DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
September 26, 2023

Licensee
Divine Heights Healthcare

208 14th Street West
Hastings, MN 55033

RE: Project Number(s) SL39112015

Dear Licensee:

This is your official notice that you have been granted your assisted living facility license. Your
license effective and expiration dates remain the same as on your provisional license. Your updated
status will be listed on the license certificate at renewal and this letter serves as proof in the
meantime. If you have not received a letter from us with information regarding renewing your license
within 60 days prior to your expiration date, please contact us at (651) 201-5273 or by email at
Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on September 12, 2023, for the
purpose assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

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

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. The Department of Health
documents state correction orders using federal software. Tag numbers are assigned to Minnesota
state statutes for Home Care Providers. The assighed 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 imposed immediately with no opportunity to
correct the violation first as follows:

Level 1: no fines or enforcement.
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Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 for widespread violations;
Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism

authorized in § 144G.20.
Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

In accordance with Minn. Stat. § 144G.20, Subd. 4(a)(5), the Department of Health imposes fine
amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572. Subds.
2,9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under
this chapter for the same circumstance.

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

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

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

e |dentify how the area(s) of noncompliance was corrected for all of the
provider’s residents/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 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 the Department of Health
within 15 calendar days of the correction order receipt date.

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is

substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.
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Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this
letter as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting
and submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

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

If you have any questions, please contact me.

Sincerely,
o oo

| _|'I '-- .-_ /;__I. o
K 4 3 ,\l. A e g

/

Jonathan Hill, Supervisor

State Evaluation Team

Email: jonathan.hill@state.mn.us
Telephone: 651-201-3993 Fax: 651-281-9796

PMB
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
39112 B. WING 09/12/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
208 14TH STREET WEST
DIVINE HEIGHTS HEALTHCARE HASTINGS. MN 55033
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)
0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assignhed to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living license providers. The assignhed tag
144G .08 to 144G.95, these correction orders are number appears In the far left column
Issued pursuant to a survey. entitled "ID Prefix Tag.” The state Statute
number and the corresponding text of the
Determination of whether violations are corrected state Statute out of compliance is listed In
requires compliance with all requirements the "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.

SL39112015-0
PLEASE DISREGARD THE HEADING OF

On September 11, 2023, through September 12, THE FOURTH COLUMN WHICH

2023, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a full survey at the above provider, and CORRECTION." THIS APPLIES TO
the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS
time of the survey, there was one (1) active WILL APPEAR ON EACH PAGE.
resident receiving services under the Provisional

Assisted Living license. 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 pursuant to 144G.31

Subd. 1, 2 and 3.

0 480 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 XBB611 If continuation sheet 1 of 11
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0 480 | Continued From page 1 0 480

to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

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) 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:

Please refer to the included document titled, Food

and Beverage Establishment Inspection Report
dated September 11, 2023, for the specific
Minnesota Food Code deficiencies.

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

80858F0 144G .42 Subd. 2 Quality management 0 580
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

Minnesota Department of Health
STATE FORM 6899 XBB611 If continuation sheet 2 of 11
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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 avallable to the commissioner at the time
of the survey, investigation, or renewal.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to implement and maintain a
quality management program appropriate to the
size of the facility and relevant to the type of
services provided. This had the potential to affect
the one of one current resident, 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
IS Issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

On September 11, 2023, at 10:00 a.m., a request
was made to review documentation of the
licensee’s quality management activities.
Owner/licensed assisted living director
(O/LALD-A) stated the licensee was working on
survey readiness and understanding the statute
requirements. O/LALD-A stated he had not
documented any quality management activities.

The licensee's Quality Management policy dated
August 1, 2021, indicated the licensee "has
established a quality improvement program

Minnesota Department of Health
STATE FORM 6899 XBB611 If continuation sheet 3 of 11
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based on the organization's size and appropriate
to the type of services provided in order to assure
that effective, comprehensive and appropriate
plans are operational for all residents within the
organization.” The policy included "documentation
of quality improvement activities is maintained
and updated as needed, but not less than
annually.”

No further information was provided.

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation and interview, the licensee
falled to maintain the physical environment,
Including walls, floors, celiling, 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. This deficient condition had the ability
to affect a limited number of staff and residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
STATE FORM 6899 XBB611 If continuation sheet 4 of 11
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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).

Findings Iinclude:

On facility tour with Licensed Assisted Living
Director (LALD)-A and Personal Care
Assistant-C, on September 12, 2023, between
approximately 1:30 p.m. and 3:30 p.m., it was
observed that the finish work was not completed
on the celling and walls of the lower-level family
room. Additionally, a ceiling light fixture in the
spare room of the lower level was missing its
protective globe surrounding the bulbs.

It was also observed in the kitchen, that the
corner base cabinet door was resting against the
cabinet, requiring some repair or replacement.

It was also observed in bedroom 3 of the main
floor that the carpet was worn and in need of a
thorough cleaning/replacement.

These deficient conditions were visually verified
by LALD-A and Personal Care Assistant-C
accompanying on the tour.

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

0 950/ 144G.50 Subd. 3 Designation of representative 0 950
SS=D

(a) Before or at the time of execution of an
assisted living contract, an assisted living facility

Minnesota Department of Health
STATE FORM 6899 XBB611 If continuation sheet 5 of 11
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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 Designhated
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
desighated 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 provide the following verbatim
notice to identify a designated representative for
one of one resident (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

Minnesota Department of Health
STATE FORM 6899 XBB611 If continuation sheet 6 of 11
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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 imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R1's diaghoses included, but were not limited to
diabetes.

R1's service plan dated July 13, 2023, indicated
R1 received services which included medication
administration and assistance with bathing,
grooming and dressing.

On September 11, 2023, at 2:40 p.m.,
owner/licensed assisted living director
(O/LALD-A) stated R1 identified a designated
representative on the service plan. O/LALD-A
verified the above documentation regarding the
desighated representative was not provided to

R1.

The licensee lacked a policy regarding the
designated representatives requirements.

No further information was provided.

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

S0897FO 144G.50 Subd. 5 Waivers of liability prohibited 0970
The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
Include any provision that the facility knows or
should know to be deceptive, unlawful, or

Minnesota Department of Health
STATE FORM 6899 XBB611 If continuation sheet 7 of 11
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unenforceable under state or federal law, nor
Include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the assisted living
contract did not include language waiving the
facility's liability for health, safety, or personal
property of a resident.

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:

R1's Assisted Living Contract, dated July 13,
2023, Included two clauses that indicated the
resident would walive the facility's liability for
health, safety, or personal property of a resident.

The indemnification clause included the licensee
"shall not be liable for any damage or injury to the
resident, or any other person, or to any property,
occurring on the premises, or any part thereof, or
In common areas thereof, and the resident
agrees to hold [the licensee] harmless from any
claims or damages unless caused solely by
negligence of [licensee]. It iIs recommended that
renter's insurance be purchased at the resident's
expense. Nothing contained herein iIs intended to
create a waiver of facility liability for the health

Minnesota Department of Health
STATE FORM 6899 XBB611 If continuation sheet 8 of 11
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and safety or personal property of a resident”

The contract included a liability clause which
Indicated "the resident agrees to be liable and
responsible for all obligations herein referenced,
monetary and otherwise, of the resident and
where this Contract has been executed by a party
designated below. Or where a separate
Responsible Party Agreement has been executed
by a third party, said third party and the resident
shall be jointly and severally liable and
responsible for al obligations, monetary and
otherwise, of the resident herein referenced.”

On September 11, 2023, at 2:40 p.m.,
owner/licensed assisted living director
(O/LALD-A) confirmed the above noted language
was Included in the assisted living contract which
Indicated the residents waived the facility's liability
for health, safety, or personal property.

The licensee lacked a policy on the assisted living
contract and content.

No further information was provided.

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

01750] 144G.71 Subd. 7 Delegation of medication 01750
SS=D | administration

When administration of medications Is delegated
to unlicensed personnel, the assisted living facility
must ensure that the registered nurse has:

(1) Instructed the unlicensed personnel in the
proper methods to administer the medications,
and the unlicensed personnel has demonstrated

Minnesota Department of Health
STATE FORM 6899 XBB611 If continuation sheet 9 of 11
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the ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
In the resident's records; and

(3) communicated with the unlicensed personnel
about the individual needs of the resident.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to specify, in writing,
specific instructions for one of one resident (R1)
for administration of insulin.

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 imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R1's record lacked specific written instructions of
when to notify the registered nurse of high or low
blood sugar results.

ULP-C was hired on July 10, 2023, to provide
direct care services to residents of the assisted
living facility.

On September 12, 2023, at approximately 11:10
a.m., ULP-C was observed to provide blood
sugar monitoring for R1. When queried, ULP-C
stated she would notify the registered nurse if R1
had a low or high blood sugar, but verified no
parameters were documented on R1's
medication record.

Minnesota Department of Health
STATE FORM 6899 XBB611 If continuation sheet 10 of 11




PRINTED: 09/26/2023

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
39112 B. WING 09/12/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
208 14TH STREET WEST
DIVINE HEIGHTS HEALTHCARE
HASTINGS, MN 55033
(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)

01750 | Continued From page 10 01750

R1's diagnhoses included, but were not limited to
diabetes.

R1's service plan dated July 13, 2023, indicated
R1 received services which included medication
administration and assistance with bathing,
grooming and dressing.

On September 11, 2023, at 2:40 p.m.,
owner/licensed assisted living director
(O/LALD-A) confirmed R1's record lacked
Instructions as to when to call the nurse for high
or low blood sugar results.

The licensee’'s Medication Administration policy,
dated August 1, 2021, verified "the registered
nurse has prepared written instructions for the
home health aide in the proper methods to
administer medications with respect to each
resident.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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DEPARTMENT
OF HEALTH
IT)Ylfei 1;;}1”/23 Food and Beverage Establishment rage
ate: :
Time:  12:11:31 Inspection Report
Report: 1036231231
— Location: — Establishment Infeo:
Divine Heights Healthcare ID #: 0042030
208 14th St W Risk:
Hastings, MN55033 Announced Inspection: Yes
Dakota County, 19

— License Categories: — Operator:
| Phone #:
Expireson: / / D #-

The violations listed 1n this report include any previously 1ssued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were 1ssued during this inspection.

3-300B Protection from Contamination: cross-contamination, eggs
3-302.11A(1) ** Priority 1 **

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

OBSERVED CARTON OF EGGS IN THE FRIDGE STORED ON A SHELF ABOVE RTE FOOD.
DIRECTED TO STORE EGGS ON BOTTOM SHELF.

Comply By: 09/11/23

3-300B Protection from Contamination: cross-contamination, eggs
3-302.12

MN Rule 4626.0240 Properly label all working containers holding food or food ingredients that are removed
from orginal packages with the common name of the food. Label the food in English and any other languages
used by employees who handle food.

OBSERVED A SECONDARY CONTAINER OF SUGAR AND SPICE IN THE DRY FOOD STORAGE
CABINET WITH NO LABEL. COMPLY WITH ABOVE RULE.

Comply By: 09/11/23

Surface and Equipment Sanitizers

UTENSIL SURFACE TEMP: = at 180 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food and Equipment Temperatures



Type:  Full Food and Beverage Establishment Fage £
Date: 09/11/23

Time:  12:11:31 Inspection Report

Report: 1036231231
Divine Heights Healthcare

Process/Item: Cold Hold/MILK
Temperature: 39 Degrees Fahrenheit - Location: FRIDGE
Violation Issued: No

Process/Item: Ambient Temp
Temperature: 5 Degrees Fahrenheit - Location: FREEZER
Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
1 0 1

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. SURVEYOR FROM HRD WAS JOLENE BERTELSEN. INSPECTION
CONDUCTED IN PRESENCE OF ADEKUNLE ADIGUN, THE CERTIFIED FOOD PROTECTION
MANAGER (CFPM). ALL VIOLATIONS WERE DISCUSSED WITH THE CFPM AND HRD
EVALUATOR DURING INSPECTION.

THIS FACILITY DOES NOT HAVE COMMERCIAL GRADE ANSI EQUIPMENT. ALL FOOD MUST BE
SERVED THE SAME DAY IT IS PREPARED, AND LEFTOVERS CAN NEVER BE SAVED.

DISCUSSED ALL ORDERS ON SITE IN ADDITION TO THE FOLLOWING WITH THE CFPM.
- EMPLOYEE ILLNESS LOG AND EXCLUSION POLICY.

- HAND WASHING POLICY AND REVIEW.

- GLOVE USAGE.

- THERMOMETER USE AND CALIBRATION.

- DATE MARKING.

- PEST CONTROL.

- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS.

- ANSI 184 STANDARD FOR RESIDENTIAL DISH WASHER.

FOR CORRECT BY DATES REFER TO COMPLETE REPORT ISSUED BY HRD.
**IF ANY RESIDENT COMPLAINS OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF

HEALTH AND PROVIDE THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER TO THE
CUSTOMER. THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER IS 1-877-366-3455.



L Food and Beverage Establishment Page 3
alc. .
Time:  12:11:31 Inspection Report

Report: 1036231231
Divine Heights Healthcare

NOTE: Plans and specifications must be submitted for review and approval prior to new construction, remodeling or
alterations.

I acknowledge receipt of the 1nspection report number 1036231231 of 09/11/23.

Certified Food Protection ManagerADEKUNLE M. ADIGUN

Certification Number: _FM101429 Expires: _ 11/01/25

Inspection report reviewed with person in charge and emailed.

Signed: Signed: \x\('\—"

ADEKUNLE ADIGUN Jeff Johanson
PERSON IN CHARGE (PIC)




