m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
June 15, 2023

Licensee

Stonehaven of Eagan Senior Living
1000 Station Trail

Eagan, MN 55123

RE: Project Number(s) SL33967015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on May 25, 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 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 and enforcement actions 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:

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).
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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.

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated with a
maltreatment determination by the Office of Health Facility Complaints. If maltreatment is substantiated, you
will receive a separate letter with the reconsideration process under Minn. Stat. § 626.557.

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter as part
of your reconsideration request. Please clearly indicate which tag(s) you are contesting and submit information
supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

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,

£ [y - __*'{-n
( / n..}ln,. .
i

Jonathan Hill, Supervisor

State Evaluation Team

Email: jonathan.hill@state.mn.us
Telephone: 651-201-3993 Fax: 651-281-9796

HHH
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0 000 Initial Comments 0 000
Freex ATTENTION  **** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living with Dementia Care license
144G.08 to 144G.95, these correction orders are providers. The assigned tag number
issued pursuant to a survey. appears in the far left column entitled "ID
Prefix Tag." The state Statute number and
Determination of whether violations are corrected the corresponding text of the state Statute
requires compliance with all requirements out of compliance is listed in the
provided at the Statute number indicated below. "Summary Statement of Deficiencies"
When Minnesota Statute contains several items, column. This column also includes the
failure to comply with any of the items will be findings which are in violation of the state
considered lack of compliance. requirement after the statement, "This
Minnesota requirement is not met as
INITIAL COMMENTS: evidenced by." Following the surveyors'
SL33967015-0 findings is the Time Period for Correction.
On May 22, 2023, through May 25, 2023, the PLEASE DISREGARD THE HEADING OF
Minnesota Department of Health conducted a THE FOURTH COLUMN WHICH
survey at the above provider, and the following STATES,"PROVIDER'S PLAN OF
correction orders are issued. At the time of the CORRECTION." THIS APPLIES TO
survey there were 48 residents, all of whom FEDERAL DEFICIENCIES ONLY. THIS
received services under the provider's Assisted WILL APPEAR ON EACH PAGE.
Living/Dementia Care facility 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.
0480/ 144G.41 Subd 1 (13) (i) (B) Minimum 0480
SS=F | requirements
(13) offer to provide or make available at least the
following services to residents:
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Continued From page 1

(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 included document titled, Food
and Beverage Establishment Inspection Report
dated May 22, 2023, for the specific Minnesota
Food Code deficiencies.

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

144G.45 Subd. 2 (b)-(f) Fire protection and
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) employee actions to be taken in the event of

0480

0810
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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) Employees 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 employees
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.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to develop fire safety and evacuation plans
with the required elements. This deficient
condition had the potential to affect all 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 a

Minnesota Department of Health
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assessments, and monitoring

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
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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).
Findings include:
On May 25, 2023, between 10:45 a.m. and 12:45
p-m., survey staff toured the facility with the
environmental services director (ESD)-I. During
the facility tour, survey staff observed that the
evacuation plans posted in the facility did not
identify the location and number of resident
sleeping rooms.
On May 25, 2023, at approximately 1:20 p.m.,
ESD-I verified this deficient condition.
TIME PERIOD FOR CORRECTION: Seven (7)
days
01620| 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=D
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the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review the licensee failed to ensure the registered
nurse (RN) completed a comprehensive
reassessment using the uniform assessment tool
within 90 days for one of four residents (R1) as
required.

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

The findings include:

R1's service plan dated March 1, 2023, indicated
the resident received services which included
medication administration and assistance with
bathing and dressing.

On May 22, 2023, at 7:30 a.m., unlicensed
personnel (ULP)-H was observed assisting R1
with medication administration, bathing, and
dressing.

Minnesota Department of Health
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Continued From page 5

R1's record included a Comprehensive
Assessment/Licensed Services dated August 8,
2022, and February 28, 2023, greater than 90
days after previous assessment.

On May 23, at 12:45 p.m., licensed assisted living
director (LALD)-A stated a comprehensive
assessment had not been completed for R1
between August 8, 2022, and February 28, 2023.

The licensee Service Plan Agreement
Development and Revision policy dated
December 2, 2022, indicated each resident's
service plan would be reviewed by an RN at least
every 90 days during regular monitoring visits.

No further information was provided.

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

144G.70 Subd. 4 (a-e) Service plan,
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 Disabilities.
(c) The facility must implement and provide all

01620

01640
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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.

(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 finalize a current written service
plan within 14 calendar days for one of four
residents (R2).

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:

R2 began receiving assisted living services on
June 30, 2022.

R2's initial service plan dated July 18, 2022,
indicated R2 received services to include
assistance with bathing twice per week.

R2's record indicated R2 received services from
the licensee for 18 calendar days without a formal
service plan signed by the resident and/or
resident representative and licensee
representative of the services, frequency of
services, fees and individuals who were providing
services.

STATE FORM
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On May 23, 2023, at 12:39 p.m., licensed
assisted living director (LALD)-A stated the
licensee failed to finalize R2's initial service plan
within 14 days as required.

The licensee's Service Plan Agreement
Development and Revision policy dated
December 2, 2022, indicated a finalized service
plan would be completed no later than 14 days
after initiation of services.

No further information was provided.

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

01650 144G.70 Subd. 4 (f) Service plan, implementation | 01650
SS=D| and revisions to

(f) The service plan must include:

(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;

(2) the identification of staff or categories of staff
who will provide the services;

(3) the schedule and methods of monitoring
assessments of the resident;

(4) the schedule and methods of monitoring staff
providing services; and

(5) a contingency plan that includes:

(i) the action to be taken if the scheduled service
cannot be provided;

(i) information and a method to contact the
facility;

(iii) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there is a significant adverse

Minnesota Department of Health
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change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and

(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure the service
plan was revised to include all services provided
for one of four residents (R1).

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

The findings include:

R1's service plan dated March 1, 2023, indicated
services included assistance with medication
administration, bathing, and dressing.

R1's service plan lacked documentation of
application and removal of thrombo-embolus
deterrent (TED) stockings.

Prescriber order dated September 22, 2022,
"restart comp [compression] stockings, on in a.m.
[morning], off at HS [bedtime]."

STATE FORM
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On May 23, 2023, at 7:30 a.m., unlicensed
personnel (ULP)-H was observed assisting R1
with applying TED stockings to both lower legs.

On May 23, 2023, at 1:45 p.m., licensed assisted
living director (LALD)-A verified the service plan
lacked documentation of the application and
removal of TED stockings for R1.

The licensee's Service Plan Agreement
Development and Revision policy dated
December 2, 2020, indicated the resident's
service plan would be revised by the RN
whenever changes were needed to the services
to be provided.

No further information was provided.

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

01830 144G.71 Subd. 14 Renewal of prescriptions 01830
SS=D
Prescriptions must be renewed at least every 12
months or more frequently as indicated by the
assessment in subdivision 2. Prescriptions for
controlled substances must comply with chapter
152.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure prescriptions
were renewed at least every 12 months for one of
four residents (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

Minnesota Department of Health
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resident's health or safety) and was issued at an
isolated scope (when one or a limited number of
residents are affected or one or a limited number
of staff are involved, or the situation has occurred
only occasionally).

The findings include:

R1 admitted to the licensee for services on July
24, 2020.

R1 lacked documentation of annual physician
review of medications.

R1's diagnoses included coronary heart disease
(narrowed blood vessels to the heart).

R1's service plan dated March 1, 2023, indicated
R1 received services to include assistance with
medication administration.

On May 23, 2023, at 7:00 a.m., unlicensed
personnel (ULP)-H was observed administering
medications to R1.

R1's provider orders dated, June 30, 2021,
included:

-Tylenol extra strength 1000 milligrams (mg) daily
(pain)

-tobramycin-dexamethasone 0.3-0.1% one drop
in both eyes on Monday, Wednesday, Friday (eye
inflammation)

-simvastatin 40 mg daily (high cholesterol)
-preservision areds 2 twice daily (eye health)
-Metformin 500 mg daily (high blood sugar)
-ferrous sulfate 325 mg daily Monday,
Wednesday, and Friday (iron deficiency)

On May 24, 2023, at 9:26 a.m., licensed assisted
living director (LALD)-A stated provider orders for
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R1 had not been renewed in the last 12 month as
required

R1's service plan dated March 1, 2023, indicated
the nurse would send the physician order sheet to
the primary care provider for review and signature
every 12 months.

The licensee's Medication Prescriptions and
Treatment Content policy dated November 30,
2020, indicated the RN would assure the
prescriber renewed prescriptions at least every
12 months.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144G.91 Subd. 15 Confidentiality of records

(a) Residents have the right to have personal,
financial, health, and medical information kept
private, to approve or refuse release of
information to any outside party, and to be
advised of the assisted living facility's policies and
procedures regarding disclosure of the
information. Residents must be notified when
personal records are requested by any outside
party.

(b) Residents have the right to access their own
records.

This MN Requirement is not met as evidenced
by:

Based on observation and interview the licensee
failed to ensure resident's personal health and
medical information was kept private for two of
two residents (R6, R2).
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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:

R6's service plan dated April 26, 2023, included a
diagnosis of coronary heart disease and services
to include medication administration.

R2's service plan dated March 1, 2023, included
a diagnosis of allergic rhinitis and services to
include medication administration.

On May 23, 2023, at 8:00 a.m., upon exiting the
elevator, an opened unattended laptop computer
was observed on top of a medication cart. The
cart was positioned in the hallway near R6's
apartment facing the elevator. The computer
screen was open and displayed R6's electronic
medication administration record (eMAR), with
name and medication list visible.

- At 8:06 a.m., unlicensed personnel (ULP)- B
was observed administering eye drops to R6.
After medications were administered, ULP-B left
R6's room and put the eye medication back into
the medication cart. ULP-B then moved the cart
down the hall into the elevator and travelled to the
3rd floor with the laptop still open and R6's eMAR
still visible.

- At 8:30 a.m., ULP-B was observed reviewing
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R2's medication list on the eMAR and putting
medications into a paper medicine cup. ULP-B
left the laptop computer half open and turned it to
face the wall in front of R2's apartment. The
computer screen remained unlocked with R2's
medication list pulled up. ULP-B then entered
R2's apartment and administer R2's medications.

-At 8:45 a.m., ULP-B stated they had been
trained on residents' privacy including keeping
computer screens private. ULP-B further stated,
"that's why | only leave it open halfway and turn it
around."

On May 23, 2023, at 11:14 a.m., licensed
assisted living director (LALD)-A stated ULPs
were expected to lock computer screens when
not in use to ensure privacy and should not be left
open on the medication carts. LALD-A stated staff
training included covering screens and keeping
computers locked when not in use.

The licensee's Confidentiality of Health
Information policy dated December 2016,
indicated reasonable safeguards would be used
to protect private health information from
inappropriate use or disclosure, which included
logging out of computer applications when
leaving a wrorkstation.

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

DEPARTMENT Saint Paul, MN 55164-0975
OF HEALTH 651-201-4500
Type:  Full Food and Beverage Establishment Page 1
Date: 05/22/23 .
Time:  13:45:50 Inspection Report
Report: 1004231022
— Location: — Establishment Infe:
Stonehaven Of Eagan Senior Liv ID #: 0039134
1000 Station Trail Risk:
Eagan, MN55123 Announced Inspection: No

Dakota County, 19

— License Categories: — Operator:

. Phone #: 6516864366
Expireson: / / D #

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.

7-200 Toxic Supplies and Applications
7-201.11B ** Priority 1 **

MN Rule 4626.1600B Discontinue storing poisonous or toxic materials above food, equipment, utensils, linens
or single-service or single-use articles.

CONCENTRATED FRYER CLEANER FOUND STORED ABOVE CLEAN UTENSILS. ENSURE
CLEANING AND OTHER CHEMICALS ARE NOT STORED ABOVE UTENSILS OR OTHER LISTED
ITEMS. *CLEANER WAS MOVED DURING INSPECTION.

Comply By: 05/22/23

4-600 Cleaning Equipment and Utensils
4-601.11A ** Priority 2 **
MN Rule 4626.0840A Equipment food-contact surfaces and utensils must be clean to sight and touch.

CAN OPENER BLADE FOUND WITH REMAINING FOOD DEBRIS AND METAL SHAVINGS. ENSURE
BLADE IS THOROUGHLY CLEANED AFTER USE.

Comply By: 05/22/23

7-100 Toxic Labeling

7-102.11 ** Priority 2 **

MN Rule 4626.1595 Clearly label all working containers used for storing poisonous or toxic materials from
bulk supplies such as sanitizers and cleaners, with the common name of the product.

SPRAY BOTTLE FOUND UNLABELED AND CONTENTS UNKNOWN. ENSURE ALL SPRAY
BOTTLES ARE CLEARLY LABELED WITH THE COMMON NAME OF THEIR CONTENTS. BOTTLE
WAS EMPTIED DURING INSPECTION AND WASHED.

Comply By: 05/22/23
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Surface and Equipment Sanitizers

Wash Temp. Gauge: = at 150 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Rinse Temp. Gauge: = at 190 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

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

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

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

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

Food and Equipment Temperatures

Process/Item: HAM
Temperature: 38 Degrees Fahrenheit - Location: PREP TOP COOLER
Violation Issued: No

Process/Item: SLICED TOMATO
Temperature: 39 Degrees Fahrenheit - Location: PREP TOP COOLER
Violation Issued: No

Process/Item: CHEESE
Temperature: 39 Degrees Fahrenheit - Location: REACH-IN PREP COOLER
Violation Issued: No

Process/Item: AMBIENT TEMPERATURE
Temperature: 41 Degrees Fahrenheit - Location: NORLAKE COOLER *NOT IN USE
Violation Issued: No

Process/Item: SOUP
Temperature: 189 Degrees Fahrenheit - Location: SOUP WELL
Violation Issued: No

Process/Item: SLICED TOMATO
Temperature: 37 Degrees Fahrenheit - Location: WALK-IN COOLER
Violation Issued: No

Process/Item: CORN SALAD
Temperature: 38 Degrees Fahrenheit - Location: WALK-IN COOLER
Violation Issued: No
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Process/Item: AMBIENT TEMPERATURE
Temperature: <41 Degrees Fahrenheit - Location: BEVERAGE STATION COOLER
Violation Issued: No

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

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

DISCUSSED:

-EMPLOYEE ILLNESS POLICY AND LOG

-HANDWASHING

-SANITIZER USE AND TEST KITS

-CLEANING/SANITIZING FOOD CONTACT SURFACES AND UTENSILS

-DATE MARKING PROCEDURES

-COOLING PROCEDURES

-REHEATING 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

-RECEIVING DELIVERIES PROCEDURES

-FOOD SERVICE PROCEDURES

-PEST CONTROL

-LOGS (COOLER TEMPERATURE, COOKING TEMPERATURES, COOLING TEMPERATURES,
SANITIZER CONCENTRATIONS, ETC)

-PHYSICAL FACILITIES AND MAINTENANCE

-ALL VIOLATIONS ON THIS REPORT

*IF ANY RESIDENT COMPLAINS OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF
HEALTH AND PROVIDE THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER TO THE
RESIDENT, OR CALL ON THEIR BEHALF. THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER
IS 1-877-366-3455.

REPORT WAS DISCUSSED WITH CHEF NANCY GRUNDTNER, AND NURSE EVALUATORS TAMMY
CARLSON AND JOLENE BERTELSEN.
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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 1004231022 of 05/22/23.

Certified Food Protection ManagerDOUGLAS PITTERMAN
Certification Number: _FM106333 Expires: _12/29/23

Signed: Signed: Hoee:; W

NANCY GRUNDTNER Molly Dougherty
CHEF Public Health Sanitarian
Metro District Office

651-201-3978
molly.dougherty@state.mn.us
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