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July 14, 2026

Licensee
Hillcrest Suites
1520 East Highway 37
Hibbing, MN 55746

RE: Project Number(s) SL39300016

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on June 17, 2026, for the  purpose
of evaluating and assessing compliance with state  licensing statutes.  At the  time of the  survey, MDH
noted  violations of the  laws pursuant  to  Minnesota  Statute,  Chapter  144G, Minnesota  Food Code,
Minnesota  Rules Chapter  4626, Minnesota  Statute  626.5572 and/ or Minnesota  Statute  Chapter
260E.

MDH 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.  MDH documents  state  licensing
correction  orders  using federal  software.  Tag numbers  are  assigned to  Minnesota  state  statutes  for
Assisted Living Facilities. The assigned tag number  appears  in the  far left column entitled  "ID Prefix
Tag." The state  statute  number  and the  corresponding  text  of the  state  statute  out  of compliance are
listed in the  "Summary Statement  of Deficiencies" column. This column also includes the  findings that
are  in violation of the  state  statute  after  the  statement,  "This MN Requirement  is not  met  as
evidenced  by . . ."

IMPOSITION OF FINES
In accordance  with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement  actions  may be imposed
based  on the  level and scope of the  violations and may be imposed  immediately  with no opportunity
to  correct  the  violation first as follows:

Level 1: no fines or enforcement;
Level 2: a fine of $500 per  violation, in addition  to  any enforcement  mechanism  authorized  in

§ 144G.20;
Level 3: a fine of $1,000 per  incident,  in addition  to  any enforcement  mechanism

authorized  in § 144G.20;
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Level 4: a fine of $3,000 per  incident,  in addition  to  any enforcement  mechanism  authorized  in
§ 144G.20;

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

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

0775 - 144g.45 Subd. 2. (a) - Fire Protection  And Physical Environment  - $500.00

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

DOCUMENTATION OF ACTION TO COMPLY
In accorda nce with Mi nn. Stat.  § 144G.30, Sub d. 5(c), th e lic ens ee  mus t docum ent  ac tions taken  to
comply with the  correction  orders  within the  time period  outlined  on the  state  form; however,  plans
of correction  are  not  required  to  be submitted  for approval.

The correction  order  documentation  should include the  following:

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

· Identify how the  area( s) of noncompliance  was corrected  for all of the  provider’s
resident( s)/employees  that  may be affected  by the  noncompliance.

· Identify what  changes  to  your systems  and practices  were  made  to  ensure  compliance with
the  specific statute( s).

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance  with Minn. Stat. § 144G.32, Subd. 2, you may challenge the  correction  order( s) issued,
including the  level and  scope,  and  any fine assessed  through  the  correction  order  reconsideration
process.  The request  for reconsideration  must  be in writing and  received by MDH within 15 calendar
days of the  correction  order  receipt  date.

To submit  a reconsideration  request,  please  visit:
https: / / forms.web. health. state. mn.us/ form/ HRDAppealsForm

REQUESTING A HEARING
Alternatively, in accordance  with Minn. Stat. § 144G.31, Subd. 5(d), an assisted  living provider  that
has been  assessed  a fine under  this subdivision has a right to  a reconsideration  or a hearing  under
this section  and chapter  14. Pursuant  to  Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request  for a
hearing must  be in writing and received by the  Department  of Health within 15 business  days of the
correction  order  receipt  date.  The request  must  contain  a brief and plain statement  describing each
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matter  or issue contested  and  any new information  you believe constitutes  a defense  or mitigating
factor.

To submit  a hearing  request,  please  visit:
https: / / forms.web. health. state. mn.us/ form/ HRDAppealsForm

To appe  al fi nes via re cons iderat  ion , pl ease  follow the procedu  re outl ined abo ve. Plea se no te  tha  t you
may re que  st a rec onside rati on or a hearing, bu t not bot  h. If you wis h to cont  est  ta  gs with out  fine s in
a reconsideration  and tags with the  fines at  a hearing,  please  submit  two separate  appeals  forms at
the  website  listed above.

The MDH Health Regulation Division (HRD) values your feedback  about  your experience  during the
survey and/ or investigation  process.  Please fill out  this anonymous  provider  feedback  questionnaire
at  your conv enien  ce at  thi s link: https: / / forms.office.com/ g/Bm5uQEpHVa. Your inpu t is import  ant
to  us and will enable  MDH to  improve its processes  and communication  with providers.

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

If you have any questions,  please  contact  me.

Sincerely,

Jessie Chenze, Supervisor
State  Evaluation Team
Email: jessie.chenze@state. mn.us
Tel ephon  e: 218-332- 5175 Fax: 1-866- 890- 9290

JMD
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*****ATTENTION*****

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

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

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

INITIAL COMMENTS:

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

SL39300016- 0

On  June  15,  2026,  through  June  17,  2026,  the
Minnesota  Department  of Health  conducted  a  full
survey  at  the  above  provider  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  31  resident( s) ; 31  receiving
services  under  the  Assisted  Living Facility license.

PLEASE  DISREGARD  THE HEADING OF
THE FOURTH  COLUMN WHICH
STATES, "PROVIDER' S  PLAN OF
CORRECTION. " THIS APPLIES  TO
FEDERAL DEFICIENCIES  ONLY. THIS
WILL APPEAR  ON EACH PAGE.

THERE  IS NO REQUIREMENT  TO
SUBMIT A PLAN OF CORRECTION  FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

THE LETTER  IN THE LEFT COLUMN IS
USED  FOR  TRACKING PURPOSES  AND
REFLECTS  THE SCOPE  AND LEVEL
ISSUED  PURSUANT  TO 144G. 31
SUBDIVISION 1-3.

0 775  144G. 45  Subd.  2.  (a)  Fire  protection  and  physical  0 775
SS= F environment

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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0 775  Continued  From  page  1

Each  assisted  living facility must  comply  with the
State  Fire  Code  in Minnesota  Rules,  chapter
7511,  and:

0 775

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

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

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
June  15,  2026,  for the  specific  violations  related
the  physical  environment  under  Minnesota
Statute  144G.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

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

01290

(a)  Employees,  contractors,  and  regularly
scheduled  volunteers  of the  facility are  subject  to
the  background  study  required  by section

Minnesota  Department  of Health
STATE FORM 6899  YCEZ11 If continuation  sheet  2 of 10
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01290  Continued  From  page  2

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

01290

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the
employee' s  current  background  study  clearance
was  affiliated  with the  correct  health  care  facility
identification  number  (HFID) for one  of six
employees  (cook  (C)-K). This  had  the  potential  to
affect  all residents  living within 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
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:

During  the  entrance  conference  on  June  15,
2026,  at  10:40  a. m., clinical nurse  supervisor
(CNS) -B stated  the  license  was  familiar  with the
required  contents  in an  employee  record.

Minnesota  Department  of Health
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On  June  15,  2026,  at  1:51  p.m. , CNS- B stated
the  licensee' s  meals  were  prepared  in the  main
kitchen  in the  assisted  living that  was  attached  to
the  licensee' s  other  assisted  living which  were
owned  by the  same  company.  CNS- B stated  the
dietary  staff  in the  attached  assisted  living
delivered  and  served  the  meals  to the  licensee' s
residents.  CNS- B stated  C-K was  hired  under  the
[name  of assisted  living] license  and  was
unaware  dietary  staff' s  background  studies  were
required  to be  affiliated  with both  assisted  livings
if providing  services  to both  license' s  residents.

C-K was  hired  on  July  8, 2025,  to provide  dietary
services  for the  residents  at  the  assisted  living.

On  June  16,  2026,  at  8:11 a. m. , through  8:34
a. m., the  surveyor  observed  C-K prepare  and
serve  resident  meals  at  the  assisted  living facility.

On  June  16,  2026,  at  8:24  a. m. , C-K stated  C-K
prepared  meals  for the  licensee  and  the
licensee' s  sister  facility that  was  attached  to the
licensee.  C-K stated  C-K was  not  aware  that
each  assisted  living had  different  licenses  and  did
not  know  what  assisted  living license  C-K was
hired  under.

C-K's  employee  record  contained  a  Department
of Human  Services  (DHS)  Background  Study
Clearance  letter  dated  July  23,  2025,  under  the
HFID 39299,  an  assisted  living owned  by the
same  corporation  and  not  the  licensee' s  HFID
39300.

The  licensee' s  Background  Studies  policy dated
July  8,  2025,  indicated  the  licensee  would
conduct  Minnesota  Department  of Human
Services  Background  Study  on  all employees  and

Minnesota  Department  of Health
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01290  Continued  From  page  4

volunteers  and  contractors  at  the  assisted  living.

01290

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Two (2)
days

01620  144G. 70  Subd.  2 (c-e)  Initial reviews,
SS= D assessments,  and  monitoring

01620

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

Minnesota  Department  of Health
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01620  Continued  From  page  5

registered  nurse  must  review  the  findings  as  part
of the  resident' s  reassessment.
(e)  For  residents  only receiving  assisted  living
services  specified  in section  144G. 08,  subdivision
9,  clauses  (1) to (5), the  facility shall  complete  an
individualized  initial review  of the  resident' s  needs
and  preferences.  The  initial review  must  be
completed  within 30  calendar  days  of the  start  of
services.  Resident  monitoring  and  review  must
be  conducted  as  needed  based  on  changes  in
the  needs  of the  resident  and  cannot  exceed  90
calendar  days  from the  date  of the  last  review.
(f) A facility must  inform the  prospective  resident
of the  availability of and  contact  information  for
long- term  care  consultation  services  under
section  256B. 0911,  prior to the  date  on  which  a
prospective  resident  executes  a  contract  with a
facility or the  date  on  which  a  prospective
resident  moves  in, whichever  is earlier.

01620

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the
registered  nurse  (RN) conducted  ongoing
comprehensive  nursing  assessments  not  to
exceed  every  90  days  for one  of two residents
(R2) .

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

The  findings  include:
Minnesota  Department  of Health
STATE FORM 6899  YCEZ11 If continuation  sheet  6 of 10
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During  the  entrance  conference  on  June  15,
2026,  at  10:40  a. m., clinical nurse  supervisor
(CNS) -B stated,  CNS- B completed
comprehensive  resident  assessments  on
admission,  14  days  after  admission,  and  then  at
least  every  90  days  unless  the  resident  had  a
change  of condition.

R2  was  admitted  to the  assisted  living on
November  18,  2024.

R2's  diagnoses  included  diabetes  type  II, asthma,
bipolar  disorder,  personality  disorder,
degenerative  joint disease  and  coronary  artery
disease.

R2's  Service  Plan  (Waiver) -Addendum  to
Contract  dated  February  18,  2026,  indicated  R2
received  the  following services:  medication
management,  dressing,  bathing,  grooming,
transferring,  toileting,  skin  care,  behavior
management,  housekeeping,  and  laundry.

On  June  16,  2026,  at  10:53  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-G prepare
and  administer  R2's  medications.

R2's  90-day  assessments  were  completed  on
February  18,  2026,  and  June  4,  2026,  however,
R2's  last  assessment  was  due  by May 16,  2026
(16  days  past  due) .

On  June  16,  2026,  at  10:50  a. m. , CNS- B stated
CNS- B was  aware  there  were  a  couple  of
resident  assessments  that  were  not  completed
within the  required  time  frame.

The  licensee' s  Assessments,  Reviews  and
Monitoring  policy dated  July  7,  2025,  resident
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reassessment  and  monitoring  must  be  conducted
no  more  than  14  calendar  days  after  initiation of
services.  Ongoing  resident  reassessment  and
monitoring  must  be  conducted  as  needed  based
on  changes  in the  needs  of the  resident  and
cannot  exceed  90  calendar  days  from the  last
date  of the  assessment.

01620

No further  information  was  provided.

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

01890  144G. 71  Subd.  20  Prescription  drugs
SS= E

A prescription  drug,  prior to being  set  up  for
immediate  or later  administration,  must  be  kept  in
the  original  container  in which  it was  dispensed
by the  pharmacy  bearing  the  original  prescription
label  with legible  information  including  the
expiration  or beyond- use  date  of a  time-dated
drug.

01890

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to monitor  for expired
medications  being  stored  by the  license  in two of
two medication  carts  (AM, PM).

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  pattern  scope  (when  more  than  a
limited number  of residents  are  affected,  more
than  a  limited number  of staff  are  involved,  or the
situation  has  occurred  repeatedly;  but  is not
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found  to be  pervasive) .

01890

The  findings  include:

During  the  entrance  conference  on  June  15,
2026,  at  10:40  a. m., clinical nurse  supervisor
(CNS) -B stated  the  licensee  provided  medication
storage  for the  residents  at  the  facility.

On  June  15,  2026,  at  12:45  p.m. , the  surveyor
reviewed  the  AM medication  cart  with unlicensed
personnel  (ULP)-G and  observed  the  following:
-an  opened  stock  bottle  of antacid  tablets  expired
March  2026;  and
-an  opened  bottle  of Geri-Mon antacid  expired
May 2026.

On  June  15,  2026,  at  12:57  p.m. , the  surveyor
reviewed  the  PM medication  cart  with ULP-G and
observed  the  following:
-an  opened  stock  bottle  of antacid  tablets  expired
March  2026.

On  June  16,  2026,  at  3:00  p.m. , CNS- B stated
the  nurses  should  be  monitoring  the  medication
carts  routinely  looking  for expired  medications.

The  licensee' s  Medication  Storage  policy dated
July  9,  2025,  indicated  medications  managed  by
the  licensee  would  be  kept  in their  original
containers  bearing  the  original  prescription  label
with legible  information  stating  the  prescription
number,  name  of the  drug,  strength  and  quantity
of the  drug,  expiration  date  of a  time- dated  drug,
directions  for use,  the  client' s  name,  the
prescriber' s  name,  the  date  of issue,  and  the
name  and  address  of the  dispensing  pharmacy.

No further  information  was  provided.
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TIME PERIOD  FOR  CORRECTION:  Seven  (7)
day

01890
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Duluth District Office
Minnesota Department of Health
11 East Superior Street, Suite 290
Duluth, MN 55802
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
Hillcrest Suites
1520 EAST HIGHWAY 37
Hibbing, MN 55746
St Louis County
Parcel:

Phone: 218-263-3641
rachel.haupt@hillcrestrdc.com

License Info
License: HFID 39300
Rachel Haupt
Risk:
License:
Expires on:
CFPM: Holli Johnson
CFPM #: 58942; Exp: 6/4/2028

Inspection Info
Report Number: F7983261107
Inspection Type: Full - Single
Date: 6/15/2026 Time: 11:00:00 AM
Duration: minutes
Announced Inspection: No
Total Priority 1 Orders: 0
Total Priority 2 Orders: 0
Total Priority 3 Orders: 0
Delivery: Emailed

No orders were issued for this inspection report.

Food & Beverage General Comment

1) Discussed excluding food employees ill with vomiting or diarrhea, eliminating bare hand contact with ready-to-eat food,
and ensuring that in-house inspections of daily operations are conducted on a periodic basis to ensure that food safety
policies and procedures are followed. 

2) Food is prepared in the kitchen of Hillcrest Terrace which is located in the same building. Food is transported in bulk and
is plated in Hillcrest Suites.

3) Leftovers are saved.

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I  acknowledge receipt of the Duluth District Office inspection report number F7983261107 from 6/15/2026

Holli Johnson
Manager

Gary Collyard,
Public Health Sanitarian 3
218-302-6147
gary.collyard@state.mn.us



Duluth District Office
Minnesota Department of Health
11 East Superior Street, Suite 290
Duluth, MN 55802

Temperature Observations/Recordings Page: 1

Establishment Info
Hillcrest Suites
Hibbing
County/Group: St Louis County

Inspection Info
Report Number: F7983261107

Inspection Type: Full
Date: 6/15/2026

Time: 11:00:00 AM

Equipment Temperature: Product/Item/Unit: Air; Temperature Process: Cold-Holding
Location: Frigidaire Side by Side Refrigerator/Freezer at 39 Degrees F.
Comment:
Violation Issued?: No

Food Temperature: Product/Item/Unit: Juice; Temperature Process: Cold-Holding
Location: Frigidaire Refrigerator/Freezer (white) at 38 Degrees F.
Comment:
Violation Issued?: No

Food Temperature: Product/Item/Unit: Chili; Temperature Process: Hot-Holding
Location: Steam Table at 190 Degrees F.
Comment: Transported from Hillcrest Terrace.
Violation Issued?: No



Physical Environment Inspection Report
ASSISTED LIVING | ASSISTED LIVING WITH DEMENTIA CARE

Project No: SL39300016-0 Date: 6/15/2026

Facility Name: HILLCREST SUITES

Facility Address: 1520 EAST HIGHWAY 37; HIBBING, MN 55746

�  TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. Lighted matches, cigarettes, cigars or other burning object shall not be discarded in such a manner that
could cause ignition of other combustible material. [Minn. Stat. 144G.45 subd. 2; MSFC 310.7]

Comments: Discarded cigarettes were observed in a garbage can located just outside the main entrance.

3. Open junction boxes and open-wiring splices shall be prohibited. Approved covers shall be provided for all
switch and electrical outlet boxes. [Minn. Stat. 144G.45 subd. 2; MSFC 604.6]

Comments: Open junction boxes/lighting fixtures were observed throughout the facility.

4. Single- and multiple-station smoke alarms shall be replaced when they fail to respond to operability tests
or exceed ten years from the date of manufacture. Smoke alarms shall be replaced with smoke alarms
having the same type of power supply. [Minn. Stat. 144G.45 subd. 2; MSFC 1103.8.1]

Comments: During the survey tour of resident rooms, staff identified smoke alarms in rooms 323 and 307
with a manufactured date of 2001. Maintenance staff replaced the alarms before the survey concluded.

Project Number: SL39300016-0
Facility Name: HILLCREST SUITES Date:6/15/2026
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