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Electronically Delivered

September 18, 2025

Licensee
McKenna Crossing
13810 Shepherds Path Northwest
Shakopee, MN  55379

RE:  Project Number(s) SL25285016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 6, 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,

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

AH
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*****ATTENTION*****

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:

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.

SL25285016-0

On August 4, 2025, through August 6, 2025, the
Minnesota Department of Health conducted a full
survey at the above provider and the following
correction orders are issued. At the time of the
survey, there were 67 residents; 67 receiving
services under the Assisted Living Facility with
Dementia Care 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.

0 480 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum
SS=F requirements; required food services

0 480

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

(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;
(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

0 480

Minnesota Department of Health
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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, but was not likely to
cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated August 6, 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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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 480

0 510 144G.41 Subd. 3 Infection control program
SS=D

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.
(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.
(c) The facility must maintain written evidence of
compliance with this subdivision.

0 510

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to establish and
maintain an effective infection control program
that complies with accepted health care, medical
and nursing standards for infection control related
to glove use and handwashing by one of six
unlicensed personnel (ULP-I) while providing
direct care.

This practice resulted in a level two violation (a
violation that did not harm a client'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).

Minnesota Department of Health
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The findings include:

On August 5, 2025, at 8:40 a.m., the surveyor
observed ULP-I assist R1 with morning cares.
ULP-I was wearing gloves while she provided
peri-care (sprayed cleansing solution, used wipes
to cleanse R1's groin area) and then applied
barrier cream with her gloved hands to R1's peri
area. While using the same gloves, ULP-I put on
a clean incontinence brief, put on pants, removed
R1's night shirt, oxygen tubing from his nose and
put on a clean t-shirt, dress shirt, and replaced
the oxygen tubing to R1's nose. ULP-I then
assisted R1 to a sitting position in bed, and put on
his shoes, placed the mechanical lift sling around
R1 and assisted him with the lift to transfer to his
broda chair (a high back specialized wheelchair).
ULP-I then removed her gloves and sanitized her
hands and moved on to the task of passing
medications and starting R1's nebulizer. ULP-I
used the same gloves with peri-cares and
throughout the remainder of his cares and
transfers, including touching several surfaces with
the same gloves.

On August 5, 2025, at 10:50 a.m., clinical nurse
supervisor (CNS)-B stated she expected staff to
remove gloves and sanitize hands following
peri-care and before moving onto next tasks
including using equipment others may also touch.

The licensee's undated, Glove Technique
(Non-Sterile) policy, indicated Apply clean
non-sterile gloves when touching blood, body
fluids, secretions, excretions, contaminated
items, mucous membranes, and non-intact skin.
Don clean gloves between tasks and procedures
on the same resident after contact with blood,
body fluids, secretions,

Minnesota Department of Health
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excretions. Remove gloves promptly after use,
before touching non-contaminated items and
environmental surfaces. Perform hand hygiene
after the removal of gloves.

0 510

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 550 144G.41 Subd. 7 Resident grievances; reporting 0 550
SS=F maltreatment

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

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to post the required
information related to the contact information for
the state and applicable regional Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and

Minnesota Department of Health
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Developmental Disabilities. This had the potential
to affect all residents, staff, and visitors.

0 550

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

The findings include:

On August 4, 2025, at 12:50 p.m., the surveyor
observed the facility postings located on the wall
in the facility foyer area; however, the contact
information for the Ombudsman was not found.

On August 4, 2025, at 1:52 p.m., licensed
assisted living director (LALD)-A stated she was
unable to see the posting either. LALD-A stated
the Ombudsman contact information was also
provided to the residents/guardians with
admission paperwork at the time of admission. At
2:45 p.m., LALD-A stated she found a location to
post the contact information for the Ombudsman
as required.

The licensee failed to post the required
information about the contact information for the
Office of Ombudsman for Mental Health and
Developmental Disabilities.

No further information was provided.

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

Minnesota Department of Health
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01610 144G.70 Subd. 2 (a-b) Initial reviews,
SS=D assessments, and monitoring

01610

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
initial nursing assessment.
(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
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. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure a registered nurse (RN)
conducted an initial assessment for one of four
residents (R1) prior to or on the day services
were initiated.

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).

Minnesota Department of Health
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The findings include:

R1 started receiving assisted living services on
May 22, 2025, with diagnoses including chronic
obstructive pulmonary disease (COPD) with
hypoxia (chronic respiratory disease with need for
supplemental oxygen), anxiety and depression.

R1's Service Plan dated May 22, 2025, indicated
he received services including medication
administration, assistance with dressing, bathing,
grooming, mechanical lift transfers, oxygen,
urostomy maintenance (external bladder
appliance), and hearing aid management.

R1's record included a comprehensive
assessment dated May 28, 2025, and was
labeled initial assessment.

The licensee's registered nurse (RN) failed to
complete a comprehensive assessment on or
before the initiation of services (May 22, 2025)
and was completed six days after R1 was
admitted.

On August 6, 2025, at 1:00 p.m., clinical nurse
supervisor (CNS)-B stated the assessment did
appear to be late and may have been that the
nurse completing it did not sign and date it until
the date indicated.

The licensee's MN AL (assisted living)
Assessment policy dated May 3, 2022, indicated
All residents moving into an assisted living will be
offered an initial assessment by a RN. An RN will
complete the following comprehensive nursing
assessments of the resident s physical, mental,
and cognitive needs as required:
a. Initial Assessment

Minnesota Department of Health
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No further information was provided.

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

01620 144G.70 Subd. 2 (c-e) Initial reviews,
SS=D assessments, and monitoring

01620

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
initial nursing assessment.
(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
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. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.
(c) Resident reassessment and monitoring must
be conducted by a registered nurse:
(1) no more than 14 calendar days after initiation
of services;
(2) as needed based on changes in the resident's
needs; and
(3) at least every 90 calendar days.
(d) Sections of the reassessment and monitoring
in paragraph (c) may be completed by a licensed
practical nurse as allowed under the Nurse
Practice Act in sections 148.171 to 148.285. A
registered nurse must review the findings as part

Minnesota Department of Health
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of the resident's reassessment.
(e) 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.
(f) 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.

01620

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) completed a reassessment not to exceed 90
days for one of four residents (R3).

This practice resulted in a level two violation (a
violation that did not harm a client'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 began receiving services under the licensee's
Assisted Living with Dementia Care (ALFDC)

Minnesota Department of Health
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01620 Continued From page 11

license on November 19, 2024, with diagnoses
including unspecified dementia with agitation,
type 2 diabetes, and congestive heart failure.

01620

R3's Service Plan dated November 19, 2024,
indicated he received the services of medication
management, insulin management, stand by
assist with showers and dressing, and
reassurance checks. R3's Service Plan lacked
the service of blood sugar monitoring.

On August 5, 2025, at 10:45 a.m., R3's last three
comprehensive assessments were requested.
Comprehensive assessments dated November
15, 2024, February 14, 2025, and August 5, 2025
(during the survey), were provided. The August
5, 2025, assessment was completed 172 days
after the previous assessment date (February 14,
2025), thus exceeding 90 calendar days.

On August 6, 2025, at 1:25 p.m., clinical nurse
supervisor (CNS)-B stated she reviewed the late
assessment with the registered nurse (RN) who
completed it. It was determined the RN selected
the "annual" assessment on the electronic
medical record (EMR) system instead of the "90
day" assessment. This error in selection then did
not produce a reminder at the 90-day period and
the missed assessment was not noted until the
surveyor requested the records.

The licensee's MN AL (assisted living)
Assessments policy dated May 3, 2022, An RN
will complete the following comprehensive
nursing assessments of the resident s physical,
mental, and cognitive needs as required to
include:
- Ongoing assessment: completed periodically
but no less than every 90 days

Minnesota Department of Health
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No further information was provided.

01620

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

01750 144G.71 Subd. 7 Delegation of medication
SS=F administration

01750

When administration of medications is delegated
to unlicensed personnel, the assisted living facility
must ensure that the registered nurse has:
(1) instructed the unlicensed personnel in the
proper methods to administer the medications,
and the unlicensed personnel has demonstrated
the ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
in the resident's records; and
(3) communicated with the unlicensed personnel
about the individual needs of the resident.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to specify in writing,
specific instructions for as needed (PRN)
medications and documented those instructions
for two of four residents (R1, R4) for medication
administration delegated to unlicensed personnel.

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).

Minnesota Department of Health
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The findings include:

R1
R1 started receiving assisted living services on
May 22, 2025, with diagnoses including chronic
obstructive pulmonary disease (COPD) with
hypoxia (chronic respiratory disease with need for
supplemental oxygen), anxiety and depression.

R1's Service Plan dated May 22, 2025, indicated
he received services including medication
administration.

On August 5, 2025, at 8:40 a.m., the surveyor
observed unlicensed personnel (ULP)-I set up
and administer R1's oral medications and
nebulizer.

R1's signed medication orders dated May 2,
2025, June 4, 2025, and August 1, 2025, included
the following scheduled medications: one
medication for mild pain, two inhaled medication
for breathing, two eye drops for glaucoma, one
blood thinner, one for gastric reflux, one for
edema, one for thyroid, one for blood
pressure/heart rate control, one supplement, one
for constipation, one for anxiety, one for sleep,
and one for skin rash. The signed orders also
indicated as needed (PRN) medications
including: two inhaled medications for shortness
of breath/wheezing, one for agitation, two for
constipation, one for cough, one for excessive
oral secretions, one for diarrhea, two for
anxiety/sleep, one topical for skin
redness/irritation, one for nausea/vomiting, and
one narcotic for significant pain/shortness of
breath.

R1's medication administration record (MAR)
Minnesota Department of Health
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01750 Continued From page 14

dated July 2025, included the following PRN
medications:
-albuterol-ipratropium, inhale 3 milliliters (ml)
using a nebulizer every four hours as needed for
shortness of breath or wheezing
-budesonide, inhale one vial using nebulizer two
times as needed for COPD (chronic obstructive
pulmonary disease-a chronic lung disease
causing shortness of breath)
-bisacodyl suppository 10 milligrams (mg), give
one suppository, rectally once daily as needed for
constipation
-senna and docusate sodium 8.6-50 mg, give one
tablet up to two times daily as needed for
constipation
-lorazepam 0.5 mg, give one tablet by mouth
every four hours as needed for anxiety or sleep,
shortness of breath
-Trazodone one tablet by mouth at bedtime if
needed for sleep

01750

The licensee did not provide instruction for the
ULP to understand which PRN medication for
shortness of breath (Albuterol-ipratropium or
budesonide) should be used first, second, etc.,
which PRN medication for constipation (bisacodyl
suppository or senna/docusate) should be used,
and which PRN medication for sleep (lorazepam
or Trazodone) should be used.

On August 6, 2025, at 2:45 p.m., registered nurse
(RN)-C stated the RN working that shift would
give direction to the ULP; however, written
instructions were not provided to the ULP.

R4
R4 was admitted to the Assisted Living with
Dementia Care facility on October 17, 2024, with
diagnoses including chronic kidney disease.

Minnesota Department of Health
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01750 Continued From page 15

R4's Service Plan dated December 13, 2024,
indicated she received services including
medication administration.

01750

On August 15, 2025, at 8:15 a.m., the surveyor
observed ULP-H set up and administer R4's
morning medications.

R4's signed medication orders dated October 28,
2024, January 24, 2025, June 13, 2025, and July
18, 2025, included the following scheduled
medications: one medication for mild pain, one
for edema (excess fluid), one for gut health, one
for the heart, one for thyroid, one for gastric
reflux, one for constipation, one for blood
pressure, one antidepressant, one blood thinner,
one for cholesterol control, one for sleep, one
topical pain cream, one electrolyte replacement,
one inhaler for lung disease, and three
supplements. The signed orders also indicated
PRN medications including: one oral medication
for mild pain, one topical pain cream, one
injection for anaphylaxis, one for excessive oral
mucous/coughing, one for constipation, one for
hemorrhoids, one eye drops for dry eyes, one
inhaler for shortness of breath, and one nebulizer
for shortness of breath,

R4's MAR dated July 2025, included the following
PRN medications:
-albuterol Sulfate, inhale two puffs by mouth via
inhaler as needed up to four times daily for
shortness of breath/difficulty breathing
-ipratropium Bromide-Albuterol Sulfate, inhale 3
ml via nebulizer as needed up to four times daily
for shortness of breath/difficulty breathing

The licensee failed to provide instruction for the
ULP to understand which PRN medication for
shortness of breath/difficulty breathing (albuterol

Minnesota Department of Health
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01750 Continued From page 16

sulfate inhaler or ipratropium bromide-albuterol
sulfate nebulizer) should be used first and
second, etc.

01750

On August 6, 2025, at 2:50 p.m., RN-K stated
there were no written instructions for the ULP to
follow and was not aware there needed to be
written instructions for multiple PRN medications
relieving the same symptoms.

The licensee's Assisted Living (AL) Medication
Management Policy dated June 25, 2025,
indicated delegation of Medication Related Tasks
- A Registered Nurse may delegate medication
administration to resident assistants only after the
RN has:
- Developed specific written instructions for each
resident and documented those instructions in the
resident's medication administration record

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01940 144G.72 Subd. 3 Individualized treatment or
SS=D therapy managemen

01940

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:
(1) a statement of the type of services that will be

Minnesota Department of Health
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01940 Continued From page 17

provided;
(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;
(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;
(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and
(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

01940

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to include on the
service plan a written statement of the treatment
or therapy services provided for two of four
residents (R2, R3) receiving treatments.

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:

Minnesota Department of Health
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01940 Continued From page 18

During the entrance conference on August 4,
2025, at 11:00 a.m., clinical nurse supervisor
(CNS)-B and licensed assisted living director
(LALD)-A stated the licensee provided treatment
and therapy services to residents as prescribed.

01940

R2
R2 began receiving services from the licensee on
December 16, 2020, with diagnoses including
dementia.

R2's Service Plan dated May 21, 2025, indicated
she received services including medication
management/administration, assistance with
dressing, bathing, walking, showers, and
assistance with transfers. R2's service plan
lacked the service of as needed (PRN)
management of wound care or outside home
health agency wound care management.

On August 4, 2025, at 2:00 p.m. while observing
unlicensed personnel (ULP)-D administer R2's
afternoon medication, the surveyor observed a
set of boxes on the top of R2's apartment
refrigerator. The boxes contained wound care
dressing supplies. ULP-D indicated R2 had a
chronic right heel wound that an outside home
health agency was managing twice weekly.
ULP-D stated the licensee staff were only to
replace the dressing if it came off in between the
home health agency visits. The surveyor
observed a bordered dressing on the bottom of
R2's heel as two ULP were transferring her to her
bed to rest.

R2's Progress Note dated April 17, 2025, read,
"topic/occurrence-right heel scab, RA (resident
assistant) notified writer (R2) had some drainage
on her sock on her right heel. Writer went to
assess this morning and found that a previous
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01940 Continued From page 19

wound that had scabbed over on her right heel
(see previous skilled nursing notes_ had opened
and had a minimal amount of serous drainage.
Resident stated that her right heel was painful at
rest. Surrounding skin had slight blanchable
redness but not was [sic] edematous. Writer
cleansed wound with gentle wound cleanser,
patted dry, applied abx [antibiotic] ointment, and
applied a non-adhesive pad under a bordered
foam bandage, Notified PCP [primary care
provider].

01940

R2's Progress Note dated April 17, 2025, read
"new order-TO [telephone order] from [nurse
practitioner name], okay to have SN [skilled
nursing] reeval [re-evaluate] and treat R [right]
heel wound. referral faxed to [home health
agency name] skilled nursing for wound care"

R2's Progress Notes included twice weekly
entries starting April 21, 2025, through August 4,
2025, from a home health agency nurse with
wound measurements, wound assessment, and
wound care provided with each visit. Progress
Note dated August 4, 2025, indicated wound
treatment to stage 3 pressure injury on right heel,
clean with wound cleanser and pat dry. Skin prep
to peri wound, apply Promogran Prisma [wound
packing] cut to fit wound bed, cover with heel
foam dressing, change dressing two times
weekly. Wound measurements: 0.5 centimeters
(cm) x 1 cm x 0.3 cm (depth).

R2's comprehensive assessment dated June 27,
2025, read a "right heel wound, open area
managed by [Homecare agency name], was
covered with a bordered foam bandage when
writer went to look at it today, did not uncover
wound. writer receives pictures of wound weekly
from [home health agency name] nurse."
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01940 Continued From page 20 01940

R2's record lacked an order for PRN wound care
by the licensee if R2's wound dressing came off
between outside agency home care nurse visits.

On August 5, 2025, at 12:45 p.m., CNS-B and
registered nurse (RN)-K stated the licensee had
not included the PRN management of R2's
wound in her Service Plan and further stated the
outside home health agency management was
not indicated in the Service Plan either. RN-K
further indicated the directions for the PRN
management of R2's heel dressing/wound care
were in the box of wound care supplies (on top of
R2's refrigerator) for the ULP to follow, and stated
she had not care planned, created a treatment
record/treatment plan, nor a means for
documentation of any PRN wound care.

R2's record lacked a treatment plan to include the
licensee's PRN management of R2's right heel
wound care.

R3
R3 began receiving services under the licensee's
Assisted Living with Dementia Care (ALFDC)
license on November 19, 2024, with diagnoses
including unspecified dementia with agitation,
type 2 diabetes, and congestive heart failure.

R3's Service Plan dated November 19, 2024,
indicated he received the services of medication
management, insulin management, stand by
assist with showers and dressing, and
reassurance checks. R3's Service Plan lacked
the service of blood sugar monitoring.

On August 5, 2025, at 7:40 a.m., the surveyor
observed RN-F check R3's blood sugar and
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01940 Continued From page 21

administer his insulin.

01940

R3's Service Recap Summary dated July 2025,
included daily blood sugar monitoring.

R3's signed prescriber order dated July 31, 2025,
indicated daily blood sugar checks.

R3's comprehensive assessment dated August 5,
2025, in the section labeled Endocrine/Metabolic
indicated "Needs help with blood sugars, Nurse
does his blood sugars."

The licensee failed to ensure R3's service plan
included the treatment of daily blood sugar
checks.

On August 6, 2025, at 3:00 p.m., RN-C stated
R3's Service Plan did not clearly identify his blood
sugar monitoring; and further stated she had
amended his Service Plan to now clarify this, but
the Service Plan had not yet been signed by the
licensee nor the resident.

The licensee's Minnesota (MN) Assisted Living
(AL) Treatment and Therapy Management Plan
policy dated March 7, 2023, indicated the
licensed staff will complete an assessment on
preadmission/admission, changes in condition, or
with resident/responsible party request. The
licensed staff will update the assessment, care
plan, functional assessment, and service plan as
applicable.

No further information provided

TIME PERIOD FOR CORRECTION: Seven (7)
days
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01950 Continued From page 22
01950 144G.72 Subd. 4 Administration of treatments
SS=D and therapy

01950

01950

Ordered or prescribed treatments or therapies
must be administered by a nurse, physician, or
other licensed health professional authorized to
perform the treatment or therapy, or may be
delegated or assigned to unlicensed personnel by
the licensed health professional according to the
appropriate practice standards for delegation or
assignment. When administration of a treatment
or therapy is delegated or assigned to unlicensed
personnel, the facility must ensure that the
registered nurse or authorized licensed health
professional has:
(1) instructed the unlicensed personnel in the
proper methods with respect to each resident and
the unlicensed personnel has demonstrated the
ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
in the resident's record; and

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) specified, in writing,
specific instructions and documented those
instructions in the resident record for one of four
residents (R2) with treatments.

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
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situation has occurred only occasionally).

01950

The findings include:

R2 began receiving services from the licensee on
December 16, 2020, with diagnoses including
dementia.

R2's Service Plan dated May 21, 2025, indicated
she received services including medication
management/administration, assistance with
dressing, bathing, walking, showers, and
assistance with transfers. R2's Service Plan
lacked the service of as needed (PRN)
management of wound care or outside home
health agency wound care management.

On August 4, 2025, at 2:00 p.m. while observing
unlicensed personnel (ULP)-D administer R2's
afternoon medication, the surveyor observed a
set of boxes on the top of R2's apartment
refrigerator. The boxes contained wound care
dressing supplies. ULP-D indicated R2 had a
chronic right heel wound that an outside home
health agency was managing twice weekly.
ULP-D stated the licensee staff were only to
replace the dressing if it came off in between the
home health agency visits. The surveyor
observed a bordered dressing on the bottom of
R2's heel as two ULP were transferring her to her
bed to rest.

R2's Progress Note dated April 17, 2025, read,
"topic/occurrence-right heel scab, RA (resident
assistant) notified writer (R2) had some drainage
on her sock on her right heel. Writer went to
assess this morning and found that a previous
wound that had scabbed over on her right heel
had opened and had a minimal amount of serous
drainage. Resident stated that her right heel was
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01950 Continued From page 24

painful at rest. Surrounding skin had slight
blanchable redness but not was [sic] edematous.
Writer cleansed wound with gentle wound
cleanser, patted dry, applied abx [antibiotic]
ointment, and applied a non-adhesive pad under
a bordered foam bandage, Notified PCP [primary
care provider]."

01950

R2's Progress note dated April 17, 2025, read
"new order-TO [telephone order] from [nurse
practitioner name], okay to have SN [skilled
nursing] reeval [re-evaluate] and treat R [right]
heel wound. referral faxed to [home health
agency name] skilled nursing for wound care"

R2's Progress Notes included twice weekly
entries starting April 21, 2025, through August 4,
2025, from a home health agency nurse with
wound measurements, wound assessment, and
wound care provided with each visit. Progress
note dated August 4, 2025, indicated wound
treatment to stage 3 pressure injury on right heel,
clean with wound cleanser and pat dry. Skin prep
to peri wound, apply Promogran Prisma [wound
packing] cut to fit wound bed, cover with heel
foam dressing, change dressing two times
weekly. Wound measurements: 0.5 centimeters
(cm) x 1 cm x 0.3 cm (depth).

R2's comprehensive assessment dated June 27,
2025, read a "right heel wound, open area
managed by [homecare agency name], was
covered with a bordered foam bandage when
writer went to look at it today, did not uncover
wound. writer receives pictures of wound weekly
from [home health agency name] nurse."

R2's record lacked an order for PRN wound care
by the licensee if R2's wound dressing came off
between outside agency home care nurse visits.
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R2's record lacked documentation of any PRN
wound care management of R2's right heel
wound/dressing management.

R2's record lacked written instructions for ULP to
follow in the event R2's dressing came off or
there were concerns with R2's right heel wound
(drainage, redness, warmth).

On August 5, 2025, at 12:45 p.m., clinical nurse
supervisor (CNS)-B and RN-K stated the
directions for the PRN management of R2's heel
dressing/wound care were in the box of wound
care supplies (on top of R2's refrigerator) for the
ULP to follow; however, the directions were not
part of R2's record, and stated she had not care
planned, created a treatment record/treatment
plan, nor a means for documentation of any PRN
wound care.

The licensee's Minnesota (MN) Assisted Living
(AL) Treatment and Therapy Management Policy
dated March 7, 2023, indicated the RN may
delegate to resident assistants the task of
providing assistance with treatment and therapy if
the resident assistants have satisfied the training
requirements listed above and if:
-Before performing the procedures, the RN has
instructed the resident assistant in the proper
methods to administer the treatment and therapy,
and the resident assistants have demonstrated
the ability to competently follow the procedures
-The RN has developed written, specific
instruction for each resident
-The RN has communicated with the resident
assistants about the individual needs of the
resident; and
-The RN has documented that the resident
assistants have been trained and have
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demonstrated competency to follow the
procedures.

01950

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01960 144G.72 Subd. 5 Documentation of
SS=D administration of treatments

01960

Each treatment or therapy administered by an
assisted living facility must be in the resident
record. The documentation must include the
signature and title of the person who
administered the treatment or therapy and must
include the date and time of administration. When
treatment or therapies are not administered as
ordered or prescribed, the provider must
document the reason why it was not administered
and any follow-up procedures that were provided
to meet the resident's needs.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure treatment
services were documented for one of four
residents (R2) receiving treatments.

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).
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The findings include:

R2 began receiving services from the licensee on
December 16, 2020, with diagnoses including
dementia.

R2's Service Plan dated May 21, 2025, indicated
she received services including medication
management/administration, assistance with
dressing, bathing, walking, showers, and
assistance with transfers. R2's Service Plan
lacked the service of as needed (PRN)
management of wound care or outside home
health agency wound care management.

On August 4, 2025, at 2:00 p.m. while observing
unlicensed personnel (ULP)-D administer R2's
afternoon medication, the surveyor observed a
set of boxes on the top of R2's apartment
refrigerator. The boxes contained wound care
dressing supplies. ULP-D indicated R2 had a
chronic right heel wound that an outside home
health agency was managing twice weekly.
ULP-D stated the licensee staff were only to
replace the dressing if it came off in between the
home health agency visits. The surveyor
observed a bordered dressing on the bottom of
R2's heel as two ULP were transferring her to her
bed to rest.

R2's Progress note dated April 17, 2025, read,
"topic/occurrence-right heel scab, RA (resident
assistant) notified writer (R2) had some drainage
on her sock on her right heel. Writer went to
assess this morning and found that a previous
wound that had scabbed over on her right heel
had opened and had a minimal amount of serous
drainage. Resident stated that her right heel was
painful at rest. Surrounding skin had slight
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blanchable redness but not was [sic] edematous.
Writer cleansed wound with gentle wound
cleanser, patted dry, applied abx [antibiotic]
ointment, and applied a non-adhesive pad under
a bordered foam bandage, Notified PCP [primary
care provider]."

01960

R2's Progress note dated April 17, 2025, read
"new order-TO [telephone order] from [nurse
practitioner name], okay to have SN [skilled
nursing] reeval [re-evaluate] and treat R [right]
heel wound. referral faxed to [home health
agency name] skilled nursing for wound care"

R2's Progress Notes included twice weekly
entries starting April 21, 2025, through August 4,
2025, from a home health agency nurse with
wound measurements, wound assessment, and
wound care provided with each visit. Progress
note dated August 4, 2025, indicated wound
treatment to stage 3 pressure injury on right heel,
clean with wound cleanser and pat dry. Skin prep
to peri wound, apply Promogran Prisma [wound
packing] cut to fit wound bed, cover with heel
foam dressing, change dressing two times
weekly. Wound measurements: 0.5 centimeters
(cm) x 1 cm x 0.3 cm (depth).

R2's comprehensive assessment dated June 27,
2025, read "right heel wound, open area
managed by [homecare agency name], was
covered with a bordered foam bandage when
writer went to look at it today, did not uncover
wound. writer receives pictures of wound weekly
from [home health agency name] nurse."

R2's record lacked an order for PRN wound care
by the licensee if R2's wound dressing came off
between outside agency home care nurse visits.
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R2's record lacked written instructions for ULP to
follow in the event R2's dressing came off or
there were concerns with R2's right heel wound
(drainage, redness, warmth).

01960

R2's record lacked documentation of any PRN
wound care management of R2's right heel
wound/dressing management.

On August 5, 2025, at 12:45 p.m., clinical nurse
supervisor (CNS)-B and RN-K stated the
directions for the PRN management of R2's heel
dressing/wound care were in the box of wound
care supplies (on top of R2's refrigerator) for the
ULP to follow; however, the directions were not
part of R2's record, and stated she had not care
planned, created a treatment record/treatment
plan, nor a means for documentation of any PRN
wound care. CNS-B stated she was not sure if
any ULP had completed any PRN management
of R2's right heel wound.

The licensee's Minnesota (MN) Assisted Living
(AL) Treatment and Therapy Management Policy
dated March 7, 2023, indicated the resident
assistant (RA)will document after assistance with
treatment and therapy administration reminder
has been completed.

No further information was provided.

TIME PERIOD TO CORRECT- Seven (7) days.

01970 144G.72 Subd. 6 Treatment and therapy orders
SS=D

There must be an up-to-date written or
electronically recorded order from an authorized
prescriber for all treatments and therapies. The
order must contain the name of the resident, a

01970
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description of the treatment or therapy to be
provided, and the frequency, duration, and other
information needed to administer the treatment or
therapy. Treatment and therapy orders must be
renewed at least every 12 months.

01970

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure up-to-date
written or electronically recorded orders were
maintained for one of four residents (R2)
receiving treatments.

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:

R2 began receiving services from the licensee on
December 16, 2020, with diagnoses including
dementia.

R2's Service Plan dated May 21, 2025, indicated
she received services including medication
management/administration, assistance with
dressing, bathing, walking, showers, and
assistance with transfers. R2's Service Plan
lacked the service of as needed (PRN)
management of wound care or outside home
health agency wound care management.

On August 4, 2025, at 2:00 p.m. while observing
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unlicensed personnel (ULP)-D administer R2's
afternoon medication, the surveyor observed a
set of boxes on the top of R2's apartment
refrigerator. The boxes contained wound care
dressing supplies. ULP-D indicated R2 had a
chronic right heel wound that an outside home
health agency was managing twice weekly.
ULP-D stated the licensee staff were only to
replace the dressing if it came off in between the
home health agency visits. The surveyor
observed a bordered dressing on the bottom of
R2's heel as two ULP were transferring her to her
bed to rest.

01970

R2's Progress Note dated April 17, 2025, read,
"topic/occurrence-right heel scab, RA (resident
assistant) notified writer (R2) had some drainage
on her sock on her right heel. Writer went to
assess this morning and found that a previous
wound that had scabbed over on her right heel
had opened and had a minimal amount of serous
drainage. Resident stated that her right heel was
painful at rest. Surrounding skin had slight
blanchable redness but not was [sic] edematous.
Writer cleansed wound with gentle wound
cleanser, patted dry, applied abx [antibiotic]
ointment, and applied a non-adhesive pad under
a bordered foam bandage, Notified PCP [primary
care provider]."

R2's Progress note dated April 17, 2025, read
"new order-TO [telephone order] from [nurse
practitioner name], okay to have SN [skilled
nursing] reeval [re-evaluate] and treat R [right]
heel wound. referral faxed to [home health
agency name] skilled nursing for wound care"

R2's Progress Notes included twice weekly
entries starting April 21, 2025, through August 4,
2025, from a home health agency nurse with
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wound measurements, wound assessment, and
wound care provided with each visit. Progress
Note dated August 4, 2025, indicated wound
treatment to stage 3 pressure injury on right heel,
clean with wound cleanser and pat dry. Skin prep
to peri wound, apply Promogran Prisma [wound
packing] cut to fit wound bed, cover with heel
foam dressing, change dressing two times
weekly. Wound measurements: 0.5 centimeters
(cm) x 1 cm x 0.3 cm (depth).

01970

R2's comprehensive assessment dated June 27,
2025, read a "right heel wound, open area
managed by [homecare agency name], was
covered with a bordered foam bandage when
writer went to look at it today, did not uncover
wound. writer receives pictures of wound weekly
from [home health agency name] nurse."

R2's record lacked documentation or instructions
for any PRN wound care management of R2's
right heel wound/dressing management.

R2's record lacked an order for PRN wound care
by the licensee if R2's wound dressing came off
between outside agency home care nurse visits.

On August 5, 2025, at 12:45 p.m., clinical nurse
supervisor (CNS)-B and registered nurse (RN)-K
stated the directions for the PRN management of
R2's heel dressing/wound care were in the box of
wound care supplies (on top of R2's refrigerator)
for the ULP to follow; however, the directions
were not part of R2's record, and stated she had
not care planned, created a treatment
record/treatment plan, nor a means for
documentation of any PRN wound care.

The licensee's Minnesota (MN) Assisted Living
(AL) Treatment and Therapy Management Policy

Minnesota Department of Health
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dated March 7, 2023, indicated the licensed staff
will complete an assessment on
preadmission/admission, changes in condition, or
with resident/responsible party request. If a
treatment or therapy (or treatment or therapy
reminder) is recommended based on assessment
or resident/responsible party request, the
licensed staff would notify the provider for orders.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Metro  District  Office
Minnesota  Department  of Health
625  Robert  St  N, PO  BOX 64975
St  Paul,  MN 55164
Phone:  651- 201- 4500

Food  & Beverage  Inspection  Report Page:  1

Establishment  Info
MCKENNA CROSSING
13810  SHEPHERDS  PATH NW
Prior  Lake,  MN 55379
Scott  County
Parcel:

Phone:

License  Info
License:  HFID 25285

Risk:
License:
Expires  on:
CFPM:  Ronald  L. Lapel
CFPM  #: FM15097;  Exp:  5/31/2026

Inspection  Info
Report  Number:  F1047251097
Inspection  Type:  Full - Single
Date:  8/6/2025  Time:  10:00  am
Duration:  minutes
Announced  Inspection:
Total  Priority 1 Orders:  1
Total  Priority 2 Orders:  1
Total  Priority 3 Orders:  4
Delivery:  Emailed

! New  Order:  3-500B  Microbial  Control:  hot  and  cold  holding
3-501. 16A2 Priority Level:  Priority 1 CFP# : 22
MN Rule  4626. 0395A2  Maintain  all cold,  TCS  foods  at  41  degrees  F (5 degrees  C) or below  under  mechanical  refrigeration.
COMMENT: TEMPERATURE  OF FIRST  FLOOR  MEMORY CARE  REFRIGERATOR  WAS WARMER THAN 41F.
DISCUSSED  NEED  TO DISCARD ITEMS AT END OF DAY. MAINTENANCE WAS CONTACTED  TO ADJUST
REFRIGERATOR  TEMPERATURE.  CONTINUE TO MONITOR
Comply  By: 8/6/2025  Originally Issued  On:  8/6/2025

New  Order:  4-200  Equipment  Design  and  Construction
4-204. 112A Priority Level:  Priority 3 CFP# : 36
MN Rule  4626. 0620A  Provide  a  temperature  measuring  device  located  in the  warmest  part  of mechanically  refrigerated
units  and  coolest  part  of hot  food  storage  units  that  are  capable  of measuring  air temperature  or a  simulated  product
temperature.
COMMENT: UNABLE TO LOCATE INTERNAL THERMOMETERS  IN REFRIGERATORS  IN THE FIRST  FLOOR  AND
FOURTH  FLOOR  SATELLITE KITCHENS
Comply  By: 9/6/2025  Originally Issued  On:  8/6/2025

New  Order:  4-300  Equipment  Numbers  and  Capacities
4-302. 13B Priority Level:  Priority 2 CFP# : 48
MN Rule  4626. 0710B  Provide  a  readily  accessible,  irreversible  registering  temperature  indicator  for measuring  the  utensil
surface  temperature  in mechanical  hot  water  warewashing  operations.
COMMENT: IRREVERSIBLE  REGISTERING  TEMPERATURE  DISK AVAILABLE FOR  MAIN KITCHEN BUT NOT FOR
BISTRO.  DISCUSSED  NEED  FOR  DISK OR  SIMILAR DEVICE FOR  DISHWASHER  IN BOTH LOCATIONS
Comply  By: 8/13/2025  Originally Issued  On:  8/6/2025

New  Order:  4-400  Equipment  Location  and  Installation
4-402. 11A Priority Level:  Priority 3 CFP# : 47
MN Rule  4626. 0725A  Space  fixed equipment  to allow access  for cleaning  along  the  sides,  behind  and  above  the  unit,  or
seal  to adjoining  equipment  or walls.
COMMENT: HANDWASHING SINK IN MAIN KITCHEN DISHROOM  WAS WOBBLY AND NO LONGER  SEALED  TO THE
WALL. REPAIR  SEAL
Comply  By: 9/6/2025  Originally Issued  On:  8/6/2025



Report  Number:  F1047251097
Inspection  Type:  Full
Date:  8/6/2025

Page:  2

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: DRAWER  IN MAIN KITCHEN IS MISSING  THE HANDLE. INSIDE INSULATION IS EXPOSED.  FACILITY IS
AWARE OF BROKEN  DRAWER  AND IS TAKING STEPS  TO REPAIR  IT.
Comply  By: 9/6/2025  Originally Issued  On:  8/6/2025

New  Order:  5-200A  Plumbing:  approved  materials/ design
5-201. 11B Priority Level:  Priority 3 CFP# : 51
MN Rule  4626. 1040B  Maintain  the  plumbing  system  in good  repair.
COMMENT: DISHMACHINE IS LEAKING. FACILITY STATED  THEY ARE IN THE PROGRESS  OF  REPAIRING  THE
LEAK.
Comply  By: 9/6/2025  Originally Issued  On:  8/6/2025

Food  & Beverage  General  Comment
The  inspection  was  completed  with A. Felen,  R.  Lapel  and  reviewed  with MDH Nurse  Evaluator  D. Jacobson.

The  facility has  a  commercial  kitchen  as  their  main  serving  kitchen.  They  also  have  a  bistro  and  two satellite  kitchens  (one
on the  1st  floor for memory  care  and  one  on  the  4th  floor).

Discussed  hand  washing,  ware  washing,  staff  illness  policy,  temperature  control,  final cook  temperatures,  cleaning,  serving
highly susceptible  populations,  and  food  handling  procedures.

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  Metro  District  Office inspection  report  number  F1047251097 from  8/6/2025

Amy Feilen
LALD

Holly Sievers,
Public  Health  Sanitarian  2
651- 201- 5946
holly.sievers@ state. mn. us


