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February 20, 2025

Licensee
Carelink Skilled Nursing & Hc
15804 Everglade Court
Apple Valley, MN  55124

RE:  Project Number(s) SL36297016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on January 14, 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 . . ."    

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.

The correction order documentation should include the following:
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� Identify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.    

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

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

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

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

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,

Jodi Johnson, Supervisor
State Evaluation Team
Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax:  1-866-890-9290

JMD
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ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are corrected
requires compliance with all requirements
provided at the Statute number indicated below.
When Minnesota Statute contains several items,
failure to comply with any of the items will be
considered lack of compliance.

INITIAL COMMENTS:

SL36297016-0

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
state Statute number and the
corresponding text of the state Statute out
of compliance is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

On January 13, 2025, through January 14, 2025,
the Minnesota Department of Health conducted a
full survey at the above provider. At the time of
the survey, there were three residents; three
receiving services under the Assisted Living
Facility license.

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

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

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

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 480 Continued From page 1
0 480 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum
SS=F requirements; required food services

0 480

0 480

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
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
install 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;

Minnesota Department of Health
STATE FORM 6899 7BI511 If continuation sheet 2 of 11
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0 480 Continued From page 2

(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
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.

0 480

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 January 13, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
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0 480 Continued From page 3 0 480

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

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

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

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to comply with Minnesota State Fire Code
under 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) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

On January 13. 2025, from approximately 10:58
a.m. to 1:40 p.m., the surveyor toured the facility
with house manager (HM)-B. During the tour, the
surveyor observed the following:

The front sidewalk was not maintained free of
snow and ice, impeding a clear path of egress to
the public right of way.

Minnesota Department of Health
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0 775 Continued From page 4

Discarded cigarette butts were present on the
ground near the front entrance. Cigarettes
should be properly disposed of in an approved
receptable.

0 775

These deficient conditions were visually verified
by HM-B accompanying on the tour and HM-B
stated they understood requirements.

TIME PERIOD FOR CORRECTION: Two (2)
days.

0 810 144G.45 Subd. 2 (b-f) Fire protection and
SS=F physical environment

0 810

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:
(1) location and number of resident sleeping
rooms;
(2) staff actions to be taken in the event of a fire
or similar emergency;
(3) fire protection procedures necessary for
residents; and
(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
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

Minnesota Department of Health
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0 810 Continued From page 5

least once per year.
(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

0 810

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with required content,
make the plan readily available, and provide
required training and documentation. 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 January 13, 2025, at approximately 12:40
p.m., house manager (HM)-B provided
documents on the fire safety and evacuation plan
(FSEP), fire safety and evacuation training, and
evacuation drills for the facility. Licensed
assisted living director/resident nurse
(LALD/RN)-A was participating in locating
documents via phone call and spoke with
surveyor about documents during review.

Minnesota Department of Health
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The licensee FSEP failed to include the following:

The included floor plans in the FSEP included
inaccuracies with the facility such as marking the
garage as a primary marked exit area and
indicated the presence of a fire extinguisher
under the stairs to the basement, which was not
present in that location in the facility.

The FSEP did not include any documentation of
employee training on the FSEP. The LALD/RN-A
stated training to staff on the FSEP is "annual."
Employees should receive training upon hire and
at least twice a year thereafter.

The FSEP did not include any documentation of
trainings provided to residents on evacuation.
Trainings should be made available to residents
at least once a year.

The FSEP included information on fire drills that
occurred on February 1, 2025, but no other
recorded fire drills were provided. Evacuation
drills should occur at least once every other
month and twice per year per shift.

During the record review and interview on
January 13, 2025, HM-B and LALD/RN-A verified
the above listed documents were absent from the
FSEP.

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

01060 144G.52 Subd. 9 Emergency relocation
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

01060

Minnesota Department of Health
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01060 Continued From page 7 01060

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
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

Minnesota Department of Health
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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
the licensee's one resident (R1) who 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, 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:

R1 started receiving services on June 7, 2024,
with a diagnosis of schizophrenia.

On January 13, 2025, at 9:30 a.m. during the
entrance conference, housing manager (HM)-B,
stated R1 was hospitalized on December 19,
2024, and has not yet returned.

R1's Service Plan dated June 7, 2024, indicated
the resident received services including
assistance with medication management,
behavior management and activities of daily
living. (ADLs).

R1's discharge transfer summary dated
December 19, 2024, noted R1 requested to be
admitted to the crisis unit as he had been
experiencing anxiety and auditory hallucinations.
Under the section "was an emergency relocation

Minnesota Department of Health
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01060 Continued From page 9

notice provided" the summary indicated 'no'.

01060

R1'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.
- 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.

On January 14, 2025, at 9:25 a.m., licensed
assisted living director/registered nurse
(LALD/RN)-A stated she did not complete an
emergency notification. LALD/RN-A stated she
was unaware of the notification requirement.

The licensee's Emergency relocation policy dated
June 2021, indicated that in the event of an
emergency relocation, the licensee will provide a
written notice that contains, at a minimum:
- The reason for the relocation
- The name and contact information for the
location to which the resident has been relocated
and any new service provider
- Contact information for the Office of
Ombudsman for Long-Term Care
- If known and applicable, the approximate date
or range of dates within which the resident is

Minnesota Department of Health
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expected to return to the facility, or a statement
that a return date is not currently known, and
- A statement that, if the facility refuses to provide
housing or services after a relocation, the
resident has the right to appeal.

01060

No further information was provided.

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

Minnesota Department of Health
STATE FORM 6899 7BI511 If continuation sheet 11 of 11



Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975
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651-201-4500

Type:
Date:
Time:
Report:

Full
01/13/25
12:15:00
1004251011

Food  and Beverage  Establishment
Inspection  Report

Location:
Carelink Skilled Nursing & Hc
15804 Everglade Court
Apple Valley, MN55124
Dakota County, 19

Establishment  Info:
ID #: 0038018
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 5073191752
ID #:

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

The following orders were issued during this inspection.

2-200 Employee  Health
2-201.11C ** Priority  1 **

MN Rule 4626.0040C The person in charge must record all reports of diarrhea or vomiting made by food
employees and report those illnesses to the regulatory authority at the specific request of the regulatory
authority.
ILLNESS LOG COULD NOT BE PRODUCED DURING TIME OF INSPECTION. DISCUSSED
REQUIREMENT TO RECORD ALL EMPLOYEE REPORTS OF ILLNESS AND TO HAVE IT
AVAILABLE UPON REQUEST. *ILLNESS LOG PROVIDED WITH REPORT.
Comply By: 01/13/25

4-300 Equipment  Numbers  and  Capacities
4-302.13B ** Priority  2 **

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.
NO IRREVERSIBLE TEMPERATURE INDICATORS FOR USE WITH THE HIGH-TEMP. SANITIZING
DISH MACHINE. PROVIDE AND USE FREQUENTLY TO ENSURE UTENSILS SURFACE
TEMPERATURE REACHES A MINIMUM OF 160*F FOR SANITIZING.
Comply By: 01/13/25

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 ON SITE FOR USE WITH CHLORINE (BLEACH) SANITIZER. PROVIDE AND USE
FREQUENTLY.
Comply By: 01/13/25



Type:
Date:
Time:

Full
01/13/25
12:15:00

Food  and Beverage  Establishment
Inspection  Report

Report: 1004251011
Carelink Skilled Nursing & Hc

Page 2

4-500 Equipment  Maintenance  and  Operation
4-502.11B ** Priority  2 **

MN Rule 4626.0820B Calibrate food temperature measuring devices in accordance with manufacturer's
specifications as often as necessary to ensure accuracy.
ESTABLISHMENT IS NOT CALIBRATING OR CHECKING THEIR THERMOMETERS FOR
ACCURACY. DISCUSSED PROCEDURE ON SITE AND PROVIDED FACT SHEET WITH REPORT.
Comply By: 01/13/25

2-100 Supervision
2-102.12DMN

MN Rule 4626.0033D Post the certified food protection manager certificate.
CURRENT CFPM CERTIFICATION IS NOT POSTED ON SITE. POST AND MAINTAIN.
Comply By: 01/13/25

3-300C Protection  from  Contamination:  equipment/ utensils,  consumers
3-305.11A

MN Rule 4626.0300A Store all food in a clean, dry location; where it is not exposed to splash, dust or other
contamination; and at least 6 inches above the floor.
MULTIPLE FOOD ITEMS FOUND STORED ON THE FLOOR OF THE PANTRY. ENSURE ALL FOOD
ITEMS ARE STORED A MINIMUM OF 6 INCHES ABOVE THE FLOOR TO ALLOW FOR EASY
CLEANING AND PROTECT AGAINST CONTAMINATION.
Comply By: 01/13/25

6-300 Physical  Facility  Numbers  and  Capacities
6-301.14A

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 SIGN/POSTER AT KITCHEN HANDSINK. PROVIDE BY DESIGNATED
HANDWASHING BASIN AND MAINTAIN.
Comply By: 01/13/25

Surface  and  Equipment  Sanitizers
Utensil Surface Temp.: = at >160 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: HAM
Temperature: 40 Degrees Fahrenheit - Location: REFRIGERATOR
Violation Issued: No
Process/Item: TURKEY
Temperature: 41 Degrees Fahrenheit - Location: REFRIGETATOR
Violation Issued: No
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Total Orders In This Report Priority 1
1

Priority 2
3

Priority 3
3

INSPECTION WAS CONDUCTED BY MOLLY DOUGHERTY (FPLS) IN CONJUNCTION WITH A
HEALTH REGULATIONS DIVISION (HRD) SURVEY CONDUCTED BY TRACEY FEARON.

DISCUSSED:
-EMPLOYEE ILLNESS POLICY AND LOG
-HANDWASHING
-SANITIZER USE AND TEST KITS
-CLEANING/SANITIZING FOOD CONTACT SURFACES AND UTENSILS
-HIGH TEMPERATURE SANITIZING DISH MACHINE TEMPERATURE VERIFICATION
-DATE MARKING PROCEDURES
-THERMOMETER USE AND CALIBRATION
-SERVING A HIGHLY SUSCEPTIBLE POPULATION (NO RAW/UNDERCOOKED ANIMAL FOODS,
NO UNPASTEURIZED JUICE, MILK, ETC)
-VOMIT/FECAL INCIDENT CLEAN UP PROCEDURES
-FOOD SOURCE
-FOOD SERVICE PROCEDURES
-PEST CONTROL
-PHYSICAL FACILITIES AND MAINTENANCE

*REPORT WAS DISCUSSED WITH THE HOUSE MANAGER, MUNA, AND WITH THE NURSE
EVALUATOR, TRACEY ON SITE, REPORT WAS ALSO DISCUSSED WITH UBAH HASSAN OVER
THE PHONE.

*FLOORS ARE LAMINATE, WALLS ARE TILED BACKSPLASH, AND CEILING IS "ORANGE PEEL"
TEXTURE. COUNTERTOPS ARE SEALED STONE AND CABINETS ARE PAINTED WOOD WITH
HALLOW BASE. ALL ARE FOUND TO BE IN GOOD CONDITION AND WILL BE MONITORED AT
FUTURE INSPECTIONS. IF AT SUCH A TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF
CONTAMINATION, THEY WILL BE ORDERED TO BE REPLACED AND BROUGHT UP TO CODE.

*KITCHEN HAS A 2-BASIN SINK. ONE BASIN IS DESIGNATED AS THE HANDWASHING SINK.
THIS BASIN MAY ONLY BE USED FOR HANDWASHING PURPOSES.

*IF ANY RESIDENT COMPLAINS OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF
HEALTH AND PROVIDE THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER TO THE
RESIDENT. THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER IS 1-877-366-3455.
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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 1004251011 of 01/13/25.

Certified Food Protection Manager:GAS H. ROBLE

Certification Number: FM25682 Expires: 11/14/27

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
MUNA ABDULLE
HOUSE MANAGER

Signed:
Molly Dougherty
Public Health Sanitarian
Metro District Office
651-201-3978
molly.dougherty@state.mn.us


