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March 23, 2023

Licensee
Senior Living LLC
8478‐8480 Adair Avenue North
Brooklyn Park, MN  55443‐2049

RE:  Project Number(s) SL37823015

Dear Licensee:

This is your   official notice   that you have been   granted your assisted living facility license with dementia care.
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 evaluation on March 3, 2023, for the purpose
assessing compliance with state licensing statutes. At the time of the evaluation, the Minnesota Department of
Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

STATE LICENSING ORDERS
The enclosed State Form documents the state licensing orders. The Department of Health documents state
licensing correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Home Care Providers. 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 . . ."

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 evaluation of your
facility.

DOCUMENTATION OF ACTION TO COMPLY
Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with the
correction order by the correction order date. A copy of the provider’s records documenting those actions may
be requested for follow‐up evaluations. The licensee is not required to submit a plan of correction 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
residents/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).

     

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s    

                                                                             An equal opportunity employer.                                                Letter ID: 9GJX Revised 12/29/2021



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 licensing 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.

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 this letter and the results of this visit with the President of your organization’s Governing Body.
If you have any questions, please contact me.

Sincerely,

     
Paul Spencer, Supervisor
State Rapid Response Team    

85 East Seventh Place, Suite 220
P.O. Box 64970
St. Paul, MN  55164‐0970

Email:   paul.spencer@state.mn.us

Telephone: 651‐587‐4460 Fax: 651‐215‐6894    

HHH

Senior Living LLC
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******ATTENTION****** 

ASSISTED LIVING PROVIDER LICENSING 
CORRECTION ORDERS

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:
#SL37823015

On February 27, 2023, through February 28, 
2023, the Minnesota Department of Health 
conducted a survey at the above provider, and 
the following correction orders are issued.  At the 
time of the survey, there was one resident 
receiving services under the provider's 
Provisional Assisted Living license.

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using federal software. 
Tag numbers have been assigned to 
Minnesota State Statutes for Assisted 
Living License Providers.  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 surveyors' 
findings is the Time Period for Correction. 

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 
subd. 1, 2, and 3. 

 0 470
SS=F

144G.41 Subdivision 1 Minimum requirements

(11) develop and implement a staffing plan for 
determining its staffing level that:

 0 470

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(i) includes an evaluation, to be conducted at 
least twice a year, of the appropriateness of 
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet 
the scheduled and reasonably foreseeable 
unscheduled needs of each resident as required 
by the residents' assessments and service plans 
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly 
and effectively to individual resident emergencies 
and to emergency, life safety, and disaster 
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are 
available 24 hours per day, seven days per week, 
who are responsible for responding to the 
requests of residents for assistance with health or 
safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached 
building, or on a contiguous campus with the 
facility in order to respond within a reasonable 
amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the 
appropriate assistance; and
(v) capable of following directions; 

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to develop or implement a staffing 
plan to determine its staffing level.  This had the 
potential to affect all residents.

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
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 
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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:

The licensee held an assisted living license, 
effective August 1, 2021.  The licensee was 
licensed for a resident capacity of 5 residents and 
had a current census of 1 resident.

During the entrance conference on February 28, 
2023, at 10:30 a.m., registered nurse (RN)-B 
explained how the licensee staffed its building.  
RN-B also said the licensee had not developed a 
staffing plan.

The licensee's Staffing policy, dated August 1, 
2021, indicated the clinical nurse supervisor 
would prepare and implement a twenty-four (24) 
hour daily staffing plan that would ensure 
adequate staffing to meet resident needs at all 
times.  

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

 0 480
SS=F

144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

(13) offer to provide or make available at least the 
following services to residents:
(B) food must be prepared and served according 
to the Minnesota Food Code, Minnesota Rules, 
chapter 4626; and

This MN Requirement  is not met as evidenced 
by:

 0 480
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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 March 1, 2023, for the specific Minnesota 
Food Code deficiencies. 

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

 

 0 660
SS=F

144G.42 Subd. 9 Tuberculosis prevention and 
control

(a) The facility must establish and maintain a 
comprehensive tuberculosis infection control 
program according to the most current 
tuberculosis infection control guidelines issued by 
the United States Centers for Disease Control 
and Prevention (CDC), Division of Tuberculosis 
Elimination, as published in the CDC's Morbidity 
and Mortality Weekly Report. The program must 
include a tuberculosis infection control plan that 
covers all paid and unpaid employees, 
contractors, students, and regularly scheduled 
volunteers. The commissioner shall provide 

 0 660
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technical assistance regarding implementation of 
the guidelines.
(b) The facility must maintain written evidence of 
compliance with this subdivision.

This MN Requirement  is not met as evidenced 
by:
Based on interview, and record review, the 
licensee failed to maintain a tuberculosis (TB) 
prevention and control program, based on the 
most current guidelines issued by the Centers for 
Disease Control and Prevention (CDC).  The 
licensee failed to ensure screening for active TB 
(either a two-step tuberculin skin test (TST) or 
blood test) were completed within the required 
timeframe and documented for two of four, 
(registered nurse (RN)-C and unlicensed person 
(ULP)-E) with employee records reviewed. This 
had the potential to effect all residents. 

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
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 potential to affect 
a large portion or all of the residents).

Findings include: 

During an interview on February 28, 2023, at 9:20 
a.m., during the entrance conference, registered 
nurse (RN)-B confirmed knowledge of assisted 
living rules and regulations. 

On February 28, 2023, at 10:24 a.m., employee 
files were requested. 
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RN-B was hired on November 8, 2022.
RN-B's TB screening was not completed upon 
hired.

Unlicensed personnel (ULP)-C was hired on 
October 1st, 2021. 
ULP-C's TB screening was not completed upon 
hired.

ULP-D was hired on November 17, 2021. 
ULP-D's TB screening was not completed upon 
hired.

Licensee policy titled Tuberculosis Prevention and
Control, undated, indicated the facility will, at no 
cost to the employee, offer Tb Mantoux skin test 
or a blood test at the time of employment and as 
indicated in situations of Tb exposure. Employees 
who can show evidence of a negative Mantoux 
within three (3) months prior to hire date may use 
that test as step one of two step test at the time 
of employment. Employees who have 
documentation of a negative blood test or a 
negative chest x-ray within three (3) months of 
employment do not need to have it repeated.  

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

 0 680
SS=F

144G.42 Subd. 10 Disaster planning and 
emergency preparedness

(a) The facility must meet the following 
requirements:
(1) have a written emergency disaster plan that 
contains a plan for evacuation, addresses 
elements of sheltering in place, identifies 
temporary relocation sites, and details staff 
assignments in the event of a disaster or an 

 0 680
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emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to 
all residents;
(4) post emergency exit diagrams on each floor; 
and
(5) have a written policy and procedure regarding 
missing residents.
(b) The facility must provide emergency and 
disaster training to all staff during the initial staff 
orientation and annually thereafter and must 
make emergency and disaster training annually 
available to all residents. Staff who have not 
received emergency and disaster training are 
allowed to work only when trained staff are also 
working on site.
(c) The facility must meet any additional 
requirements adopted in rule.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure it completed a written 
emergency disaster plan with all required content 
and post the emergency plan prominently.  This 
had the potential to affect all current residents 
receiving services under the assisted living 
license, staff, and visitors to the facility.

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 potential to affect 
a large portion or all of the residents).  

The findings include:
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The facility was licensed as an assisted living 
facility.

On February 28, 2023, at 9:20 a.m., during the 
entrance conference, registered nurse (RN)-B 
confirmed knowledge of assisted living rules and 
regulations. 

On February 28, 2023, at 9:45 a.m., the 
licensee's emergency preparedness (EP) Plan 
was reviewed.  A review of the documents found 
the following required content missing from the 
plan. 
- Coordination or contracts with other facilities 
in an event of evacuation, major incident, or 
cessation of operations to maintain the continuity 
of services to residents. 
- EP binder was not labeled or readily 
identifiable for staff, visitors, or emergency 
personnel. 
- Identify which staff would assume specific 
roles in another ' s absence through succession 
planning and delegation of authority.
- On-duty staff and sheltered residents that 
need to be relocated, name and location of the 
receiving facility or other location was not 
identified.
- Responsibilities of staff members and what 
role they would conduct in the event of an 
emergency. 
- No evidence that emergency drills have been 
conducted.

On February 28, 2023, at 12:15 p.m., RN-B 
verified the EP plan was missing the required 
content. 

An emergency preparedness plan policy was not 
provided. 

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 0 780
SS=F

144G.45 Subd. 2 (a) (1) Fire protection and 
physical environment

(a) Each assisted living facility must comply with 
the State Fire Code in Minnesota Rules, chapter 
7511, and:
 
(1) for dwellings or sleeping units, as defined in 
the State Fire Code:
        (i) provide smoke alarms in each room used 
for sleeping purposes;
        (ii) provide smoke alarms outside each 
separate sleeping area in the immediate vicinity 
of bedrooms;
        (iii) provide smoke alarms on each story 
within a dwelling unit, including basements, but 
not including crawl spaces and unoccupied attics;
        (iv) where more than one smoke alarm is 
required within an individual dwelling unit or 
sleeping unit, interconnect all smoke alarms so 
that actuation of one alarm causes all alarms in 
the individual dwelling unit or sleeping unit to 
operate; and
        (v) ensure the power supply for existing 
smoke alarms complies with the State Fire Code, 
except that newly introduced smoke alarms in 
existing buildings may be battery operated;

This MN Requirement  is not met as evidenced 
by:

 0 780

Based on observation and interview, the licensee 
failed to provide smoke alarms that are 
interconnected so that actuation of one alarm 
causes all alarms in the dwelling unit to actuate. 
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This deficient condition had the ability to affect all 
staff and residents. 

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
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 potential to affect 
a large portion or all of the residents).

Findings include:

On facility the tour with the Manager (UPL)-C on 
March 1, 2023, at approximately 10:00 a.m., it 
was observed that upon testing, the smoke 
alarms in the facility were not interconnected so 
that the actuation of one smoke alarm would 
cause all other alarms in the facility to actuate. 
It was also observed that resident bedroom #2 on 
the upper level and resident bedroom #2 on the 
lower level were equipped with a smoke alarm 
but did not work when it was tested. 

These deficient conditions were visually verified 
by UPL-C accompanying the tour.

TIME PERIOD FOR CORRECTION: Seven (7) 
days.

 0 790
SS=F

144G.45 Subd. 2 (a) (2)-(3) Fire protection and 
physical environment

(2) install and maintain portable fire 
extinguishers in accordance with the State Fire 
Code;

 0 790
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(3) install portable fire extinguishers having a 
minimum 2-A:10-B:C rating within Group R-3 
occupancies, as defined by the State Fire Code, 
located so that the travel distance to the nearest 
fire extinguisher does not exceed 75 feet, and 
maintained in accordance with the State Fire 
Code; and

This MN Requirement  is not met as evidenced 
by:
Based on observation and interview, the licensee 
failed provide adequately rated portable fire 
extinguishers as required for the facility and failed 
to maintain fire extinguishers in accordance with 
MN State Fire Code as required by MN Statute 
144G.45 Subd.2 (a)(2).  This had the potential to 
affect all current residents, staff, and visitors. 

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

Findings include:

On March 1, 2023, at approximately 10:00 a.m., 
survey staff toured the facility with the Manager 
(UPL)-C.  It was observed that each of the fire 
extinguishers provided was 1-A:10-BC rated and 
did not have at least one 2-A:10-B:C rated fire 
extinguisher as required by MN Statute 144G.45. 
It was observed that the fire extinguisher did not 
have an annual maintenance tag showing that it 
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had been inspected as required by MN State Fire 
Code and lacked records to show the required 
monthly visual inspections were performed for 
portable fire extinguishers.

UPL-C visually verified this deficient finding at the 
time of discovery. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days.

 0 800
SS=F

144G.45 Subd. 2 (a) (4) Fire protection and 
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:

 0 800

Based on observation and interview, the licensee 
failed to maintain 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. 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 
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 
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was issued at a widespread scope (when 
problems are pervasive or represent a systemic 
failure that has affected or has potential to affect 
a large portion or all of the residents).

Findings include:

On March 1, 2023, at approximately 10:00 a.m., 
survey staff toured the facility with the Manager 
(UPL)-C.  During the facility tour, survey staff 
observed the following items:

In the lower-level Bathroom, it was observed the 
following items:
- It was observed that the room had considerable 
damage to the sheetrock ceiling and sheetrock 
above the bathtub, with - evidence of water 
damage. 
- It was observed that the return air grille was 
rusted badly with evidence of moisture.
- It was observed that the bathtub was clogged 
and did not drain water.
- It was observed that the cabinet was broken, 
and the cabinet door was missing.

In upper-level bedroom #1, it was observed that 
the window screen was missing, and there was a 
hole in the door.

In upper-level bedroom #2, it was observed that 
there were large red and brown stains on the 
carpet, and it was observed that the return air 
grille was covered with thick dust.

In upper-level bedroom #3, it was observed that 
the return air grille was covered with thick dust 
and the door hardware was rusted with evidence 
of moisture in the area.

On the deck from the kitchen, it was observed 
Minnesota Department of Health
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that the burnt used cigarettes were being 
disposed of without a proper disposal container 
creating a possible fire hazard.

In the lower-level closet next to the stair, it was 
observed that the ceiling lighting fixture was 
broken and hanging loose from the ceiling.

UPL-C visually verified this deficient finding at the 
time of discovery. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 810
SS=F

144G.45 Subd. 2 (b)-(f) Fire protection and 
physical environment

(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) employee 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) Employees 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 

 0 810
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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 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.

This MN Requirement  is not met as evidenced 
by:
Based on record review, observation, and 
interview, the licensee failed to develop a fire 
safety and evacuation plan with the required 
elements; failed to provide required employee 
training on fire safety and evacuation; failed to 
provide training on fire safety and evacuation to 
residents capable of self-evacuation; failed to 
show fire protection procedures necessary for 
residents, and procedures for movement, 
evacuation, or relocation including identification of 
unique or unusual resident needs, and failed to 
complete required employee evacuation drills. 
This had the potential to affect all staff, residents, 
and visitors.

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

Findings include: 
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An interview and record review of the available 
documentation were conducted on March 1, 
2023, at approximately 10:00 a.m., with the 
Manager (UPL)-C on the fire safety and 
evacuation plan, fire safety and evacuation 
training for the facility, and fire safety and 
evacuation drills for the facility. 

Record review of the available documentation 
indicated that the licensee did not have fire 
protection procedures necessary for residents 
included in the fire safety and evacuation plan. 
During the interview, UPL-C verified that the fire 
safety and evacuation plan for the facility lacked 
these provisions.

Record review of the available documentation 
indicated that the fire safety and evacuation plan 
did not include the identification of unique or 
unusual resident needs for movement or 
evacuation in the procedures for resident 
movement, evacuation, or relocation during a fire 
or similar emergency. During the interview, 
UPL-C verified that the fire safety and evacuation 
plan for the facility lacked these provisions.

Record review indicated that employees did not 
receive training twice per year after initial hire. 
During the interview, UPL-C stated that the 
licensee provided annual training to employees 
on 2/10/23, but not twice per year after the initial 
hire on the fire safety and evacuation plan, as 
required by statute. A policy was requested on 
employee training, and one was provided 
indicating that the licensee only provides annual 
training. 

Record review of the available documentation did 
not indicate that the licensee provides annual 
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training to residents who can assist in their own 
evacuation on the proper actions to take in the 
event of a fire to include movement, evacuation, 
or relocation as required by statute.

Record review of the available documentation 
indicated that the licensee did not conduct 
evacuation drills twice per year per shift and 
every other month as required by statute. 
Provided documentation indicated that the drills 
were conducted on 2/14/23 at 9:00 p.m. with no 
further drills being documented. UPL-C verified 
that there were no further documented drills for 
the facility and verified this deficient condition.  

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