m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
January 4, 2024

Licensee

Liberty Mathan Health Care Services
3248 Sprague Avenue

Anoka, MN 55303

RE: Project Number(s) SL35638015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on December 14, 2023, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, the 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.

The 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. The MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assighed 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
isted in the "Summary Statement of Deficiencies" column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . .."

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope
of the violations; however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.
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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 the 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

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,

M\u\mﬁh

Casey DeVries, Supervisor
State Evaluation Team

Email: casey.devries@state.mn.us
Telephone: 651-201-5917 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 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.

SL#35638015-0
PLEASE DISREGARD THE HEADING OF

On December 11, 2023, through December 14, THE FOURTH COLUMN WHICH

2023, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a survey at the above provider, and CORRECTION." THIS APPLIES TO
the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS
time of the survey, there were four (4) residents WILL APPEAR ON EACH PAGE.
receiving services under the 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
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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 practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated December 11, 2023, for the
specific Minnesota Food Code violations. The
Inspection Report was provided to the licensee
within 24 hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0680 144G.42 Subd. 10 Disaster planning and 0 680
SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an

Minnesota Department of Health
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emergency;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement is not met as evidenced
by:

Based on interview and record review the
licensee failed to maintain a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all staff,
visitors, and residents of the assisted living.

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:

The licensee's undated EPP lacked evidence of

Minnesota Department of Health
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the following required content:

- subsistence needs for staff and patients;

- procedures for tracking of staff and patients;

- policies and procedures for medical documents;
- policies and procedures for volunteers; and

- roles under a waiver declared by secretary.

On December 14, 2023, at 12:02 p.m., clinical
nurse supervisor (CNS)-A stated licensee was not
aware of the missing EPP content.

No further information was provided.

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

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

(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:

(i) provide smoke alarms in each room used
for sleeping purposes;

(if) provide smoke alarms outside each
separate sleeping area in the immediate vicinity
of bedrooms;

(i) 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

Minnesota Department of Health
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(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,;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide smoke alarms outside all
sleeping rooms and interconnected smoke
alarms throughout the facility. This had the
potential to directly affect all residents, staff, and
visitors.

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

The findings include:

Interconnection

On a facility tour on December 11, 2023, at 11:30
a.m., with clinical nurse supervisor (CNS)-A, it
was observed smoke alarms were not
iInterconnected so activation of one alarm
activates all alarms throughout the facility. The
licensee failed to provide smoke alarms that are
iInterconnected outside the resident sleeping
rooms. At the time of the tour the alarms in the
resident sleeping rooms were observed as only
Interconnected to the alarms in each sleeping
room and not to the alarms in the hallway outside
the sleeping rooms.

Minnesota Department of Health
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All dwelling units required to have multiple smoke
alarms are required to have interconnected
alarms so activation of one alarm activates all
alarms within the dwelling unit.

During the tour the smoke alarms were tested
and CNS-A, verified the smoke alarms were not
interconnected so activation of one required
alarm activates all required alarms throughout the
facility.

Outside Sleeping Rooms

On the same tour it was also observed smoke
alarms were not provided outside in the
Immediate vicinity of all sleeping rooms. The
licensee failed to provide a smoke alarm as
required outside in the immediate vicinity of
resident sleeping rooms number 1, number 2 and
number 3 on the main level.

Smoke alarms are required to be installed outside
In the immediate vicinity of all sleeping rooms.

During the tour CNS-A, verified smoke alarms
were not installed outside in the immediate
vicinity of resident rooms number 1, number 2
and number 3.

TIME PERIOD FOR CORRECTION: Seven (7)
day.

0 910| 144G.50 Subd. 2 (a-b) Contract information 0910
SS=C
(a) The contract must include in a conspicuous
place and manner on the contract the legal name
and the health facility identification of the facility.
(b) The contract must include the name,
telephone number, and physical mailing address,
which may not be a public or private post office

Minnesota Department of Health
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box, of:

(1) the facility and contracted service provider
when applicable;

(2) the licensee of the facility;

(3) the managing agent of the facility, if
applicable; and

(4) the authorized agent for the facility.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to execute a written contract with
the required content for one of one resident (R2).
This had the potential to affect all residents living
In the assisted living facility.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all the
residents).

The findings include:

R2's Assisted Living Contract signed September
21, 2021, indicated the licensee's Health Facility
|dentification (HFID) number as 34665, instead of
35638.

On December 12, 2023, at 2:30 p.m., clinical
nurse supervisor (CNS)-A stated licensee was not
sure of their current HFID number as they were
managing two locations. CNS-A also stated
residents HFID number on their contracts were
mixed up.

No further information was provided.

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

01500 144G.63 Subd. 5 Required annual training 01500
SS=F
(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:

(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;

(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;

(3) review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;

(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;

(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and

(6) the principles of person-centered planning
and service delivery and how they apply to direct

Minnesota Department of Health
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support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:

(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;

(2) the health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
iIsolation, and depression; or

(3) information about strategies and technology
that may enhance communication and
iInvolvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employees received at
least eight hours of annual training to include
required topics for each 12 months of
employment for two of two employees
(unlicensed personnel (ULP)-B, ULP-D).

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

Minnesota Department of Health
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The findings include:

ULP-B

ULP-B started employment with licensee on
March 24, 2020, under the former comprehensive
license and started providing assisted living
services on August 1, 2021.

ULP-B's Assisted Living & Memory Care Annual
Training Checklist dated February 26, 2023,
iIndicated ULP-B had completed the following
topics for annual training:

- infection control - 1 credit;

- assisted living bill of rights - 0.75 credit;

- vulnerable adult refresher - 1 credit; and

- person-centered care principles - 1.25 credit, for
a total of 4.0 hours out of 8 hours required.

Additionally, ULP-B's record lacked evidence of
completed annual required training in the
following areas:

- review of provider's policies and procedures;
and

- hearing loss training (optional).

ULP-D

ULP-D started employment with licensee on
November 23, 2021, to provide assisted living
Services.

ULP-D's Educare (education software) tests
dated November 11, 2023, indicated ULP-D had
completed annual training in the following areas
but did not include the number of hours in each
topic:

- behavioral health;

- first aid; and

- handling emergencies.

Minnesota Department of Health
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ULP-D's record lacked evidence of completed
annual required training in the following areas:

- training on reporting of maltreatment of
vulnerable adults;

- review of the assisted living bill of rights;

- review of infection control techniques;

- review of the facility's policies and procedures;
and

- hearing loss training (optional).

On December 12, 2023, at 2:30 p.m., clinical
nurse supervision (CNS)-A stated licensee had
completed annual training with employees.
However, some required annual training topics
had not been covered.

No further information was provided.

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

01890| 144G.71 Subd. 20 Prescription drugs 01890
SS=D
A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to discard expired
medication for one of three residents (RS).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
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safety but had the potential to have harmed a
resident's health or safety) and was issued at an
iIsolated 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:

On December 12, 2023, at 9:25 a.m., the
surveyor observed the licensee's medication
cabinet. In R5's medication bin the surveyor
observed the following beyond use date
medication:

- hydroxyzine pam 50 milligram (mg), take one
capsule by mouth at 8:00 a.m., and one capsule
at 4.00 p.m.- discard after December 1, 2023.

On December 12, 2023, at 9:38 a.m., unlicensed
personnel (ULP)-B stated the registered nurse
(RN) was responsible to audit the medication
cabinet monthly.

On December 12, 2023, at 9:45 a.m., clinical
nurse supervisor (CNS)-A stated she was not
aware of the expired medication and could not

speak to how often the medication cabinet was
audited.

The licensee's undated Disposition and Disposal
of Medications policy indicated discontinued or
expired medications upon a resident's death will
be disposed of by a licensed nurse according to
instructions provided on the drug label.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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(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.

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
medication with all the required content 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) 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
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of the residents).
The findings include:

R1 was discharged from the licensee on January
3,2022.

R1's discharge record indicated licensee
managed R1's medications administration.

R1's unsigned and undated Discharge Medication
List indicated the following required content:

- medication name;

- medication dose;

- frequency; and

- medication quantity.

R1's disposition record lacked the following
required content:

- date of disposition;

- to whom the medications were given; and

- names of staff and other individuals involved in
the disposition.

On December 14, 2023, at 12:10 p.m., clinical
nurse supervisor (CNS)-A stated licensee was not
aware R1's discharge record was missing
required content.

The licensee's undated Disposition and Disposal
of Medications policy indicated disposal and
disposition of discontinued medications for
residents receiving the medication management
program will be completed in a safe manner by
appropriate personnel. The policy lacked the
verbiage for the required content.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
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m Minnesota Department of Health
625 Robert St N

DEPARTMENT St. Paul
OF HEALTH SENSS
iype A Food and Beverage Establishment rage
Date: 12/11/23 _
Time:  12:30:00 Inspection Report
Report: 1043231136
— Location: — Establishment Infe:
Liberty Mathan Health Care Ser ID #: 0037695
3248 Sprague Avenue Risk:
Anoka, MN55303 Announced Inspection: No

Anoka County, 02

— License Categories: — Operator:
. Phone #: 7632279368
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.

3-S00C Microbial Control: date marking
3-501.17B ** Priority 2 **

MN Rule 4626.0400B Mark the refrigerated, ready-to-eat, TCS food prepared and packaged in a processing
plant and opened and held for more than 24 hours 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. The date must not exceed the
manufacturer's use-by-date.

OPENED BAG OF SHREDDED CHEESE AND CHEESE SLICES OBSERVED WITH NO DATE
MARKING IN COOLER. DISCUSSED WITH STAFF TO LABEL WHEN PACKAGES ARE OPENED AND
WHEN FOODS ARE REMOVED FROM ORIGINAL PACKAGES. COMPLY WITH ABOVE RULE.

Comply By: 12/11/23

S5-200C Plumbing: Maintenance, fixture location
5-204.11 ** Priority 2 **

MN Rule 4626.1095 Locate a handwashing sink to allow convenient use in food preparation, food dispensing,
warewashing areas and 1n or adjacent to toilet rooms.

KITCHEN HAS A TWO BASIN SINK. STAFF CONFIRMED SINK IS USED AS A HANDWASHING
SINK. DESIGNATE AND LABEL ONE BASIN AS "HANDWASHING SINK ONLY". DISCUSSED WITH
STAFF. COMPLY WITH ABOVE RULE.

Comply By: 12/11/23




Type:  Full Food and Beverage Establishment Fage £
Date: 12/11/23

Time:  12:30:00 Inspection Report

Report: 1043231136
Liberty Mathan Health Care Ser

2-100 Supervision
2-102.12AMN
MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.

FACILITY HAS A CFPM. STAFF CONFIRMED INDIVIDUAL IS ALSO A CFPM AT ANOTHER
FACILITY. DISCUSSED WITH STAFF TO DISCONTINUE SERVING AS A CFPM FOR MORE THAN
ONE LOCATION. COMPLY WITH ABOVE RULE.

Comply By: 12/11/23

6-300 Physical Facility Numbers and Capacities

6-301.14A4

MN Rule 4626.1457 Provide a sign or poster at all handwashing sinks used by food employees that notifies
them to wash their hands

SIGN MISSING AT KITCHEN HANDWASHING SINK BY DINING TABLE. DISCUSSED WITH STAFF
TO PROVIDE. COMPLY WITH ABOVE RULE.

Comply By: 12/11/23

Surface and Equipment Sanitizers

Hot Water: = at 168 Degrees Fahrenheit
Location: DISH MACHINE

Violation Issued: No

Food and Equipment Temperatures

Process/Item: MILK
Temperature: 40 Degrees Fahrenheit - Location: KITCHEN COOLER
Violation Issued: No

Process/Item: CHEESE
Temperature: 40 Degrees Fahrenheit - Location: KITCHEN COOLER
Violation Issued: No

Process/Item: HAM
Temperature: 40 Degrees Fahrenheit - Location: KITCHEN COOLER
Violation Issued: No

Process/Item: BOLOGNA
Temperature: 40 Degrees Fahrenheit - Location: KITCHEN COOLER
Violation Issued: No

Process/Item: AMBIENT
Temperature: 39 Degrees Fahrenheit - Location: LIVING ROOM COOLER
Violation Issued: No




Type:  Full Food and Beverage Establishment Fage
Date: 12/11/23

Time:  12:30:00 Inspection Report

Report: 1043231136
Liberty Mathan Health Care Ser

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

Discussed date marking, illness policy, sanitizer use, ware washing, temperature control, hand washing,
cleaning, pest control, vomit/fecal procedures, test kits, food storage, and food handling procedures.

Inspection was completed with A. Graf and Y. Adetunji. B. Nyangena was the lead Health Regulation Division
Nurse Evaluators on site completing the site survey.

**Foods cooked by the facility staff should be fully cooked and prepared for same day service only with
leftovers discarded.

**This facility has a residential kitchen with residential equipment and wooden cabinetry. The kitchen finishes
and surfaces are well maintained. Contact Health Regulation Division for plan review when facility undergoes
remodeling.

***[F ANY CUSTOMER COMPLAINS OF ILLNESS, ESTABLISHMENT IS REQUIRED TO NOTIFY
THE MINNESOTA DEPARTMENT OF HEALTH AND PROVIDE THE FOODBORNE ILLNESS
HOTLINE PHONE NUMBER TO THE CUSTOMER: 1-877-366-3455%***

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 1043231136 of 12/11/23.

Certified Food Protection ManagerYinka I. Adetunji
Certification Number: _FMI117617 Expires: _08/04/24

Inspection report reviewed with person in charge and emailed.

Signed: Signed: W

Ashley Graf Blia Lor
PIC Public Health Sanitarian I
OLF

651-231-7981
blia.lor(@state.mn.us



