m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
May 1, 2025

Licensee

Sunlight Senior Living
400 Western Avenue

Saint Paul, MN 55103

RE: Project Number(s) SL30672016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 7, 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.

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.

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

St -0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $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.

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:
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https://forms.web.health.state.mn.us/form/HRDAppealsForm

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

Miw

Renee L. Anderson, Supervisor

State Evaluation Team

Email: Renee.L.Anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

HHH



PRINTED: 05/01/2025
FORM APPROVED

Minnesota Department of Health

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30672 B. WING 04/07/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
400 WESTERN AVENUE
SUNLIGHT SENIOR LIVING SAINT PAUL, MN 55103
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 000] Initial Comments 0 000
ASSISTED LIVING PROVIDER LICENSING Minnesota Department of Health is
CORRECTION ORDER(S) documenting the State Licensing
Correction Orders using federal software.
In accordance with Minnesota Statutes, section Tag numbers have been assigned to
144G.08 to 144G .95, these correction orders are Minnesota State Statutes for Assisted
Issued pursuant to a survey. Living License Providers. The assigned
tag number appears in the far left column
Determination of whether violations are corrected entitled "ID Prefix Tag." The state Statute
requires compliance with all requirements number and the corresponding text of the
provided at the Statute number indicated below. state Statute out of compliance is listed in
When Minnesota Statute contains several items, the "Summary Statement of Deficiencies”
failure to comply with any of the items will be column. This column also includes the
considered lack of compliance. findings which are in violation of the state
requirement after the statement, "This
INITIAL COMMENTS: Minnesota requirement is not met as
evidenced by." Following the surveyors'
SL30672016-0 findings is the Time Period for Correction.
On March 24, 2025, through April 7, 2025, the PLEASE DISREGARD THE HEADING OF
Minnesota Department of Health conducted a full THE FOURTH COLUMN WHICH
survey at the above provider, and the following STATES,"PROVIDER'S PLAN OF
orders are issued. At the time of the survey, there CORRECTION." THIS APPLIES TO
were 37 residents; 37 receiving services under FEDERAL DEFICIENCIES ONLY. THIS
the Assisted Living Facility with Dementia Care WILL APPEAR ON EACH PAGE.
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 pursuant to 144G.31
Subd. 1, 2 and 3.
0 480| 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services
(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
iInstall a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part

Minnesota Department of Health
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4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

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 documents titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated March 25, 2025, and March 27,
2025, 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
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0 550| 144G.41 Subd. 7 Resident grievances; reporting | 0550
SS=F | maltreatment

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
individual may contact the Office of Health Facility

Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to post the required information related to
the grievance procedure as well as the required
information related to the contact information for
the state and applicable regional Office of
Ombudsman for Long-Term Care (OOLTC) and
the Office of Ombudsman for Mental Health and
Developmental Disabilities (OMHDD). This had
the potential to affect all residents, staff, and
visitors.

This practice resulted in a level two violation (a
violation that did not harm a 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
Minnesota Department of Health
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0 550 | Continued From page 4 0 550

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:

During the facility tour on March 24, 2025, at
11:00 a.m., the surveyor reviewed the licensee's
posted information. There was no evidence the
grievance procedure was posted in a
conspicuous place, to include the name,
telephone number, and email contact information
for the individuals who are responsible for
handling resident grievances, contact information
for the state and applicable regional OOLTC, and
the OHMDD.

On March 24, 2025, at 11:00 a.m., licensed
assisted living director (LALD)-A stated the
licensee had a grievance procedure in place, but
verified the procedure was not posted in a
conspicuous place.

No further information was provided.

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

0 640| 144G.42 Subd. 7 Posting information for 0 640
SS=F | reporting suspected ¢

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:

(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;

(2) posting information and the reporting number

Minnesota Department of Health
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for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and

(3) providing reasonable accommodations with
Information and notices in plain language.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to support protection and safety by not
posting information and phone numbers for
reporting to the Minnesota Adult Abuse Reporting
Center (MAARC). This had the potential to affect
all 37 residents receiving assisted living 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:

During the facility tour on March 24, 2025, at
11:00 a.m., the surveyor reviewed the licensee's
posted information. There was no evidence the
contact information for the Minnesota Adult Abuse
Reporting Center was posted in a conspicuous
place.

On March 24, 2025, at 11:00 a.m., licensed
assisted living director (LALD)-A stated the
licensee had a procedure in place to report to
MAARC, but verified the procedure was not
posted in common areas.

Minnesota Department of Health
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
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
by:

Based on observation and interview, the licensee
failed to comply with the current 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 potential to affect
a large portion or all of the residents).

The findings include:

On March 6, 2025, from 10:30 a.m. to 2:30 p.m.,
the surveyor toured the facility with licensed

assisted living director (LALD)-A.

SPRINKLER SYSTEM
During the tour, the surveyor observed
deficiencies on the annual sprinkler report dated

Minnesota Department of Health
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1/23/25. These items include: 3- and 5-year
system inspections, no signs on control valves,
and no calc plate, information sign and head list.
Having and maintaining your fire sprinkler system
Is vital to life safety, rescue operations, and
facility integrity. Have a licensed contractor review
and perform the corrections to maintain fire safety
sprinkler system operational status.

SMOKING AREA

There were two appropriate cigarette butt
disposal containers in the courtyard of the facility.
Surveyor observed used cigarette butts discarded
throughout the courtyard.

Used cigarette butts are required to be discarded
In the appropriate disposal container in
accordance with the facility smoking policy.

CARBON MONOXIDE ALARMS

Not all resident rooms have carbon monoxide
alarms, mechanical room did not have a carbon
monoxide alarm.

Mechanical rooms that have fuel fired appliances
will be equipped with a carbon monoxide detector
connected to the fire alarm panel or each resident
living area will have a carbon monoxide alarm in
accordance with MN State fire code.

EXIT LIGHTS

Newer addition of the facility did not have any
emergency lighting on the exit signs or along the
walls. Several emergency light boxes in the
original area of the facility did not work as
iIntended when tested.

Emergency lights are required to provide a path
to emergency egress doors during times of low
light and loss of power. Facility does not have a
generator; emergency lights need to be
operational and in good repair at all times.

Minnesota Department of Health
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FIRE DOORS
Automatic door closer's were missing from
several resident room fire doors. Door closer
assist in keeping the fire door closed to help
prevent the spread of fire and smoke.
During a facility tour on March 26, 2025, at 12:30
p.m., LALD-A, verified the above listed
observations while accompanying on the tour.
TIME PERIOD FOR CORRECTION: Two (2)
days
0 780| 144G.45 Subd. 2 (a) (1) Fire protection and 0 780

SS=D | physical environment

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
iIncluding 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;

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide smoke alarms inside all sleeping
rooms throughout the facility. This had the
potential to directly affect 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 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:

On March 6, 2025, from 10:30 a.m. to 2:30 p.m.,
the surveyor toured the facility with licensed
assisted living director (LALD)-A. During the tour,
surveyor observed that hard-wired smoke alarm
was not connected in unit 140. Alarm was
removed and a heavy odor of cigarette smoke
was inside the unit. Occupant was able to find the
alarm but the plug for the alarm to be operational
was missing from the wall. The area of the wall
that the alarm was intended to be connected was
covered by decorations.

These deficient conditions were visually verified
by LALD-A accompanying on the tour.

TIME PERIOD FOR CORRECTION: Two (2)
days
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0 800| 144G.45 Subd. 2 (a) (4) Fire protection and 0 800

SS=D | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the physical environment,
including walls, floors, ceiling, all furnishings,
grounds, systems, and equipment in a continuous
state of good repair and operation with regard to
the health, safety, comfort, and well-being of the
residents. This deficient condition had the
potential to affect staff, residents, 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 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:

On March 6, 2025, from 10:30 a.m. to 2:30 p.m.,
the surveyor toured the facility with licensed
assisted living director (LALD)-A. During the tour,
surveyor observed 2 large holes in the walls and
several scrapes and scratches on the walls and
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floor of resident room M106.
These deficient conditions were visually verified
by LALD-A accompanying on the tour.
TIME PERIOD FOR CORRECTION: Seven (7)
days
0 810| 144G.45 Subd. 2 (b-f) Fire protection and 0810

SS=F | physical environment

(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
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
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not required. Fire alarm system activation is not
required to initiate the evacuation drill.

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 required content,
provide required training. This had the potential to
directly affect all residents, staff, and visitors.

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

The findings include:

On March 26, 2025, from 10:30 a.m. to 2:30 p.m.,
the surveyor toured the facility with licensed
assisted living director (LALD)-A. During the tour,
surveyor observed the fire safety and evacuation
plan (FSEP) was not located in a central location
for all staff accessibility. Posted evacuation plans
lacked identification of resident rooms.

FSEP must be readily available for staff,
residents and visitors accurate and exit plan
diagrams must correctly labeled to reduce
confusion and potential obstructions for egress in
a fire or similar emergency.

On March 26, 2025, LALD-A provided documents
on the fire safety and evacuation plan (FSEP),
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fire safety training and evacuation drills, for the
facility.

FIRE SAFETY AND EVACUATION PLAN:
The licensee's FSEP, titled "Fire Emergency”,
undated, failed to include the following:

STAFF ACTIONS:

The FSEP included standard employee
procedures but 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 the plan was
designed for a building with life safety systems
such as fire doors and smoke compartments.

RESIDENT ACTIONS:

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.

UNIQUE AND UNUSUAL RESIDENT NEEDS:
The facility uses an electronic care plan website
for standard resident evacuation procedures. The
FSEP does not include instructions on how to use
or what do in the loss of power/Internet event for
resident movement and evacuation or relocation
during a fire or similar emergency including
individualized unique needs of residents.

On March 26, 2025, at 12:30 p.m., LALD-A stated
they understood the areas of their policy that
were incomplete and would work on bringing
them into compliance.

TRAINING
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The licensee failed to provide evacuation training
to residents at least once per year. LALD-A
lacked documentation showing any training was
offered or training was scheduled for a future date
for residents on the fire safety and evacuation
plan.

The licensee failed to provide training to
employees on the FSEP upon hire and at least
twice per year. Staff does web-based training at
the time of hire; No other training documentation
was provided.

On March 26, 2025, at 12:30 p.m., LALD-A stated
they understood the requirements for training
residents and staff and would implement a
training program that was compliant with statute
requirements.

DRILLS

The licensee failed to conduct evacuation drills
for employees twice per year, per shift with at
least one evacuation drill every other month.
LALD-A was unable to provide any
documentation of licensee's evacuation drill logs.

On March 26, 2025, at 12:30 p.m., LALD-A stated
there were no documented drills for the facility.

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

SOSQCI'EO 144G.50 Subdivision 1 Contract required 0 900
(a) An assisted living facility may not offer or
provide housing or assisted living services to any
iIndividual unless it has executed a written
contract with the resident.

(b) The contract must contain all the terms
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concerning the provision of:
(1) housing;

(2) assisted living services, whether provided
directly by the facility or by management
agreement or other agreement; and

(3) the resident's service plan, if applicable.

(c) A facility must:

(1) offer to prospective residents and provide to
the Office of Ombudsman for Long-Term Care a
complete unsigned copy of its contract; and

(2) give a complete copy of any signed contract
and any addendums, and all supporting
documents and attachments, to the resident
promptly after a contract and any addendum has
been signed.

(d) A contract under this section is a consumer
contract under sections 325G.29 to 325G.37.

(e) Before or at the time of execution of the
contract, the facility must offer the resident the
opportunity to identify a designated representative
according to subdivision 3.

(f) The resident must agree in writing to
any additions or amendments to the contract.
Upon agreement between the resident and the
facility, a new contract or an addendum to the
existing contract must be executed and signed.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to execute a signed, written
contract with the resident, prior to providing

Assisted Living services for three of three
residents (R1, R2, R3).

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
Minnesota Department of Health
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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:

R1
R1 was admitted April 10, 2024, and had
diagnoses including acute respiratory failure.

R1's service plan, "Addendum A to Resident's
Assisted Living Contract," effective March 24,
2025, indicated R1 received services to include
assistance with oxygen administration,
medication administration, and assistance with
dressing and grooming.

R2

R2 was admitted December 16, 2021, and had
diagnoses including high blood pressure and
dementia.

R2's service plan, "Addendum A to Resident's
Assisted Living Contract," effective December 30,
2024, indicated R2 received services to include
assistance with dressing and grooming, and
medication administration.

R3
R3 was admitted August 14, 2024, and had
diagnoses including agitation.

R3's service plan, effective March 25, 2025,
Indicated R3 received services to include
assistance with dressing and grooming, and
medication administration.

R1, R2, and R3's records lacked a signed
Minnesota Department of Health
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Assisted Living contract prior to initiating services.

On March 26, 2025, at 2:45 p.m., licensed
assisted living director (LALD)-A stated he was
unable to locate the signed contracts for the
above residents, due to the loss of a recent office
staff person. LALD-A stated the licensee also
kept unsigned contracts for all residents in
electronic form.

No further information was provided.

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

0 950| 144G.50 Subd. 3 Designation of representative 0 950
SS=C
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
Information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
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the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to identify a designated
representative or document that the resident

declined to designate a representative for three of
three residents (R1, R2, R3).

This practice resulted in a level one violation (a
violation that has not potential to cause more than
a minimal impact on the client 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

clients).

The findings include:

R1, R2, and R3 were admitted on April 10, 2024,
December 16, 2021, and August 24, 2024,
respectively and received assisted living services.

R1, R2, and R3 records lacked the verbatim
designation of representative statutory language
notice and documentation the resident named a
designated representative or declined to name a
representative.

On March 26, 2025, at 2:45 p.m., licensed
assisted living director (LALD)-A stated he was
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unable to locate the signed contracts for the
above residents, which included documentation
of a designated representative. LALD-A stated
the licensee also kept unsigned contracts for all
residents in electronic form.

No further information was provided.

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

01470 144G.63 Subd. 2 Content of required orientation 01470
SS=D
(a) The orientation must contain the following
topics:

(1) an overview of this chapter;

(2) an introduction and review of the facility's
policies and procedures related to the provision
of assisted living services by the individual staff
person;

(3) handling of emergencies and use of
emergency services;

(4) compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);

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

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person;

(7) handling of residents' complaints, reporting of
complaints, and where to report complaints,
including information on the Office of Health
Facility Complaints;

(8) consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
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Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services; and

(9) a review of the types of assisted living
services the staff member will be providing and
the facility's category of licensure.

(b) In addition to the topics in paragraph (a),
orientation 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
iInclude 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
the challenges it poses to communication;

(2) 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 orientation to assisted
living facility licensing requirements and
regulations was completed, prior to providing
services, for one of two employees (clinical nurse
supervisor (CNS)-B).

Minnesota Department of Health
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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, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

CNS-B was hired October 1, 2023, and provided
supervision of staff, and direct cares for
residents.

CNS-B's employee records lacked evidence she
had completed orientation to 144G licensing
requirements in the following areas:

-an overview of this chapter 144G;

-handling of emergencies and use of emergency
Services;

-compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);

-the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;

-the principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person;
-handling of residents' complaints, reporting of
complaints, and where to report complaints,
including information on the Office of Health
Facility Complaints;

-consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and

Minnesota Department of Health

STATE FORM 6899 20FQ11 If continuation sheet 22 of 30




PRINTED: 05/01/2025
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

30672 B. WING 04/07/2025

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

400 WESTERN AVENUE
SAINT PAUL, MN 55103

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

SUNLIGHT SENIOR LIVING

01470 | Continued From page 22 01470

Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services; and

-a review of the types of assisted living services
the staff member will be providing and the
licensee's category of licensure.

On March 26, 2025, at 1:00 p.m., CNS-B stated
she would locate and provide the documentation
for the above required training.

The licensee's Employee Records policy, dated
August 1, 2021, indicated employee records for
each person would include "verification of
completed orientation and annual training and
competency testing as required.”

No further information was provided.

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

01530) 144G.64 TRAINING IN DEMENTIA CARE 01530
SS=D | REQUIRED

(a) All assisted living facilities must meet the
following training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;

(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
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initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure annual dementia training
was completed, for one of two employees (clinical
nurse supervisor (CNS)-B).

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

The findings include:

CNS-B was hired October 1, 2023, and provided
supervision of staff, and direct cares for
residents.

CNS-B's employee records lacked evidence she
had completed two hours of annual dementia
training.

Minnesota Department of Health
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On March 26, 2025, at 1:00 p.m., CNS-B stated
she would locate and provide the documentation
for the above required training.
The licensee's Employee Records policy, dated
August 1, 2021, indicated employee records for
each person will include "verification of completed
orientation and annual training and competency
testing as required.”
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
01640 144G.70 Subd. 4 (a-e) Service plan, 01640

SS=E | implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.
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(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure service plans included a
signature or other authentication by the facility
and by the resident documenting agreement on
the services to be provided for three of three
residents (R1, R2, R3).

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:

R1's service plan, "Addendum A to Resident's
Assisted Living Contract," effective March 24,
2025, indicated R1 received services to include
assistance with oxygen administration,
medication administration, and assistance with
dressing and grooming.

R2's service plan, "Addendum A to Resident's
Assisted Living Contract,” effective December 30,
2024 . indicated R2 received services to include
assistance with dressing and grooming, and
medication administration.

R3's service plan, effective March 25, 2025,
Indicated R3 received services to include
Minnesota Department of Health
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assistance with dressing and grooming, and
medication administration.

R1, R2, and R3's service plans lacked a
signature or other authentication by the facility
and by the resident documenting agreement on
the services to be provided.

On March 26, 2025, at 2:45 pm., licensed
assisted living director (LALD)-A stated he was
unable to locate the signed service plans for the
above residents, due to the loss of a recent office
staff person. LALD-A stated the licensee also
kept unsigned service plans for all residents in
electronic form.

The licensee's Service Plan policy, dated August
1, 2021, indicated, "the service plan and any
revisions shall include a signature or other
authentication by [the licensee] and by the
resident, or resident's representative,
documenting agreement on the services to be
provided."

No further information was provided.

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

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

An assisted living facility with dementia care that
has a secured dementia care unit must meet the
requirements of section 144G.45 and the
following additional requirements:

(1) a hazard vulnerability assessment or safety
risk must be performed on and around the
property. The hazards indicated on the
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assessment must be assessed and mitigated to
protect the residents from harm; 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 interview and record review, the
licensee failed to conduct mitigation for hazard
vulnerability or safety risk assessment on or
around the facility property. 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
residents).

The findings include:

On March 26, 2025, from 10:30 a.m. to 2:30 p.m.,
with licensed assisted living director (LALD)-A.
The licensee failed to provide hazards or
mitigation on the hazard vulnerability assessment
(HVA). Facility did not have an HVA completed or
mitigation for any hazards

On March 26, 2025, at 12:30 p.m., LALD-A stated
they understood the requirements and would

implement mitigations for hazards identified on
HVA.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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03090| 144 .6502, Subd. 8 Notice to Visitors 03090

SS=C
(a) A facility must post a sign at each facility
entrance accessible to visitors that states:
"Electronic monitoring devices, including security
cameras and audio devices, may be present to
record persons and activities."

(b) The facility is responsible for installing and
maintaining the signage required in this
subdivision.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to ensure the required notice was posted at
the main entry way of the establishment to display
statutory language to disclose electronic
monitoring activity, potentially affecting two clients
In the assisted living facility, staff and any visitors
of the licensee.

This practice resulted in a level one violation (a
violation that has not potential to cause more than
a minimal impact on the client 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 of the
clients).

The finding include:

On March 24, 2025, at 10:00 a.m., upon arriving
at the facility, an observation outside the front
entrance and inside the front entrance revealed
there was no posting with required verbiage
alerting that there might be electronic monitoring
devices present.

On March 24, 2025, at 10:00 a.m., licensed
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assisted living director (LALD)-A stated they had
cameras located in the common areas of the
facility. LALD-A stated he had placed electronic
monitoring signs on the entrance door, but was
unsure why the signs were not present.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Minnesota Department of Health
Environmental Health, FPLS
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 651-201-4500

iype  Wliaw-up Food and Beverage Establishment rage

Date: 03/27/25 _

Time:  15:18:33 Inspection Report

Report: 1039251104

— Location: — Establishment Infe:
Sunlight Senior Living ID #: 0037819
400 Western Avenue Risk:
St Paul, MN55103 Announced Inspection: No
Ramsey County, 62

— License Categories: — Operator:

. Phone #: 63517145056
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 previously 1ssued on 03/25/25 have NOT been corrected.

2-100 Supervision

2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.

NO CFPM EMPLOYED AT ESTABLISHMENT. GUIDANCE ON CFPM PROGRAM EMAILED WITH
REPORT. COMPLY WITH ABOVE RULE.

Issued on: 03/25/25 Comply By: 05/27/25

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.

AUTOMATIC CHLORINE DISHWASHING MACHINE HAS NO SANITIZER OR DETERGENT. STAFF
USING 3-COMP. ADD DETERGENT AND SANITIZER. DOOR SEALS FOR 2-DOOR COOLER ARE IN

BAD REPAIR. REPLACE SEALS.
Issued on: 03/25/25 Comply By: 04/01/25

No NEW orders were 1ssued during this inspection.

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



SYBE e WL Food and Beverage Establishment Page 2
alc. .
Time:  15:18:33 Inspection Report

Report: 1039251104
Sunlight Senior Living

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 1039251104 of 03/27/25.

Certified Food Protection Manager:

Certification Number: Expires: _ / /

Signed: Signed: Q,—- z)—’-/{‘\
Alvin Blidee Aron Goodner
person-in-charge Public Health Sanitarian I

Freeman Building
aron.goodner(@state.mn.us



Minnesota Department of Health
Environmental Health, FPLS
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 651-201-4500
iype A Food and Beverage Establishment rage
Date: 03/25/25 _
Time:  11:00:00 Inspection Report
Report: 1039251103
— Location: — Establishment Infe:
Sunlight Senior Living ID #: 0037819
400 Western Avenue Risk:
St Paul, MN55103 Announced Inspection: No

Ramsey County, 62

— License Categories: — Operator:
. Phone #: 6517145056
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.

3-400B Destroying Organisims: reheating
3-403.11C ** Priority 1 **

MN Rule 4626.0360C Reheat TCS food that has been commercially processed and packaged 1n a food
processing plant to a temperature of at least 135 degrees F (57 degrees C) for hot holding.

COOKED MEAT/VEG DISH MEASURES AS LOW AS 119 DEGREES F IN STEAM WARMER AFTER
REHEATING 1 HOUR PRIOR. INSTRUCTED STAFF TO REHEAT FOOD IN OVER TO >165 DEGREES
F, THEN RETURN TO STEAM WARMER.

Corrected on Site

4-300 Equipment Numbers and Capacities
4-302.14 ** Priority 2 **
MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.

NO TEST STRIPS FOR MEASURING QUATERNARY AMMONIUM COMPOUND (QUAT.) SANITIZER.
MAINTAIN QUAT. TEST STRIPS ON-HAND TO VERY 200-400 PPM SANITIZER CONCENTRATION.

Comply By: 03/25/25

6-300 Physical Facility Numbers and Capacities
6-301.11 ** Priority 2 **

MN Rule 4626.1440 Provide an adequate supply of hand soap at each handwashing sink or group of 2 adjacent
handwashing sinks.

NO HAND SOAP AT HANDWASHING SINK NEAR DRY STORES. COMPLY WITH ABOVE RULE.
Comply By: 03/25/25



Type:  Full Food and Beverage Establishment Fage £
Date: 03/25/25

Time:  11:00:00 Inspection Report

Report: 1039251103
Sunlight Senior Living

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

NO CFPM EMPLOYED AT ESTABLISHMENT. GUIDANCE ON CFPM PROGRAM EMAILED WITH
REPORT. COMPLY WITH ABOVE RULE.

Comply By: 05/27/25

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.

AUTOMATIC CHLORINE DISHWASHING MACHINE HAS NO SANITIZER OR DETERGENT. STAFF
USING 3-COMP. ADD DETERGENT AND SANITIZER. DOOR SEALS FOR 2-DOOR COOLER ARE IN
BAD REPAIR. REPLACE SEALS.

Comply By: 04/01/25

4-600 Cleaning Equipment and Utensils
4-602.11E

MN Rule 4626.0845E Clean surfaces contacting food that 1s not TCS: 1. at any time when contamination may
have occurred; 2. at least once every 24 hours for iced tea dispensers and consumer self-service utensils; 3.
before restocking consumer self-service equipment and utensils such as condiment dispensers, and display
containers; 4. at a frequency specified by the manufacturer or at a frequency necessary to preclude accumulation
of soil or mold for ice bins, beverage dispensing nozzles, enclosed components of ice makers, cooking oil
storage tanks and distribution lines, beverage and syrup dispensing lines or tubes, coffee bean grinders, and
water vending equipment.

GRIME ACCUMULATED ON INTERIOR OF ICE MAKER/BIN. DISCARD ICE, THEN CLEAN AND
SANITIZE ICE MAKER/BIN SURFACES AND COMPLY WITH PART 4 OF ABOVE RULE.

Comply By: 03/25/25

4-600 Cleaning Equipment and Utensils
4-602.13

MN Rule 4626.0855 Clean all non-food-contact surfaces of equipment at a frequency necessary to preclude
accumulation of soil residues.

OBSERVED FOOD RESIDUE ACCUMULATED INSIDE OF COOLERS, ON EDGES OF STOVE, CLEAN
AND MAINTAIN CLEAN.

Comply By: 04/01/25

6-300 Physical Facility Numbers and Capacities
6-301.14

MN Rule 4626.1455 Remove the supply of individual disposable towels and hand soap from food preparation
sinks, utensil washing sinks, and mop sinks.

PAPER TOWEL DISPENSERS EMPTY AT BOTH HANDWASHING SINKS. PERSON-IN-CHARGE
PROVIDED PAPER NAPKINS FOR HAND DRYING. COMPLY WITH ABOVE RULE.

Comply By: 03/25/25



Type:  Full Food and Beverage Establishment Fage 9
Date: 03/25/25

Time:  11:00:00 Inspection Report

Report: 1039251103
Sunlight Senior Living

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

NO HANDWASHING REMINDER SIGN AT HAND SINK NEAR DRY STORES. COMPLY WITH
ABOVE RULE.

Comply By: 04/01/25

6-500 Physical Facility Maintenance/Operation and Pest Control
6-501.124
MN Rule 4626.1520A Clean and maintain all physical facilities clean.

SOILS AND GRIME ARE ACCUMULATED ON FLOOR BENEATH EQUIPMENT AND SHELVING IN
KITCHEN AND DRY STORE. CLEAN AND MAINTAIN CLEAN.

Comply By: 04/01/25

Surface and Equipment Sanitizers

Quaternary Ammonium: = 200 PPM at Degrees Fahrenheit
Location: 3-COMP SINK
Violation Issued: No

Quaternary Ammonium: = 200 PPM at Degrees Fahrenheit
Location: WIPING CLOTH BUCKET
Violation Issued: No

Food and Equipment Temperatures

Process/Item: CHOCOLATE MILK
Temperature: 41 Degrees Fahrenheit - Location: COLD HOLD - WALK-IN COOLER
Violation Issued: No

Process/Item: FROZEN
Temperature: Degrees Fahrenheit - Location: WALK-IN FREEZER
Violation Issued: No

Process/Item: MILK
Temperature: 39 Degrees Fahrenheit - Location: COLD HOLD - 2-DOOR REACH-IN COOLER
Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
1 2 7

HRD-licensed facility with commercial kitchen.
Discussed all orders with person-in-charge.

Noted during inspection that kitchen overhead lighting maybe insufficient and in need of upgrade to improve
brightness.



]Tjﬂfei Tl Food and Beverage Establishment Fage 4
alc. -
Time:  11:00:00 Inspection Report

Report: 1039251103
Sunlight Senior Living

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 1039251103 of 03/25/25.

Certified Food Protection Manager:

Certification Number: Expires: __ / /

Inspection report reviewed with person in charge and emailed.

Signed: Signed: Q,-»- g)——-/{‘\

Alvin Blidee Aron Goodner

person-in-charge Public Health Sanitarian I
Freeman Building
aron.goodner(@state.mn.us




