DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
September 15, 2026

Licensee

Nervana's Caring Hands Inc
401 Harold Drive
Burnsville, MN 55337

RE: Project Number(s) SL35218016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 18, 2026, 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.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assighed 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 may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement;

Level 2: a fine of $S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;

Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 5: a fine of $5,000 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
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pursuant to this survey:

St - 0-0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00
St - 0- 0810 - 144g.45 Subd. 2 (b-F) - Fire Protection And Physical Environment - $500.00
St - 0-1290 - 144g.60 Subdivision 1 - Background Studies Required - $1,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $2,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans

of correction are not required to be submitted for approval.
The correction order documentation should include the following:

e |dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.
e 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(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

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under
this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.

To submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm
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To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

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.

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 Bodly.

If you have any questions, please contact me.

Sincerely,

Jodi Johnson, Supervisor
State Evaluation Team

Email: Jodi.Johnson@state.mn.us
Telephone: 218-332-5175 Fax: 1-866-890-9290

HHH
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AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL35218016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On August 18, 2026, through August 19, 2026, STATES,"PROVIDER'S PLAN OF
the Minnesota Department of Health conducted a CORRECTION." THIS APPLIES TO
full survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were three residents; three
receiving services under the Assisted Living THERE IS NO REQUIREMENT TO
Facility license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
1290: An immediate correction order was issued
on August 19, 2026, at a level 3/Widespread (). THE LETTER IN THE LEFT COLUMN IS
The licensee took immediate action; however, the USED FOR TRACKING PURPOSES AND
scope and level reamain at |. REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 480, 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

(X6) DATE
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0 480 | Continued From page 1 0 480

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility i1s 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

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.13795, 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.

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 18, 2026, 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.

0 680 144G .42 Subd. 10 Disaster planning and 0 680
SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and detalls staff
assignments in the event of a disaster or an
emergency,;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(9) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to have a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all
residents receiving services under the assisted

Minnesota Department of Health
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living license.

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
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:
The licensee’'s EPP dated June 1, 2026, lacked
the following required content:
- how they would coordinate with other health
care faclilities and community during an
emergency or disaster (natural, man-made,
faclility, etc.), reviewed/updated annually;
- consider duration of interruptions;
- arrangements/contracts to re-establish utility
Services;
- an assessment of at-risk population's needs
Including maintaining independence,
communication, transportation, supervision, and
medical care;:
- a process for cooperation and collaboration with
local, tribal, regional, State and Federal EP to
maintain integrated response;
- a tracking system used to document locations of
residents, staff, and relocation of staff:
- develop policy and procedures to address:

- systems of medical documentation that
preserve resident information;

- protects confidentiality;

- secures/maintains availability of records;
- develop policy and procedures must address
use of volunteers including process and role for
Integration;
- develop policy and procedures which address
development and arrangements with other

Minnesota Department of Health
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facilities or providers to receive residents in the
event continuity of services cannot be provided;
- communication plan must include;

- method for sharing information and medical
documentation for residence;

- means, In event of evacuation, to release
resident information:

- means of providing information about
general condition and location of residents under
[licensee’s] care;

- communication plan must include:

- means to provide information about facility
occupancy;

- heeds;

- and ability to provide assistance;

- authority having jurisdiction;

- Incident Command Center:;

- Or designee;

- communication plan must include A method for
sharing information from emergency plan;

- demonstrate staff knowledge of EP;

- must conduct exercises to test the EP plan at
least twice per year including unannounced staff
drills using the EP;

On August 19, 2027, at 12:02 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated the the above noted
Information was missing from the emergency
preparedness plan.

Minnesota Administrative Rule 4659.0100 dated
August 11, 2021, indicated assisted living facilities
shall comply with the federal emergency
preparedness regulations for long-term care
facilities under Code of Federal Regulations, title
42, section 483.72, or successor requirements.
This part referenced documents, specifications,
methods, and standards in State Operations
Manual Appendix Z - Emergency Preparedness
for All Provider and Certified Supplier Types:
Minnesota Department of Health
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Interpretive Guidance.

No further information was provided.

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

07795 144G .45 Subd. 2. (a) Fire protection and physical | 0 775
SS=F | environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
/911, and:

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in
compliance with the requirements of Minnesota

Statute 144G.

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
fallure 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, Physical
Environment Inspection Report (PEIR) dated
August 18, 2026, for the specific violations related
the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)

Minnesota Department of Health
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0 800| 144G .45 Subd. 2 (a) (4) Fire protection and 0 800

SS=B | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level one violation (a
violation that will cause only 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).

The findings Include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
August 18, 2026, for the specific violations related
the physical environment under Minnesota

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty One
(21) days.

0 810, 144G .45 Subd. 2 (b-f) Fire protection and 0 810
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) 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.

Minnesota Department of Health
STATE FORM 6899 OHXQ11 If continuation sheet 9 of 17



PRINTED: 09/15/2026

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
35218 B. WING 08/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
401 HAROLD DRIVE
NERVANA'S CARING HANDS INC
BURNSVILLE, MN 55337
(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)

0 810 | Continued From page 9 0810

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

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
fallure 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, Physical
Environment Inspection Report (PEIR) dated
August 18, 2026, for the specific violations related
the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Twenty one

(21) days.
01290| 144G.60 Subdivision 1 Background studies 01290
SS=l| required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter

Minnesota Department of Health
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245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of a staff member in good faith
relilance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure a
background study (BGS) was submitted through
the Department of Human Services (DHS)
NETStudy 2.0 (web-based system used to submit
BGS requests) with a clearance received and
affiiated with the assisted living license for one of
one volunteer ((V)-B).

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
or a violation that had the potential to cause more
than minimal harm to the resident), 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 August 18, 2026, at 10:40 a.m., upon arrival
to the facility, the surveyor observed V-B entering
the facility. Unlicensed personnel (ULP)-C was
working onsite.

Minnesota Department of Health
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On August 18, 2026, at 10:40 a.m., V-B stated
she was here to meet the surveyor and would
help with getting information as licensed assisted

living director/clinical nurse supervisor
(LALD/CNS)-A was at an appointment.

On August 18, 2026, during continuous
observation beginning at 11:09 a.m., the following
was observed:

- 11:09 a.m., ULP-C entered R2's room, wheeled
R2 out of her room, into the bathroom and closed
the door. V-B was in the living room
unsupervised.

- 11:11 a.m., ULP-C opened the bathroom door
and assisted R2 back to her room. ULP-C
returned to the bathroom, closing the door behind
her and cleaned the bathroom.

- 11:12 a.m., ULP-C returned to the living room
where V-B was sitting.

-11:13 a.m., ULP-C entered R1's room and
closed the doors behind her. V-B remained in the
living room unsupervised.

- 11:14 a.m., ULP-C exited the resident room and
returned to the living room.

- 11:31 a.m., V-B entered R3's room with the
engineering surveyor while ULP-C remained in
the common area. V-B was not within line of sight
of ULP-C.

- 11:32 a.m., V-B exited the room and returned to
the common area.

- 11:33 a.m., ULP-C entered R1's room with the
engineering surveyor while V-B remained in the
common area.

- 11:34 a.m., V-B entered R1's room and began
visiting with R1.

- 11:35 a.m., ULP-C and V-B exited the room.

- 11:42 a.m., V-B indicated since the surveyor had
LALD/CNS-A's contact information she would
leave the facility and could return if needed.

Minnesota Department of Health
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The licensee’'s NETStudy roster dated August 18,
2026, did not include V-B.

NETStudy 2.0 indicated V-B had a BGS initiated
by the facility on June 7, 2026, and that V-B
required supervision. V-B was listed as separated
from the licensee on June 12, 2026.

On August 18, 2026, at 2:22 p.m., LALD/CNS-A
stated since she was not able to be onsite until
the next day, she had asked V-B to assist the
surveyor. LALD/CNS-A stated she had a
background check for V-B a few years ago but
had deleted it. A couple months ago she initiated
a background study for V-B, however V-B did not
sigh the consent, and the test was not paid for,
therefore it was not completed. LALD/CNS-A
stated she also has a person who occasionally
completes maintenance for the facility and that
person did not have a BGS either. LALD/CNS-A
further stated since they were at the facility
Infrequently and only with other staff there, she

didn't think she needed a BGS for them.

The licensee's Background Study policy last
reviewed January 1, 2026, indicated employees
will not be able to start working with residents
until the background check clearance has been
received by the facility. In addition, the policy
Indicated, each facility employee/volunteer or
contractor who will provide direct care to
residents must have a background study
completed. The forms will be completed at the
time of hire. If the person fails to provide the
Information necessary to complete the
background study, their application for direct care
employment will not be completed. Further, the
policy indicated the law allows an individual to
provide direct contact services while a study is
pending IF that person is under continuous direct
Minnesota Department of Health
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supervision of the employer.
No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

The licensee took immediate action to mitigate
risk; however, the scope and level reamains at |.

g1888D0 144G.71 Subd. 19 Storage of medications 01380
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were securely locked permitting only authorized
personnel to have access. This had the potential
to affect all residents residing within the facility.

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:

On August 19, 2026, at 7:59 a.m., the surveyor
observed unlicensed personnel (ULP)-C

Minnesota Department of Health
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administering medication to R3 in his room.
During the observation, the surveyor observed a
tube of antifungal cream and Nystatin powder on
a shelf in R3's room. ULP-C picked up the
Nystatin powder and applied it to R3's skin folds,
returned it to the shelf, and exited the room.

R3's assessment dated June 7, 2026, indicated
"All medications are securely stored in the locked
medication cupboard.”

On August 19, 2026, at 11:02 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated all medications should be
locked up, including topical medications.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910 144G.71 Subd. 22 Disposition of medications 01910
SS=F
(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 iIs 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

Minnesota Department of Health
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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 to to include all required
Information on the medication disposition for one
of one discharged resident (R4).

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
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings include:

R4's Discharge Care Plan dated June 2, 2026,
Indicated R4 was discharged to a friend's home
on June 2, 2026.

R4's Discharge Medication Count dated June 1,
2026, included a list of prescription medications,
their strength and the quantity of the medications.
None of the medications listed included a
prescription number.

On August 18, 2026, at 2:22 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated she was unaware the
disposition of medications needed to include the
prescription nhumbers.
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days
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Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
—Establishment Info —— —License Info —Inspection Info —— M8 —
NERVANA'S CARING HANDS INC License: HFID 35218 Report Number: F1018261130
401 Harold Drive Inspection Type: Full - Single
Burnsville, Mn 55337 Risk: Date: 8/18/2026 Time: 4:24:47 PM
Dakota County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection:
CFPM: Nervana Ramdyal Total Priority 1 Orders: 2

Phone: CFPM #: 118849; Exp: 9/19/2026 Total Priority 2 Orders: 0

Total Priority 3 Orders: 0

Delivery:
\ J \. J

| New Order: 2-200 Employee Health
2-201.11C Priority Level: Priority 1 CFP#: 3

MN Rule 4626.0040C The person in charge must record all reports of diarrhea or vomiting made by food employees and
report those ilinesses to the regulatory authority at the specific request of the regulatory authority.
COMMENT: Establishment does not currently have an employee iliness log. Discussed requirement with manager and

Iliness log sent with report.
Comply By: 8/18/2026 Originally Issued On: 8/18/2026

! New Order: 3-300B Protection from Contamination: cross-contamination, eggs
3-302.11A(1) Priority Level: Priority 1 CFP#: 15

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from ready-to-eat

foods to prevent cross-contamination.
COMMENT: Eggs observed to be stored above ready to eat foods in the refrigerator. Corrected on site.

Comply By: 8/18/2026 Originally Issued On: 8/18/2026
Food & Beverage General Comment

Inspection conducted with Stacy Haag (MDH) present.
Establishment is a residential home with residential equipment and finishes. There are currently 3 residents.
Establishment does all same day service of foods.
Kitchen has a 2-basin sink with separation of hand washing and food prep.
Dishwasher has sanitize function available and test strip indicated appropriate temperature was achieved.
Floors are wood laminate, walls are painted and ceiling is painted.
Cabinets are wood and counter tops are quartz.
Equipment is all stainless steel.
Establishment has a thermometer for checking food temperatures.

Discussed employee illness and pest control.



Report Number: F1018261130 Page: 2
Inspection Type: Full
Date: 8/18/2026

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 F1018261130 from 8/18/2026

Kook Doy

Nervana Ramdyal Rebecca Prestwood, REHS
Manager Public Health Sanitarian 3

651-201-3777
rebecca.prestwood@state.mn.us



Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
NERVANA'S CARING HANDS INC Report Number: F1018261130
Burnsville Inspection Type: Full
County/Group: Dakota County Date: 8/18/2026
Time: 4:24:47 PM

Food Temperature: Product/Iltem/Unit: apple sauce; Temperature Process: Cold-Holding
Location: Refrigerator at 36 Degrees F.

Comment:

Violation Issued?: No




Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment INfo —— Inspection Info —
NERVANA'S CARING HANDS INC Report Number: F1018261130
Burnsville Inspection Type: Full
County/Group: Dakota County Date: 8/18/2026

Time: 4:24:47 PM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Dishwashing Area Equal To 160 Degrees F.

Comment:
Violation Issued?: No




m” DEPARTMENT
OF HEALTH

Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL35218016-0 Date: 8/18/2026

Facility Name: Nervana’s Caring Hands LLC

Facility Address: 401 Harold Drive, Burnsville, MN 55337

X TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. Egress doors shall be readily operable from the egress side without the use of a key or special
knowledge. [Minn. Stat. 144G.45 subd. 2; MSFC 1010.1.9]

Comments: There lower-level exit door required a code to open the door to egress.

3. In buildings that contain a fuel-burning appliance or fireplace, or attached private garage, carbon
monoxide detection shall be installed in dwelling units within ten feet of bedrooms. Where a fuel
burning appliance is located in a bedroom or its attached bathroom, carbon monoxide detection shall
be installed within the bedroom. Carbon monoxide detection can be provided by carbon monoxide
alarms installed in dwelling or sleeping units or a carbon monoxide detection system installed in the
room or space that contains the fuel-burning appliance. [Minn. Stat. 144G.45 subd. 2; MSFC 915]

Comments: There was not a carbon monoxide alarm within ten feet of resident roomes.

XI TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 1; Pattern TIME PERIOD OF CORRECTION: Twenty One (21) days

1. The physical environment, including walls, floors, ceiling, all furnishings, grounds, systems, and
equipment are in a continuous state of good repair and operation with regard to the health, safety,

comfort, and well-being of the residents in accordance with a maintenance and repair program. [Minn.
Stat. 144G.45 subd.2?]

Page | 1
Project Number: SL35218016-0
Facility Name: Nervana’s Caring Hands Inc Date:8/18/2026
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Comments: Both bathroom vent fan covers were dirty and clogged with dust.

XI TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include the location and number of resident rooms. [Minn. Stat. 144G.45 subd.?2]

Comments: The lower-level resident rooms did not have room identifiers.
The posted evacuation maps did not have resident room identifiers.

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that are
readily available at all times within the facility. [Minn. Stat. 144G.45 subd.2]

Comments: There were no exit signs at the exit doors identified in the evacuation plans.

3. Evacuation drills are required for employees twice per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is not required. Fire alarm system activation is not
required to initiate the evacuation drill. [Minn. Stat. 144G.45 subd.2?]

Comments: The fire drill logs provided showed that the overnight shift did not complete the required
annual fire drills.

Page | 2
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