisted

Living license. THERE IS NO REQUIREMENT TO

SUBMIT APLAN 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 0 480
SS=F | requirements

(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

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 had the potential to affect all
residents of the assisted living 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) 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 included document titled, Food
and Beverage Establishment Inspection Report,
dated September 5, 2023, for the specific
Minnesota Food Code deficiencies.

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

5851F0 144G.41 Subd. 3 Infection control program 0510
(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be

Minnesota Department of Health
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consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

(c) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to establish and maintain an effective
infection control program to comply with accepted
health care, medical, and nursing standards for
infection control. The licensee failed to ensure
direct care staff performed adequate hand
hygiene (HH) for 2 of 2 employees (clinical
nursing supervisor (CNS)-A, 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).

The findings include:

CNS-A
CNS-A was hired March 6, 2022, and provided
direct care services to residents.

On September 5, 2023, at 11:43 a.m., CNS-A
was observed to administer an insulin injection to
R2. CNS-A performed HH with soap and water,
rubbing hands together for five seconds, then for

Minnesota Department of Health
STATE FORM 6899 UNBL11 If continuation sheet 3 of 10
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five more seconds under the running water, dried
hands, turned off water, and donned gloves.
CNS-A administered the medication, disposed of
waste, and removed soiled gloves. CNS-A
washed hands with soap and water, rubbing
hands together for three seconds, then for seven
more seconds under the running water, dried
hands, turned faucet off, and documented the
medication administration.

ULP-C
ULP-C was hired June 7, 2023, and provided
direct care services to residents.

On September 6, 2023, at 7:30 a.m., ULP-C was
observed to check R2's blood glucose (BG) level.
ULP-C went to the kitchen handwashing station,
turned on the water, added soap, and rubbed
hands together under the running water for five
seconds, dried, turned the water off with a paper
towel, then donned gloves. ULP-C gathered
supplies, entered R2's room, and checked R2's
BG level with a glucometer. ULP-C noted the
result, gathered supplies, returned to the kitched,
disposed of waste, and placed the glucometer
back into a basket. ULP-C then gathered vitals
monitoring equipment and returned to R2's room
to check vital signs. ULP-C returned to the
kitchen, documented cares in the electronic
medical record, then removed soiled gloves and
performed HH under running water for six
seconds.

On September 6, 2023, at 9:08 a.m., ULP-C
stated she was taught to perform HH for 20
seconds.

On September 6, 2023, at 9:17 a.m., CNS-A
stated she taught ULPs to perform HH for 20
seconds, and taught staff to sing "Happy

Minnesota Department of Health
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Birthday" or count in their head.

The CDC guidance, CDC's Core Infection
Prevention and Control Practices for Safe
Healthcare Delivery in All Settings, revised
November 29, 2022, indicated, standard
precautions were to be used to care for all
patients in all settings to include HH, and noted,
"Use an alcohol-based hand rub or wash with
soap and water for the following clinical
indications:

a. Immediately before touching a patient

b. Before performing an aseptic task (e.g.,
placing an indwelling device) or handling invasive
medical devices

c. Before moving from work on a soiled body
site to a clean body site on the same patient

d. After touching a patient or the patient's
immediate environment

e. After contact with blood, body fluids or
contaminated surfaces

f. Immediately after glove removal."

The licensee's Infection Control policy, dated
September 29, 2023. indicated, "Hands should be
washed at the following times.

a. After changing beds

b. Before assisting with medications

c. Before and after treatments

d. After all pet care

e. After housekeeping

f. After emptying bedpans

g. After assisting the resident to the toilet

h. After removing items from the floor

I. Before preparing food

|. Before feeding residents

K. After using the bathroom

|. After coughing or sneezing

m. After smoking

n. After handling plants

Minnesota Department of Health
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0. After removing gloves"

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01/60| 144G.71 Subd. 8 Documentation of 01760
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident’'s record. The documentation must
iInclude 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 medications
were administered per providers orders and
manufacturer recommendations for one of one
resident (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

Minnesota Department of Health
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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 service plan dated February 7, 2023,
indicated R2 received services including
assistance with medication management, blood
glucose management, dressing, meals,
housekeeping, and laundry.

R2's record included prescriber orders signed

February 7, 2023, including Victoza (for diabetes)
0.6 milligrams (mg)/0.1 milliliter (ml) (18 mg/3 ml
iInjection)- inject 1.8 mg subcutaneous once dalily.

R2's medication administration record (MAR) for
September 2023, indicated R2 was administered
Victoza 18 mg/3ml, 1.8mg subcutaneously daily

September 1-5, 2023.

ULP-C was hired June 7, 2023, and provided
direct cares and medication administration
services for residents.

On September 6, 2023, at 8:27 a.m., ULP-C was
observed administering medications to R2.
ULP-C retrieved R2's Victoza injection pen, wiped
the pen with an alcohol prep pad, applied a
needle to the pen, dialed the pen one "click" to a
black line and expelled the medication into the
sharps container to prime the pen. ULP-C then
approached R2, wiped the injection site with an
alcohol prep pad, and again dialed the pen one
click to the black line. ULP-C stated she would
administer "1.8", so would dial the pen one click,
(to the black line, which was "one", per ULP)
"plus a little more" to equal 1.8. The surveyor
questioned ULP-C as to whether that was the

Minnesota Department of Health
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correct amount. ULP-C stated that was correct,
and stated that was how CNS-A showed her to
administer the medication. ULP-C administered
the medication, disposed of waste, and returned
the medication pen to the medication room.

On September 6, 2023, at 9:01 a.m., CNS-A
stated and demonstrated the Victoza injector pen
should be dialed several clicks to show 1.8 mg.
CNS-A further stated the black line was only used
to prime the pen.

-at 9:20 a.m., CNS-A stated she taught ULP-C
the proper administration of Victoza, but added
ULP-C was "very new".

The licensee's Medication Administration policy,
dated September 29, 2022, indicated, "Residents
of [Licensee] are entitled to the safe
administration of medications by qualified
personnel according to a written Medication
Management Plan."

No further information provided

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910] 144G.71 Subd. 22 Disposition of medications 01910
SS=D
(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.

(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or

Minnesota Department of Health
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expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.

(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide documentation in the
resident's record regarding the disposition of
medications to include quantity and names of
staff and other individuals involved in the
disposition of medications, for one of one
discharged resident (R1).

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

The findings include:

R1's service plan, dated January 27, 2023,
iIndicated R1 received services including
assistance with medication management.

R1's discharge summary, dated March 2, 2023,
indicated R1 was discharged on that date, due to
Minnesota Department of Health
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needing a higher level of care.

R1's discharge summary included a medication
list, but lacked the quantity of medications and if
the medications were destroyed or who received
them.

On September 5, 2023, at 1:19 p.m., clinical
nursing supervisor (CNS)-A stated they gave all
R1's medications to his guardian, but that she did
not complete a medication disposition form or
have the guardian sign for receipt of the
medications.

The licensee's Disposition and Disposal of
Medications policy, dated September 29, 2023,
Indicated, "Upon disposition, [licensee] will
document the following information in the clinical
record

a. Name, strength and prescription number of
medication, as applicable

b. Quantity

c. Method of disposition or to whom the
medications were given

d. Date of disposition

e. Name(s)/signature(s) of staff or other
individuals involved in disposition

f. If applicable, to whom the medications were
given"

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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Minnesota Department of Health
Food, Pools, and Lodging Services
625 Robert Street North

DEPARTMENT St. Paul
Type:  Full Food and Beverage Establishment P
Date: 09/05/23 _
Time: 11:17:51 InspeCtlon Report
Report: 1029231221
— Location: — Establishment Info:
Family Choice Assisted Living ID #: 0041342
272 Arlington Avenue W Risk:
St Paul, MN55117 Announced Inspection: Yes

Ramsey County, 62

— License Categories: — Operator:
_ | | Phone #:
Expires on: 12/31/23 D #-

The violations listed 1n this report include any previously issued orders and deficiencies 1dentified
during this inspection. Compliance dates are shown for each 1tem.

The following orders were 1ssued 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.

RAW CHICKEN STORED ABOVE READY-TO-EAT FOODS. CORRECTED DURING INSPECTION
AND INSTRUCTED OPERATOR TO SORT FOODS SAFELY.

Comply By: 09/05/23

3-500C Microbial Control: date marking
3-501.17A4 *¥* Priority 2 **

MN Rule 4626.0400A Mark the refrigerated, ready-to-eat, TCS food prepared and held for more than 24
hours 1n the food establishment using an effective method to indicate the date by which the food must be
consumed on the premises, sold, or discarded.

DATE MARKING ABSENT FROM OPENED BEEF BRATS. OPERATOR INDICATED THEY HAD
BEEN OPENED YESTERDAY. INSTRUCTED OPERATOR TO DATE MARK.

Comply By: 09/05/23

Total Orders In This Report Priority 1 Priority 2 Priority 3
] ] 0

Conducted mspection with Faysal Awil, Manager, and Hodan M. Awil, CFPM and Person-In-Charge. All
identified issues were discussed with Hodan during and after the inspection.

Topics discussed with Hodan and Awil included employee 1llness reporting and exclusion procedures,
vomit/fecal matter cleanup, highly susceptible populations, date marking effectively, common contagious



Iype:  Full Food and Beverage Establishment rage <
Date: 09/05/23

Time: 11:17:51 InspeCtion Report

Report: 1029231221
Family Choice Assisted Living

foodborne 1illness pathogens (e.g., salmonella, shigella, Shiga toxin-producing E. coli, hepatitis A virus, and
norovirus), hygienic practices (e.g., handwashing), and general food safety practices (e.g., holding
temperatures at or below 41°F and 135°F or above tor TCS foods).

Establishment was non-commercial in nature and had pergo-esque laminate flooring, smooth painted walls
and ceiling, stone/composite stone countertops, tile backsplash, and wood/composite wood with lamination
cabinetry. The kitchen was in great condition and clean to sight and touch.

The two 1dentified 1ssues were conveyed to the Nurse Evaluator for the Health Regulation Division, Renee
AHAE‘I"CHH RQT\T,} RN=BC,, fﬂllﬂivlvfiﬂﬁ the 1n

SN aValya
L 21NNV L OV LD, LAV TLN 11L5 LL1lvw LLIQIJULJ

NOTE: Plans and specifications must be submitted for review and approval prior to new construction, remodeling or
alterations.

[ acknowledge receipt of the Minnesota Department of Health inspection
report number 1029231221 of 09/05/23.

Certified Food Protection ManagerHodan M. Awil

Certification Number: _EFMI110964 Expires: _03/24/25

Signed: Signed: %:WM

Hodan Awil Trevor McCliment
Person-In-Charge Public Health Sanitarian
Metro District Oftice

651-201-3957
trevor.mccliment(@state.mn.us




Report #: 1029231221

Food Establishment Inspection Report

m Minnesota Department of Health No. of RF/PHI Categories Out 2 Date  09/05/23
Food, Pools, and Lodging Services No. of Repeat RF/PHI Categories Out 0 TimeIn 11:17:51
DEPARTMENT 625 Robert Street North
OF HEALTH St. Paul Legal Authority MN Rules Chapter 4626 Time Out
Family Choice Assisted Living Address City/State Zip Code Telephone
272 Arlington Avenue W St Paul, MN BT
License/Permit # Permit Holder Purpose of Inspection Est Type Risk Category
0041342 Full

FOODBORNE ILLNESS RISK FACTORS AND PUBLIC HEALTH INTERVENTIONS

Mark "X" in appropriate box for COS and/or R

Circle designated compliance status (IN, OUT, N/O, N/A) for each numbered item

IN=in compliance

OUT= not in compliance N/O= not observed

N/A= not applicable

COS=corrected on-site during inspection

R=repeat viclation

Compliance Status

CO§ R

Compliance Status

COS| R

Surpervision

Time/Temperature Control for Safety

1 E%OUT PIC knowledgeable: duties & oversight 18| IN OUT N/A(N/O) Proper cooking time & temperature
2 |ICIN)OUT N/A Certified food protection manager, duties 19 IN OUT N;A Proper reheating procedures for hot holding
Employee Health 20 1/0) Proper cooling time & temperature

3%{\% OouT Mgmt/Staff.knowledge, responsibilities&reporting 21 Proper hot holding temperatures

4 _l\.l, oOuUT Proper use of reporting, restriction & exclusion 29 Proper cold holding temperatures

5 @ ouT :;Zitte:ures for responding to vomiting & diarrheal Y N/O| Proper date marking & disposition

Good Hygenic Practices 24/ IN OU @ N/O| Time as a public health control: procedures & records

6| IN OuT @ Proper eating, tasting, drinking, or tobacco use B Consumer Advisory

7 @ OUT Tj}'a No discharge from eyes, nose, & mouth 25 IN OUT@W—‘D Consumer advisory provided for raw/undercooked food

T Preventing Contamination by Hands _ o Highly Susceptible Populations
sl IN ouT @ Hands clean & properly washed 26 QI‘D OUT N/A Pasteurized foods used: prohibited foods not offered
ol IN ouT N —| No bare hand contact with RTE foods or pre-approved . Food anq _Cola.ar Additives and Toxic Substances
n @ alternate pprocedure properly followed 27| IN OUTQ\V@ Food additives: approved & properly used
14( IN ) OUT Adequate handwashing sinks supplied/accessible 28 IN)OQUT Toxic substances properly identified, stored, & used
Approved Source Conformance with Approved Procedures

@ ouT Food obtained from approved source 29| IN OUT(N/A Compliance with variance/specialized process/HACCP
12l IN OUT N/A(N/Q) Food received at proper temperature

13/( IN) OUT Food in good condition, safe, & unadulterated

h : OU D E:;L;i;zddf;ifﬁ:;ﬂi'ab'e; Srefsiocttags Risk factors (RF) are improper practices or proceedures identified as the most

Protection from Contamination prevalent contributing factors of foodborne iliness or injury. Public Health Interventions

15 IN OUD N/A N/O| Food separated and protected (PHI) are control measures to prevent foodborne illness or injury.

16 INYOUT N/A Food contact surfaces: cleaned & sanitized

() our econdiioned, & unsatefood |

Mark "X" Iin box if numbered item i1s notin compliance

GOOD RETAIL PRACTICES

Good Retail Practices are preventative measures to control the addition of pathogens, chemicals, and physical objects into foods.

Mark "X" in appropriate box for COS and/or R

COS=corrected on-site during inspection

R= repeat violation

cos| R

Food Recalls:

Person in Charge (Signature)

‘cos‘ R

Safe Food and Water Proper Use of Utensils
30 | IN OUT ‘ Pasteurized eggs used where required 43 In-use utensils: properly stored
31 ‘ Water & ice obtained from an approved source 44 Utensils, equipment & linens: properly stored, dried, & handled

| | T _ 45 Single-use/single service articles: properly stored & used
32 | IN OUT ‘ Variance obtained for specialized processing methods

46 Gloves used properly
Food Temperature Control Utensil Equipment and Vending
33 Proper cooling methods used; adequate equipment for Food & non-food contact surfaces cleanable, properly
temperature control * designed, constructed, & used
34 | IN OUT NfA Plant food properly cooked for hot holding 48 Warewashing facilities: installed, maintained, & used; test strips
36 | IN OUT ‘-@ Approved thawing methods used 49 Non-food contact surfaces clean
36 ‘ Thermometers provided & accurate Physical Facilities
Food Identification 50 Hot & cold water available; adequate pressure
37 Food properly labled; original container 51 Plumbing installed; proper backflow devices
- Prevention of Food Contamination 52 Sewage & waste water properly disposed
<6 HSECH, IONERIS, SEWiEIs Hal prEcemt 53 Tollet facilities: properly constructed, supplied, & cleaned
39 Contamination prevented during food prep, storage & display 54 Garbage & refuse properly disposed; facilities maintained
40 Personal cleanliness 55 Physical facilities installed, maintained, & clean
# viipingeeioths: praperiyused astoned 56 Adeqguate ventilation & lighting; designated areas used
42 Washing fruits & vegetables 57 Compliance with MCIAA
58 Compliance with licensing & plan review

Date: 09/05/23

Inspector (Signature)

T s




