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June 26, 2025

Licensee
The Legacy
622 East 7th Street
Morris, MN  56267

RE:  Project Number(s) SL32429016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on May 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 . . ."    

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:

� Identify how the area(s) of noncompliance was corrected related to the
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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,

Kelly Thorson, Supervisor
State Evaluation Team
Email: kelly.thorson@state.mn.us
Telephone: 320-223-7336 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:

SL32429016-0

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 License
Providers. 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 surveyors'
findings is the Time Period for Correction.

On May 5, 2025, through May 7, 2025, the
Minnesota Department of Health conducted a full
survey at the above provider. At the time of the
survey, there were thirty-five (35) residents all
whom were receiving services under the Assisted
Living with Dementia Care service 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.

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

0 810

Minnesota Department of Health
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0 810 Continued From page 1

(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
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 the required
content and provide the required training and
drills. This had the potential to directly affect all

Minnesota Department of Health
STATE FORM 6899 RI7D11 If continuation sheet 2 of 7
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residents, staff, and visitors.

0 810

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 May 6, 2025, at 1:35 p.m., licensed assisted
living director (LALD)-C and clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-A provided documents on the fire
safety and evacuation plan (FSEP), fire safety
and evacuation training, and evacuation drills for
the facility.

FIRE SAFETY AND EVACUATION PLAN:

The FSEP (fire safety and evacuation plan)
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) and was very basic. The provided
FSEP was a general guidance for fire response
including responding to a fire alarm, activating the
RACE but did not provide specific employee and
resident actions to take in the event of a fire or
similar emergency geared to this facility.

LALD-C and CNS/LALD-A stated that the local
fire department would give them the direction on
when and how to evacuate once they got there.

Minnesota Department of Health
STATE FORM 6899 RI7D11 If continuation sheet 3 of 7
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days.

01910 144G.71 Subd. 22 Disposition of medications
SS=D

(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.

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to document in the resident record
all of the required content in the disposition of
medications for one of one resident (R4) upon
discharge.

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

Minnesota Department of Health
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01910 Continued From page 4

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).

01910

The findings include:

R4 had a diagnoses that included muscle
weakness.

R4 started services under licensee on July 11,
2018; and discharged from licensee on February
1, 2025.

R4's record lacked the required documentation
for R4's medication disposition to include the
medication's name, strength, medication
prescription number, as applicable, and quantity.

On May 5, 2025, at 12:21 p.m., clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-A stated, "unfortunately medication
disposition was not completed by RN at
discharge."

The licensee's 7.23 Medication Deposal policy
dated July 1, 2021, indicated medication
disposition would be disposed of in a proper way
included to follow the guidelines of the Minnesota
Board of Pharmacy. Upon disposition of the
medication would be documented to have
included:
-medication name, dosage, and prescription
number;
-to whom the medications were given;
-method of disposition;
-quantity dispositioned; and
-signatures of the individuals involved.

Minnesota Department of Health
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

02040

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
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 record review and interview, the
licensee failed to provide hazard vulnerability
assessment or safety risk assessment of the
physical environment with mitigation factors on
and around the property for the facility. This
deficient practice had the ability 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

Minnesota Department of Health
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failure that has affected or has potential to affect
a large portion or all of the residents).

02040

Findings include:

A record review and interview were conducted on
May 6, 2025, at 1:35 p.m., with licensed assisted
living director (LALD)-C and clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-A on the hazard vulnerability
assessment for the physical environment of the
facility. Record review indicated that the licensee
had not performed a hazard vulnerability
assessment with risk and mitigation factors on
and around the property.

During interview, LALD-C and CNS/LALD-A
stated that the licensee had performed a hazard
assessment for the Appendix Z requirements but
had not performed a hazard vulnerability
assessment for the physical environment on or
around the property. The hazard vulnerability
assessment should include the risks factors and
what the facility plans to do for a mitigation
process.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days.
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St Cloud District Office
Minnesota Department of Health
4140 Thielman Lane, Suite 101
St Cloud, MN 56301
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
THE LEGACY
622 EAST 7TH STREET
MORRIS, MN 56267
Stevens County
Parcel:

Phone:

License Info
License: HFID 32429

Risk:
License:
Expires on:
CFPM: SARAH ANN BUNTJE
CFPM #: 124934; Exp: 8/8/2026

Inspection Info
Report Number: F7930251003
Inspection Type: Full - Single
Date: 5/5/2025 Time: 11:07:16 AM
Duration: 30 minutes
Announced Inspection: No
Total Priority 1 Orders: 0
Total Priority 2 Orders: 0
Total Priority 3 Orders: 2
Delivery: Emailed

New Order: 4-200 Equipment Design and Construction
4-201.11AMN Priority Level: Priority 3 CFP#: 47
MN Rule 4626.0506A Provide or replace food service equipment with equipment that is certified or classified for sanitation
by an American National Standards Institute (ANSI) accredited certification program.
COMMENT: AT THE TIME OF INSPECTION THERE WERE WOOD PALLETS IN THE WALK-IN COOLER AND WALK-IN
FREEZER THAT WERE BEING USED TO STORE ITEMS ON. REPLACE WITH ANSI APPROVED, SMOOTH AND
EASILY CLEANABLE STORAGE RACKS DESIGNED FOR WALK-IN COOLERS AND WALK-IN FREEZERS.
Comply By: 5/12/2025 Originally Issued On: 5/5/2025

New Order: 4-500 Equipment Maintenance and Operation
4-501.11AB Priority Level: Priority 3 CFP#: 47
MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in accordance
with manufacturer's specifications.
COMMENT: AT TIME OF INSPECTION, THERE WAS SIGNIFICANT ICE BUILD UP IN THE WALK-IN FREEZER.
REMOVE ICE BUILD UP.
Comply By: 5/12/2025 Originally Issued On: 5/5/2025

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I  acknowledge receipt of the St Cloud District Office inspection report number F7930251003 from 5/5/2025

Establishment Representative Tina Remmele,
Public Health Sanitarian 3
320-223-7302
tina.remmele@state.mn.us



St Cloud District Office
Minnesota Department of Health
4140 Thielman Lane, Suite 101
St Cloud, MN 56301

Temperature Observations/Recordings Page: 1

Establishment Info
THE LEGACY
MORRIS
County/Group: Stevens County

Inspection Info
Report Number: F7930251003

Inspection Type: Full
Date: 5/5/2025

Time: 11:07:16 AM

New Record: Product/Item/Unit: STRAWBERRY YOGURT; Temperature Process: Cold-Holding
Location: Upright Cooler at 37 Degrees F.
Comment: NEAR COOKLINE
Violation Issued?: No

New Record: Product/Item/Unit: MIXED GREENS / LIQUID EGGS; Temperature Process: Cold-Holding
Location: Walk-in Cooler at 37 Degrees F.
Comment:
Violation Issued?: No

New Record: Product/Item/Unit: MEATLOAF; Temperature Process: Hot-Holding
Location: Steam Table at 191 Degrees F.
Comment:
Violation Issued?: No

New Record: Product/Item/Unit: BAKED POTATO; Temperature Process: Hot-Holding
Location: Steam Table at 197 Degrees F.
Comment:
Violation Issued?: No

New Record: Product/Item/Unit: ; Temperature Process:
Location: at Degrees F.
Comment:
Violation Issued?: No

New Record: Product/Item/Unit: GREEN BEANS; Temperature Process: Hot-Holding
Location: Steam Table at 198 Degrees F.
Comment:
Violation Issued?: No



St Cloud District Office
Minnesota Department of Health
4140 Thielman Lane, Suite 101
St Cloud, MN 56301

Establishment Info
THE LEGACY
MORRIS
County/Group: Stevens County

Sanitizer Observations/Recordings Page: 1

Inspection Info
Report Number: F7930251003

Inspection Type: Full
Date: 5/5/2025

Time: 11:07:16 AM

New Record: Product: Hot Water; Sanitizing Process: High Temp Dishwasher
Location: Dishwashing Area Equal To
Comment: DISHWASHER FINAL RINSE CYCLE: 168.8 DEG F
Violation Issued?: No


