DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
August 5, 2026

Licensee

Nervanas Caring Hands Inc.

8719 Bloomington Avenue South
Bloomington, MN 55425

RE: Project Number(s) SL30664016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on June 24, 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:

0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00
0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment - $500.00
2310 - 144g.91 Subd. 4 (a) - Appropriate Care And Services - $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 I|dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

e |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 Body.

If you have any questions, please contact me.

Sincerely,

Casey DeVries, Supervisor

State Evaluation Team

Email: casey.devries@state.mn.us

Telephone: 651-201-5917 Fax: 1-866-890-9290

JMD
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0 000| Initial Comments 0 000
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 License
In accordance with Minnesota Statutes, section Providers. The assighed tag number
144G .08 to 144G.95, these correction orders are appears in the far-left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
fallure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings Is the Time Period for Correction.
SL30664016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On June 22, 2026, through June 24, 2026, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
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: all of whom
received services under the Assisted Living THERE IS NO REQUIREMENT TO
license. 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
subd. 1, 2, and 3.
0470 144G.41 Subdivision 1 Minimum requirements 0470
SS=F
(11) develop and implement a staffing plan for
determining its staffing level that:

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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04/70| Continued From page 1 0470

() Includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(1) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents’ assessments and service plans
on a 24-hour per day basis; and

(1) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(1) awake;

(1) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time:

(1) capable of communicating with residents;

(Iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a staffing plan review
was completed by the clinical nurse supervisor
(CNS) (as indicated in Minnesota Administrative
Rule 4659.0180) at least twice a year to
determine staffing levels to meet the needs of all
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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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 held an assisted living facility
license. The facility was licensed for a bed
capacity of four residents and had a census of
three residents during the survey.

On June 23, 2026, at approximately 1:05 p.m.,
licensed assisted living/clinical nurse supervisor
(LALD/CNS)-C provided a staffing plan document
with the year 2026 but no date specified. There
was no evidence that the licensee previously
reviewed their staffing plan twice a year.

On June 24, 2026, at 12:05 p.m., LALD/CNS-C
stated they did review the staffing plan every two
months with the case worker. LALD/CNS-C
stated they did not have documentation for the
staffing plan review.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

Minnesota Department of Health
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(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 i1s 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 soliled 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 celling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant

Minnesota Department of Health
STATE FORM 6899 QOL711 If continuation sheet 4 of 44



PRINTED: 08/05/2026

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:
30664 B. WING 06/24/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8719 BLOOMINGTON AVENUE SOUTH
NERVANAS CARING HANDS INC
BLOOMINGTON, MN 55425
(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)

0 480 | Continued From page 4 0 480

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

(/) 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
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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated June 23, 2026, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

Minnesota Department of Health
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0 630 | Continued From page 5 0 630
0 630 144G.42 Subd. 6 (b) Compliance with 0 630

SS=E | requirements for reporting ma

(b) The facility must develop and implement an
Individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
Individualized review or assessment of the
person's susceptibility to abuse by another
Individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure an individual abuse
prevention plan (IAPP) was developed to include
the required content for two of three residents
(R1, R2).

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 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:

R1
R1 was admitted to the licensee on June 17,
2024, with diagnoses that included quadriplegic -

Minnesota Department of Health
STATE FORM 6899 QOL711 If continuation sheet 6 of 44
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gunshot wound, anxiety, depression, muscle
spasm, neuropathy, and seizure disorder.

R1's Service Plan (\Waiver) - Addendum to
Contract signed and dated June 7, 2026,
Indicated R1 received services for bathing,
dressing, grooming, incontinence care,
medication administration, and garbage removal.

R1's |APP completed on June 23, 2026, indicated
R1 was at risk to be abused: the |APP also
Indicated plan of action to minimize the risk of
abuse. R1's |IAPP did not contain an
Individualized review or assessment of R1's risk
of abusing other vulnerable adults.

R2

R2 was admitted to the licensee on February 5,
2019, with diagnoses that included bipolar
disorder, coronary artery disease, and
hydronephrosis.

R2's Service Plan (\Waiver) - Addendum to
Contract signed and dated April 1, 2026, indicated
R2 received services for bathing, dressing,
grooming, incontinence care, medication
administration, manage behavior, and garbage
removal.

R2's IAPP completed on January 17, 2026, did
not indicate if R2 was at risk to be abused and/or
If R2 was at risk of abusing other vulnerable
adults.

On June 24, 2026, at 10:05 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-C stated they did not know they
were missing the above-mentioned contents for
the above two residents |APP and stated that
they would elaborate more on the |APPs.

Minnesota Department of Health
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The Licensee's undated Abuse Prevention Plan
policy, indicated all residents admitted to the
facility will be assessed for their susceptibility to
abuse by other individuals, including other
vulnerable adults and their risk of abusing other
vulnerable adults. The facility will develop a
statement of the specific measures that will be
taken to minimize the risk of abuse to that person
and other vulnerable adults. This includes
self-abuse. The plan will be incorporated into the
resident's care plan and will reflect their ability to
participate in and direct their own care in the
presence of an identified caregiver.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(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.

Minnesota Department of Health
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8719 BLOOMINGTON AVENUE SOUTH

NERVANAS CARING HANDS INC BLOOMINGTON, MN 55425

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 three of three employees (unlicensed
personnel (ULP)-A, ULP-B, ULP-F). This had the
potential to affect all residents, staff, and visitors.

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

The findings include:

ULP-A
ULP-A was hired on February 1, 2021, to provide
direct care services to residents.

ULP-A's employee record included a negative
chest X-ray result dated September 3, 2019, and
negative chest X-ray result dated June 19, 2025.
Both results indicated the indication for the chest
X-ray was positive TST however, ULP-A's
employee record lacked record of a correlating
TST or QuantiFERON TB test. ULP-A's employee
record also lacked evidence that a TB history and
symptom screening was completed.

Minnesota Department of Health
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ULP-B

ULP-B was hired on March 2, 2018, to provide
direct care services to residents.

ULP-B's employee record included a positive
PPD (purified protein derivative, a solution
derived from Mycobacterium tuberculosis, to test
for TB infection) result dated December 4, 2017,
and a chest X-ray report dated December 11,
2017. ULP-B's employee record lacked evidence
that a TB history and symptom screening was
completed.

ULP-F
ULP-F was hired on October 27, 2025, to provide
direct care services to residents.

ULP-F's employee record included a negative
QuantiFERON TB result dated October 15, 2025.
ULP-F's employee record lacked evidence that a
1B history and symptom screening was
completed.

On June 24, 2026, at 11:40 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-C stated they were aware they had
to complete the TB for healthcare workers form
located on Minnesota department of health
website. LALD/CNS-C stated they thought they
had it completed but they forgot to complete it, "I
guess | forgot”.

Regulations for Tuberculosis Control in Minnesota
Health Care Settings dated July 2013, indicated
baseline TB screening Is required for all health
care workers.

Baseline TB screening consists of three
components:

1. Assessing for current symptoms of active TB
disease,

Minnesota Department of Health
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2. Assessing TB history, and

3. Testing for the presence of infection with
Mycobacterium tuberculosis by administering
either a two-step TST or single TB blood test
(IGRA).

An employee may begin working with patients
after a negative TB symptom screen (i.e., no
symptoms of active TB disease) and a negative
IGRA or TST (l.e., first step) dated within 90 days
before hire. The second TST may be performed
after the HCW starts working with patients.

The Minnesota Department of Health website:
frequently asked questions, TB screening section
read,

"A CXR [chest X-ray] alone Is not acceptable
documentation. You either need documentation of
a positive two-step Tuberculin Skin Test (TST) or
Interferon-Gamma Release Assay (IGRA) test,
and a CXR with provider evaluation after that date
or documentation of refusal of both the two-step
TST and IGRA followed by a new CXR and
provider evaluation. If the health care worker had
a prior positive TB test result, and they only have
the CXR but no other test documentation, then
they need to take a new TB test. If the result is
positive, a new CXR needs to be completed. The
CXR needs to be done within 90 days of the
positive test date or dated any time after the
positive test date.”

The Licensee's undated Tuberculosis Prevention
and Control Policy, read,

"Facility will establish a protocol for early
Identification of individuals with active
tuberculosis. The Facility will, at no cost to the
employee, offer TB Mantoux skin test or a blood
test at the time of employment, and as indicated
In situations of TB exposure. Employees who can
show evidence of a negative Mantoux within three

Minnesota Department of Health
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(3) months prior to hire date may use that test as
step one of two step test at the time of
employment. Employees who have
documentation of a negative blood test or a
negative Chest X-ray within three (3) months of
employment do not need to have it repeated.”

No further information was provided.

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

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

(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

Minnesota Department of Health
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requirements adopted in rule.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review the
licensee failed to maintain a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all
residents under the assisted 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 last reviewed June 1, 2026,
lacked evidence of the following required content:
- quarterly review of missing residents policy;

- procedure for tracking of staff and residents;

- policies and procedures for volunteers; and

- policy and procedure for medical documents.

On June 24, 2026, at 12:00 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-C stated the missing resident plan
was reviewed once a year and as needed.
LALD-D stated they did not have documentation
for the review, and stated the missing resident
plan was reviewed along with the EPP.
LALD/CNS-C stated the above-mentioned topics
were missing from the EPP due to oversight.

The licensee's undated Missing Resident policy

Minnesota Department of Health
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did not indicate how often the missing resident
plan will be reviewed by the Director and Clinical
Nurse Supervisor.

The licensee's Emergency Management Policy
dated June 1, 2026, indicated the licensee will
have an identified plan in place to ensure the
safety and well-being of residents and employees
during periods of an emergency or a disaster that
disrupts facility services.

No further information was provided.

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

0775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
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

Minnesota Department of Health
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affect a large portion or all of the residents).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
June 23, 2026, for specific violations related to

the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 780 144G.45 Subd. 2 (a) (1) Fire protection and 0 780
SS=F | physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
/911, and:

(1) for dwellings or sleeping units, as defined In
the State Fire Code:

(1) provide smoke alarms in each room used for
sleeping purposes;

() provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;

(1if) provide smoke alarms on each story within a
dwelling unit, including basements, but not
Including crawl spaces and unoccupied attics;
(Iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

Minnesota Department of Health
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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 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
June 23, 2026, for specific violations related to

the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 800 144G .45 Subd. 2 (a) (4) Fire protection and 0 800
SS=F | physical environment

(4) keep the physical environment, including
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walls, floors, celling, 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 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
June 23, 2026, for specific violations related to

the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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0 950/ 144G.50 Subd. 3 Designation of representative 0 950
SS=C

(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative.” A Designated
Representative can assist you, receive certain
Information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Desighated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact”), or health care power of
attorney ("health care agent”), if applicable.”

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to include the required statutory
language giving residents the right to identify a
designated representative on its own separate
page for three of three residents (R1, R2, R3).
Minnesota Department of Health
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This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

The findings include:

R1's Assisted Living Contract was signed on June
7, 2026.

R2's Assisted Living Contract was signed on April
1, 2026.

R3's Assisted Living Contract was signed on June
1, 2026.

R1, R2, and R3's assisted living contract did not
Include the required statutory notice language
about designated representatives on a document
separate from the contract.

On June 24, 2026, at 10:15 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-C stated they were aware of the
requirements for designated representative and
did have the blank designated representative
form. LALD/CNS-C stated they thought they had
the completed form in the resident's record but
confirmed they did not have it, and it was not
done. LALD/CNS-C stated they would make sure
they have it completed for all residents and they
would keep It in each resident’s record.

No further information was provided.
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
01060] 144G .52 Subd. 9 Emergency relocation 01060
SS=D

(a) A facility may remove a resident from the
facility in an emergency If necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) If known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G .54. The facility must provide contact
Information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident’'s case
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manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
In this section.currently known; and

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a written notice with
required content for an emergency relocation for
one of one 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 an Iisolated 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:

The licensee'’s Discharge or Deceased Resident
Roster dated June 5, 2026, indicated R4 was
admitted to the licensee on May 4, 2017, and
discharged from the licensee on March 16, 2026.

R4's diaghoses included bipolar disorder and
hypertension.

On June 24, 2026, licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-C
stated R4 was sent to the hospital on February
21, 2026, and passed away March 16, 2026.
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LALD/CNS-C stated they were aware of the
requirement to provide an emergency relocation
form to residents and notify the Ombudsman for a
hospital stay for more than four days.
LALD/CNS-C stated they did not notify the
Ombudsman, and they could not find evidence
that emergency relocation form was provided to

R4.

R4's record lacked evidence a written notice was
provided that contained, at a minimum:

- the reason for the relocation:

- the name and contact information for the
location to which the resident has been relocated
and any new service provider;

- contact information for the Office of
Ombudsman for Long-Term Care;

- If known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date Is not currently known;

- a statement that, if the facility refuses to provide
housing or services after a relocation, the
resident has the right to appeal under section
144G .54. The facility must provide contact
Information for the agency to which the resident
may submit an appeal; and

- a nhotice to the Office of Ombudsman for
Long-Term Care if the resident has been
relocated and has not returned to the facility
within four days.

The licensee's undated Assisted Living Contract
Termination policy read, "1. A facility may remove
a resident from the facility in an emergency, if
necessary, due to a resident's urgent medical
needs or an imminent risk the resident poses to
the health or safety of another facility resident or
facility staff member. An emergency relocation is
NOT a termination.
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2. In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

a. T'he reason for the relocation

b. The name and contact information for the
location to which the resident has been relocated
and any new service provider

c. Contact information for the Office of
Ombudsman for Long-Term Cared. If known and
applicable, the approximate date or range of
dates within which the resident is expected to
return to the facility, or a statement that a return
date Is not currently known

e. A statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
1440.54; the facility must provide contact
Information for the agency to which the resident
may submit an appeal

f. The notice of emergency relocation must be
delivered as soon as practicable to:

I. The resident, legal representative, and
desighated representative

i. For residents who receive waivered services
under chapter 256S and 256B .49, the resident's
case manager

lll. The Office of the Ombudsman for Long-Term
Care If the resident has been relocated and has
not returned to the facility within four days

g. Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
safety of another facility resident or facility staff
member. An emergency relocation is not a
termination.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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SS=E | |llness, and De-

(a) All assisted living facilities must meet the
following dementia care, mental iliness, and
de-escalation training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on dementia
topics specified under paragraph (b), clauses (1)
to (5), and two hours of initial training on mental
Illness and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 120
working hours of the employment start date.
Supervisors must have at least two hours of
training on topics related to dementia and one
hour of training on topics related to mental illness
and de-escalation for each 12 months of
employment thereafter;

(2) direct-care staff must have completed at least
eight hours of initial training on dementia topics
specified under paragraph (b), clauses (1) to (9),
and two hours of initial training on mental illness
and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 160
working hours of the employment start date. Until
this initial training Is complete, a staff member
must not provide direct care unless there is
another staff member on site who has completed
the initial eight hours of training on topics related
to dementia and the initial two hours of training on
topics related to mental illness and de-escalation
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 staff member until the
training requirement is complete. Direct-care staff
must have at least two hours of training on topics
related to dementia and one hour of training on
topics related to mental illness and de-escalation
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for each 12 months of employment thereafter;

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure two of three employees
(unlicensed personnel (ULP-A, ULP-B) received
at least two hours of initial mental illness training
within 160 working hours of their employment
start date effective July 1, 2025.

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 pattern scope (when more than a
limited nhumber 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:

ULP-A
ULP-A was hired on February 1, 2021, to provide
direct care services to residents.

ULP-A's employee record contained 1.25 hours
of initial mental iliness training. ULP-A's employee
record lacked 0.75 hours of mental iliness
training.

ULP-B
ULP-B was hired on March 2, 2018, to provide
direct care services to residents.

ULP-B's employee record contained 1.5 hours of
Minnesota Department of Health
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Initial mental illness training. ULP-B's employee
record lacked 0.5 hours of mental iliness training.

On June 24, 2026. At 11:50 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-C stated they thought they assigned
enough courses to cover the required hours for
mental illness. LALD/CNS-C stated it was an
oversight.

The licensee’s undated Dementia Care Training
policy did not indicate the requirement to
complete the required two hours of initial mental
lliness training and one hour of mental iliness
every 12 months effective July 1, 2025.

No further information was provided.

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

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

(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
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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
heeds: 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 148.1/1 to 148.285. A
registered nurse must review the findings as part
of the resident's reassessment.

(e) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (9), 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.

() 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 iIs earlier.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) conducted ongoing resident assessment
and reassessment, not to exceed 90 calendar
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days from the last date of the assessment for
three of three residents (R1, R2, R3). In addition,
the licensee failed to ensure each assessment

Included the elements of the Uniform Assessment
Tool per Minnesota Rules Chapter 4659.0150.

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:

R1

R1 was admitted to the licensee on June 17,
2024, with diagnoses that included quadriplegic -
gunshot wound, anxiety, depression, muscle
spasm, neuropathy, and seizure disorder.

R1's Service Plan (Waiver) - Addendum to
Contract signed and dated June 7, 2026,
Indicated R1 received services for bathing,
dressing, grooming, incontinence care,
medication administration, and garbage removal.

On June 23, 2026, at 1:18 p.m., via email,
licensed assisted living director/clinical nurse
supervisor (LALD/CNS)-C provided the following
assessments for R1:

- June 19, 2024, which was two days after R1's
admission date;

- July 25, 2025, which was completed 311 days
after the 90-day requirement;

- November 15, 2025; which was completed 24
days after the 90-day requirement;

Minnesota Department of Health
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- December 3, 2025; and
- June 7, 2026, which was completed 96 days
after the 90-day requirement.

R1's assessments completed on July 25, 2025,
and December 3, 2025, were entitled Individual
Review Assessments and contained the following
Information for R1, however, lacked elements of
the Uniform Assessment Tool:

-code status:

-allergies;

-diet;

-dilaghoses;

-vaccination status;

-providers names; and

-list of medications.

R2

R2 was admitted to the licensee on February 5,
2019, with diagnoses that included bipolar
disorder, coronary artery disease, and
hydronephrosis.

R2's Service Plan (\Waiver) - Addendum to
Contract signed and dated April 1, 2026, indicated
R2 received services for bathing, dressing,
grooming, incontinence care, medication
administration, manage behavior, and garbage
removal.

On June 23, 2026, at 1:32 p.m., via email,
LALD/CNS-C provided the following 90-day
nursing assessments for R2:

- June 12, 2024

- October 27, 2025, which was completed 412
days after the 90-day requirement; and

- January 17, 2026.

R2's assessments completed on June 12, 2024,
and January 17, 2026, entitled Individual Review

Minnesota Department of Health
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Assessment contained the following information
for R2, however, lacked elements of the Uniform
Assessment Tool:

-code status;

-allergies;

-diet;

-dilaghoses;

-vaccination status;

-providers names; and

-list of medications.

R3

R3 was admitted to the licensee on May19, 2020,
with diagnhoses that included right artificial hip
joint, chronic kidney disease, hyperlipidemia,
hypertension, mild intellectual disabilities,
osteoarthritis, Type 2 diabetes.

R3's Service Plan (\Waiver) - Addendum to
Contract signed and dated June 1, 2026,
Indicated R3 received services for ambulation,
bathing, dressing, grooming, incontinence care,
medication administration, and manage behavior.

On June 24, 2026, at 8:08 a.m., via emaill,
LALD/CNS-C provided the following 90-day
nursing assessments for R3:

- January 17, 2026;

- April 15, 2026; and

- May 24, 2026.

R3's assessment completed on January 17,
2026, entitled Individual Review Assessment
contained the following information for R3,
however, lacked elements of the Uniform
Assessment Tool:

-code status;

-allergies;

-diet;

-diaghoses;
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-vaccination status;
-providers names; and
-list of medications.

The individual review assessments completed for
all residents did not include the following required
uniform assessment tool contents:

A. the resident's personal lifestyle preferences,
Including:

(1) sleep schedule and social needs, leisure
activities, and any other customary routine that is
Important to the resident's quality of life; and

(2) spiritual and cultural preferences.

B. activities of dalily living, including:

(1) toileting pattern, bowel, and bladder control;
(2) dressing, grooming, bathing, and personal
hygiene;

(3) mobillity, including ambulation, transfers, and
assistive devices:; and

(4) eating, dental status, oral care, and assistive
devices and dentures, If applicable;

C. instrumental activities of daily living, including:
(1) ability to self manage medications;

(2) housework and laundry; and

(3) transportation;

D. physical health status, including:

(1) a review of relevant health history and current
health conditions, including nursing diagnoses;
(2) Infectious conditions;

(3) a review of medical, dental, and emergency
room visits in the past 12 months, including visits
to a primary health care provider, hospitalizations,
surgeries, and care from a postacute care facility;
(4) a review of any reports from a physical
therapist, occupational therapist, speech
therapist, or cognitive evaluations within the last
12 months;

(5) weight; and

(6) Initial vital signs If indicated by health
conditions or medications:

Minnesota Department of Health
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E. emotional and mental health conditions,
Including:

(1) review of history of and any diaghoses of
mood disorders, including depression, anxiety,
bipolar disorder, and thought or behavioral
disorders;

(2) current symptoms of mental health conditions
and behavioral expressions of concerns; and
(3) effective medication treatment and
nonmedication interventions:

F. cognition, including:

(1) a review of any neurocognitive evaluations
and diaghoses; and

(2) current memory, orientation, confusion, and
decision-making status and abillity;

G. communication and sensory capabilities,
Including:

(1) hearing;

(2) vision,;

(3) speech;

(4) assistive communication and sensory devices
Including hearing aids; and

(9) the ability to understand and be understood;
. pain, including:

(1) location, frequency, intensity, and duration;
and

(2) effectiveness of medication and
nonmedication alternatives;

|. skin conditions;

J. nutritional and hydration status and
preferences;

K. list of treatments, including type, frequency,
and level of assistance needed;

L. nursing needs, including potential to receive
nursing-delegated services;

M. nsk indicators, including:

(1) nisk for falls including history of falls;

(2) emergency evacuation abillity;

(3) complex medication regimen,;

(4) risk for dehydration, including history of
Minnesota Department of Health
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urinary tract infections and current fluid intake
pattern;

(9) risk for emotional or psychological distress
due to personal losses;

(6) unsuccessful prior placements;

(/) elopement risk including history or previous
elopements;

(8) smoking, including the ability to smoke without
causing burns or injury to the resident or others or
damage to property; and

(9) alcohol and drug use, including the resident's
alcohol use or drug use not prescribed by a
physician;

N. who has decision-making authority for the
resident, including:

(1) the presence of any advance health care
directive or other legal document that establishes
a substitute decision maker; and

(2) the scope of decision-making authority of a
substitute decision maker under subitem (1); and
O. the need for follow-up referrals for additional
medical or cognitive care by health professionals.

On June 24, 2026, at 10:00 a.m., LALD/CNS-C
stated their understanding of nursing
assessments was that nursing assessments were
completed yearly, every three months, 14 days,
and with change of conditions. LALD/CNS-C
further stated "I guess | did not realize that it was
not done every 90 days. | try to keep track of my
calendar, but | did not realize it was not done
every 90 days.”" LALD/CNS-C stated they were
aware of the uniform assessment tool.
LALD/CNS-C stated they used Residex
(electronic medical record system) for all
assessments. The surveyor inquired why they did
not use the full assessment tool versus Individual
Review Assessment form which was a subset of
the full assessment on Residex. LALD/CNS-C
stated they thought they were using the correct
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assessment form.

The licensee's undated Nursing assessment and
Reassessment of Residents policy indicated
resident reassessment, and monitoring must be
conducted no more than 14 calendar days after
Initiating services. On-going reassessment and
monitoring will be conducted as needed based on
changes in the needs of the residents and cannot
exceed 90 calendar days from the last
assessment.

No further information was provided.

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

01820] 144G.71 Subd. 13 Prescriptions 01820
SS=D
There must be a current written or electronically
recorded prescription as defined in section
151.01, subdivision 16a, for all prescribed
medications that the assisted living facility Is
managing for the resident.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to maintain current
medication orders for one of three residents (R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death), and
was Issued at an Iisolated 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).
The findings include:

R1 was admitted to the licensee on June 17,
2024, with diagnhoses that included quadriplegic -
gunshot wound, anxiety, depression, muscle
spasm, neuropathy, and seizure disorder.

R1's Service Plan (\Waiver) - Addendum to
Contract signed and dated June 7, 2026,
Indicated R1 received services for bathing,
dressing, grooming, incontinence care,
medication administration, and garbage removal.

On June 23, 2026, at 8:48 a.m., the surveyor
observed the following medication stored in a
gray basin and kept in the resident's room:

- Bacitracin ointment;

- Bacitracin zinc ointment;

- Lidocaine ointment:

- Banophen;

- Hydrocortisone 1%;

- Hydrocortisone cream 1% with aloe; and
- Triple antibiotic.

On June 24, 2026, at approximately 9:45 a.m.,
licensed assisted living director/clinical nurse
supervisor (LALD/CNS)-C stated they were aware
R1 had the ointments in their room. LALD/CNS-C
stated they did not have an order for the
ointments mentioned above except for
hydrocortisone. LALD/CNS-C stated R1 obtained
the ointments themself. LALD/CNS-C then asked
the surveyor what they should be doing when the
residents get themselves over the counter
medications. The surveyor inquired about the
licensee's policy regarding over-the-counter
medications.
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The licensee's undated Medication Prescriptions
and Refills policy indicated "WWhen the facility is
responsible for managing the resident's
medications, this will be documented on the
Individualized medication management plan. The
Facility RN will develop procedures for requesting
and receiving medication prescriptions. A current,
written prescriber's prescription must be obtained
for any medication, including an over-the-counter
medication, whenever staff is responsible for
setting up the medication, administering the
medication or providing other medication
management services for a resident. The RN is
responsible for assuring that current, authorized
prescriber prescriptions for medications, including
over-the-counter medications and dietary
supplements, are addressed in the resident's
care plan, service plan and Medication
Administration Record, and are communicated to
all appropriate staftf.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

g1891DO 144G.71 Subd. 22 Disposition of medications 01910
(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who Is deceased or that have been
discontinued or have expired may be provided for
disposal.

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

(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's hame,
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 provide documentation of
disposition of medications 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 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:

The licensee's Discharge or Deceased Resident
Roster dated June 5, 2026, indicated R4 was
admitted to the licensee on May 4, 2017, and
discharged from the licensee on March 16, 2026.

R4's diaghoses included bipolar disorder and
hypertension.

R4's Discharge Summary dated March 16, 2026,
Indicated medication reconciliation was done, and
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all medications were disposed of at the
pharmacy.

On June 24, 2026, at 12:13 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-C stated they brought R4's
medication to pharmacy for destruction and
stated they did not have documentation for
disposal of R4's medication.

R4's record lacked evidence of documented
disposition of medications for R4 to include: the
name of the medication, strength, prescription
number If applicable, quantity, to whom the
medications were given, date of disposition, and
the names of the staff and other individuals
Involved in the disposition.

The licensee's undated Medication Disposition or
Disposal policy indicated Documentation of the
Disposition of Medications. Staff will document
the disposition or disposal of medications in the
client's record.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(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
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Based on observation, interview, and record
review, the licensee failed to provide care and
services according to acceptable health care,
medical, or nursing standards for one of one
resident (R1) with hospital bed rails.

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 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 June 22, 2026, at approximately 11:00 a.m.,
during the facility tour, the surveyor observed R1
had a hospital style bed with upper half bilateral
bed rails affixed to the bed.

R1 was admitted to the licensee on June 17,
2024, with diagnoses that included quadriplegic -
gunshot wound, anxiety, depression, muscle
spasm, neuropathy, and seizure disorder.

R1's Service Plan (\Waiver) - Addendum to
Contract signed and dated June 7, 2026,
Indicated R1 received services for bathing,
dressing, grooming, incontinence care,
medication administration, and garbage removal.

R1's record included assessments completed on
paper titled Bed Rail Assessment and Resident
Consent dated June 17, 2024, and June 1, 2026.
The assessments listed content with each line
affirmed by a written "X" in a box. The
assessments indicated the following:
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- bed rails are closely spaced to prevent
resident's head from passing through and
becoming entrapped;

- bed rails and mattress are close together to
prevent the resident from falling between and
becoming smothered;

- bed size was checked to ensure the bed did not
shrink over time or after cleaning;

- compression on the mattress’ perimeter was
checked as compressed perimeters allow for
gaps In between the mattress and bed rails;

- the mattress was checked and is an appropriate
size for the bed frame;

- If there Is space between the bed rails and
mattress and headboard and mattress, fill with
firm inlay;

- latches securing bed rails are stable, so the bed
rails do not fall when shaken;

- maintenance and monitoring of the bed,
mattress, and accessories is ongoing;

- bed ralls for this resident are in accordance with
FDA guidelines as they are part of or an
accessory to a hospital bed or other
FDA-regulated beds and used with the guidance
and safety precautions above; and

- consent.

R1's assessments lacked the following content:

- Individualized assessment to determine whether
the resident was at high risk for entrapment or
falls as It pertained to the bed rall;

- physical inspection of bed rail and mattress for
correct installation per manufacturer's guidelines;
- bed raill measurements and assessment that the
bed rail has not shifted and is securely attached
to the bed frame per manufacturer's
recommendations.

R1's assessment lacked inclusion of any
Information related to manufacturer
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recommendations.

R1's record also included Residex (electronic
medical record system software) Bed Safety
Assessments completed on November 15, 2025,
and June 7/, 2026. The bed rail assessment
completed on June 7, 2026, was completed 114
days after the 90-day requirement.

R1's Residex assessments lacked the following
content:

- physical inspection of bed rail and mattress for
areas of entrapment, stability, and correct
Installation per manufacturer's guidelines;

- bed rail assessment that the bed rail has not
shifted and is securely attached to the bed frame
per manufacturer's recommendations.

In addition, R1's record lacked a bed ralil
assessment completed every 90 days and with
change of condition and to include all required
content.

On June 24, 2026, at 9:55 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-C stated the bed rail assessments
were completed quarterly. LALD/CNS-C stated
they completed some of the bed rail assessments
on paper and some of the using Residex. The
surveyor observed LALD/CNS-C looking through
their computer to find the documents.
LALD/CNS-C stated, "I cannot find it; it is not that
| did not do it; | just cannot find." LALD/CNS-C
stated they were not aware they were missing the
above-mentioned contents from the
assessments.

The Minnesota Department of Health (MDR)
website, Assisted Living Resources & Frequently
Asked Questions (FAQSs) indicated, "To ensure an
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Individual Is an appropriate candidate for a bed
rail, the licensee must assess the individual's
cognitive and physical status as they pertain to
the bed rail to determine the intended purpose for
the bed rail and whether that person is at high
risk for entrapment or falls. This may include
assessment of the individual's incontinence
needs, pain, uncontrolled body movement or
ability to transfer in and out of bed without
assistance. The licensee must also consider
whether the bed rail has the effect of being an
Improper restraint.

Additionally, the licensee must ensure the bed rail
measurements are documented and that the bed
rail has not shifted and is securely attached to the
bed frame per manufacturer recommendations.”
"Per the Uniform Assessment Tool, the need for
assistive devices, such as bed rails, must be
assessed upon initial installation, with each
90-day assessment and change of condition.
(Please refer to Rule 4659.0150 where it directs
assessment of mobillity, including ambulation,
transfers, and assistive devices.) Bed rail
assessment should also be conducted whenever
the type of bed rail is changed or if the rails Is
observed to not maintain a consistent secure
attachment to the bed frame."

The licensee's undated Use of Side rails Policy
read,

"MN Statute: 144D.07

USE OF SIDE RAILS

POLICY:

Side rails will not be used in the assisted living
setting except in situations where assessment
determines they are necessary for safety of the
resident. If the resident or resident's
representative wants side rails on the bed, facility
RN will educate the resident/representative about
the risks related to side rails and will assess
Minnesota Department of Health
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whether the side rails meet FDA standards. If the
side rails do not meet safety guidelines, staff will
recommend alternative options to reduce

the fall risk. Prescriber orders will be obtained for
the side ralls if indicated.

PURPOSE:

o T[o establish parameters for the safe use of
side rails

o To clarify facility policy on the need for and the
safe use of side rails

o To identify documentation requirements if side
rails are used

SPECIAL INSTRUCTIONS:

1. When notified that a resident has a side rail or
that the resident or their representative is
requesting side rails, the RN will assess and
evaluate what the resident's needs are and if the
resident can safely utilize the side rail/equipment.
Assessment will determine whether the
equipment meets the FDA standards for side
rails.

2. |f the RN determines that the resident is not
able to safely use a side rail or that the side rail
does not meet the FDA or most current safety
guidelines, the RN will recommend that the side
rail should be removed and will document this
recommendation. The RN will document the
teaching provided regarding the risks of using
side rails. Documentation will include family
members or resident’'s representative who
received the education on the safe use of side
rails.

3. Ifthe RN determines that the side rails are not
a safe device for the resident, the RN will provide
options and alternatives for reducing falls. The
RN will document these recommended options
and the response from the resident, resident's
family and/or resident's representative to the RN's
recommendations.

4. A detailed document on side rails is found at:
Minnesota Department of Health
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http://www.fda.gov/downloads/MedicalDevices/De
viceRegulationandGuidance/GuidanceDocument
s/ucmQ72729.pdf.

5. Detailed information from FDA about Side
Rail Safety, including information for both health
care providers and for consumers and caregivers
Is found at:
http://www.fda.gov/MedicalDevices/Productsand
MedicalProcedures/HomeHealthandConsumer/C
onsumerProducts/BedRailSafety/default.htrn. The
web page for consumers and caregivers can be
printed as a handout for facility residents and
their families.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
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 —
Nervanas Caring Hands Inc License: HFID 30664 Report Number: F1005261156
8719 BLOOMINGTON AVENUE SOUTH Inspection Type: Full - Single
Bloomington, MN 55425 Risk: Date: 6/23/2026 Time: 12:30 PM
Hennepin County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection:
CFPM: NERVANA RAMDYAL Total Priority 1 Orders: 0

Phone: CFPM #. FM118849; Exp: 09/19/2026 Total Priority 2 Orders: 1

Total Priority 3 Orders: 0

Delivery: Emailed
\ J \. J

New Order: 4-300 Equipment Numbers and Capacities
4-302.12B Priority Level: Priority 2 CFP#: 36

MN Rule 4626.0705B Provide a readily accessible food temperature measuring device with a small diameter probe to

measure the temperature in thin foods such as meat patties and fish fillets.
COMMENT: THE FOOD THERMOMETER ON SITE WAS BROKEN, AND COULD BE USED ONLY FOR COOKING

TEMPERATURES. PROVIDE A SMALL DIAMETER PROBE THERMOMETER TO MEASURE BOTH HOT AND COLD

FOODS.
Comply By: 6/30/2026  Originally Issued On: 6/23/2026

Food & Beverage General Comment

INSPECTION COMPLETED WITH OPERATOR AND REVIEWED WITH HRD NURSING EVALUATOR DEE MOSISSA.

DISCUSSED DATE MARKING, GLOVE USE, COOKING TEMPERATURES, CROSS-CONTAMINATION, AND EMPLOYEE
ILLNESS.

OPERATOR HAD A THERMOLABEL THAT THEY RAN THROUGH THE DISHWASHER YESTERDAY, WHICH SHOWED
IT PROVIDED A UTENSIL SURFACE TEMPERATURE OF AT LEAST 180 DEGREES F.

KITCHEN IS RESIDENTIAL AND FOOD |S PREPARED FOR SAME DAY SERVICE.

CABINETS ARE WOOD WITH HOLLOW BASE. ALL ARE FOUND TO BE IN GOOD CONDITION AND WILL BE
MONITORED AT FUTURE INSPECTIONS. IF AT SUCH A TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF

CONTAMINATION, THEY WILL BE ORDERED TO BE REPLACED AND BROUGHT UP TO CODE.

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 F1005261156 from 6/23/2026

NERVANA RAMDYAL Jessica Davis, REHS



Report Number: F1005261156 Page: 2
Inspection Type: Full
Date: 6/23/2026

Public Health Sanitarian 3
651-201-3961
jessica.davis@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 \
Nervanas Caring Hands Inc Report Number: F1005261156
Bloomington Inspection Type: Full
County/Group: Hennepin County Date: 6/23/2026
Time: 12:30 PM

Food Temperature: Product/ltem/Unit: MILK; Temperature Process: Cold-Holding
Location: Refrigerator at 39 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: TURKEY; 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 —
Nervanas Caring Hands Inc Report Number: F1005261156
Bloomington Inspection Type: Full
County/Group: Hennepin County Date: 6/23/2026
Time: 12:30 PM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: DISHWASHER

Location: Kitchen Equal To 180 Degrees F.
Comment: AT LEAST 180 DEGREES F PER THERMOLABEL

Violation Issued?: No




DEPARTMENT
OF HEALTH

Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL30664016-0 Date: June 23, 2026

Facility Name: NERVANAS CARING HANDS INC

Facility Address: 8719 BLOOMINGTON AVE S, BLOOMINGTON MN 55425

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]

Extension cords and flexible cords shall not be a substitute for permanent wiring and shall be listed
and labeled in accordance with UL 817. Extension cords and flexible cords shall not be affixed to
structures, extended through walls, ceilings or floors, or under doors or floor coverings, nor shall
such cords be subject to environmental damage or physical impact. Extension cords shall be used
only with portable appliances. Extension cords marked for indoor use shall not be used outdoors.
[Minn. Stat. 144G.45 subd. 2; MSFC 604.5]

Comments: The facility was using an extension cord as a permanent power source for the

printer/scanner in the laundry room. In resident room 5, there was an extension cord powering a
mini fridge and a RING camera.

Clothes dryers and their exhaust systems shall be cleaned as necessary to keep lint traps, exhaust

ducts, and mechanical and heating components free from excessive lint accumulation. [Minn. Stat.
144G.45 subd. 2; MSFC 304.4]

Comments: Facility dryer vent was disconnected from the gas dryer; there was excessive lint built up
in the area.

XI TAG IDENTIFICATION: 0780

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days
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1. Smoke alarms interconnected so that actuation of one alarm causes all alarms in the individual
dwelling or sleeping unit to operate where more than one smoke alarm is required within an individual
dwelling or sleeping unit. [Minn. Stat. 144G.45 subd.?2]

Comments: The facility had multiple brands of battery powered smoke alarms throughout the building
and resident rooms 2, 3, and 4 had hard wired smoke alarms. When tested, all dwelling unit smoke
alarms were not interconnected.

X TAG IDENTIFICATION: 0800

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

Comments: Throughout the facility, the air return vents, and bathroom vents had excessive dust
accumulation.

In bathroom 1, between the wall and sink the caulk had disintegrated and water was getting behind the
sink. In the same bathroom, behind the toilet there was a hole from older repair work that was not
covered.

In bathroom 2, the floor tile near the entrance door was missing and presented a tripping hazard.
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