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Electronically Delivered

July 17, 2024

Licensee
Nervanas Caring Hands, Inc
8719 Bloomington Avenue South
Bloomington, MN 55425

RE:  Project Number(s) SL30664015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on June 26, 2024, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

MDH concludes the licensee is in substantial compliance. State law requires the facility must take
action to correct the state correction orders and document the actions taken to comply in the
facility's records. The Department reserves the right to return to the facility at any time should the
Department receive a complaint or deem it necessary to ensure the health, safety, and welfare of
residents in your care.

STATE CORRECTION ORDERS
The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assigned tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
listed in the "Summary Statement of Deficiencies" column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . . ."    

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope
of the violations;  however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

The correction order documentation should include the following:

� Identify how the area(s) of noncompliance was corrected related to the
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resident(s)/employee(s) identified in the correction order.    
� Identify how the area(s) of noncompliance was corrected for all of the provider’s

resident(s)/employees that may be affected by the noncompliance.    
� Identify what changes to your systems and practices were made to ensure compliance with

the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.     

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process.  Please fill out this anonymous provider feedback questionnaire
at your convenience at this link:  https://forms.office.com/g/Bm5uQEpHVa.  Your input is important
to us and will enable MDH to improve its processes and communication with providers.  If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.     

You are encouraged to retain this document for your records.  It is your responsibility to share the
information contained in the letter and state form with your organization’s Governing Body.

If you have any questions, please contact me.

Sincerely,

Kelly Thorson, Supervisor
State Evaluation Team
Email: Kelly.Thorson@state.mn.us
Telephone: 320-223-7336 Fax: 1-866-890-9290

AH
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0 000 Initial Comments 0 000

******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.

SL30664015

On June 24 through June 26, 2024, the
Minnesota Department of Health conducted an
initial survey at the above provider, and the
following correction orders are issued. At the time
of the survey, there were 4 residents; 4 receiving
services under the provider's Assisted Living
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.

0 660 144G.42 Subd. 9 Tuberculosis prevention and
SS=F control

0 660

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 660 Continued From page 1

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.
(b) The facility must maintain written evidence of
compliance with this subdivision.

0 660

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to maintain a tuberculosis (TB)
prevention and control program, based on the
most current guidelines issued by the Centers for
Disease Control and Prevention (CDC), which
included a two-step tuberculin skin test (TST) or
other evidence of TB screening such as a blood
test, for one of two employees, licensed practical
nurse (LPN)-B.

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

The findings include:

Minnesota Department of Health
STATE FORM 6899 0I9J11 If continuation sheet 2 of 16
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0 660 Continued From page 2

The facility TB risk assessment completed
November 2, 2023, indicated the facility was at a
low risk for TB transmission.

0 660

LPN-C began employment on April 19, 2023, to
provide direct care services under the licensees
assisted living license. LPN-C's record lacked
evidence a two-step TB baseline screening had
been completed.

On January 30, 2023, a TB skin test was
completed, indicating a negative result. A
second skin test was not completed.

On June 26, 2024, at 8:20 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated she was not aware that the
second step tuberculin skin test (TST) was not in
LPN-B's employee file. She stated she is aware
of the requirement for a two-step tuberculin skin
test (TST) or other evidence of TB screening
such as a blood test at time of hire.

The licensee's undated Tuberculosis Screening
policy indicated each employee or volunteer
having direct contact with residents must have
documentation of baseline health symptom
screening prior to providing care to residents.
This includes, at a minimum, the health symptom
screening, TB skin testing via the Mantoux
method. This testing includes the pre-placement
evaluation, administration and interpretation of TB
Mantoux skin tests and periodic evaluation based
on facility risk assessment or a negative IGRA
(blood test).

No further information was provided.

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

Minnesota Department of Health
STATE FORM 6899 0I9J11 If continuation sheet 3 of 16
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0 680 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

0 680

(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 details 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
(5) 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
visitors, employees, and residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a

Minnesota Department of Health
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0 680 Continued From page 4

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 the residents).

0 680

The findings include:

The licensee's undated EPP lacked
documentation including all the required elements
of:
- Subsistence needs for staff and patients
- Sharing info on occupancy/needs
- policies and procedures for volunteers
- roles under a waiver declared by secretary
- procedures for tracking staff and residents
- LTC family notifications

On June 26, 2024, at 7:30 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated she recently updated
appendix z and was not aware that required
elements were missing.

The licensee's undated Emergency
Preparedness Evacuation policy indicated [the
Licensee] will establish and maintain guidelines in
planning for the evacuation of residents and the
facility's office as a component of their
emergency preparedness program.

No further information provided.

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

01500 144G.63 Subd. 5 Required annual training
SS=F

Minnesota Department of Health
STATE FORM

01500
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01500 Continued From page 5

(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:
(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;
(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;
(3) review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;
(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;
(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and
(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research

01500

Minnesota Department of Health
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01500 Continued From page 6

based, may include online training, and must
include training on one or more of the following
topics:
(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;
(2) the health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or
(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

01500

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure an employee
received at least eight hours of annual training for
each 12 months of employment for two of two
employees, unlicensed personnel (ULP)-C and
licensed practical nurse (LPN)-B.

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

The findings include:
-ULP-C had a hire date of March 20, 2022.
-LPN-B had a hire date of April 19, 2023.

On June 25, 2024, at 8:30 a.m., the surveyor
Minnesota Department of Health
STATE FORM 6899 0I9J11 If continuation sheet 7 of 16
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observed ULP-C administer medications.

01500

ULP-C's and LPN-B's records lacked evidence of
annual training to include the following:
-Reporting maltreatment of vulnerable adults or
minors.
-Effective approaches to use to problems solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders.
-Review of provider's policies and procedures.

On June 26, 2024, at 7:30 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated she was unaware that the
staff did not have the required annual training.

The licensee's undated Annual Training
Requirements policy indicated annual training
must include training on reporting of maltreatment
of vulnerable adults under section 626.557,
effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders and review of [the
facility's] policies and procedures relating to the
provision of assisted living services and how to
implement those policies and procedures.

No further information was provided.

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

01530 144G.64 TRAINING IN DEMENTIA CARE
SS=F REQUIRED

01530

Minnesota Department of Health
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01530 Continued From page 8

(a) All assisted living facilities must meet the
following training requirements:
(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;
(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

01530

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure employees
received eight hours of initial dementia care
training within the first 160 hours worked for two
of two employees, unlicensed personnel (ULP)-C
and licensed practical nurse (LPN)-B.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a

Minnesota Department of Health
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widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

01530

The findings include:
-ULP-C had a hire date of March 20, 2022.
-LPN-B had a hire date of April 19, 2023.

On June 25, 2024, at 8:30 a.m., the surveyor
observed ULP-C administer medications.

ULP-C's orientation and training record lacked
documentation of the required number of hours of
dementia care training.

ULP-B's training record included:
Dementia overview 1
Dementia person centered care .75
Dementia problem solving - overview .75
Dementia problem solving - wandering and
elopement .75
Dementia communication 1.25
Dementia overview Alzheimer's disease .75
Dementia activities of daily living 1
Total: 6.25 Hours.

LPN-B's orientation and training record lacked
documentation of the required number of hours of
dementia care training.

LPN-B's training record included:
Dementia - communication - reality and validation
.75
Dementia overview Alzheimer's disease .75
Dementia overview - lewy body dementia .75
Dementia overview - multi-infarct dementia .75
Dementia overview - other types of dementia .75
Dementia overview 1
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Total: 4.75 Hours.

01530

On June 26, 2024, at 7:30 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated she was unaware that staff
did not have the required initial 8 hours of
dementia training.

The licensee's undated Dementia Care Training
policy indicated direct-care employees must have
completed at least eight hours of initial training on
required topics in the 160 hours from
employment. Until this training is complete, the
employee must not provide direct care unless
there is another employee on site who has
completed the initial eight hours of training related
to dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements or a supervisor meeting the
requirements must be available for consultation
with the new employee until the training
requirement is complete.

No further information provided.

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

01890 144G.71 Subd. 20 Prescription drugs
SS=F

A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

01890
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This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to ensure medications
included the opened date for time sensitive
medications for one of one resident (R1) and two
unlabeled medications were in the medication bin
labeled PRN (as needed) medications.

01890

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 the potential to
affect a large portion or all the residents).

The findings include:

On June 25, 2024, at 8:45 a.m., the surveyor
reviewed the medication cupboard and observed
the following:

R1's following medications were not labeled with
an opened date:
- bacitracin ointment

Two unlabeled medications were in a PRN (as
needed) medication bin:
- Tylenol 325mg.
- Metamucil fiber gummies

On June 26, 2024, at 7:30 a.m., licensed assisted
living director /clinical nurse supervisor
(LALD/CNS)-A stated she was aware of the
prescription label and open date requirements.
She stated she knew she should have written the
name of the resident on the over-the-counter
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medication for the Metamucil fiber gummies. The
Tylenol is used as a stock supply for all residents
in the event they do not have their own supply but
do have an order for as needed Tylenol. She
stated she was aware of the requirement to put
open date on all creams or ointments.

01890

The licensee's undated Medication Management
Services policy indicated [the facility] will require a
prescription for all medications that [the facility]
will manage for residents including
over-the-counter medications and dietary
supplements.

No further information was provided.

TIME PERIOD FOR CORRECTION: 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
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 interview and record review the
licensee failed to ensure up-to-date written or
electronically recorded orders were maintained
for one of one resident (R1) receiving treatments.

This practice resulted in a level two violation (a
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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).

01970

The findings include:

R1's individualized treatment or therapy
management plan dated January 6, 2024,
indicated catheter care would be provided.

R1's prescriber's orders dated June 7, 2024,
included catheter supplies order only. The order
did not include nursing orders for maintenance of
the catheter.

On June 26, 2024, at 7:30 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated R1's record lacked an order
for catheter care. She stated she was aware that
current prescriber's orders are required for all
treatments and therapies.

The licensee's undated Treatment and Therapy
Management Plan indicated the facility will
provide treatment and therapy services to
residents under the Assisted Living License.
These services will be provided under the orders
of an authorized prescriber. The orders will
include the name of the resident, a description of
the treatment or therapy to be provided and the
frequency, duration, and other information
needed to administer the treatment or therapy.

No further information was provided.
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TIME PERIOD FOR CORRECTION: Seven (7)
days

01970

02310 144G.91 Subd. 4 (a) Appropriate care and
SS=F services

02310

(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to provide care and
services according to acceptable health care
standards, medical, or nursing standards for one
of one resident (R1) who utilized oxygen.

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

The findings include:

On June 25, 2024, at 1:35 p.m., the surveyor
observed three oxygen tanks stored in R1's room
unsecured. The oxygen tanks were standing next
to the oxygen refill station.

On June 26, 2024, at 7:30 a.m., the licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated she was not aware of the
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safety requirements for oxygen storage. She
stated "the engineer talked to me during his visit
yesterday and told me they need to be in holders.
I've contacted the oxygen company and asked
them to deliver the holders as soon as they can."

02310

Minnesota Department of Health (MDH) Oxygen
Cylinder Storage Requirements dated April 16,
2020, recommended cylinders be secured with
chains or racks to prevent cylinders from falling
over.

The licensee's undated Safe Oxygen Use and
Storage policy indicated containers must be
secured in a stand or cart so they cannot be
knocked over while in use or in storage.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Date:
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Full
06/24/24
13:00:00
1036241127

Food  and Beverage  Establishment
Inspection  Report

Location:
Nervanas Caring Hands Inc
8719 Bloomington Avenue South
Bloomington, MN55425
Hennepin County, 27

Establishment  Info:
ID #: 0037930
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6122207511
ID #:

The violations listed in this report include any previously issued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

No NEW orders were issued during this inspection.

Surface  and  Equipment  Sanitizers
UTENSIL SURFACE TEMP: = at 180 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Chlorine: = 50PPM at Degrees Fahrenheit
Location: SANITIZER SPRAY
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cold Hold/MILK
Temperature: 36 Degrees Fahrenheit - Location: KITCHEN FRIDGE
Violation Issued: No
Process/Item: Ambient Temp
Temperature: -4 Degrees Fahrenheit - Location: KITCHEN FREEZER
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
0

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. SURVEYOR WAS WENDY ROBARGE. INSPECTION CONDUCTED IN
PRESENCE OF ANN MURGASEN, THE PERSON IN CHARGE. ALL VIOLATIONS WERE DISCUSSED
WITH THE PERSON IN CHARGE AND SURVEYOR DURING INSPECTION.

THIS FACILITY DOES NOT HAVE ALL COMMERCIAL GRADE ANSI EQUIPMENT. ALL FOOD
MUST BE SERVED THE SAME DAY IT IS PREPARED, AND LEFTOVERS CAN NEVER BE SAVED.
FOOD SERVICE IS PROVIDED BY FACILITY STAFF.
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Report: 1036241127
Nervanas Caring Hands Inc

Page 2

FOOD SERVICE AREA FLOORS, WALLS, CEILINGS, COUNTERTOPS, AND FINISH MATERIALS
MUST BE NON-ABSORBANT, SMOOTH, DURABLE, AND EASILY CLEANABLE. CEILINGS
CANNOT HAVE POPCORN TEXTURE. CABINETS CANNOT HAVE HOLLOW BASES. EXPOSED
WOOD IS NOT APPROVED FOR FOOD SERVICE AREAS. WOOD IS NOT AN APPROVED FOOD
CONTACT SURFACE.

THESE TOPICS WERE DISCUSSED WITH THE PERSON IN CHARGE:
- EMPLOYEE ILLNESS EXCLUSION
- HAND WASHING PROCEDURE
- NO BARE HAND CONTACT WITH RTE FOOD
- THERMOMETER USE/CALIBRATION
- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS
- DATE MARKING
- PROPER FOOD STORAGE
- ANSI 184 DISH WASHER

**IF ANY RESIDENT COMPLAINS OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF
HEALTH AND PROVIDE THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER TO THE
CUSTOMER. THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER IS 1-877-366-3455.
NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the inspection report number 1036241127 of 06/24/24.

Certified Food Protection Manager:NERVANA RAMDYAL

Certification Number: FM118849 Expires: 09/19/26

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
ANN MURGASEN
PERSON IN CHARGE

Signed:
Jeff Johanson


