m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
May 24, 2024

Licensee

West View Assisted Living Apts
240 6th Avenue North

Osakis, MN 56360

RE: Project Number(s) SL30815015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on May 15, 2024, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted no violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

MDH concludes the licensee is in substantial compliance. State law requires the facility must take
action to correct the state correction orders and document the actions taken to comply in the
facility's records. The Department reserves the right to return to the facility at any time should the
Department receive a complaint or deem it necessary to ensure the health, safety, and welfare of
residents in your care.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assigned tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
listed in the "Summary Statement of Deficiencies" column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . . ."

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 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
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§ 144G.20.

In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5), MDH may impose fine amounts of either
S1,000 or $5,000 to licensees who are found to be responsible for maltreatment. MDH may impose 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. MDH also may impose a
fine of $S5,000 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(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

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, 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

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:

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
resident(s)/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(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.
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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

o appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
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,

il

Jessie Chenze, Supervisor
State Evaluation Team

Email: jessie.chenze@state.mn.us
Telephone: 218-332-5175 Fax:1-866-890-9290

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 Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G.08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag." The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies" column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
failure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators ' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL30815015
PLEASE DISREGARD THE HEADING OF
On May 13, 2024, through May 15, 2024, 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 22 residents, all of whom were WILL APPEAR ON EACH PAGE.
receiving services under the provider's Assisted
Living license.
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.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0480| 144G.41 Subd 1 (13) (i) (B) Minimum 0 480

SS=F | requirements

(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, but was not likely to
cause serious injury, impairment, or death), and
IS 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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated May 14, 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.

Minnesota Department of Health
STATE FORM 6899 VS1Y11 If continuation sheet 2 of 14
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0510] 144G.41 Subd. 3 Infection control program 0510
SS=F

(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
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, interview, and record
review, the licensee failed to establish and
maintain an infection control program to comply
with accepted health care, medical and nursing
standards for infection control for two of three
employees (unlicensed personnel (ULP)-E,
licensed practical nurse (LPN)-C) observed to
provide medication management services.

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:

On May 14, 2024, at 11:19 a.m., the surveyor

Minnesota Department of Health
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observed while ULP-E handed R1 an insulin pen
and ensured R1 dialed up the correct amount of
iInsulin he was to self administer. R1 administered
the insulin per self, and ULP-E stated she was
going to give R1's eye drops. ULP-E donned (put
on) gloves, and placed one drop into each eye
while pulling down R1's bottom eyelid. ULP-E
removed the gloves, disposed them into the
garbage can, and without performing hand
hygiene, touched the kitchen counter and the
door handle, and left R1's apartment. Once into
the hallway, ULP-E used the hand sanitizer
dispenser to perform hand hygiene.

When interviewed on May 14, 2024, at 11:25
a.m., ULP-E stated she had received infection
control training upon hire and understood the
importance of performing hand hygiene when
removing gloves, before leaving the resident's
room, and before touching surfaces, to prevent
contamination.

On May 14, 2024, at 12:40 p.m., LPN-C notified
the surveyor that he was ready to perform
medication set up for R1. LPN-C stopped in the
serving kitchen to wash his hands with "special
soap" and stated he was unable to use hand
sanitizer due to medical issues. LPN-C carried a
laptop computer, a clipboard, and a pair of gloves
to R1's apartment. LPN-C greeted R1, picked up
the medication organizer off of the table beside
R1's recliner, and entered R1's bathroom. LPN-C
cleared a space on the vanity by moving R1's
belongings, and without placing a barrier, LPN-C
placed the laptop computer directly on the vanity
on the left side of the sink, and placed the
clipboard directly on the vanity on the right side of
the sink. LPN-C unlocked the medication cabinet,
attached to the bathroom wall, and displayed R1's
medication bottles. Without donning gloves,
Minnesota Department of Health
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LPN-C filled the medication organizer by pouring
each tablet into the cover of the medication bottle,
and carefully placing the tablet into the
medication organizer so he did not touch the
medications with his bare hands. LPN-C
completed the medication set up, placed the
bottles into the medication cabinet, and locked it.
LPN-C gathered the medication organizer,
computer laptop, clipboard, the unused gloves,
and three empty medication bottles, and returned
the medication organizer to the table beside R1's
recliner. Without performing hand hygiene,
LPN-C left R1's room, walked to the serving
kKitchen to dispose of the empty medication
bottles, and then walked to R3's apartment.
LPN-C knocked on the door and when there was
no response, LPN-C entered R3's apartment.
Without performing hand hygiene and without
cleaning the computer and clipboard, LPN-C
placed the laptop computer and clipboard on R3's
Kitchen counter and assessed R3's attempt at
setting up her own medications into a medication
organizer. LPN-C stated he would need to check
in later with R3 because she had not been able to
complete the medication set up. Still without
performing hand hygiene, LPN-C left R3's
apartment, walked down the stairs, and entered
his office. LPN-C sat down in his office chair and
began typing on his computer.

On May 15, 2024, at 10:35 a.m., clinical nurse
supervisor (CNS)/licensed assisted living director
(LALD)-A stated hand hygiene should be
performed promptly when removing gloves and
before touching other surfaces, and between
residents. CNS/LALD-A stated equipment should
not be placed directly on resident surfaces and
should be disinfected when task is completed.

The licensee's Infection Prevention and Control
Minnesota Department of Health
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Program policy, dated July 27, 2023, directed
after completing any task that results in
contaminated material, contaminated material
must be disposed of properly. This policy did not
address glove use or hand hygiene.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01060| 144G.52 Subd. 9 Emergency relocation 01060
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

Minnesota Department of Health
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may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
in this section.currently known; and

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
one of one resident (R7) whom was hospitalized.

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

R7's record lacked evidence of a written notice
provided to the resident, the residents' legal
representative, and designated representative
that contained, at a minimum:

- the reason for the relocation:

Minnesota Department of Health
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- the name and contact information for the
location to which the resident had been relocated
and any new service provider;

- contact information for the Office of
Ombudsman for Long-Term Care (OOLTC);

- If known and applicable, the approximate date
or range of dates within which the resident was
expected to return to the facility, or a statement
that a return date was not currently known; and

- a statement that, if the facility refused to provide
housing or services after a relocation, the
resident had the right to appeal and the contact
information for the agency to which the resident
may submit an appeal.

R7's diagnoses included chronic pain,
emphysema (lung disease resulting in shortness
of breath), and osteoporosis.

R7's Service Agreement, dated September 1,
2022, indicated R7 received services including
bathing assistance, compression stockings,
reminders for meals, exercise, and activities,
medication administration, housekeeping and
laundry.

R7's Progress Notes included:

- March 28, 2024, R7 requested to see the nurse
due to shortness of breath, labored breathing,
and audible wheezing. R7's family member was
contacted and stated she would take R7 to the
emergency department;

- March 29, 2024, R7 was admitted for inpatient
stay for "septic pneumonia;" and

- April 1, 2024, R7 returned to the facility.

On May 15, 2024, at 9:40 a.m., clinical nurse
supervisor (CNS)/licensed assisted living director
(LALD)-A stated she was not aware of the above
requirement and the licensee was not currently
Minnesota Department of Health
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providing a notice when residents were
hospitalized. In addition, CNS/LALD-A stated they
were not aware the Office of Ombudsman for
Long-Term Care needed to be notified if the
resident was relocated and had not returned to
the facility within four days.

No further information was provided.

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

01770] 144G.71 Subd. 9 Documentation of medication 01770
SS=F | setup

Documentation of dates of medication setup,
name of medication, quantity of dose, times to be
administered, route of administration, and name
of person completing medication setup must be
done at the time of setup.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to document all
required content for medication set up 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, 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:

Minnesota Department of Health
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On May 14, 2024, at 12:40 p.m., licensed
practical nurse (LPN)-C was observed to set up
the medication organizer for R1. LPN-C washed
his hands in the hand sink in the facility's serving
kitchen and walked to R1's room. LPN-C greeted
R1, picked up the medication organizer off of the
small table beside R1's recliner, and entered R1's
bathroom. LPN-C unlocked the medication
cabinet, attached to the bathroom wall, and
displayed R1's medication bottles.

LPN-C filled the medication organizer, while
reviewing R1's Medication Administration Record
(MAR) electronically on a laptop computer to
ensure the correct medications. LPN-C placed
the following medications into the correct day and
time of the medication organizer:

- Claritan (treat allergies) 10 milligrams (mg) by
mouth (po) daily at 6:00 p.m.;

- famotidine (treat stomach ulcers) 40 mg po daily
at 8:00 a.m.;

- levothyroxine sodium (treat underactive thyroid)
175 micrograms (mcg) po daily at 8:00 a.m_;

- lisinopril (treats high blood pressure) 30 mg po
daily at 8:00 a.m.;

- sertraline HCI (hydrochloride) (antidepressant)
50 mg po daily at 6:00 p.m.;

- simvastatin (treats high cholesterol) 20 mg po
daily at 6:00 p.m.;

- tamsulosin HCI (treats enlarged prostate) 0.4
mg daily at 6:00 p.m.;

- vitamin D (supplement) 5000 units po daily at
8:00 a.m.;

- gabapentin (treats nerve pain) 200 mg po twice
daily at 8:00 a.m., and 6:00 p.m.;

- sulfasalazine (treats bowel disease) 1000 mg po
twice daily at 8:00 a.m., and 8:00 p.m.;

- acetaminophen (mild pain reliever) 1000 mg po
three times daily at 8:00 a.m., 2:00 p.m., 6:00
p.m.; and

Minnesota Department of Health
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- simethicone (treats gas/bloating) 125 mg po
three times daily at 8:00 a.m., 1:00 p.m., 6:00
p.m.

LPN-C did not document R1's medication set up
at this time and stated it wasn't his practice to
document the medication set up while in the
residents’' room. LPN-C left R1's apartment,
walked to the facility's serving kitchen, placed
empty medication bottles into the recycle bin, and
walked down the hallway to R3's room to assess
R3's attempt at setting up her own medications.
LPN-C then returned to his office, and wrote a
progress note regarding the medication set up for
R1.

R1's Progress Notes, dated May 14, 2024, at
1:22 p.m., indicated, "Medications set up in pill
box x one week consisting of the following:

11 AM tabs

3 PM tabs

11 tabs

It was noted that doses of Simethicone were not
taken on Friday AM, M, T, W, F afternoon, and
Monday Evening from this past week."

R1's record lacked documentation at the time of
medication set up to include the documentation of
the dates of medication set up, the name of the
medication, quantity of dose, times to be
administered, and route of administration.

On May 14, 2024, at 2:00 p.m., LPN-C stated he
was instructed to document medication set up as
he did, by the provider group the facility belongs
to. LPN-C stated not being aware of the required
contents of the medication set up documentation.

On May 15, 2024, at 10:45 a.m., clinical nurse
supervisor (CNS)/licensed assisted living director
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(LALD)-A stated medication set up should be
documented at the time of medication set up and
stated the documentation did not include the
above required content. CNS/LALD-A stated they
would be changing their process to document
medication set up.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

21888E0 144G.71 Subd. 19 Storage of medications 01880
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure expired
medications were not available for use in one of
two medication carts (upstairs).

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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:
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During the entrance conference on May 13, 2024,
at 10:30 a.m., clinical nurse supervisor
(CNS)/licensed assisted living director (LALD)-A
and campus administrator (CA)-B stated the
licensee provided medication management
services to the licensee's residents, including
storage of medications in two facility medication
carts if the licensee was managing the
medications, and stated all apartments had
lockable medication cabinets in the bathroom if
the resident was managing their own medications
and wanted to utilize the cabinet.

On May 14, 2023, at 11:30 a.m., in the presence
of unlicensed personnel (ULP)-E, the surveyor
observed the licensee's "upstairs" medication cart
In the second floor hallway outside of the dining
room. ULP-E stated it was the responsibility of all
staff administering medications, to ensure
medications were not expired. The medication
cart contained the following expired medications:
- one bottle of calcium/magnesium/zinc/vitamin
D3 (supplement), labeled for R9, expired
September, 2023;

- one bottle SentrySenior (multivitamin), labeled
for RS, expired April, 2024; and

- one bottle Geri-lanta (antacid/antigas),

described as "stock" medication, expired
September, 2023.

On May 14, 2024, at 12:35 p.m., licensed
practical nurse (LPN)-C stated he went through
the medication carts weekly but wasn't aware the
above medications were expired according to
manufacturer's expiration date on the bottles.
LPN-C stated it was confusing because the
expiration dates on the medication prescription
label didn't match the manufacturer's expiration
date on the bottle.
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On May 14, 2024, at 1:10 p.m., CNS/LALD-A
stated medication carts should not contain
expired medications that were ready for use.

The licensee's Storage of Medications policy,
dated January 17, 2024, indicated medications
would be stored consistent with manufacturer's
recommendations and would be handled and
stored per acceptable standards.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health
Food, Pools, and Lodging
PO Box 64975

DEPARTMENT St. Paul MN, 55164
OF HEALTH 218-332-5150
iype A Food and Beverage Establishment rage
Date: 05/14/24 _
Time:  10:30:00 Inspection Report
Report: 1048241069
— Location: — Establishment Infeo:
West View Assisted Living Apt ID #: 0039295
240 6th Avenue North Risk:
Osakis, MN56360 Announced Inspection: No

Douglas County, 21

— License Categories: — Operator:
. Phone #: 3208592142
Expireson: / / D #-

The violations listed 1n this report include any previously 1ssued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were 1ssued during this inspection.

4-500 Equipment Maintenance and Operation
4-501.11AB

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.

THE WAREWASH MACHINE IS IN DISREPAIR. TEMPERATURE LOG INDICATES MACHINE HAS
NOT BEEN WORKING SINCE 05/08/2024. PIC INSTRUCTED TO HAVE MACHINE REPAIRED
IMMEDIATELY. ALL DISHES ARE TO BE SENT TO MAIN KITCHEN FOR PROPER CLEANING OR
DISPOSABLES MAY BE USED.

Comply By: 05/15/24

Surface and Equipment Sanitizers

Quaternary Ammonia: = 200ppm at Degrees Fahrenheit
Location: Sanitizer spray bottle
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Holding
Temperature: 41 Degrees Fahrenheit - Location: Almond Milk- reach 1n cooler
Violation Issued: No

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

Things to Remember:

1. The Certified Food Manager should be routinely conducting self inspections to ensure that employees are
following proper food handling practices.



Type:  Full Food and Beverage Establishment Fage £
Date: 05/14/24

Time:  10:30:00 Inspection Report

Report: 1048241069
West View Assisted Living Apt

2. Educate employees on the importance of reporting to management any illness they have or have had recently.
Management should exclude any workers 11l with vomiting or diarrhea from handling food, and they should keep
an up to date employee illness log.

3. There should be a Person 1in Charge at the establishment during all hours of operation. This person should
ensure that employees are practicing good hand washing procedures, including being knowledgeable about when
hand washing should be done and how to properly wash hands.

4. Employees should use spatula, tongs, del1 tissue, gloves, or some other approved means to prevent any direct
bare hand contact with ready to eat foods.

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 1048241069 of 05/14/24.

Certified Food Protection Manager; Destiny L Hansen

Certification Number: 109949 Expires: _05/15/25

Signed: Signed: :% z./j]/ﬂ\_’_

Establishment Representative Bailey Bannon
Environmental Health Specialist
Fergus Falls District Office
bailey bannon(@state.mn.us




