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TUTVWXYZ[Vÿ]UẐÿY_ÿVYXXTVW[YZÿ`a]bVc
9 1  ÿdaeÿ`fgcÿhijaekilÿkimnÿ!F   ÿ" D ÿ     0 ÿ Fÿ 1 .ÿ      )ÿ" Dÿ-D. ÿ.DG-  ÿ! 
!   0 !G  ÿ HC2ÿF  ÿ 1 ÿ$ F       .ÿ    $Nÿ, ÿ!   0 !G  ÿ HC2ÿE   ÿ.  % ÿ!.ÿ" D 
!   L!   ÿ Fÿ  -0  !   Nÿ50  ÿ     0 ÿ Fÿ! ÿ!   0 !G  ÿ HC2)ÿE ÿE   ÿ!D 1   o ÿ!
  % .  ÿ  ÿ" D ÿF!   "ÿ  ÿ$    -   ÿ Fÿ.DG. !   ! ÿ  -0  !   ÿ1!.ÿG   ÿ! 1  % $Nÿ
7 ÿG ÿ!   0 !G  )ÿ!ÿ0  % $  p.ÿ HC2ÿ-D. ÿ    D$ ÿ 1 ÿF    E  LA

/ Eÿ        % ÿ!     ÿE   ÿG ÿ!   -0  .1 $ÿF  ÿ 1 . ÿ  . $   .ÿF D $ÿ  ÿ1!% ÿG   
!FF    $ÿG"ÿ 1 ÿ$ F     ÿ0 !     N

�����yrr}�}����������r����}����rsxx�tsr������������rzzuu�qr�������rq�x�s��r��������rz��ttrq



VWXYWXZ[ÿ]̂_Vÿ`a bcdefÿghijklÿmÿenohipqrqnjÿmÿsqnqikjqÿtqjjqi
012ÿ456ÿ789   4 ÿ2   ÿ  6 4 7 ÿ1456 ÿ 6   6 4 ÿ58    ÿ456ÿ 146 4 8 ÿ41ÿ 6ÿ8776946 ÿ  
456ÿ 8 6ÿ 67 9 6 4ÿ  894 96 
 584ÿ 68   6 ÿ2   ÿ 6ÿ  4ÿ  41ÿ  896 ÿ1 ÿ   46  9ÿ958  6 ÿ 8 6 ÿ41ÿ6    6ÿ4584
456ÿ 67 9 6 4ÿ  894 96ÿ2   ÿ 14ÿ 69   
012ÿ456ÿ789   4 ÿ2   ÿ 1  41 ÿ 4 ÿ91  694  6ÿ894 1  ÿ41ÿ6    6ÿ4584ÿ456ÿ 67 9 6 4
  894 96ÿ  ÿ 6   ÿ91  6946 ÿ8  ÿ2   ÿ 14ÿ 69   
 56ÿ 846ÿ4584ÿ6895ÿ 67 9 6 9 ÿ2   ÿ 6ÿ91  6946  
  ÿ6 694 1  9ÿ89  12 6  6 6 4ÿ    84  6ÿ8  ÿ 846ÿ  ÿ8 ÿ177 9 8 ÿ789   4 
 6  6 6 484  6 

 56ÿ 4846ÿ8 6 9 ÿ 8  ÿ  ÿ  6 ÿ17ÿ8 ÿ1   46ÿ 6    4 ÿ 646    6ÿ91  694 1 ÿ8  ÿ91    8 96
  ÿ8996 4   ÿ456ÿ789   4   ÿ6 1 ÿ 7ÿ456ÿ6 1 ÿ  ÿ 68 1 8  6 ÿ8   6  6 ÿ456ÿ  1  6 ÿ8  
  1   6 ÿ6   6 96ÿ4584ÿ456ÿ91  694  6ÿ894 1 ÿ58 ÿ199   6  
7ÿ8 ÿ8996 48  6ÿ6 1 ÿ  ÿ 14ÿ 696  6 ÿ2 45  ÿ!"ÿ98 6  8 ÿ 8  ÿ7 1 ÿ456ÿ 696  4ÿ17ÿ45  
 6446  ÿ26ÿ2   ÿ 691  6  ÿ41ÿ456ÿ #$ÿ%6  1 ÿ&ÿ'77 96ÿ4584ÿ1 6ÿ1 ÿ 1 6ÿ17ÿ456ÿ71  12   
 6 6  6 ÿ 6ÿ   1 6 (
) *ÿÿÿÿÿ)+6  8 ÿ17ÿ 8  6 4ÿ71 ÿ 62ÿ#6  98 6ÿ8  ÿ#6  98  ÿ8      1  ÿ,-.ÿ /%
ÿ-00 -!123
) *) ) ÿ     ÿ 1 6 ÿ 6 8 4 ÿ,-.ÿ /%ÿ-00 -4"ÿ45 1  5ÿ-00 ---2 
) *) )  6    84 1 ÿ17ÿ 1  ÿ789   4 5 ÿ#6  98 6ÿ8  61 ÿ#6  98  ÿ8  66 6 4ÿ,-00 -78, 22 
+9  % #9: ÿ ':     
;  6 4 1  ÿ 6 8     ÿ45  ÿ 6446 ÿ8  ÿ8  ÿ 19  6 4 ÿ     446 ÿ8 ÿ8ÿ 6  1  6ÿ41ÿ456
 6   6 4ÿ98 6ÿ 67 9 6 9 6 ÿ,451 6ÿ  696 6 ÿ  ÿ8 ÿ</<ÿ8  61 ÿ8 ÿ<9<ÿ48 2 ÿ  6  ÿ456ÿ  8 ÿ17
91  694 1 ÿ 51   ÿ 6ÿ   6946 ÿ41(
=$0# -$9'7

 !48 86 7  -ÿ 8   9  " 46 4ÿ6 ÿÿ 5>1 (

 (
 ÿÿÿ1 A5,%1  416  4 66.

 89ÿ?    " ÿ 8 +

 ÿ6 2 1+
ÿÿ 6 # 
.

86     .49ÿÿ 8%4 14>

      @6869416 6

ÿ   4+

4ÿ B 
6 '
71"

1 ÿ   "4 784 8ÿ 4ÿ9#
18ÿ 1 71ÿ647'

 

68 ÿ0  4   6"

6 68! 8(
  @

ÿ4 -

4,
5 4 17.
 7" 12ÿÿÿ$

-

 . 86@

"

  ! 1 17 

CDEFGHCIJKLÿKNÿOKHCPJQLOEÿRÿODESJTPEÿQPPEUQIJKLÿKNÿOKHCPJQLOE
 56ÿ789   4   ÿ6 1 ÿ2   ÿ 6  6ÿ8 ÿ 1  ÿ8  6 84 1 ÿ17ÿ91    8 96ÿ  1 ÿ456ÿ+6 8 4 6 4  
8996 48 96 ÿÿ  ÿ1  6 ÿ71 ÿ 1  ÿ8  6 84 1 ÿ17ÿ91    8 96ÿ41ÿ 6ÿ8996 48  6ÿ41ÿ456
+6 8 4 6 4 ÿ456ÿ6 1 ÿ   4ÿ 664ÿ456ÿ9  46  8ÿ   46 ÿ  ÿ456ÿ  8 ÿ17ÿ91  694 1 ÿ 694 1 

ujjvw^WWbxbqwyprwyzh{Wvih{b|qiwWX]]}YXWqnohipqrqnjwW__ZZ}VWlqjjqiwWV~]}X~}WzqnqikjqW_�}Y XWV



efghfgijÿlmneÿop qrstuÿvwxyz{ÿ|ÿt}~wx����}yÿ|ÿ��}�xzy�ÿ��yy�x
012345ÿ728ÿ9   ÿ14ÿ 2    4 ÿ1 ÿ  4ÿ    4 2 0ÿ 4 0   4  ÿ2 ÿ 40    ÿ   4     ÿ0  
 4      0  2 ÿ  2  0 ÿ  0  ÿ0   2 ÿ  4ÿ 4 0   4  ÿ2 ÿ 81   ÿ 0 4   ÿ  0 4ÿ!  4ÿ 0   0 
  3   2 ÿ  0   ÿ  ÿ 28 ÿ4 2 ÿ 2 ÿ  4ÿ 4  4   34ÿ 4    4   4 ÿ"  ÿ0  #ÿ  ÿ0  4  01 45
$%&'(')*+', -ÿ,(ÿ/01/+*-+'*2ÿ), 342'*-)%
5 2 ÿ 4 4   ÿ2 ÿ0 ÿ0  4  01 4ÿ4 2  ÿ0ÿ 2  ÿ 4      0  2 ÿ643    ÿ"  6# ÿ2 ÿ 28 ÿ 0      
9   ÿ14ÿ 2  8  4 ÿ 2ÿ30   0 4ÿ  0 ÿ 81  0   0 ÿ 2    0  4ÿ9   ÿ  4ÿ 4 8 0  2  ÿ 0 ÿ144 
0  0  4 ÿ  ÿ0  2  0  4ÿ9   ÿ 28 ÿ34     0  2 5ÿÿ
7 ÿ 81  0   0 ÿ 2    0  4ÿ 0 ÿ144 ÿ0   434  ÿ 4      0  2 ÿ2 ÿ 28 ÿ 0      ÿ  ÿ  4ÿ 4   0 4
0   2 ÿ
 4   0  ÿ  2  0 " #ÿ9   ÿ14ÿ 2    84 ÿ0  ÿ 4 4  4 ÿ9   ÿ 2 ÿ14ÿ   2 4 5ÿÿ 2    0  4
  ÿ 4     4 ÿ0 ÿ2 ÿ  4ÿ 0 4  ÿ 2  4   2 ÿ 0 4ÿ2 ÿ  4ÿ0   234 ÿ4 2  ÿ8  4  ÿ  ÿ  ÿ 4 4    4 
  0 ÿ4   4 ÿ 2  4   2 ÿ0  80   ÿ2  8  4 ÿ14 944 ÿ  4ÿ 0 4  ÿ 2  4   2 ÿ 0 4ÿ2 ÿ  4ÿ4 2 
0  ÿ  4ÿ 0 4ÿ2 ÿ  4ÿ     ÿ 43     ÿ2 ÿ 2  4   2 ÿ2  8  4 ÿ 22 4 ÿ  0 ÿ  4ÿ 0 4  ÿ 2  4   2 
 0 4ÿ2 ÿ  4ÿ4 2 5
(*'20&%ÿ+, ÿ*)8'%$%ÿ/01/+*-+'*2ÿ), 342'*-)%ÿ19ÿ+8%ÿ+8'&:ÿ,&ÿ/';+8
3,-+8ÿ*(+%&ÿ+8%ÿ2*/+ÿ:*9ÿ,(ÿ+8%ÿ/0&$%9
7 ÿ 81  0   0 ÿ 2    0  4ÿ9   ÿ  4ÿ 4 8 0  2  ÿ  ÿ 2 ÿ34    4 ÿ1 ÿ<8 8  ÿ=> ÿ>?>@ÿ"   44
 2    ÿ0  4 ÿ  4ÿ  4      0  2 ÿ2 ÿ 2  2    0  4# ÿ  4ÿ   ÿ64  2 ÿAÿB    4ÿ 8  ÿ 4  
 0  4  ÿ 2 ÿ 49ÿ0      2  ÿ0 ÿ 0  0 4 ÿ1 ÿ  4ÿ 2  0 ÿ 4 8    ÿ<  ÿ"  4ÿ<  #ÿ0 
4   2  ÿ=C=D" #">#" #ÿ0  ÿ=D=D" #">#" #ÿ0  ÿ!4 4 0 ÿ 4 8 0  2  ÿ0 ÿE>ÿ !6ÿ 4   2 

ECC5E=F"1#5ÿÿ
7 ÿ0     2  ÿ  ÿ 81  0   0 ÿ 2    0  4ÿ9   ÿ  4ÿ 4 8 0  2  ÿ  ÿ 2 ÿ34    4 ÿ1 ÿG234 14 ÿ=> 
>?>@ÿ"  Hÿ 2    ÿ0  4 ÿ  4ÿ  4      0  2 ÿ2 ÿ 2  2    0  4#ÿ 28 ÿ  23  4 ÿ0  44 4  ÿ9   
14ÿ 4    0 4 5ÿÿI   ÿ0   2 ÿ  ÿ 0  0 4 ÿ1 ÿ  4ÿ 2  0 ÿ 4 8    ÿ<  ÿ0 ÿ 4   2  ÿ=C=D" #
">#" #ÿ0  ÿ=D=D" #"J#" #ÿ0  ÿ!4 4 0 ÿ 4 8 0  2  ÿ0 ÿE>ÿ !6ÿ 4   2  ÿECC5E=>ÿ0  
ECC5EK@5
4LMNOMÿPQRMÿRSNRÿRSTOÿPQRTUMÿVQMOÿPQRÿUQPORTRWRMÿXQYZNLÿPQRTUMÿQXÿTZ[QOTRTQPÿQX
NLRMYPNRT\MÿYMZMVTMOÿQYÿRMYZTPNRTQPÿQXÿ]QWYÿ[YQ\TVMYÿN^YMMZMPR_ÿÿ/SQWLVÿRSM
)MPRMYOÿXQYÿ3MVTUNYMÿ`ÿ3MVTUNTVÿ/MY\TUMOÿVMRMYZTPMÿRSNRÿRMYZTPNRTQPÿQYÿNP]ÿQRSMY
YMZMV]ÿTOÿaNYYNPRMVbÿTRÿaTLLÿ[YQ\TVMÿ]QWÿaTRSÿNÿOM[NYNRMÿXQYZNLÿPQRTXTUNRTQPÿQXÿRSNR
VMRMYZTPNRTQP_
'-(, &3*2ÿ:'/40+%ÿ&%/, 20+', -ÿc':&dÿ
7 ÿ0  2  0  4ÿ9   ÿE>ÿ !6ÿECC5JJ=ÿ0  ÿ    4 2 0ÿ  0 8 4ÿ=EE<5=?ÿ 81 ÿ=K ÿ 28ÿ 034

�yy��mffq�q��������w�f�xw�q��x�fgll�hgf�}~wx����}y�fnnii�ef{�yy�x�fe�l�g��f��}�xzy�fn��h nfe



UVWXVWYZÿ\]̂Uÿ_` abcdeÿfghijkÿlÿdmnghopqpmiÿlÿrpmphjipÿspiiph
012ÿ04405671869ÿ60ÿ 72 6801ÿ 862 ÿ 2 8 821 82 ÿ6 507  ÿ 1ÿ81 05   ÿ 8 4762ÿ52 0 76801
450 2   ÿÿ 07ÿ 52ÿ52 7852 ÿ60ÿ 21 ÿ9075ÿ 586621ÿ52 72 6 ÿ  01 ÿ 86 ÿ6 2ÿ 42 8 8 
 2 8 821 82 ÿ 281 ÿ 8 4762  ÿ 1 ÿ 1ÿ2 4  1 6801ÿ0 ÿ  9ÿ907ÿ 52ÿ 8 47681 ÿ6 0 2
 2 8 821 82  ÿ60 ÿÿ 664     05    2   2  6   6 62  1 7   05     8 4762 2 0 76801
 8 ÿ52 72 6ÿ 7 6ÿ 2ÿ 216ÿ 86 81ÿ6 2ÿ   2ÿ621ÿ   21  5ÿ  9 ÿ907ÿ  !2ÿ 05ÿ 7  86681 ÿ 1

2"0#ÿ 05ÿ6 2ÿ 862 ÿ 2 8 821 82  ÿ" 2  2ÿ1062ÿ6  6ÿ6 2ÿ  8 752ÿ60ÿ 0 4 262ÿ6 2ÿ81 05   
 8 4762ÿ52 0 76801ÿ450 2  ÿ 8  ÿ106ÿ 2  9ÿ6 2ÿ  62 ÿ 42 8 82 ÿ 05ÿ 0 4 8 1 2ÿ05ÿ6 2
8 40 86801ÿ0 ÿ52 2 82  ÿÿÿÿÿÿÿÿÿÿ
$ÿ 049ÿ0 ÿ6 2ÿ 24 56 216% ÿ81 05   ÿ 8 4762ÿ52 0 76801ÿ40 8 82 ÿ8 ÿ40 62 ÿ01ÿ6 2ÿ&  
'1 05  6801ÿ(7  2681ÿ 2  862ÿ 6 
 664         2  6   6 62  1 7     8 8682  52 7  6801 81 0 7  2681  8 )*+,  6  
-. /010./0.2ÿ-.456789ÿ/-:1;20ÿ60:59;2-5.ÿ<-. /010./0.2ÿ-/6=
ÿ
'1ÿ   05  1 2ÿ 86 ÿ*>ÿ#? ÿ@ÿ*,, *ABÿ 1 ÿ&8112 06 ÿC6 6762ÿB**$ B)ÿ 7  ÿBD ÿ  21ÿ 
#&"ÿ 7 E2 6ÿ60ÿ 281 ÿ 0  2 62 ÿ 1 ÿ4   2 ÿ81ÿ 1ÿ2  50 ÿ   0716ÿ8 ÿ8 40 2  ÿ907ÿ  !2
012ÿ04405671869ÿ60ÿ 72 6801ÿ 862 ÿ 2 8 821 82 ÿ6 507  ÿ 1ÿ'1 2421 216ÿ'  ÿ450 2   ÿ 07
  9ÿ   0ÿ 0162 6ÿ  042ÿ 1 ÿ 2!25869ÿ   2   216 ÿ 05ÿ 2 8 821 82 ÿ  8  ÿ52 7 62 ÿ81ÿ 
 81 81 ÿ0 ÿCF#ÿ05ÿ8  2 8 62ÿE204 5 9 ÿ 07ÿ 52ÿ52 7852 ÿ60ÿ 21 ÿ9075ÿ 586621ÿ52 72 6 
  01 ÿ 86 ÿ6 2ÿ 42 8 8 ÿ 2 8 821 82 ÿ 281 ÿ 8 4762  ÿ 1 ÿ 1ÿ2 4  1 6801ÿ0 ÿ  9ÿ907ÿ 52
 8 47681 ÿ6 0 2ÿ 2 8 821 82  ÿ60 ÿ
 664     05    2   2  6   6 62  1 7   05     8 4762 2 0 76801
$ÿ   8 869ÿ  9ÿ106ÿ7 2ÿ 06 ÿ'  ÿ 1 ÿ81 2421 216ÿ'  ÿ 05ÿ6 2ÿ   2ÿ 2 8 821 9ÿ 86 6801G H
 58 81 ÿ 50 ÿ6 2ÿ   2ÿ 75!29ÿ71 2  ÿ6 2ÿ'  ÿ450 2  ÿ   ÿ 0 4 262 ÿ45805ÿ60ÿ6 2
8 40 86801ÿ0 ÿ6 2ÿ#&" ÿ  8 ÿ52 72 6ÿ 7 6ÿ 2ÿ 216ÿ 86 81ÿ621ÿ   21  5ÿ  9 ÿ0 ÿ52 2846ÿ0 
6 8 ÿ0  25 ÿ$1ÿ81 0 4 262ÿ'1 2421 216ÿ'  ÿ450 2  ÿ 8  ÿ106ÿ 2  9ÿ6 2ÿ2  2 68!2ÿ  62ÿ0 
 19ÿ21 05 2 216ÿ  6801 ÿ
F7  2  828!  28265801  1 ÿ 8 2 ÿ 502ÿG7 6    05ÿ   8221ÿÿ  4ÿ85 522    ÿ2 62 0 2 ÿ7 60 2ÿ  9ÿ1 6ÿ JÿK J7ÿ 6  8 H6 6ÿ28  2ÿ   ÿ 6 ÿ 2ÿÿ542   410ÿ01  ÿ 20ÿ65052ÿ6  6280ÿI18  ÿ252ÿC  7 22 696ÿÿ #050 2

C &
 *CPR2

#

*

566  
22   Oÿ  !

 "

6 ÿÿ 2  &

8

8ÿ 86  B ÿÿ  2 ?ÿ7ÿNÿL164O#8  55 1   )2ÿÿ  &

 

$

2!5Sÿ56C  8 2 2

N  A0 5ÿ  ÿM2 )

6  

 O 211 ÿ,

O#ÿ6 65CN 9Bÿ2*
004ÿ6)C1B 5   B5ÿ ,

ÿ7"

 2C 1Q 
T4 7726 88560  62! 8 1 8ÿ0 6Bÿ 2C!

0* ÿ  5?

 1
O  2 6 987 N8 6?

8285 2ÿ& 5    ÿ 8!8 801

tiiuv]VVawapvxoqvxygzVuhgza{phvVW\\|XWVpmnghopqpmivV^ŶY|UVkpiiphvVU}\|W}|VypmphjipV^~|X ~VU
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INITIAL COMMENTS

FIRE SAFETY

K0000

An annual Life Safety recertification survey was
conducted by the Minnesota Department of Public
Safety, State Fire Marshal Division on 5/12/2026. At
the time of this survey, Hilltop Health Care Center
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

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

05/29/2026

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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Continued from page 1
St. Paul, MN 55101-5145, OR

K0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

By email to:

FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in place to
ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of the
remedy.

Hilltop Care Center Building 01 was constructed in
1978, is one-story in height, has no basement, is
fully fire sprinkler protected, and was determined to
be of Type II (111) construction.

The facility has a fire alarm system with smoke
detection in corridors and spaces open to the
corridors, which is monitored for automatic fire
department notification.

The facility has a capacity of 50 beds and had a
census of 47 at the time of the survey.

K0353
SS = F
Bldg. 01

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

Sprinkler System - Maintenance and Testing

CFR(s): NFPA 101

K0353 1. Corrective action taken or planned to correct the
deficiency:

The facility will ensure the required sprinkler

(X5)
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Continued from page 2
Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance with
NFPA 25, Standard for the Inspection, Testing, and
Maintaining of Water-based Fire Protection Systems.
Records of system design, maintenance, inspection
and testing are maintained in a secure location and
readily available.

a) Date sprinkler system last checked
_____________________

b) Who provided system test
____________________________

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0353 Continued from page 2
inspection is completed during the fourth quarter
going forward, including the fourth quarter of
2026. The painted sprinkler head identified in soiled
utility room 127 will be replaced.

2. Measures put into place to ensure the deficiency
does not reoccur:

The Administrator or designee will verify and sign 
off that required quarterly sprinkler inspections are
completed as scheduled. In addition, all sprinkler
heads throughout the facility will be inspected to
ensure they are free from paint or damage and
replaced if necessary.

c) Water system supply source
__________________________ 3. Monitoring plan to ensure continued compliance:

Provide in REMARKS information on coverage for
any non-required or partial automatic sprinkler
system.

9.7.5, 9.7.7, 9.7.8, and NFPA 25

Documentation of quarterly sprinkler inspections will
be reviewed and signed off by the Administrator and
Maintenance Director or designee to ensure
compliance. Findings and compliance monitoring will
be reviewed through the facility’s QAPI process. 

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to inspect the fire
sprinkler system per NFPA 101 (2012 edition), Life
Safety Code, section 9.7.5, and NFPA 25 (2011
edition), Standard for the Inspection, Testing, and
Maintenance of Water-Based Fire Protection
Systems, section 5.1.1.2 and 5.2.1.1.2. These deficient
findings could have a widespread impact on the
residents within the facility.

4. Person(s) responsible for corrective action and
monitoring:

Maintenance Director or designee.

5. Date of completion:

July 1st, 2026.

Findings include:

On 5/12/2026 between 09:30 AM and 11:30 AM, it
was revealed by a review of available documentation
that at the time of the survey the facility could not
provide documentation showing that the fire
sprinkler was inspected during the fourth quarter of
2025.

On 5/12/2026 at 11:09 AM, it was revealed by
observation that a sprinkler in the soiled utility room
127 had paint on it.

An interview with the Maintenance Director verified
these deficient findings at the time of discovery.
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Fundamentals - Building System Categories

CFR(s): NFPA 101

Fundamentals - Building System Categories

Building systems are designed to meet Category 1
through 4 requirements as detailed in NFPA 99.
Categories are determined by a formal and
documented risk assessment procedure performed
by qualified personnel.

Chapter 4 (NFPA 99)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0901 1. Corrective action taken or planned to correct the
deficiency:

No residents were identified as being negatively
affected by the deficient practice. Upon notification
of the survey findings, facility
administration initiated a review of NFPA 99 
Chapters 10 and 11 requirements. The facility will
complete and maintain a documented risk 
assessment in accordance with NFPA 99 
requirements. Any deficiencies identified during the
review process will be corrected.

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to provide a Risk
Assessment per NFPA 99 (2012 edition), Health Care
Facilities Code, section 4.2. This deficient finding
could have a widespread impact on the residents
within the facility.

Findings include:

2. Measures put into place to ensure the deficiency
does not reoccur:

The facility will conduct a comprehensive review of
applicable systems, equipment, policies, procedures,
and documentation related to NFPA 99 Chapters 10
and 11 to ensure ongoing compliance. The required
risk assessment documentation will
be maintained and readily available for review. 

On 5/12/2026 between 9:30 AM and 11:30 AM, it
was revealed by a review of available documentation
that at the time of the survey that at the time of the
survey the facility could not provide a risk
assessment of the facility being completed using
chapters 10 and 11 of NFPA 99 (2012 edition), Health
Care Facilities Code.

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

3. Monitoring plan to ensure continued compliance:

The facility will consult with qualified life
safety/code compliance
personnel regarding applicable NFPA 99 Chapter 10
and 11 requirements and ongoing compliance
expectations. The Maintenance Director or designee
will conduct periodic audits to verify required 
documentation remains current and compliant.
Findings will be reviewed through the facility’s QAPI
process for ongoing oversight.

4. Person(s) responsible for corrective action and
monitoring:

Maintenance Director or designee.

5. Date of completion:

K0921
SS = F
Bldg. 01

Electrical Equipment - Testing and Maintenanc

CFR(s): NFPA 101

Electrical Equipment - Testing and Maintenance
Requirements

The physical integrity, resistance, leakage current,

K0921

July 1, 2026.

1. Corrective action taken or planned to correct the
deficiency:

No residents were identified as being negatively
affected by the deficient practice. The facility
utilizes MNMedical to perform inspection and testing
of patient care-related electrical appliances and
equipment (PCREE). Following the survey, the facility

(X5)
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Continued from page 4
and touch current tests for fixed and portable
patient-care related electrical equipment (PCREE) is
performed as required in 10.3. Testing intervals are
established with policies and protocols. All PCREE
used in patient care rooms is tested in accordance
with 10.3.5.4 or 10.3.6 before being put into service
and after any repair or modification. Any system
consisting of several electrical appliances
demonstrates compliance with NFPA 99 as a
complete system. Service manuals, instructions, and
procedures provided by the manufacturer include
information as required by 10.5.3.1.1 and are
considered in the development of a program for
electrical equipment maintenance. Electrical
equipment instructions and maintenance manuals
are readily available, and safety labels and
condensed operating instructions on the appliance
are legible. A record of electrical equipment tests,
repairs, and modifications is maintained for a period
of time to demonstrate compliance in accordance
with the facility's policy. Personnel responsible for
the testing, maintenance and use of electrical
appliances receive continuous training.

ID
PREFIX

TAG
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K0921 Continued from page 4
obtained and organized the required testing
documentation that was not readily available at the
time of survey.

2. Measures put into place to ensure the deficiency
does not reoccur:

The facility reviewed all patient care-related
electrical equipment records to verify
current inspection and testing documentation is 
available for all applicable equipment. A centralized
log and organized recordkeeping system will
be maintained for all PCREE inspection, testing, 
maintenance, repair,
and modification documentation. The Maintenance 
Director or designee will ensure all future reports
are retained and readily accessible for survey 
review. Related policies and procedures will be
reviewed and updated as needed.

3. Monitoring plan to ensure continued compliance:

10.3, 10.5.2.1, 10.5.2.1.2, 10.5.2.5, 10.5.3, 10.5.6, 10.5.8

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to test and inspect
patient care related electrical appliances and
equipment (PCREE) per NFPA 99 (2012 edition),
Health Care Facilities Code, sections 10.2, 10.3, and
10.5.2.1.1. This deficient finding could have a
widespread impact on the residents within the
facility.

Findings include:

The Maintenance Director and/or Administrator will
conduct monthly audits for three months to verify
required testing documentation remains current, 
complete, and readily accessible. Findings will be
reviewed through the facility’s QAPI process, and 
corrective action will be taken as needed to ensure
sustained compliance.

4. Person(s) responsible for corrective action and
monitoring:

Maintenance Director or designee.

On 5/12/2026 between 9:30 AM and 11:30 AM, it
was revealed by a review of available documentation
that at the time of the survey, the facility could not
provide documentation showing that the patient
care-related electrical appliances and equipment
(PCREE) in the facility had been inspected or tested.

5. Date of completion:

July 1, 2026.

K0321
SS = E
Bldg. 01

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

Hazardous Areas - Enclosure

CFR(s): NFPA 101

Hazardous Areas - Enclosure

K0321 1. Corrective action taken or planned to correct the
deficiency:

The device being used to hold open the soiled utility
room door (311B) was removed. The door
now remains closed and functions as intended in

(X5)
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Continued from page 5
Hazardous areas are protected by a fire barrier
having 1-hour fire resistance rating (with 3/4 hour
fire rated doors) or an automatic fire extinguishing
system in accordance with 8.7.1 or 19.3.5.9. When
the approved automatic fire extinguishing system
option is used, the areas shall be separated from
other spaces by smoke resisting partitions and
doors in accordance with 8.4. Doors shall be
self-closing or automatic-closing and permitted to
have nonrated or field-applied protective plates that
do not exceed 48 inches from the bottom of the
door.

ID
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TAG

PROVIDER'S PLAN OF CORRECTION
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K0321 Continued from page 5
accordance with Life Safety Code requirements. 

2. Measures put into place to ensure the deficiency
does not reoccur:

Staff were instructed that hazardous area doors
must remain closed unless equipped with an
approved automatic release device.

3. Monitoring plan to ensure continued compliance:

Describe the floor and zone locations of hazardous
areas that are deficient in REMARKS.

19.3.2.1, 19.3.5.9

Area Automatic Sprinkler Separation N/A

The Maintenance Director or designee will conduct
weekly audits of hazardous area/fire doors for one
month to ensure doors are not improperly held
open. Following the initial monitoring period, audits
will continue on a random basis. Audit findings will
be reviewed through the facility’s QAPI process for
ongoing compliance monitoring.

a. Boiler and Fuel-Fired Heater Rooms

b. Laundries (larger than 100 square feet)
4. Person(s) responsible for corrective action and
monitoring:

c. Repair, Maintenance, and Paint Shops Maintenance Director or designee.

d. Soiled Linen Rooms (exceeding 64 gallons)

e. Trash Collection Rooms

(exceeding 64 gallons)

5. Date of completion:

July 1, 2026.

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe

Hazard - see K322)

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain hazardous rooms per NFPA 101
(2012 edition), Life Safety Code, sections 19.3.2.1.3
and 7.2.1.8.1. This deficient finding could have a
patterned impact on the residents within the facility.

Findings include:

On 5/12/2026 at 11:17 AM, it was revealed by
observation that the door to the soiled utility room 
311B was being held open with a device that does
not drop the door when the fire alarm is activated.
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Continued from page 6

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

K0321

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0363
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Corridor - Doors

CFR(s): NFPA 101

Corridor - Doors

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas resist the passage of smoke and
are made of 1 3/4 inch solid-bonded core wood or
other material capable of resisting fire for at least 20
minutes. Doors in fully sprinklered smoke
compartments are only required to resist the
passage of smoke. Corridor doors and doors to
rooms containing flammable or combustible
materials have positive latching hardware. Roller
latches are prohibited by CMS regulation. These
requirements do not apply to auxiliary spaces that
do not contain flammable or combustible material.

Clearance between bottom of door and floor
covering is not exceeding 1 inch. Powered doors
complying with 7.2.1.9 are permissible if provided
with a device capable of keeping the door closed
when a force of 5 lbf is applied. There is no
impediment to the closing of the doors. Hold open
devices that release when the door is pushed or
pulled are permitted. Nonrated protective plates of
unlimited height are permitted. Dutch doors meeting
19.3.6.3.6 are permitted. Door frames shall be labeled
and made of steel or other materials in compliance
with 8.3, unless the smoke compartment is
sprinklered. Fixed fire window assemblies are
allowed per 8.3. In sprinklered compartments there
are no restrictions in area or fire resistance of glass
or frames in window assemblies.

K0363 1. Corrective action taken or planned to correct the
deficiency:

Doors to resident room 218, storage room 308, the
medical supplies room across from resident room
324, and resident room 332 were inspected and
repaired to ensure proper closing and positive
latching. The rubber wedge used to hold open the
door to resident room 332 was removed.

2. Measures put into place to ensure the deficiency
does not reoccur:

An audit of corridor and latch-equipped doors
throughout the facility will be conducted to ensure
doors properly close and latch in accordance 
with Life Safety Code requirements. Staff were 
educated not to use wedges or other unapproved
devices to hold doors open.

3. Monitoring plan to ensure continued compliance:

The Maintenance Director or designee will complete
monthly audits of corridor doors for three months to
verify proper operation, closing, and latching.
Findings will be reviewed through the facility’s QAPI
process to ensure ongoing compliance and
sustained corrective action.

4. Person(s) responsible for corrective action and
monitoring:

Maintenance Director or designee.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483, and
485

Show in REMARKS details of doors such as fire
protection ratings, automatics closing devices, etc.

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain corridor doors per NFPA 101 (2012
edition), Life Safety Code, section 19.3.6.3.5 and
19.3.6.3.10. These deficient findings could have a
patterned impact on the residents within the facility.

5. Date of completion:

July 1, 2026.
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Findings include:

1. On 5/12/2026 at 11:11 AM, it was revealed by
observation that the latch on the door to resident
room 218 was sticking, causing the door to not
latch.

K0363

2. On 5/12/2026 at 11:15 AM, it was revealed by
observation that the door to storage room 308 would
not latch.

3. On 5/12/2026 at 11:19 AM, it was revealed by
observation that the door to the medical supplies
room across from resident room 324 would not latch
it appeared that the latch was cut.

4. On 5/12/2026 at 11:22 AM, it was revealed by
observation that the door to resident room 332 was
held open with a rubber wedge.

An interview with the Maintenance Director verified
these deficient findings at the time of discovery.
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K0000
Bldg. 02

INITIAL COMMENTS

FIRE SAFETY

K0000

An annual Life Safety recertification survey was
conducted by the Minnesota Department of Public
Safety, State Fire Marshal Division on 5/12/2026. At
the time of this survey, Hilltop Health Care Center
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 18 New
Health Care and the 2012 edition of NFPA 99, the
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

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

05/29/2026

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.
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Continued from page 1
St. Paul, MN 55101-5145, OR

K0000

By email to:

FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in place to
ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of the
remedy.

Hilltop Care Center Building 02 is a 6 bed addition
that was constructed in 2021, is one-story in height,
has no basement, is fully fire sprinkler protected,
and was determined to be of Type II (111)
construction.

The facility has a fire alarm system with smoke
detection in corridors and spaces open to the
corridors which is monitored for automatic fire
department notification.

The facility has a capacity of 50 beds and had a
census of 47 at the time of the survey.

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

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)
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Sprinkler System - Maintenance and Testing

CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance with
NFPA 25, Standard for the Inspection, Testing, and
Maintaining of Water-based Fire Protection Systems.
Records of system design, maintenance, inspection
and testing are maintained in a secure location and
readily available.

a) Date sprinkler system last checked
_____________________

b) Who provided system test
____________________________

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0353 1. Corrective action taken or planned to correct the
deficiency:

The facility will ensure the required sprinkler
inspection is completed during the fourth quarter
going forward, including the fourth quarter of
2026. The painted sprinkler head identified in soiled
utility room 127 will be replaced.

2. Measures put into place to ensure the deficiency
does not reoccur:

The Administrator or designee will verify and sign 
off that required quarterly sprinkler inspections are
completed as scheduled. In addition, all sprinkler
heads throughout the facility will be inspected to
ensure they are free from paint or damage and
replaced if necessary.

c) Water system supply source
__________________________ 3. Monitoring plan to ensure continued compliance:

Provide in REMARKS information on coverage for
any non-required or partial automatic sprinkler
system.

9.7.5, 9.7.7, 9.7.8, and NFPA 25

Documentation of quarterly sprinkler inspections will
be reviewed and signed off by the Administrator and
Maintenance Director or designee to ensure
compliance. Findings and compliance monitoring will
be reviewed through the facility’s QAPI process. 

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to inspect the fire
sprinkler system per NFPA 101 (2012 edition), Life
Safety Code, section 9.7.5, and NFPA 25 (2011
edition), Standard for the Inspection, Testing, and
Maintenance of Water-Based Fire Protection
Systems, section 5.1.1.2. This deficient finding could
have a widespread impact on the residents within
the facility.

4. Person(s) responsible for corrective action and
monitoring:

Maintenance Director or designee.

5. Date of completion:

July 1st, 2026.

Findings include:

On 5/12/2026 between 09:30 AM and 11:30 AM, it
was revealed by a review of available documentation
that at the time of the survey the facility could not
provide documentation showing that the fire
sprinkler was inspected during the fourth quarter of
2025.

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

(X5)
COMPLETION

DATE

07/01/2026
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Fundamentals - Building System Categories

CFR(s): NFPA 101

Fundamentals - Building System Categories

Building systems are designed to meet Category 1
through 4 requirements as detailed in NFPA 99.
Categories are determined by a formal and
documented risk assessment procedure performed
by qualified personnel.

Chapter 4 (NFPA 99)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0901 1. Corrective action taken or planned to correct the
deficiency:

No residents were identified as being negatively
affected by the deficient practice. Upon notification
of the survey findings, facility
administration initiated a review of NFPA 99 
Chapters 10 and 11 requirements. The facility will
complete and maintain a documented risk 
assessment in accordance with NFPA 99 
requirements. Any deficiencies identified during the
review process will be corrected.

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to provide a Risk
Assessment per NFPA 99 (2012 edition), Health Care
Facilities Code, section 4.2. This deficient finding
could have a widespread impact on the residents
within the facility.

Findings include:

2. Measures put into place to ensure the deficiency
does not reoccur:

The facility will conduct a comprehensive review of
applicable systems, equipment, policies, procedures,
and documentation related to NFPA 99 Chapters 10
and 11 to ensure ongoing compliance. The required
risk assessment documentation will
be maintained and readily available for review. 

On 5/12/2026 between 9:30 AM and 11:30 AM, it
was revealed by a review of available documentation
that at the time of the survey that at the time of the
survey the facility could not provide a risk
assessment of the facility being completed using
chapters 10 and 11 of NFPA 99 (2012 edition), Health
Care Facilities Code.

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

3. Monitoring plan to ensure continued compliance:

The facility will consult with qualified life
safety/code compliance
personnel regarding applicable NFPA 99 Chapter 10
and 11 requirements and ongoing compliance
expectations. The Maintenance Director or designee
will conduct periodic audits to verify required 
documentation remains current and compliant.
Findings will be reviewed through the facility’s QAPI
process for ongoing oversight.

4. Person(s) responsible for corrective action and
monitoring:

Maintenance Director or designee.

5. Date of completion:

K0921
SS = F
Bldg. 02

Electrical Equipment - Testing and Maintenanc

CFR(s): NFPA 101

Electrical Equipment - Testing and Maintenance
Requirements

The physical integrity, resistance, leakage current,

K0921

July 1, 2026.

1. Corrective action taken or planned to correct the
deficiency:

No residents were identified as being negatively
affected by the deficient practice. The facility
utilizes MNMedical to perform inspection and testing
of patient care-related electrical appliances and
equipment (PCREE). Following the survey, the facility

(X5)
COMPLETION

DATE

07/01/2026

07/01/2026
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Continued from page 4
and touch current tests for fixed and portable
patient-care related electrical equipment (PCREE) is
performed as required in 10.3. Testing intervals are
established with policies and protocols. All PCREE
used in patient care rooms is tested in accordance
with 10.3.5.4 or 10.3.6 before being put into service
and after any repair or modification. Any system
consisting of several electrical appliances
demonstrates compliance with NFPA 99 as a
complete system. Service manuals, instructions, and
procedures provided by the manufacturer include
information as required by 10.5.3.1.1 and are
considered in the development of a program for
electrical equipment maintenance. Electrical
equipment instructions and maintenance manuals
are readily available, and safety labels and
condensed operating instructions on the appliance
are legible. A record of electrical equipment tests,
repairs, and modifications is maintained for a period
of time to demonstrate compliance in accordance
with the facility's policy. Personnel responsible for
the testing, maintenance and use of electrical
appliances receive continuous training.

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0921 Continued from page 4
obtained and organized the required testing
documentation that was not readily available at the
time of survey.

2. Measures put into place to ensure the deficiency
does not reoccur:

The facility reviewed all patient care-related
electrical equipment records to verify
current inspection and testing documentation is 
available for all applicable equipment. A centralized
log and organized recordkeeping system will
be maintained for all PCREE inspection, testing, 
maintenance, repair,
and modification documentation. The Maintenance 
Director or designee will ensure all future reports
are retained and readily accessible for survey 
review. Related policies and procedures will be
reviewed and updated as needed.

3. Monitoring plan to ensure continued compliance:

10.3, 10.5.2.1, 10.5.2.1.2, 10.5.2.5, 10.5.3, 10.5.6, 10.5.8

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to test and inspect
patient care related electrical appliances and
equipment (PCREE) per NFPA 99 (2012 edition),
Health Care Facilities Code, sections 10.2, 10.3, and
10.5.2.1.1. This deficient finding could have a
widespread impact on the residents within the
facility.

Findings include:

The Maintenance Director and/or Administrator will
conduct monthly audits for three months to verify
required testing documentation remains current, 
complete, and readily accessible. Findings will be
reviewed through the facility’s QAPI process, and 
corrective action will be taken as needed to ensure
sustained compliance.

4. Person(s) responsible for corrective action and
monitoring:

Maintenance Director or designee.

On 5/12/2026 between 9:30 AM and 11:30 AM, it
was revealed by a review of available documentation
that at the time of the survey, the facility could not
provide documentation showing that the patient
care-related electrical appliances and equipment
(PCREE) in the facility had been inspected or tested.

5. Date of completion:

July 1, 2026.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.
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E0000 Initial Comments E0000

On 5/11/26 through 5/12/26, a survey for 
compliance with CFR §483.73, Appendix Z,
Emergency Preparedness Requirements was
conducted during a standard recertification survey.
The facility was IN compliance. 

F0000

The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of the CMS-2567 form. Although no plan of
correction is required, it is required that the facility
acknowledge receipt of the electronic documents.

INITIAL COMMENTS

On 5/11/26 through 5/12/26, a standard
recertification survey was conducted at your facility.
A complaint investigation was also conducted. Your
facility was IN compliance with §42 CFR 483, Subpart
B, Requirements for Long Term Care Facilities.

F0000

The following complaints were reviewed:
H53583041C (2709162). NO deficiencies were cited. 

The facility is enrolled in ePOC, therefore a signature
is not required at the bottom of the first page of the
CMS-2567 form. Although no plan of correction is
required, the facility must acknowledge receipt of the
electronic documents.

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

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.
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20000 Initial Comments 20000

*****ATTENTION******

NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited herein
are not corrected, a fine for each violation not
corrected shall be assessed in accordance with a
schedule of fines promulgated by rule of the
Minnesota Department of Health.

Determination of whether a violation has been
corrected requires compliance with all requirements
of the rule provided at the tag number and MN Rule
number indicated below. When a rule contains
several items, failure to comply with any of the items
will be considered lack of compliance. Lack of
compliance upon re-inspection with any item of
multi-part rule will result in the assessment of a fine
even if the item that was violated during the initial
inspection was corrected.

You may request a hearing on any assessments that
may result from non-compliance with these orders
provided that a written request is made to the
Department within 15 days of receipt of a notice of
assessment for non-compliance.

INITIAL COMMENTS:

On 5/11/26 through 5/12/26, a standard licensing
survey was conducted at your facility by surveyors
from the Minnesota Department of Health (MDH).
Your facility was IN compliance with the MN State
Nursing Home Licensure. NO licensing orders were
issued.

The following complaints were reviewed:
H53583041C (2709162).

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
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APPROPRIATE DEFICIENCY)
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20000 Continued from page 1
Minnesota Department of Health is documenting the
State Licensing Correction Orders using Federal
software.

20000

The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of state form. Although no plan of correction is
required, it is required that the facility acknowledge
receipt of the electronic documents.
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