
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

April 2, 2026

Licensee
Creekside Cottage  Assisted Living
1190 117th  Avenue Northwest
Coon Rapids, MN 55448

RE: Project Number(s) SL24666016

Dear Licensee:

On November 12, 2025, the  Minnesota  Department  of Health completed  a follow-up survey of your
facility to  determine  correction  of orders  from the  survey completed  on August 20, 2025. This
follo w-up survey verif ied that  the  fa cility is in subs ta  nti al compl iance.
You are  encouraged  to  retain  this document  for your records.  It is your responsibility to  share  the
information  contained  in the  letter  with your organization’s Governing Body.

Please feel free  to  call me with any questions.

Sincerely,

Stephanie  Jones de Palma, Supervisor
State  Engineering Services Section
Email: stephanie. jones.de.palma@state. mn.us
Telephone:  651-201-4320 Fax: 1-866-890-9290
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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

October 3, 2025

Licensee
Creekside Cottage Assisted Living
1190 117th Avenue Northwest
Coon Rapids, MN 55448

RE: Project Number SL24666016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 20, 2025, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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 . . ."

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 may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement;
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in

§ 144G.20;
Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism

authorized in § 144G.20;
Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in

§ 144G.20;
Level 5: a fine of $5,000 per violation, in addition to any enforcement mechanism authorized in

§ 144G.20.

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

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00
St - 0 - 0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment - $500.00
St - 0 - 0810 - 144g.45 Subd. 2 (b-F) - Fire Protection And Physical Environment - $1,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total  amount you are
assessed is $2,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject
to appeal.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must docum ent 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:

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

x Identify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

x Identify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

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

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

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.

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

To appeal fines via reconsider ation, please follow the pr ocedur e outlined above. Plea se note that you
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may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

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,

Kelly Thorson, Supervisor
State Evaluation Team
Email: Kelly.Thorson@state.mn.us
Telephone: 320-223-7336 Fax: 1-866-890-9290

kfd
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0 000 Initial Comments 0 000

*****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.

SL24666016-0

On August 18, 2025, through August 20, 2025,
the Minnesota Department of Health conducted a
full survey at the above provider and the
following correction orders are issued. At the time
of the survey, there were 9 residents; 9 receiving
services under the Assisted Living Facility with
Dementia Care license.

PLEASE DISREGARD THE HEADING
OF THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

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

0 630

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 VJ8R11 If continuation sheet 1 of 15
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0 630 Continued From page 1 0 630

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

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure an individual abuse
prevention plan (IAPP) was developed to include
the required content for one of one resident (R1).

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

The findings include:

R1 was admitted on June 18, 2025.

R1's diagnoses included severe dementia
associated with alcoholism, acute
encephalopathy (a sudden change in brain
function, causing altered mental status), alcohol
abuse, and alcohol dependence with withdraw.

Minnesota Department of Health
STATE FORM 6899 VJ8R11 If continuation sheet 2 of 15
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R1's record lacked an individual abuse
prevention plan which included an individual
review or assessment of the person's
susceptibility to abuse by another individual.

On August 1, 2025, at 2:00 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated R1's IAPP did not indicate
the risk for abuse from others and must have
been missed when the assessment was entered
into the electronic charting system.

The licensee's Individual Abuse Prevention Plan
policy dated June 5, 2023, indicated the
registered nurse (RN) is responsible for the
development of Individual Abuse Prevention
Plans as a part of the person-centered care plans
which will include each person's unique
vulnerabilities to abuse, neglect, and exploitation.
The plan shall include statements of measures
that will be taken to minimize the risk of abuse to
the individual. The measures shall include the
specific actions to be taken by the facility and its
staff to minimize the risk of abuse.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 775 144G.45 Subd. 2. (a) Fire protection and physical 0 775
SS=F environment

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

This MN Requirement is not met as evidenced
Minnesota Department of Health
STATE FORM 6899 VJ8R11 If continuation sheet 3 of 15
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by:
Based on observation and interview, the licensee
failed to comply with the Minnesota State Fire
Code in Minnesota Rules, chapter 7511. 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, 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 the potential to
affect a large portion or all of the residents).

The findings include:

On August 19, 2025, from 10:00 a.m. to 11:30
a.m., the surveyor toured the facility with licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A, unlicensed personnel manager
(ULPM)-B, and director of quality improvement
(DQI)-D. The surveyor made the following
observations of non-compliance with current
Minnesota Fire Code provisions:

EXIT DOOR LOCKING:
The main entrance and all the marked exits were
locked with electromagnetic locks and key-code
pads that locked all the exit doors from the
direction of exit travel. There was not an
emergency release button to release all locked
doors to open in the direction of exit travel
installed anywhere in the facility.

The egress control locking system at all exterior
doors shall have the capability of being unlocked

Minnesota Department of Health
STATE FORM 6899 VJ8R11 If continuation sheet 4 of 15
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by a signal or switch from the fire command
center, a nursing station, or other approved
location. The signal or switch shall directly break
power to the lock.

0 775

On August 19, 2025, at 10:30 a.m., DQI-D stated
they knew they needed to install an emergency
release button, but they had not completed the
work prior to the survey date.

INCIDENTAL USE AREA SEPARATIONS:
The wall behind the washing machine and dryer
in the laundry room had a large opening cut into
it. The opening was approximately twelve inches
in height and was as long as the machines.
Inside the wall was exposed fiberglass insulation,
plumbing, and wood wall studs. The wall
separating the laundry room from the rest of the
assisted living facility was not protected and
sealed with a minimum ½ inch drywall on the
laundry room side. The door to the laundry room
was not a minimum of one-hour fire-rated, and
was not self-closing.

These deficient conditions were visually verified
at the time of discovery by LALD/CNS-A,
ULPM-B, and DQI-D accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 780

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:
(1) for dwellings or sleeping units, as defined in
the State Fire Code:

Minnesota Department of Health
STATE FORM 6899 VJ8R11 If continuation sheet 5 of 15
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(i) provide smoke alarms in each room used for
sleeping purposes;
(ii) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;
(iii) provide smoke alarms on each story within a
dwelling unit, including basements, but not
including crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and
(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

0 780

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide smoke alarms in each room
used for sleeping purposes. 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, 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

Minnesota Department of Health
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failure that has affected or has the potential to
affect a large portion or all of the residents).

0 780

The findings include:

On August 19, 2025, from 10:00 a.m. to 11:30
a.m., the surveyor toured the facility with licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A, unlicensed personnel manager
(ULPM)-B, and director of quality improvement
(DQI)-D. There were no smoke alarms installed
in any of the bedrooms. The building was
equipped with a smoke detection system with
alarms in the common areas and hallways, but
nothing that alarmed in the bedrooms.

On August 19, 2025, at 11:00 a.m., DQI-D stated
they didn't realize there was no alarm in the
bedrooms as part of the building system.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810 144G.45 Subd. 2 (b-f) Fire protection and
SS=I 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) staff 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

Minnesota Department of Health
STATE FORM 6899 VJ8R11 If continuation sheet 7 of 15
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evacuation.
(c) Staff 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 staff twice
per year per shift with at least one evacuation
drill every other month. Evacuation of the
residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

0 810

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content, to provide the required training, and to
conduct evacuation drills. This had the potential
to directly affect all residents, staff, and visitors.

This practice resulted in a level three violation (a
violation that harmed a resident's health or
safety, or a violation that had the potential to
cause more than minimal harm to the resident)
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).

Minnesota Department of Health
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The findings include:

On August 21, 2025, unlicensed personnel
manager (ULPM)-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's FSEP, Fire Emergency in Section
6 Emergencies of the Emergency Services &
Preparedness policy, dated October 13, 2023,
failed to include the following:

The FSEP failed to provide specific employee
actions to take in the event of a fire or similar
emergency relative to the facility's building layout
and environmental risks. The plan included the
acronym R.A.C.E. (Rescue, Alarm, Confine and
Extinguish or Evacuate) but failed to include
procedures for how staff are to complete each
step.

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

The FSEP failed to provide specific procedures
for resident movement and evacuation or
relocation during a fire or similar emergency
including individualized unique needs of
residents. The plan included instructions to
evacuate residents but did not include the
identification of any residents that needed
assistance, any resident-specific procedures to
staff for assisting residents during evacuation,
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nor did it include instructions for staff to follow in
case of relocation.

0 810

On August 22, 2025, at 8:15 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A and ULPM-B stated they
understood the FSEP requirements and would
work on developing them to include all required
sections.

TRAINING:
The licensee failed to provide evacuation training
to residents at least once per year.

The licensee failed to provide training to
employees on the FSEP upon hire and at least
twice per year. LALD/CNS-A and ULPM-B lacked
documentation showing any training was
completed or training was scheduled for a future
date for employees on the fire safety and
evacuation plan.

On August 22, 2025, at 8:30 a.m., LALD/CNS-A
stated they complete staff training on the FSEP
upon hire and monthly at staff meetings, but they
did not have any documentation.

DRILLS:
The licensee failed to conduct evacuation drills
for employees twice per year, per shift with at
least one evacuation drill every other month.
Record review of licensee's evacuation drill log,
titled Fire Drill Audit and After-Action Review of
an Emergency or {sic}, dated August 19, 2025,
indicated evacuation drills were conducted on
January 23, 2025, January 27, 2025, January 31,
2025, July 23, 2025, July 30, 2025, and August
13, 2025. No other documentation was provided.
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On August 22, 2025, at 8:30 a.m., LALD/CNS-A
stated there were no additional documented drills
for the facility.

0 810

TIME PERIOD FOR CORRECTION: Seven (7)
days.

01910 144G.71 Subd. 22 Disposition of medications
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
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.

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to document in the resident record
all of the required content in the disposition of
medications for one of one resident (R3) upon
discharge.
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at 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).

01910

The findings include:

R3 diagnoses included surgical aftercare
following surgery on the digestive system,
Alzheimer's disease, and muscle weakness.

R3 started services under licensee on March 13,
2025; and discharged from licensee on May 5,
2025.

R3's record lacked the required documentation
for R3's medication disposition to include the
medication's name, strength, medication
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.

On August 19, 2025, at 9:45 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated there is normally a
disposition of medication processed through the
electronic charting system, but the disposition for
R3 was missed because they are unable to find it
in the system.

The licensee's Medication Management policy
dated October 13, 2023, indicated any current
medications being managed by the facility must
be provided to the resident when the resident's
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01910 Continued From page 12

service plan ends, or medication management
services are no longer part of the service plan.
The facility must document disposition in the
resident's record including the medications
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.

01910

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02040 144G.81 Subdivision 1 Fire protection and
SS=F physical environment

02040

An assisted living facility with dementia care must
meet the requirements of section 144G.45 and
the following additional requirements:
(1) an assessment of safety risks must be
performed on and around the property. The
safety risks identified by the facility on the
assessment must be mitigated to protect the
residents from harm. The mitigation efforts must
be documented in the facility's records; and
(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement is not met as evidenced
by:
Based on record review and interview, the
licensee failed to conduct a hazard vulnerability
assessment or safety risk assessment of the
physical environment with mitigation factors on
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and around the property for the facility. This
deficient practice had the ability to affect all staff,
residents, and visitors.

02040

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 the potential to
affect a large portion or all of the residents).

The findings include:

On August 21, 2025, unlicensed personnel
manager (ULPM)-B provided documents on the
hazard vulnerability assessment (HVA).

The licensee's HVA, titled Hazard Vulnerability
Assessment For Creekside Cottage Assisted
Living and Memory Care, undated, failed to
include the following:

The HVA included the identification of global risk
factors like severe weather, wild fires, epidemics,
systems failures, and civil disturbances but failed
to identify any potential hazards or risks that
were specific to the facility's neighborhood,
grounds, building, or population.

The HVA did not include a section that identified
specific mitigation factors to be in place for any
hazards or risks that were identified in the HVA.

On August 21, 2025, at 8:30 a.m. licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated they had not performed a
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hazard vulnerability assessment with mitigation
factors on and around the property.

02040

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

Food  & Beverage  Inspection  Report Page:  1

Establishment  Info
CREEKSIDE  COTTAGE  ASSISTED  LIV
1190  117TH  AVENUE NW
Coon  Rapids,  MN 55448
Anoka  County
Parcel:

Phone:

License  Info
License:  HFID 24666

Risk:
License:
Expires  on:
CFPM:  Jody  A Mason
CFPM  #: 119907;  Exp:  8/21/2026

Inspection  Info
Report  Number:  F1018251044
Inspection  Type:  Full - Single
Date:  8/19/2025  Time:  1:06:41  PM
Duration:  minutes
Announced  Inspection:
Total  Priority 1 Orders:  0
Total  Priority 2 Orders:  0
Total  Priority 3 Orders:  0
Delivery:

No orders  were  issued  for this  inspection  report.

Food  & Beverage  General  Comment
Establishment  has  a  residential  kitchen  with residential  finishes,  and  a  few pieces  of commercial  equipment.

All food  is served  for same  day  service.  No leftover  are  cooled  and  reheated.

Kitchen  has  a  separate  sink  for hand  washing,  and  a  2 basin  sink  for food  prep.

Kitchen  has  a  dishwasher  with sanitize  function  available.  Test  strip  indicated  appropriate  temperature  was  achieved  during
cycle.

Floors,  walls,  and  ceilings  are  made  of residential  materials,  but  were  observed  to be  in good  condition  during  the  inspection.

Establishment  has  a  food  thermometer  for checking  food  temperatures.

No meats  cooked  from raw,  and  no  eggs  whatsoever  in the  facility.

Discussed  pest  management,  and  employee  illness  policies.

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

I acknowledge  receipt  of the  Metro  District  Office inspection  report  number  F1018251044 from  8/19/2025

Wendy  Rischmiller
Manager

Rebecca  Prestwood,  REHS
Public  Health  Sanitarian  3
651- 201- 3777
rebecca. prestwood@ state. mn. us



Metro  District  Office
Minnesota  Department  of Health
625  Robert  St  N, PO  BOX 64975
St  Paul,  MN 55164

Temperature  Observations/ Recordings Page:  1

Establishment  Info
CREEKSIDE  COTTAGE  ASSISTED  LIV
Coon  Rapids
County/ Group:  Anoka  County

Inspection  Info
Report  Number:  F1018251044

Inspection  Type:  Full
Date:  8/19/2025

Time:  1:06:41  PM

Food  Temperature:  Product/ Item/ Unit:  Cheese ; Temperature  Process:  Cold- Holding
Location:  Cooler  at  41  Degrees  F.
Comment:
Violation Issued? : No



Metro  District  Office
Minnesota  Department  of Health
625  Robert  St  N, PO  BOX 64975
St  Paul,  MN 55164

Sanitizer  Observations/ Recordings Page:  1

Establishment  Info
CREEKSIDE  COTTAGE  ASSISTED  LIV
Coon  Rapids
County/ Group:  Anoka  County

Inspection  Info
Report  Number:  F1018251044

Inspection  Type:  Full
Date:  8/19/2025

Time:  1:06:41  PM

Sanitizing  Equipment:  Product:  Hot Water ; Sanitizing  Process:  Dish  Machine
Location:  Kitchen  Equal  To  160  Degrees  F.
Comment:
Violation Issued? : No

Sanitizing  Chemical:  Product:  Sink  and  Surface ; Sanitizing  Process:  Spray  Bottle
Location:  Kitchen  Equal  To  272  PPM
Comment:
Violation Issued? : No


