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

Electronically Delivered
August 11, 2022

Administrator
Birchwood Arbors

750 Northeast 1st Street
Forest Lake, MN 55025

RE: Project Number SL30232015
Dear Administrator:

The Minnesota Department of Health completed an evaluation on August 3, 2022, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the evaluation, the
Minnesota Department of Health 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 enclosed State Form documents the state licensing orders. The Department of Health 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 imposed immediately with no opportunity to
correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of $500 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
§ 144G.20.

In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine

amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
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that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, no immediate fines are assessed.

DOCUMENTATION OF ACTION TO COMPLY

Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order by the correction order date. A copy of the provider’s records documenting
those actions may be requested for follow-up evaluations. The licensee is not required to submit a
plan of correction 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 I|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 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 Department of Health
within 15 calendar days of the correction order receipt date.

A state licensing 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 general reconsideration requests to: Health.HRD.Appeals@state.mn.us.

Please address your cover letter for general Free from Maltreatment reconsideration
reconsideration requests to: requests should be addressed to:
Reconsideration Unit Reconsideration Unit
Health Regulation Division Health Regulation Division
Minnesota Department of Health Minnesota Department of Health
P.O. Box 64970 P.O. Box 64970
85 East Seventh Place 85 East Seventh Place

St. Paul, MN 55164-0970 St. Paul, MN 55164-0970
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You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,
s —

Jodi Johnson, Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax: 651-215-9697

HHH
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Initial comments

Frrex 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
Living Facilities. The assigned tag number

In accordance with Minnesota Statutes, section appears in the far-left column entitled "ID

144G.08 to 144G.95, these correction orders are Prefix Tag." The state Statute number and

issued pursuant to a survey. the corresponding text of the state Statute

Determination of whether violations are corrected out of compliance is listed in the

requires compliance with all requirements "Summary Statement of Deficiencies"

provided at the Statute number indicated below. column. This column also includes the

When Minnesota Statute contains several items, findings which are in violation of the state

failure to comply with any of the items will be requirement after the statement, "This

considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the evaluators'

INITIAL COMMENTS: findings is the Time Period for Correction.

SL30232015
PLEASE DISREGARD THE HEADING OF

On, August 1, 2022, through August 3, 2022, the THE FOURTH COLUMN WHICH

Minnesota Department of Health conducted a STATES,"PROVIDER'S PLAN OF

survey at the above provider, and the following CORRECTION." THIS APPLIES TO

correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS

survey, there were 35 residents, all of whom WILL APPEAR ON EACH PAGE.

received services under the provider's Assisted

Living license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

0430 144G.40 Subd. 2 Uniform checklist disclosure of | 0430
SS=B| services
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(a) All assisted living facilities must provide to
prospective residents:

(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;

(2) a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and

(3) an oral explanation of the services offered
under the contract.

(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.

(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to provide a copy of the
Uniform Disclosure of Assisted Living Services
and Amenities (UDALSA) with the required
content for two of three residents (R2 and R3)
with records reviewed.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
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).
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0430 Continued From page 2 0430

The findings include:

R2 and R3's records lacked evidence of a signed
UDALSA.

R2

R2 started receiving services from the licensee
on December 31, 2019, with diagnoses of lumbar
disc disease and diabetes.

On August 2, 2022, at 12:18 p.m. the surveyor
observed registered nurse (RN)-C providing
wound care to R2.

R2's service plan dated August 1, 2021, included
medication set-up, treatment assistance and
safety checks.

R3

R3 started receiving services from the licensee
on December 12, 2017, with diagnoses of major
depressive disorder and chronic pain.

On August 2, 2022, at 12:45 p.m. the surveyor
observed unlicensed personnel (ULP)-D
administering medications to R3.

R3's service plan dated March 1, 2022, included
medication administration, treatment assistance
and assistance with activities of daily living.

On August 3, 2022, at approximately 2:00 p.m.
RN-B reviewed the records and confirmed they
were unable to find a copy of the UDALSA for R2
or R3.

No further information was provided.

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

Minnesota Department of Health
STATE FORM 6899 ENDB11 If continuation sheet 3 of 14
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(13) offer to provide or make available at least the
following services to residents:

(i) at least three nutritious meals daily with snacks
available seven days per week, according to the
recommended dietary allowances in the United
States Department of Agriculture (USDA)
guidelines, including seasonal fresh fruit and
fresh vegetables. The following apply:

(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 comply with
Minnesota Food Code, chapter 4626. This had
the potential to affect all 35 residents residing at
the facility. The findings include:

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).

Please refer to the included document titled, Food
and Beverage Establishment Inspection Report

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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)
0480 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements
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dated August 3, 2022, for the specific Minnesota
Food Code deficiencies.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0810 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) employee 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) 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

STATE FORM
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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 record and interview, the licensee failed
to provide the required employee training on the
facility fire safety and evacuation plan. This 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, 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).

Findings include:

On August 3, 2022, at approximately 1:00 p.m.,
survey staff reviewed the employee training
documentation with the facility with the licensed
assisted living director (LALD)-A, the regional
director of operations (RDOO)-F, and the
maintenance director (MOD)-E. Record review
indicated that the licensee did not provide the
twice-a-year required employee training on the
fire safety and evacuation plan after the initial
employee orientation training. The LALD-A
commented that they did have employee training
on emergency preparedness training earlier this
year. Survey staff clarified that training must be
specific to the facility's fire safety and evacuation
plan and must be performed at a minimum upon
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(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
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
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0810 Continued From page 6 0810
hire and twice per year for all employees, and this
training is in addition to the required emergency
preparedness training.
On August 3, 2022, at approximately 1:25 p.m.,
the LALD-A. the RDOO-F and the MOD-E
acknowledged the finding during the exit
interview.
No further information was provided.
TIME PERIOD FOR CORRECTION: Fourteen
(14) days
01620, 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS8=D | assessments, and monitoring
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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 reassessment
not to exceed 90 days for one of three residents
(R3) as required with records reviewed.

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:

R3's diagnoses included major depressive
disorder and chronic pain.

On August 2, 2022, at 12:45 p.m. unlicensed
personnel (ULP)-D was observed to administer
medication to R3.

R3's record indicated the assessments by the
registered nurse (RN) had completion dates as
follows:

March 1, 2022; and

June 4, 2022 (95 calendar days from the previous
assessment)

On August 3, 2022, at 1:00 p.m. RN-B confirmed
R3's assessment was over the required 90 days.

Minnesota Department of Health
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(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.

(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.

(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed upon discharge, to document in
the resident's record the disposition of the
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01620 | Continued From page 8 01620
The licensee's Comprehensive assessment
schedule policy last revised March 2021,
indicated ongoing reassessments are to be
completed at least every 90 days.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
01910| 144G.71 Subd. 22 Disposition of medications 01910
SS=D
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medication including the medication's prescription
number, as applicable, and to whom the
medications were given for one of one discharged
resident (R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at 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 record lacked documentation of medication
disposition upon the resident's discharge from the
facility.

R1 was discharged to another assisted living on
March 1, 2022.

R1's discharge notes dated Mach 1, 2022, at
12:59 p.m. indicated all personal grooming items,
medication and oxygen equipment were sent with
him.

R1's service plan effective March 1, 2022,
indicated he received assist with bathing,
dressing and medication administration.

On August 2, 2022, at 11:30 a.m. registered
nurse (RN)-B reviewed R1's file for the
medication disposition form. Staff stated they had
completed it, but it did not get saved. RN-B
verified the findings above.

The licensee's Client Record policy, last updated
July 2021, indicated that for service termination, a
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discharge summary and all related
documentation must be included in the medical
record.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02240 144G.90 Subdivision 1 Assisted living bill of 02240
SS=C | rights; notification

(a) An assisted living facility must provide the
resident a written notice of the rights under
section 144G.91 before the initiation of services
to that resident. The facility shall make all
reasonable efforts to provide notice of the rights
to the resident in a language the resident can
understand.

(b) In addition to the text of the assisted living bill
of rights in section 144G.91, the notice shall also
contain the following statement describing how to
file a complaint or report suspected abuse:

"If you want to report suspected abuse, neglect,
or financial exploitation, you may contact the
Minnesota Adult Abuse Reporting Center
(MAARC). If you have a complaint about the
facility or person providing your services, you may
contact the Office of Health Facility Complaints,
Minnesota Department of Health. You may also
contact the Office of Ombudsman for Long-Term
Care or the Office of Ombudsman for Mental
Health and Developmental Disabilities."

(c) The statement must include contact
information for the Minnesota Adult Abuse
Reporting Center and the telephone number,
website address, e-mail address, mailing
address, and street address of the Office of
Health Facility Complaints at the Minnesota
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Department of Health, the Office of Ombudsman
for Long-Term Care, and the Office of
Ombudsman for Mental Health and
Developmental Disabilities. The statement must
include the facility's name, address, e-mail,
telephone number, and name or title of the
person at the facility to whom problems or
complaints may be directed. It must also include
a statement that the facility will not retaliate
because of a complaint.

(d) A facility must obtain written acknowledgment
from the resident of the resident's receipt of the
assisted living bill of rights or shall document why
an acknowledgment cannot be obtained.
Acknowledgment of receipt shall be retained in
the resident's record.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure the current
Minnesota Bill of Rights for Assisted Living
Residents and the written complaint notice was
provided and a written acknowledgement was
received for two of two residents (R2 and R3)
with records reviewed. This had the potential to
affect all residents.

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

The findings include:

R2 and R3's records lacked evidence of a signed
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Minnesota Bill of Rights and a written complaint
notice.
R2

R2 started receiving services from the licensee
on December 31, 2019, with diagnoses of lumbar
disc disease and diabetes.

On August 2, 2022, at 12:18 p.m. the surveyor
observed registered nurse (RN)-C providing
wound care to R2.

R2's service plan dated August 1, 2021, noted
provided services included medication set-up,
treatment assistance and safety checks.

R3

R3 started receiving services from the licensee
on December 12, 2017, for major depressive
disorder and chronic pain.

On August 2, 2022, at 12:45 p.m. the surveyor
observed unlicensed personnel (ULP)-D
administering medications to R3.

R3's service plan dated March 1, 2022, noted
provided services included medication
administration, treatment assistance and
assistance with activities of daily living.

On August 3, 2022, at approximately 2:00 p.m.

RN-B reviewed records and confirmed they were
unable to find a signed copy of the current Bill of
Rights or a written complaint notice for R2 or R3.

The licensee's Client Record policy last revised
July 2021, indicated the resident record
requirements included documentation that the
Homecare Bill or Rights was received and
reviewed.
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No further information was provided.

TIME PERIOD FOR CORRECTION:
Twenty-One (21) days
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Minnesota Department of Health
Division of Environmental Health, FPLS
PO Box 64975

DEPARTMENT Saint Paul, 55164-0975
OF HEALTH 651-201-4500

Eny gg/'é oo Food and Beverage Establishment Page 1
ate: .

Time:  10:26:20 Inspection Report

Report: 1023221131

— Location: — Establishment Infe:
Birchwood Arbors ID #: 0038984
750 Ne 1st Street Risk:
Forest Lake, MN55025 Announced Inspection: No

Washington County, 82

— License Categories: — Operator:

; Phone #: 6514645600
Expireson: [/ 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.

3-500B Microbial Control: hot and cold holding
3-501.16A2 ** Priority 1 **

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.

MEASURED TCS FOODS STORED IN REACH IN COOLER TOO WARM. ALWAYS KEEP FOODS IN
COOLER AT SAFE TEMPERATURES, EVEN DURING PERIODS OF HEAVY USE.

Comply By: 08/03/22

3-500A Microbial Control: cooling
3-501.15A ** Priority 2 **

MN Rule 4626.0390A Cool food by: 1) placing the food in shallow pans; 2) separating the food into smaller
portions 3) using rapid cooling equipment; 4) stirring the food in a container placed in an ice water bath; 5) using
containers that facilitate heat transfer; 6) adding ice as an ingredient; or other effective methods.

OBSERVED SOUP BEING COOLED IN DEEP PLASTIC CONTAINER WITH LID ON. OBTAIN AND
USE SHALLOW METAL CONTAINERS TO COOL FOOD QUICKLY AND SAFELY.

Comply By: 08/03/22

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.

HIGH TEMP DISH MACHINE IN USE WITHOUT IRREVERSIBLE TEMPERATURE DEVICE. ACQUIRE
AND USE THIS DEVISE TO ENSURE PROPER SANITIZATION OF DISHES.

Comply By: 08/03/22
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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.

OBSERVED DRIED FOOD DEBRIS ON AUTOMATIC CAN OPENER BLADE. USE CLEAN IN PLACE
PROCEDURES TO WASH,RINSE, AND SANITIZE BLADE TO KEEP CLEAN WHEN NOT IN USE.

Comply By: 08/03/22

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.

PREP COOLER POOLING WATER ON BOTTOM. REPAIR/REPLACE PREP COOLER SO CONDENSER
DOES NOT POOL WATER.

Comply By: 08/03/22

Surface and Equipment Sanitizers

Hot Water: = at Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

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

Hot Water: = 200PPM at Degrees Fahrenheit
Location: DISPENSER
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Hold/TURKEY
Temperature: 38 Degrees Fahrenheit - Location: PREP COOLER
Violation Issued: No

Process/Item: Cold Hold/HAM
Temperature: 39 Degrees Fahrenheit - Location: PREP COOLER
Violation Issued: No

Process/Item: Cold Hold/COLESLAW
Temperature: 41 Degrees Fahrenheit - Location: REACH IN COOLER
Violation Issued: No

Process/Item: Cold Hold/SAUSAGE
Temperature: 45 Degrees Fahrenheit - Location: REACH IN COOLER
Violation Issued: Yes

Process/Item: Cooling/SOUP
Temperature: 60 Degrees Fahrenheit - Location: REACH IN COOLER @ 2 HOURS
Violation Issued: Yes




Type:  Full Food and Beverage Establishment Page 3
Date: 08/03/22

Time:  10:26:20 Inspection Report

Report: 1023221131
Birchwood Arbors

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

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. SURVEYOR FROM HRD WAS TRACEY FEARSON. INSPECTION

CONDUCTED IN PRESENCE OF AMY JOHNSON, THE PERSON IN CHARGE. ALL VIOLATIONS
WERE DISCUSSED WITH PERSON IN CHARGE AND HRD EVALUATOR DURING INSPECTION.

THIS KITCHEN RECEIVES COLD, HOT, AND ASSEMBLED FOOD FROM NEIGHBORING FACILITY
(BIRCHWOOD SENIOR LIVING SKILLED CARE).

THESE ADDITIONAL TOPICS WERE DISCUSSED WITH THE PERSON IN CHARGE:
- EMPLOYEE ILLNESS EXCLUSION

- HAND WASHING PROCEDURE

- NO BARE HAND CONTACT WITH RTE FOOD

- VOMIT CLEAN UP PROCEDURE

- FOOD COOLING METHODS

- TRANSPORTING FOOD SAFELY

- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS

- PASTEURIZED SHELL EGGS

DOCUMENTS ON THE FOLLOWING TOPICS WERE INCLUDED WITH INSPECTION REPORT:
- EMPLOYEE ILLNESS TRACKING

- SAMPLE VOMIT CLEAN UP PROCEDURE

- SAMPLE HANDWASHING SIGN

- FOOD COOLING VERIFICATION

- HIGH RISK POPULATION REQUIREMENTS

FOR CORRECT BY DATES REFER TO COMPLETE REPORT ISSUED BY HRD.

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 1023221131 of 08/03/22.

Certified Food Protection ManagerDARRECK RUSSEL L
Certification Number: _ 89464 Expires; _12/30/24

Inspection report reviewed with person in charge and emailed.

Signed: Signed: /47"[4/% 7“%/‘”“

AMY JOHNSON Gregory T. Nelson

PERSON IN CHARGE Public Health Sanitarian
Freeman Building
651-201-4259
greg.nelson@state.mn.us
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