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FIRE SAFETY
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03/27/2026

An annual Life Safety Code survey was conducted on
March 3, 2026, by the Minnesota Department of Public
Safety, State Fire Marshal Division. At the time of
this survey, Cerenity Care Center on Humbolt was found
not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2012 edition
of National Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 19 Existing Health Care
and the 2012 edition of NFPA 99, Health Care Facilities
Code.

THE FACILITY'S POC WILL SERVE AS YOUR ALLEGATION OF
COMPLIANCE UPON THE DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST PAGE OF THE
CMS-2567 FORM WILL BE USED AS VERIFICATION OF
COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN ONSITE REVISIT OF
YOUR FACILITY MAY BE CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE REGULATIONS HAS BEEN
ATTAINED IN ACCORDANCE WITH YOUR VERIFICATION.

PLEASE RETURN THE PLAN OF CORRECTION FOR THE FIRE
SAFETY DEFICIENCIES (K-TAGS) TO:

If PARTICIPATING IN THE E-POC PROCESS, a paper copy of
the plan of correction is not required.

Healthcare Fire Inspections

State Fire Marshal Division

445 Minnesota St., Suite 145

St. Paul, MN 55101-5145, OR

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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By email to:

FM.HC.Inspections@state.mn.us
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THE PLAN OF CORRECTION FOR EACH DEFICIENCY MUST INCLUDE
ALL OF THE FOLLOWING INFORMATION:

A detailed description of the corrective action taken
or planned to correct the deficiency. Address the
measures that will be put in place to ensure the
deficiency does not reoccur. Indicate how the facility
plans to monitor future performance to ensure solutions
are sustained. Identify who is responsible for the
corrective actions and monitoring of compliance. The
actual or proposed date for completion of the remedy.

Building Info:

The building was constructed at 2 different times.

The original building was constructed in 1960 and was
determined to be of Type II(222) construction.

In 1970, an addition was constructed to the South side
of the building that was determined to be of Type
II(222) construction.

The building is fully sprinklered. The facility has a
fire alarm system with full corridor smoke detection
and spaces open to the corridors that is monitored for
automatic fire department notification.

Because the original building and the addition meet the
construction type allowed for existing buildings, it
was surveyed as one building.

The facility has a capacity of 93 beds and had a census
of 80 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is NOT MET
as evidenced by:

K0351
SS = F

Sprinkler System - Installation

CFR(s): NFPA 101

K0351 This plan of correction constitutes the facility's
credible allegation of compliance.

04/14/2026

Spinkler System - Installation

2012 EXISTING

Preparation and/or execution of this plan does not
constitute admission or agreement by the provider of
the truths or facts alleged or conclusions set forth
in the statement of deficiencies.
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Nursing homes, and hospitals where required by
construction type, are protected throughout by an
approved automatic sprinkler system in accordance with
NFPA 13, Standard for the Installation of Sprinkler
Systems.

In Type I and II construction, alternative protection
measures are permitted to be substituted for sprinkler
protection in specific areas where state or local
regulations prohibit sprinklers.

In hospitals, sprinklers are not required in clothes
closets of patient sleeping rooms where the area of the
closet does not exceed 6 square feet and sprinkler
coverage covers the closet footprint as required by
NFPA 13, Standard for Installation of Sprinkler
Systems.

19.3.5.1, 19.3.5.2, 19.3.5.3, 19.3.5.4, 19.3.5.5,
19.4.2, 19.3.5.10, 9.7, 9.7.1.1(1)

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain the fire sprinkler system per NFPA
101 (2012 edition), Life Safety Code, sections
19.3.5.1, 19.3.5.4, and 9.7.1.1, and NFPA 13 (2010
edition), Standard for the Installation of Sprinkler
Systems, section 8.6.6.1. This deficient finding could
have an widespread impact on the residents within the
facility.

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0351 Continued from page 2

(X5)
COMPLETION

DATE

The plan of correction is prepared and/or executed in
accordance with federal and state law requirements.

Items in contact with automatic sprinkler system above
the ceiling near the double doors by the nutrition
center on the 3rd floor and in the elevator lobby on
the 2nd floor were removed.

All hallway sprinkler heads have been audited to ensure
no items were in contact with the sprinkler system.

EVS Director or designee will audit three sprinkler
heads per week for four weeks, and then three sprinkler
heads per month for two months.

EVS Director or designee is responsible for ongoing
compliance

Date of compliance: 4/14/26

Findings include:

On 3/3/2026 at 10:15 AM, it was revealed by observation
and staff interview that there were items in contact
with the automatic sprinkler system above the ceiling
near the double doors by the Nutrition Center on the
3rd floor and in the elevator lobby in the 2nd floor.

K0541
SS = F

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

Rubbish Chutes, Incinerators, and Laundry Chu

CFR(s): NFPA 101

Rubbish Chutes, Incinerators, and Laundry Chutes

2012 EXISTING

FORM CMS-2567 (02/99) Previous Versions Obsolete

K0541 This plan of correction constitutes the facility's
credible allegation of compliance.

04/14/2026

Preparation and/or execution of this plan does not
constitute admission or agreement by the provider of
the truths or facts alleged or conclusions set forth
in the statement of deficiencies.
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Continued from page 3
(1) Any existing linen and trash chute, including
pneumatic rubbish and linen systems, that opens
directly onto any corridor shall be sealed by fire
resistive construction to prevent further use or shall
be provided with a fire door assembly having a fire
protection rating of 1-hour. All new chutes shall
comply with 9.5.

(2) Any rubbish chute or linen chute, including
pneumatic rubbish and linen systems, shall be provided
with automatic extinguishing protection in accordance
with 9.7.

(3) Any trash chute shall discharge into a trash
collection room used for no other purpose and protected
in accordance with 8.4. (Existing laundry chutes
permitted to discharge into same room are protected by
automatic sprinklers in accordance with 19.3.5.9 or
19.3.5.7.)

(4) Existing fuel-fed incinerators shall be sealed by
fire resistive construction to prevent further use.

19.5.4, 9.5, 8.4, NFPA 82

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain chute doors and safety measures of
the laundry and bio-hazard chute systems per NFPA 101
(2012 edition), section 19.5.4, 9.5, 9.5.2 and NFPA 82
(2009 edition), section 5.2.3.3. This deficient finding
could have a widespread impact on the residents within
the facility.

Findings include:

On 3/3/2026, at 10:30 AM, it was revealed by
observation in that the soiled utility room on the 1st
floor, there was no fusible link that would close off
the chute in the event of a fire.

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0541 Continued from page 3

The plan of correction is prepared and/or executed in
accordance with federal and state law requirements.

A fusible link has been added to the laundry chute in
the soiled utility room on the 1st floor so that the
chute will close off in the event of a fire.

Chute doors in the facility were audited to ensure
closure during the event of a fire emergency.

Item has been added to the fire damper inspection
schedule. EVS Director or designee will monitor to
ensure continued compliance.

EVS Director or designee is responsible for ongoing
compliance.

Date of compliance: 4/14/26

(X5)
COMPLETION

DATE

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

K0918
SS = F

Bldg. 01

Electrical Systems - Essential Electric Syste

CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source and

FORM CMS-2567 (02/99) Previous Versions Obsolete

K0918 This plan of correction constitutes the facility's
credible allegation of compliance.

04/14/2026

Preparation and/or execution of this plan does not
constitute admission or agreement by the provider of
the truths or facts alleged or conclusions set forth
in the statement of deficiencies.
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Continued from page 4
associated equipment is capable of supplying service
within 10 seconds. If the 10-second criterion is not
met during the monthly test, a process shall be
provided to annually confirm this capability for the
life safety and critical branches. Maintenance and
testing of the generator and transfer switches are
performed in accordance with NFPA 110.

Generator sets are inspected weekly, exercised under
load 30 minutes 12 times a year in 20-40 day intervals,
and exercised once every 36 months for 4 continuous
hours. Scheduled test under load conditions include a
complete simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of stored
energy power sources (Type 3 EES) are in accordance
with NFPA 111. Main and feeder circuit breakers are
inspected annually, and a program for periodically
exercising the components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and readily
available. EES electrical panels and circuits are
marked, readily identifiable, and separate from normal
power circuits. Minimizing the possibility of damage of
the emergency power source is a design consideration
for new installations.

6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 111,
700.10 (NFPA 70)

This STANDARD is NOT MET as evidenced by:

Based on documentation review and staff interview, the
facility failed to test the on-site emergency generator
system per NFPA 99 (2012 edition), Health Care
Facilities Code, section 6.4.4, 6.5.4, 6.6.4 (NFPA 99),
NFPA 110, NFPA 111, 700.10 (NFPA 70), Standard for
Emergency and Standby Power Systems, section, 8.3, 8.4.
These deficient findings could have a widespread impact
on the residents within the facility.
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K0918 Continued from page 4

(X5)
COMPLETION

DATE

The plan of correction is prepared and/or executed in
accordance with federal and state law requirements.

Conductance tester for battery
testing purchased. Monthly test for emergency generator
batteries was completed. Annual fuel test completed
on 3/27/26.

A monthly emergency battery testing task has been added
to the monthly generator testing log for ongoing
compliance. Annual fuel testing regulatory task added
to plant operations management platform.

Generator testing log will be audited every month, for
three months.

EVS Director or designee is responsible for ongoing
compliance.

Date of compliance: 4/14/26

Findings include:

On 3/3/2026, at 9:45 AM, it was revealed by a review of
available documentation and interview with staff that
the facility was not testing the emergency generator
batteries for specific gravity or conductance on a
monthly basis. Additionally, there was no documentation
to show that the fuel was being tested annually.

An interview with the Maintenance Director verified
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Bldg. 01

Continued from page 5
this deficient finding at the time of discovery.
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