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Licensee
Everbloom Home Health Care
1864 Bear Path  Trail
Eagan, MN 55122

RE: Project Number(s) SL35547016

Dear Licensee:

Th e Mi nneso ta Depar tment of Hea lth (MD H) completed a survey on June 30, 2026, fo r 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  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 . . ."

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 $500 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.
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Therefore,  in accordance  with Minn. Stat. §§ 144G.01 to  144G.9999, the  following fines are  assessed
pursuant  to  this survey:

St - 0 - 0510 - 144g.41 Subd. 3 - Infection  Control Program  - $500.00
St - 0 - 0810 - 144g.45 Subd. 2 (b-F) - Fire Protection  And Physical Environment  - $500.00
St - 0 - 1290 - 144g.60 Subdivision 1 - Background Studies  Required  - $1,000.00

The refor e, in accor danc e wit h Minn. Sta t. §§ 144G.01 to  144G.999 9, the  total  amount  you are
assessed  is $1,500.00. You will be invoiced approximately  30 days after  receipt  of this notice,  subject
to  appeal .

DOCUMENTATION OF ACTION TO COMPLY
In accorda nce with Mi nn. Stat.  § 144G.30, Sub d. 5(c), th e lic ens ee  mus t docum ent  ac tions 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
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

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:
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https: / / forms.web. health. state. mn.us/ form/ HRDAppealsForm

To appe  al fi nes via re cons iderat  ion , pl ease  follow the procedu  re outl ined abo ve. Plea se no te  tha  t you
may re que  st a rec onside rati on or a hearing, bu t not bot  h. If you wis h to cont  est  ta  gs with out  fine s 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 conv enien  ce at  thi s link: https: / / forms.office.com/ g/Bm5uQEpHVa. Your inpu t is import  ant
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,

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

HHH
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*****ATTENTION*****

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

In accordance  with Minnesota  Statutes,  section
144G. 08  to 144G. 95,  these  correction  orders  are
issued  pursuant  to a  survey.

Determination  of whether  violations  are  corrected
requires  compliance  with all requirements
provided  at  the  Statute  number  indicated  below.
When  Minnesota  Statute  contains  several  items,
failure  to comply  with any  of the  items  will be
considered  lack  of compliance.

INITIAL COMMENTS:

Minnesota  Department  of Health  is
documenting  the  State  Correction  Orders
using  federal  software.  Tag numbers  have
been  assigned  to Minnesota  State
Statutes  for Assisted  Living Facilities.  The
assigned  tag  number  appears  in the
far-left column  entitled  "ID Prefix  Tag." The
state  Statute  number  and  the
corresponding  text  of the  state  Statute  out
of compliance  is listed  in the  "Summary
Statement  of Deficiencies"  column.  This
column  also  includes  the  findings  which
are  in violation of the  state  requirement
after  the  statement,  "This  Minnesota
requirement  is not  met  as  evidenced  by."
Following the  evaluators'  findings  is the
Time Period  for Correction.

SL35547016- 0

On  June  29,  2026,  through  June  30,  2026,  the
Minnesota  Department  of Health  conducted  a  full
survey  at  the  above  provider  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  four residents;  four receiving
services  under  the  Assisted  Living Facility license.

1290:  An immediate  correction  order  was  issued
on  June  30,  2026,  at  a  level  3/Widespread  (I).
The  licensee  took  immediate  action;  however,  the
scope  a. d level  remains  at  I.

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.

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

0 510

(a)  All assisted  living facilities  must  establish  and
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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maintain  an  infection  control  program  that
complies  with accepted  health  care,  medical,  and
nursing  standards  for infection  control.
(b)The  facility's  infection  control  program  must  be
consistent  with current  guidelines  from the
national  Centers  for Disease  Control  and
Prevention  (CDC)  for infection  prevention  and
control  in long- term  care  facilities  and,  as
applicable,  for infection  prevention  and  control  in
assisted  living facilities.
(c) The  facility must  maintain  written  evidence  of
compliance  with this  subdivision.

0 510

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to establish  and
maintain  an  effective  infection  control  program  to
comply  with accepted  health  care,  medical,  and
nursing  standards  for infection  control.

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
residents) .

The  findings  include:

On  June  29,  2026,  at  11:00  a. m.  during  the  facility
tour  with licensed  assisted  living director
(LALD)-A, the  surveyor  observed  the  lower- level
bathroom  did not  contain  any  paper  or cloth
towels  for drying hands.  The  LALD-A stated  she
had  to take  paper  towels  down  in the  lower  level
because  they  had  a  resident  who would  clog  the
toilet with them.  So  the  residents  just  went  to their

Minnesota  Department  of Health
STATE FORM 6899 JE3I11 If continuation  sheet  2 of 15
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room  to dry their  hands.

0 510

The  Center  for Disease  Control  (CDC)  About
Hand  Hygiene  for Patients  in Healthcare  Settings
dated  February  27,  2024,  under
recommendations  and  reports,  indicates  using  a
disposable  towel  to dry hands  after  hand  hygiene.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

0 580  144G. 42  Subd.  2 Quality  management
SS= F

The  facility shall  engage  in quality  management
appropriate  to the  size  of the  facility and  relevant
to the  type  of services  provided.  "Quality
management  activity" means  evaluating  the
quality  of care  by periodically  reviewing  resident
services,  complaints  made,  and  other  issues  that
have  occurred  and  determining  whether  changes
in services,  staffing,  or other  procedures  need  to
be  made  in order  to ensure  safe  and  competent
services  to residents.  Documentation  about
quality  management  activity must  be  available  for
two years.  Information  about  quality  management
must  be  available  to the  commissioner  at  the  time
of the  survey,  investigation,  or renewal.

0 580

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to engage  in and  maintain
documentation  of quality  management  activity
appropriate  to the  size  and  relevant  to the  type  of
services  provided  by the  assisted  living. This  had
the  potential  to affect  all residents  receiving
assisted  living services.

Minnesota  Department  of Health
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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
of the  residents) .

The  findings  include:

On  June  29,  2026,  at  9:30  a. m.  during  the
entrance  conference  with licensed  assisted  living
director  (LALD)-A, a  request  was  made  to review
documentation  of the  licensee' s  quality
management  activities.  LALD-A stated  the
licensee  had  not  formalized  or had
documentation  of ongoing  quality  management
activities.

The  licensee' s  undated,  Quality  Management
Program  Policy  indicated  quality  management
data  and  information  will be  evaluated  by the
quality  team  and  retention  of reports  and  findings
of the  quality  team  will be  retained  in the  agency
files for two years  and  will be  made  available  to
the  Minnesota  Department  of Health  upon
request.  Documents  will include  a  summary  of
council  meetings,  projects  and  data  collection,
and  findings.

No further  information  was  provided.

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

0 640  144G. 42  Subd.  7 Posting  information  for
SS= F reporting  suspected  c

Minnesota  Department  of Health
STATE FORM

0 640
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The  facility shall  support  protection  and  safety
through  access  to the  state' s  systems  for
reporting  suspected  criminal  activity and
suspected  vulnerable  adult  maltreatment  by:
(1) posting  the  911 emergency  number  in
common  areas  and  near  telephones  provided  by
the  assisted  living facility;
(2) posting  information  and  the  reporting  number
for the  Minnesota  Adult Abuse  Reporting  Center
to report  suspected  maltreatment  of a  vulnerable
adult  under  section  626. 557;  and
(3) providing  reasonable  accommodations  with
information  and  notices  in plain  language.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to support  protection  and  safety  by not
posting  information  on  the  911 emergency
number  in common  areas  and  near  telephones
provided  by the  assisted  living facility. 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)  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
of residents) .

The  findings  include:

On  June  29,  2026,  at  9:30  a. m.  during  the
entrance  conference  with licensed  assisted  living
director  (LALD)-A, the  911 emergency  number
was  not  posted  in common  areas  and  near

Minnesota  Department  of Health
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telephones  provided  by the  assisted  living facility.
LALD-A stated  she  does  not  have  a  911  sign
posted,  and  did not  know  she  needed  one.

0 640

No further  information  was  provided

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

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

0 810

(b) Each  assisted  living facility shall  develop  and
maintain  fire safety  and  evacuation  plans.  The
plans  shall  include  but  are  not  limited to:
(1) location  and  number  of resident  sleeping
rooms;
(2) staff  actions  to be  taken  in the  event  of a  fire
or similar  emergency;
(3) fire protection  procedures  necessary  for
residents;  and
(4) procedures  for resident  movement,
evacuation,  or relocation  during  a  fire or similar
emergency  including  the  identification  of unique
or unusual  resident  needs  for movement  or
evacuation.
(c) Staff  of assisted  living facilities  shall  receive
training  on  the  fire safety  and  evacuation  plans
upon  hiring and  at  least  twice  per  year  thereafter.
(d) Fire  safety  and  evacuation  plans  shall  be
readily  available  at  all times  within the  facility.
(e)  Residents  who are  capable  of assisting  in
their  own evacuation  shall  be  trained  on  the
proper  actions  to take  in the  event  of a  fire to
include  movement,  evacuation,  or relocation.  The
training  shall  be  made  available  to residents  at
least  once  per  year.
(f) Evacuation  drills are  required  for staff  twice
per  year  per  shift with at  least  one  evacuation  drill

Minnesota  Department  of Health
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every  other  month.  Evacuation  of the  residents  is
not  required.  Fire  alarm  system  activation  is not
required  to initiate  the  evacuation  drill.

0 810

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to 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
failure  that  has  affected  or has  the  potential  to
affect  a  large  portion  or all of the  residents) .

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
June  30  2026,  for the  specific  violations  related
the  physical  environment  under  Minnesota
Statute  144G.

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

01290  144G. 60  Subdivision  1 Background  studies
SS= I required

01290
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(a)  Employees,  contractors,  and  regularly
scheduled  volunteers  of the  facility are  subject  to
the  background  study  required  by section
144. 057  and  may  be  disqualified  under  chapter
245C.  Nothing  in this  subdivision  shall  be
construed  to prohibit  the  facility from requiring
self- disclosure  of criminal  conviction  information.
(b) Data  collected  under  this  subdivision  shall  be
classified  as  private  data  on  individuals  under
section  13. 02,  subdivision  12.
(c) Termination  of a  staff  member  in good  faith
reliance  on  information  or records  obtained  under
this  section  regarding  a  confirmed  conviction
does  not  subject  the  assisted  living facility to civil
liability or liability for unemployment  benefits.

01290

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  a
background  study  was  submitted  and  received  in
affiliation with the  assisted  living license  for three
of three  employees  (unlicensed  personnel
(ULP-B, ULP-D) and  registered  nurse  (RN-E).
This  resulted  in an  immediate  correction  order  on
June  30,  2026.

This  practice  resulted  in a  level  three  violation (a
violation that  harmed  a  client/resident' s  health  or
safety,  not  including  serious  injury, impairment,  or
death,  or a  violation that  has  the  potential  to lead
to 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:

Minnesota  Department  of Health
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On  June  30,  2026,  at  10:30  a. m.  the  surveyor
reviewed  the  licensee' s  NETStudy  2.0 roster  for
HFID 35547  and  compared  it with the  licensee' s
current  staff  roster.  The  NETStudy  2.0 roster  did
not  include  ULP-B and  ULP-D. In addition,  the
NETStudy  2.0 roster  for RN-E read
"Eligible-COVID-19 Study- Expired, " with an
expiration  date  of December  31,  2022.

01290

ULP-B
ULP-B was  hired  on  November  24,  2020,  to
provide  independent,  direct  care  services  to the
licensee' s  residents.

On  June  29,  2026,  at  2:00  p.m. , the  surveyor
observed  ULP-B administer  medications
independently  to R2.

ULP-B's  employee  record  contained  a
background  study  dated  January  5,  2021,  for
HFID 34835,  which  was  the  licensee' s  previous
homecare  license,  which  is no  longer  active.

ULP-B's  employee  record  did not  include
evidence  of cleared  background  study  through
NETStudy  as  required.

ULP-D
ULP-D was  hired  on  August  2,  2021,  to provide
independent,  direct  care  services  to the
licensee' s  residents.

ULP-D's  name  was  identified  as  current
employee  and  the  licensee' s  current  schedule
shows  ULP-D shows  working  as  a  ULP on  the
night  shift alone  for the  next  three  days.

ULP-D's  employee  file did not  include  evidence
that  a  background  study  was  completed.

Minnesota  Department  of Health
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RN-E
RN-E was  hired  on  June  14,  2021,  to provide
nursing  services  to the  licensee' s  residents  and
would  have  independent,  direct  access  to
residents.

On  June  29,  2026,  at  11:00  a. m. , the  surveyor
observed  RN-E's  name  on  the  licensee' s  current
roster  as  a  registered  nurse.

On  the  Minnesota  Board  of Nursing  website,
RN-E was  shown  to have  an  active  RN license
that  was  issued  on  May 13,  2013.

RN-E was  listed  as  a  current  employee  on  the
NETStudy  2.0 roster;  however,  it was  a
COVID-19 study  was  listed  as  expired  on
December  31,  2022.

On  June  30,  2026,  at  10:30  a. m. , licensed
assisted  living director  (LALD)-A stated  she  did
not  complete  a  new  background  study  for
everyone  when  she  converted  her  homecare
license  to an  assisted  living license,  and  was  not
aware  she  needed  to re- run  a  background  report
on  the  staff.

The  licensee' s  undated,  Background  Checks
Studies  policy indicated  employees  may  not  work
until the  results  of the  background  study  have
been  received.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Immediate

The  licensee  took  immediate  action  to mitigate
risk; however,  the  scope  and  level  remains  at  I.
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01620  144G. 70  Subd.  2 (c-e)  Initial reviews,
SS= F assessments,  and  monitoring

01620

(a)  Residents  who are  not  receiving  any  assisted
living services  shall  not  be  required  to undergo  an
initial nursing  assessment.
(b) An assisted  living facility shall  conduct  a
nursing  assessment  by a  registered  nurse  of the
physical  and  cognitive  needs  of the  prospective
resident  and  propose  a  temporary  service  plan
prior to the  date  on  which  a  prospective  resident
executes  a  contract  with a  facility or the  date  on
which  a  prospective  resident  moves  in, whichever
is earlier.  If necessitated  by either  the  geographic
distance  between  the  prospective  resident  and
the  facility, or urgent  or unexpected
circumstances,  the  assessment  may  be
conducted  using  telecommunication  methods
based  on  practice  standards  that  meet  the
resident' s  needs  and  reflect  person- centered
planning  and  care  delivery.
(c) Resident  reassessment  and  monitoring  must
be  conducted  by a  registered  nurse:
(1) no  more  than  14  calendar  days  after  initiation
of services;
(2) as  needed  based  on  changes  in the  resident' s
needs;  and
(3) at  least  every  90  calendar  days.
(d) Sections  of the  reassessment  and  monitoring
in paragraph  (c) may  be  completed  by a  licensed
practical  nurse  as  allowed  under  the  Nurse
Practice  Act in sections  148. 171  to 148. 285.  A
registered  nurse  must  review  the  findings  as  part
of the  resident' s  reassessment.
(e)  For  residents  only receiving  assisted  living
services  specified  in section  144G. 08,  subdivision
9,  clauses  (1) to (5), the  facility shall  complete  an
individualized  initial review  of the  resident' s  needs
and  preferences.  The  initial review  must  be
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01620  Continued  From  page  11

completed  within 30  calendar  days  of the  start  of
services.  Resident  monitoring  and  review  must
be  conducted  as  needed  based  on  changes  in
the  needs  of the  resident  and  cannot  exceed  90
calendar  days  from the  date  of the  last  review.
(f) A facility must  inform the  prospective  resident
of the  availability of and  contact  information  for
long- term  care  consultation  services  under
section  256B. 0911,  prior to the  date  on  which  a
prospective  resident  executes  a  contract  with a
facility or the  date  on  which  a  prospective
resident  moves  in, whichever  is earlier.

01620

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the
registered  nurse  (RN) completed  a  reassessment
not  to exceed  90  days  for one  of one  resident
(R2)  as  required.

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

The  findings  include:

R2's  started  receiving  services  from the  licensee
on  April 1,  2024,  with a  diagnosis  of
schizo- affective  disorder  and  amphetamine  use
disorder.

R2's  service  plan  dated  March  13,  2026,
Minnesota  Department  of Health
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indicated  the  resident  received  assistance  with
activities  of daily living (ADLs) and  medication
management.

01620

On  June  29,  2026,  at  2:00  p.m. , the  surveyor
observed  unlicensed  personnel  (ULP)-B
administering  afternoon  medications  to R2.

R2' s  record  indicated  the  assessments  by the  RN
had  completion  dates  as  follows:
- November  12,  2025;  and
- March  12,  2026;  120  days  after  the  previous
survey,  thus  exceeding  90  calendar  days.

R2's  record  did not  include  evidence  of a
completed  survey  after  March  12,  2026.

On  June  30,  2026,  at  9:00  a. m. , licensed  assisted
living director  (LALD)-A stated  R2's  assessments
were  not  completed  timely.  LALD-A was  unaware
they  had  to complete  assessments  no  later  than
90  days  after  the  previous  assessment.

The  licenses  undated,  Nursing  Assessment  and
Reassessment  of Residents  Policy  indicated
ongoing  reassessments,  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  date  of assessment.

No further  information  was  provided.

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

01880  144G. 71  Subd.  19  Storage  of medications
SS= F

An assisted  living facility must  store  all
prescription  medications  in securely  locked  and

01880
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01880  Continued  From  page  13

substantially  constructed  compartments
according  to the  manufacturer' s  directions  and
permit  only authorized  personnel  to have  access.

01880

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the
medication  refrigerators  maintained  an
acceptable  temperature  to ensure  the
medications  were  stored  according  to
manufacturer' s  recommendations.

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  29,  2026,  at  11:30  a. m.  upon  review  of
the  medication  refrigerator  with licensed  assisted
living director  (LALD)-A, the  surveyor  noted  the
unlocked  refrigerator  did not  contain  a
thermometer  and  was  unable  to confirm  the
current  temperature.

The  refrigerator  contained  two boxes  of Mounjaro
injections  for R3.  LALD-A stated  they  had  looked
at  putting  a  lock on  the  refrigeration,  but  hadn' t.
LALD-A further  stated  they  did not  have  a
thermometer  in the  refrigerator  and  was  not
aware  it was  needed.

The  manufacturer' s  instructions  for Mounjaro
Minnesota  Department  of Health
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insulin  pens  last  revised  September  24,  2024,
indicated  you should  store  the  unopened  vials  in
the  refrigerator  at  2- 8 degrees  Celsius  (35. 6 -
46. 4 degrees  Fahrenheit) .

01880

The  licensee' s  undated,  Medication  Management
Policy  indicated  the  registered  nurse  (RN) will
develop  and  update  the  following medication
management  activities  on  controlling  and  storing
medications.

No further  information  was  provided.

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

Food & Beverage Inspection Report Page: 1

Establishment Info
Everbloom Home Health Care
1864 BEAR PATH TRAIL
Eagan, MN 55122
Dakota County
Parcel:

Phone:

License Info
License: HFID 35547

Risk:
License:
Expires on:
CFPM: Meriam Abraham
CFPM #: CFPM-17540; Exp:
01/15/2028

Inspection Info
Report Number: F1005261161
Inspection Type: Full - Single
Date: 6/30/2026 Time: 10:10 AM
Duration: minutes
Announced Inspection: No
Total Priority 1 Orders: 0
Total Priority 2 Orders: 0
Total Priority 3 Orders: 0
Delivery: Emailed

No orders were issued for this inspection report.

Food & Beverage General Comment
INSPECTION COMPLETED WITH OPERATOR AND REVIEWED WITH HRD NURSING EVALUATOR TRACEY FEARON.

FACILITY HAS THEROLABELS ON SITE FOR TESTING DISHWASHER. OPERATOR RAN A LOAD OF DISHES AFTER
INSPECTION AND SENT INSPECTOR A PICTURE SHOWING THAT A MINIMUM UTENSIL SURFACE TEMPERATURE
OF 160 DEGREES F WAS ACHIEVED.

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

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

FLOORING IS WOOD, CABINETS ARE WOOD WITH HOLLOW BASE, AND COUNTERS ARE LAMINATE. 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 F1005261161 from 6/30/2026

MERIAM ABRAHAM
OPERATOR

Jessica Davis, REHS
Public Health Sanitarian 3
651-201-3961
jessica.davis@state.mn.us



Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164

Establishment Info
Everbloom Home Health Care
Eagan
County/Group: Dakota County

Temperature Observations/Recordings Page: 1

Inspection Info
Report Number: F1005261161

Inspection Type: Full
Date: 6/30/2026
Time: 10:10 AM

Food Temperature: Product/Item/Unit: ROAST BEEF; Temperature Process: Cold-Holding
Location: Refrigerator at 35 Degrees F.
Comment:
Violation Issued?: No

Food Temperature: Product/Item/Unit: MILK; Temperature Process: Cold-Holding
Location: Refrigerator at 41 Degrees F.
Comment:
Violation Issued?: No

Food Temperature: Product/Item/Unit: GROUND BEEF; Temperature Process: Cooking
Location: Stove at 188 Degrees F.
Comment:
Violation Issued?: No



Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164

Establishment Info
Everbloom Home Health Care
Eagan
County/Group: Dakota County

Sanitizer Observations/Recordings Page: 1

Inspection Info
Report Number: F1005261161

Inspection Type: Full
Date: 6/30/2026
Time: 10:10 AM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: DISHWASHER
Location: Greater Than 160 Degrees F.
Comment: AT LEAST 160dF PER THERMOLABEL
Violation Issued?: No



Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL35547016-0

Facility Name: Everbloom Home Health Care

Facility Address: 1864 Bear Path Trail, Eagan, Mn 55122

Date: 6/30/2026

�  TAG IDENTIFICATION: 0810

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

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

Comments: The facility evacuation maps were not in the FSEP and the evacuation maps posted did not
represent the layout of the building.

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45
subd.2]

Comments: The FSEP did not contain any specific actions for staff only generalized information.

3. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include fire protection procedures necessary for residents. [Minn. Stat. 144G.45 subd.2]

Comments: The FSEP did not contain any specific steps for resident actions only generalized
information.

4. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include procedures for resident movement, evacuation, or relocation during a fire or similar
emergency including the identification of unique or unusual resident needs for movement or
evacuation. [Minn. Stat. 144G.45 subd.2]

Comments: The FSEP did not include any evacuation steps for residents that may have unique or
unusual needs for evacuation.

Project Number: SL35315017-0
Facility Name: Everbloom Home Health Care Date: 6/30/2026

Page | 1



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

Comments: The fire drill logs did not have dates or times recorded. Verification of the annual shift
requirements could not be confirmed.
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