
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

Electronically Delivered

August 20, 2026

Licensee
H And S Residence LLC
532 79th  Avenue North
Brooklyn Park, MN 55444

RE: Project Number(s) SL36081016

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on July 22, 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:

St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection  And Physical Environment  S-S= F

The refor e, in accor danc e wit h Minn. Sta t. §§ 14 4G.01 to 14 4G.99 99, 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,

Casey DeVries, Supervisor
State  Evaluation Team
Email: Casey.DeVries@state. mn.us
Telephone:  651-201-5917 Fax: 1-866-890-9290

KKM



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  08/20/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

36081 B. WING _____________________________ 07/22/2026

NAME OF  PROVIDER  OR  SUPPLIER

H AND S RESIDENCE  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

532  79TH  AVENUE NORTH
BROOKLYN PARK,  MN 55444

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 000  Initial Comments 0 000

*****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.

SL36081016- 0

On  July  20,  2026,  through  July  22,  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  four residents  all of whom
received  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.

0 470  144G. 41  Subdivision  1 Minimum requirements
SS= F

0 470

(11) develop  and  implement  a  staffing  plan  for
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  9FIC11 If continuation  sheet  1 of 35
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determining  its staffing  level  that:
(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;

0 470

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  daily staff
schedule  was  posted  for residents,  staff,  and
visitors  to review  as  required.

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

Minnesota  Department  of Health
STATE FORM 6899 9FIC11 If continuation  sheet  2 of 35
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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) .

0 470

The  findings  include:

On  July  20,  2026,  at  9:07  a. m. , during  a  facility
tour,  the  surveyor  observed  a  cork  board  located
at  the  top  of the  stairwell  on  the  second  level  of
the  split-level  facility. The  surveyor  observed  the
daily staff  schedule  posted  titled June  2026  Work
Schedule.  The  document  included  a  table  with
the  following information:
- first column  included  names  of employees;
- second  column  title of the  employee;
- top  row included  the  days  of the  week,  Monday
through  Sunday;  and
- times  of shifts  that  would  be  worked  which
corresponded  to the  employee' s  name  and  the
day  of the  week.
The  staff  schedule  was  not  dated  with the  dates
that  Monday  through  Sunday  corresponded  to
and  was  out  of date.  The  document  did not  meet
the  requirements  of a  staff  schedule.

On  July  20,  2026,  at  11:44  a. m. , during  the
entrance  conference,  manger/ unlicensed
personnel  (M/ULP)-F stated  the  staff  schedule
was  posted  on  the  wall in the  upper  level  of the
facility for everyone  to see.  The  surveyor
explained  their  observation  of the  daily staff
schedule  listed  above.  M-ULP-F stated  the
housing  manager  (HM) was  responsible  for
posting  a  daily staff  schedule  and  they  believed
the  HM did not  print the  schedule  from the
computer  to post  it.

On  July  21,  2026,  at  11:09  a. m. , via phone
interview,  clinical nurse  supervisor  (CNS) -C

Minnesota  Department  of Health
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stated  they  were  not  involved  with the  daily staff
schedule.  CNS- C stated  they  were  hired  by the
licensee  at  the  beginning  of July.

0 470

On  July  21,  2026,  at  approximately  11:20  a. m. ,
via phone  interview,  licensed  assisted  living
director  (LALD)-D stated  they  do  not  assist  with
the  daily staff  schedule  however,  they  assisted  in
making  the  staffing  plan.  LALD-D stated  the  HM
was  responsible  for the  daily staff  schedule.

The  licensee  did not  follow their  staffing  policy as
the  CNS  did not  have  involvement  with the  daily
staff  schedule.

The  licensee' s  Staffing  policy dated  July  11, 2022,
indicated  the  daily staffing  schedule  was  prepared
by the  CNS  and  addressed:
- the  ULP work schedules  for each  ULP showing
all work shifts  with day  and  hours  worked;  and
- the  ULP resident  assignments  or work location.
In addition,  the  policy indicated  the  schedule
would  be  posted  at  the  beginning  of the  shift in a
central  location  in each  building,  if applicable,
accessible  to staff,  residents,  volunteers,  and  the
public.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

0 480  144G. 41  Subdivision  1 Subd.  1a  (a-b) Minimum
SS= F requirements;  required  food  services

0 480

(a)  Except  as  provided  in paragraph  (b), food
must  be  prepared  and  served  according  to the
Minnesota  Food  Code,  Minnesota  Rules,  chapter
4626.

Minnesota  Department  of Health
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(b) For  an  assisted  living facility with a  licensed
capacity  of ten  or fewer  residents:
(1) notwithstanding  Minnesota  Rules,  part
4626. 0033,  item A, the  facility may  share  a
certified  food  protection  manager  (CFPM)  with
one  other  facility located  within a  60-mile radius
and  under  common  management  provided  the
CFPM  is present  at  each  facility frequently
enough  to effectively  administer,  manage,  and
supervise  each  facility's  food  service  operation;
(2) notwithstanding  Minnesota  Rules,  part
4626. 0545,  item A, kick plates  that  are  not
removable  or cannot  be  rotated  open  are  allowed
unless  the  facility has  been  issued  repeated
correction  orders  for violations  of Minnesota
Rules,  part  4626. 1565  or 4626. 1570;
(3) notwithstanding  Minnesota  Rules,  part
4626. 0685,  item A, the  facility is not  required  to
provide  integral  drainboards,  utensil  racks,  or
tables  large  enough  to accommodate  soiled  and
clean  items  that  may  accumulate  during  hours  of
operation  provided  soiled  items  do  not
contaminate  clean  items,  surfaces,  or food,  and
clean  equipment  and  dishes  are  air dried  in a
manner  that  prevents  contamination  before
storage;
(4) notwithstanding  Minnesota  Rules,  part
4626. 1070,  item A, the  facility is not  required  to
install  a  dedicated  handwashing  sink  in its
existing  kitchen  provided  it designates  one  well of
a  two-compartment  sink  for use  only as  a
handwashing  sink;
(5) notwithstanding  Minnesota  Rules,  parts
4626. 1325,  4626. 1335,  and  4626. 1360,  item A,
existing  floor, wall, and  ceiling  finishes  are
allowed  provided  the  facility keeps  them  clean
and  in good  condition;
(6) notwithstanding  Minnesota  Rules,  part
4626. 1375,  shielded  or shatter- resistant

0 480
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lightbulbs  are  not  required,  but  if a  light bulb
breaks,  the  facility must  discard  all exposed  food
and  fully clean  all equipment,  dishes,  and
surfaces  to remove  any  glass  particles;  and
(7) notwithstanding  Minnesota  Rules,  part
4626. 1390,  toilet rooms  are  not  required  to be
provided  with a  self- closing  door.

0 480

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  food  was
prepared  and  served  according  to the  Minnesota
Food  Code.

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

Please  refer  to the  document  titled,  Food  and
Beverage  Establishment  Inspection  Report
(FBEIR)  dated  July  22,  2026,  for the  specific
Minnesota  Food  Code  violations.  The  Inspection
Report  was  provided  to the  licensee  within 24
hours  of the  inspection.

TIME PERIOD  FOR  CORRECTION:  Please  refer
to the  FBEIR for any  compliance  dates.

Minnesota  Department  of Health
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0 485  144G. 41  Subdivision  1.a  (a)  Minimum
SS= A requirements;  required  food  services

0 485

0 485

(a)  All assisted  living facilities  must  offer to
provide  or make  available  at  least  three  nutritious
meals  daily with snacks  available  seven  days  per
week,  according  to the  recommended  dietary
allowances  in the  United  States  Department  of
Agriculture  (USDA) guidelines,  including  seasonal
fresh  fruit and  fresh  vegetables.  The  menus  must
be  prepared  at  least  one  week  in advance  and
made  available  to all residents.  The  facility must
encourage  residents'  involvement  in menu
planning.  Meal  substitutions  must  be  of similar
nutritional  value  if a  resident  refuses  a  food  that  is
served.  Residents  must  be  informed  in advance
of menu  changes.  The  facility must  not  require  a
resident  to include  and  pay  for meals  in the
resident' s  contract.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  assisted  living
contract  did not  require  any  resident  to include
and  pay  for meals  as  a  part  of their  assisted  living
package  fee  for one  of three  residents  (R1) .

This  practice  resulted  in a  level  one  violation (a
violation that  will cause  only minimal  impact  on
the  resident  and  does  not  affect  health  or safety)
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:
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R1 was  admitted  to the  licensee  on  June  2,  2025,
and  began  receiving  assisted  living services.  R1
paid  privately  to stay  at  the  facility.

0 485

R1's  Resident  Contract  for Assisted  Living signed
May 28,  2025,  included  the  following statement:
"The  Assisted  Living Facility offers  all of the
following (included  in the  Month  Base  Fee) :
- At least  three  meals  daily with snacks
available  seven  (7) days  per  week" .
The  contract  included  verbiage  requiring
residents  to pay  for their  meals  as  part  of their
assisted  living package  fee  and  lacked  the  option
to opt  out  of the  meal  plan.

On  July  21,  2026,  at  11:09  a. m. , via phone
interview,  clinical nurse  supervisor  (CNS) -C
stated  they  did not  do  anything  with the  contract.

On  July  21,  2026,  at  11:20  a. m. , via phone
interview,  licensed  assisted  living director
(LALD)-D stated  they  were  familiar  with the
licensee' s  contract,  but  the  house  manager  (HM)
completed  contract  paperwork.  LALD-D stated
they  were  required  to have  meals  included  in
base  fee  however,  they  could  remove  the  service
from the  contract  if the  residents  did not  want  it.
LALD-D stated  the  contract  did not  include  a  way
for residents  to opt  out  of receiving  meals,
however,  they  could  add  that  to the  licensee' s
contract.  LALD-D stated  they  were  not  aware  that
meals  could  not  be  included  as  part  of the  base
fee.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days
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0 660  144G. 42  Subd.  9 Tuberculosis  prevention  and
SS= E control

0 660

0 660

(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
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) , to include
a  two-step  tuberculin  skin  test  (TST)  or other
evidence  of TB screening  such  as  a  blood  test  for
two of three  employees  (unlicensed  personnel
(ULP)-A, ULP-B).

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
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situation  has  occurred  repeatedly;  but  is not
found  to be  pervasive) .

0 660

The  findings  include:

ULP-A
ULP-A was  hired  on  July  19,  2025,  to provide
assisted  living services  to residents.

ULP-A's  employee  record  included  a  Baseline  TB
Screening  Tool for Health  Care  Workers  (HCWs)
completed  July  19,  2025,  and  a  negative  first-step
TST  completed  on  July  17,  2025.  ULP-A's
employee  record  lacked  a  second  step  TST.

ULP-B
ULP-B was  hired  on  August  2,  2025,  as  an  on- call
employee,  to provide  assisted  living services  to
residents.  ULP-B worked  their  first shift with the
licensee  on  April 3,  2026.

ULP-B's  employee  record  included  a  negative
first-step  TST  read  on  March  28,  2026.  ULP-B's
employee  record  lacked  a  second  step  TST  and  a
TB health  history  screen.

On  July  21,  2026,  at  10:06  a. m., via email,  the
surveyor  received  hours  worked  since  date  of hire
for ULP-A and  ULP-B. The  email  indicated  ULP-A
worked  1163. 89  hours  since  date  of hire  and
ULP-B worked  544. 96  hours  since  date  of hire.

On  July  21,  2026,  at  11:09  a. m. , during  a  phone
interview,  clinical nurse  supervisor  (CNS) -C
stated  they  had  not  reviewed  employee  records
since  starting  their  position  with the  licensee  in
July  2026.  CNS- C stated  if there  was  a  new
employee  they  would  ask  them  to bring  in a  TB
blood  test  completed  at  their  doctors  for them  to
review.  The  surveyor  inquired  if they  would
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complete  a  TB health  symptom  screen.  CNS- C
stated  if the  employee' s  TB test  was  negative,
they  would  not  complete  a  tB health  history
screen  with the  employee.

0 660

On  July  21,  2026,  at  approximately  11:20  a. m. ,
during  an  interview  with manager/ unlicensed
(M/ULP)-F and  phone  interview  with licensed
assisted  living director  (LALD)-D, LALD-D stated
the  licensee  conducted  TB screens  upon  hire  and
trained  employees  via EduCare  (a  training
software)  on  TB. M/ULP-F confirmed  ULP-B's
employee  record  lacked  a  TB health  history
screen  and  a  second  step  TST.  M/ULP-F
confirmed  ULP-A's  record  lacked  a  second  step
TST.  M/ULP-F stated  they  recently  spoke  to
ULP-A about  receiving  a  second  step  TST  and
were  not  sure  if they  completed  it. M/ULP-F
stated  they  could  double  check  to see  if they
received  an  email  of the  TB results  for ULP-B
however,  they  were  not  confident  ULP-A received
a  second  step  TST.  M/ULP-F stated  owner  (O)-E
and  a  nurse  who left the  country  approximately
two weeks  ago  for a  leave  of absence  were
responsible  to ensure  TB results  were  received.
The  surveyor  did not  receive  additional  TB
information  for ULP-A or ULP-B prior to the
completion  of the  survey.

The  CDC' s  document  titled Baseline  Tuberculosis
Screening  and  Testing  for Health  Care  Personnel
dated  December  19,  2023,  recommended  all
health  care  personnel  should  be  screened  for TB
upon  hire  and  the  TB screening  process  included:
- a  baseline  individual  TB risk assessment;
- TB symptom  evaluation;
- a  TB test  which  could  include  TB blood  test  or
TB skin  test;  and
- additional  evaluation  for TB disease  as  needed.
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The  licensee' s  Tuberculosis
Screening/ Prevention  policy dated  July  11, 2022,
indicated  employees  would  receive  a  baseline  TB
screening  upon  hire  and  baseline  screening
included  an  assessment  for TB history  and
current  TB symptoms.  The  baseline  test  may  be
either  a  two-step  test  or a  blood  assay  for
mycobacterium  tuberculosis  (BMAT) blood  test.  In
addition,  if a  TST  was  performed  the  second  step
needed  to be  administered  one  to three  weeks
after  the  first TST  result  was  read.

No further  information  was  provided.

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

0 680  144G. 42  Subd.  10  Disaster  planning  and
SS= F emergency  preparedness

0 680

(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
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
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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.

0 680

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to maintain  a  written  emergency
preparedness  plan  (EPP)  with all the  required
content  as  defined  in Appendix  Z. This  had  the
potential  to affect  all 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) .

The  findings  include:

The  licensee' s  EPP  titled Emergency
Preparedness  Manual  dated  reviewed  on  January
31,  2026,  included  a  document  that  indicated  to
call 911 for medical  emergencies,  power  outages,
fire, threat  of violence,  terrorism,  suspicious
person,  and  hazardous  material.  The  EPP  lacked
local  emergency  official numbers  such  as  the
local  police  and  fire departments.  The  licensee' s
plan  listed  a  facility in New Hope  as  the  primary
evacuation  site  and  a  hotel  as  the  secondary
evacuation  site.  The  memorandums  of
understanding  for the  evacuation  sites  their
residents  would  take  shelter  at  were  not  the

Minnesota  Department  of Health
STATE FORM 6899 9FIC11 If continuation  sheet  13  of 35



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  08/20/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

36081 B. WING _____________________________ 07/22/2026

NAME OF  PROVIDER  OR  SUPPLIER

H AND S RESIDENCE  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

532  79TH  AVENUE NORTH
BROOKLYN PARK,  MN 55444

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 680  Continued  From  page  13 0 680

locations  listed  in the  emergency  plan.  In addition,
the  licensee' s  EPP  lacked  emergency  prep
testing.

On  July  21,  2026,  at  11:09  a. m. , via phone
interview,  clinical nurse  supervisor  (CNS) -C
stated  they  began  employment  with the  licensee
in July  2026.  CNS- C stated  they  had  not  taken
any  responsibility  for any  part  of the  EPP  at  this
time.

On  July  21,  2026,  at  approximately  11:20  a. m. ,
during  an  interview  with manager/ unlicensed
personnel  (M/ULP)-F and  via phone  interview
with licensed  assisted  living director  (LALD)-D,
LALD-D stated  their  previous  nurse  created  the
EPP  and  they  oversaw  it. The  surveyor  inquired  if
they  had  any  other  type  of emergency  drill that
was  not  related  to fire. M/ULP-F stated  they
would  have  to look on  RTasks  (electronic  health
record  and  care  management  system  now called
Residex)  to see  if they  documented  any  drills on
that  system.  The  surveyor  did not  receive  a
record  of an  emergency  drill being  conducted
prior to the  completion  of the  survey.

The  licensee' s  Emergency  Preparedness*  policy
dated  July  11, 2022,  indicated  the  licensee  would
have  an  identified  plan  in place  to assure  the
safety  and  well-being  of residents  and  staff  during
periods  of an  emergency  or disaster  that  disrupts
services.

Minnesota  Administrative  Rule  4659. 0100
Emergency  Disaster  and  Preparedness  Plan
dated  August  11, 2021,  indicated  assisted  living
facilities  shall  comply  with the  federal  emergency
preparedness  regulations  for long-term  care
facilities  under  Code  of Federal  Regulations,  title
42,  section  483. 73,  or successor  requirements.
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The  code  references  documents,  specifications,
methods,  and  standards  in the  State  Operations
Manual  Appendix  Z - Emergency  Preparedness
for All Provider  and  Certified  Supplier  Types.

0 680

No further  information  was  provided.

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

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

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

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  July
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21,  2026,  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

0 775

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

0 800  144G. 45  Subd.  2 (a)  (4) Fire  protection  and
SS= A 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.

0 800

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  one  violation (a
violation that  will cause  only minimal  impact  on
the  resident  and  does  not  affect  health  or safety)
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:
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Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated  July
21,  2026,  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

0 800

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

0 810  144G. 45  Subd.  2 (b-f) Fire  protection  and
SS= C physical  environment

0 810

(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) staff  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) Staff  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
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 staff  twice
per  year  per  shift with at  least  one  evacuation  drill
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every  other  month.  Evacuation  of the  residents  is
not  required.  Fire  alarm  system  activation  is not
required  to initiate  the  evacuation  drill.

0 810

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  one  violation (a
violation that  will cause  only minimal  impact  on
the  resident  and  does  not  affect  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  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated  July
21,  2026  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

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

0 830  144G. 45  Subd.  3 Local  laws  apply
SS= F

Assisted  living facilities  shall  comply  with all
applicable  state  and  local  governing  laws,
regulations,  standards,  ordinances,  and  codes  for

0 830

Minnesota  Department  of Health
STATE FORM 6899 9FIC11 If continuation  sheet  18  of 35



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  08/20/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

36081 B. WING _____________________________ 07/22/2026

NAME OF  PROVIDER  OR  SUPPLIER

H AND S RESIDENCE  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

532  79TH  AVENUE NORTH
BROOKLYN PARK,  MN 55444

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 830  Continued  From  page  18

fire safety,  building,  and  zoning  requirements,
except  a  facility with a  licensed  resident  capacity
of six or fewer  is exempt  from rental  licensing
regulations  imposed  by any  town,  municipality,  or
county.

0 830

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to follow applicable
state  and  local  laws,  regulations,  standards,
ordinances,  and  codes  related  to smoking  for one
for three  residents  (R4) . This  had  the  potential  to
affect  all 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) .

The  findings  include:

R4 was  admitted  to the  licensee  on  May 24,
2021,  under  the  licensee' s  previous
comprehensive  license,  and  began  receiving
assisted  living services  on  August  1,  2026.

R4's  diagnoses  included  general  anxiety  disorder,
alcoholism,  auditory  hallucinations,  major
depression,  and  suicidal  ideation.

R4's  Service  Plan  (Waiver) -Addendum  to
Minnesota  Department  of Health
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Contract  signed  May 19,  2026,  indicated  R4
received  assistance  with appointments,  bathing
reminders,  housekeeping,  grooming,  laundry,
behavior  management,  meals,  medication
administration,  shopping,  and  vital sign
monitoring.

0 830

On  July  21,  2026,  at  9:45  a. m. , the  Minnesota
Department  of Health  (MDH) environmental
engineer  (EE) , showed  the  surveyor  a  photo  they
took  in R4' s  room  at  9:36  a. m.  The  surveyor
observed  a  photo  of a  jar of coins  with a  lid. On
top  of the  lid were  ashes  and  one  cigarette  butt.
The  surveyor  went  to observe  R4's  room
however,  the  evidence  shown  in the  picture  had
been  removed  from the  area.

R4's  ongoing  assessment  completed  on  May 6,
2026,  indicated  the  following:
- R4  continued  to follow house  policy by smoking
in designated  outdoor  areas;
- R4  was  able  to use  a  lighter  and  handle  a
cigarette  responsibly;
- R4  was  able  to smoke  safely  and  independently;
- there  were  no  signs  in the  apparent  of
mishandled  cigarettes  and  there  was  no  signs  of
burns  on  R4' s  clothing;
- no  residents  were  allowed  to smoke  indoors  and
R4 used  an  ashtray.  Smoking  must  be  outside  of
the  facility; and
- R4  was  able  to smoke  safely,  independently,
without  intervention.

R4's  medical  record  included  a  document  titled
1st  Notice  of Smoking  in the  Room  dated  January
17,  2026.  The  document  indicated  R4  violated  the
licensee' s  smoking  policy for marijuana  and
cigarettes  in the  room.  It also  indicated  the
violation occurred  a  "couple"  of times  within a
10-day  period.
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R4's  Resident  Training:  Risks  of Smoking  in the
Bedroom  or House  dated  May 6,  2026,  indicated
the  licensee  provided  education  to R4  and  R4's
guardian  related  to the  risks  of smoking  within the
facility. In addition,  the  licensee  reviewed  the
expectations  for smoking.

On  July  21,  2026,  at  10:34  a. m., during  an
interview  with unlicensed  personnel  (ULP)-B and
owner  (O)-E, ULP-B stated  they  had  smelled  a
strong  odor  in the  hallway  however,  had  never
seen  R4  smoking  in their  room.  O-E stated  there
had  been  past  reports  of R4  smoking  in the
facility however,  when  staff  inquired  about  the
strong  odors  R4  would  state  it was  the  smell  from
them  rolling their  own cigarettes.  O-E stated  R4
does  not  always  finish their  cigarettes  and  will
take  partially  smoked  cigarettes  back  into the
room.  O-E stated  they  cleaned  R4' s  room  after
the  photo  was  taken  however,  they  did not  see
the  jar,  cigarette  butt,  or active  ash.  O-E stated
they  cleaned  the  tobacco  product  that  was
located  on  all the  tops  of the  furniture.

On  July  21,  2026,  at  10:40  a. m., R4  stated  they
occasionally  took  their  jar outdoors  to smoke.  R4
stated  they  did not  smoke  indoors  and  only
smoked  outdoors.  The  surveyor  was  outside  in
the  smoking  area  and  did not  observe  the  jar to
be  present  with R4.

On  July  21,  2026,  at  11:09  a. m. , via phone
interview,  clinical nurse  supervisor  (CNS) -C
stated  they  were  recently  hired  in July  2026.
CNS- C stated  they  have  not  been  told that  R4
was  smoking  within the  facility. CNS- C stated
they  remembered  asking  if R4  smoked  in the
facility and  were  told R4  used  to but  did not  any
longer.
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On  July  21,  2026,  at  approximately  11:20  a. m. ,
during  an  interview  with manager/ unlicensed
personnel  (ULP)-F and  via phone  interview  with
licensed  assisted  living director  (LALD)-D,
LALD-D stated  residents  were  not  allowed  to
smoke  indoors  however,  could  smoke  outdoors.
M/ULP-F stated,  "We  have  been  educating  him
and  educating  him.  But we  find out  today  there' s
ash  in room.  But it is something  we  train  and
remind  him." The  surveyor  requested  any  and  all
documentation  related  to smoking  for R4.

The  surveyor  did not  receive  additional  notes
from the  licensee  on  days  and  times  R4  was
found  to be  smoking  in the  facility. The  surveyor
did receive  two education  documents  provided  to
R1 by the  licensee;  however,  the  surveyor  did not
receive  any  additional  interventions  that  were  put
into place  to deter  R4  from smoking  within the
facility.

Minnesota  State  Statute  144. 414  Prohibitions;
Subdivision  3 dated  2025,  indicated  under  a
section  titled Health  care  facilities  and  clinics:  (a)
Smoking  is prohibited  in any  area  of a  hospital,
health  care  clinic, doctor' s  office,  licensed
residential  facility for children,  or other  health
care- related  facility, except  that  a  patient  or
resident  in a  nursing  home,  boarding  care  facility,
or licensed  residential  facility for adults  may
smoke  in a  designated  separate,  enclosed  room
maintained  in accordance  with applicable  state
and  federal  laws.

The  Minnesota  Department  of Health  (MDH)
document  titled Minnesota  Clean  Indoor  Air Act
(MCIAA) dated  May 21,  2026,  indicated  an  indoor
area  means  a  space  between  a  floor and  a  ceiling
that  is at  least  half enclosed  by walls,  doorways
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or windows  around  the  perimeter.  A wall included
retractable  dividers,  garage  doors,  plastic
sheeting  or any  other  temporary  or permanent
physical  barrier.  In addition,  smoking  was
prohibited  at  health  care  facilities  and  clinics.

0 830

The  licensee' s  4.59  Smoking/ Tobacco  Use  policy
dated  July  11, 2022,  indicated  residents  were
prohibited  from smoking  tobacco  or any  other
form in the  rooms,  kitchen,  bathroom,  and
common  area.  The  policy did not  address
assessing  a  resident' s  ability to smoke.  The  policy
did not  address  how the  licensee  would  handle  a
non- compliant  resident  who still chose  to smoke
within the  facility.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01530  144G. 64  (a)  (1-2) Training  in Dementia,  Mental
SS= E Illness,  and  De-

01530

(a)  All assisted  living facilities  must  meet  the
following dementia  care,  mental  illness,  and
de- escalation  training  requirements:
(1) supervisors  of direct- care  staff  must  have  at
least  eight  hours  of initial training  on  dementia
topics  specified  under  paragraph  (b), clauses  (1)
to (5), and  two hours  of initial training  on  mental
illness  and  de- escalation  topics  specified  under
paragraph  (b), clauses  (6) to (8), within 120
working  hours  of the  employment  start  date.
Supervisors  must  have  at  least  two hours  of
training  on  topics  related  to dementia  and  one
hour  of training  on  topics  related  to mental  illness
and  de- escalation  for each  12  months  of
employment  thereafter;
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(2) direct- care  staff  must  have  completed  at  least
eight  hours  of initial training  on  dementia  topics
specified  under  paragraph  (b), clauses  (1) to (5),
and  two hours  of initial training  on  mental  illness
and  de- escalation  topics  specified  under
paragraph  (b), clauses  (6) to (8), within 160
working  hours  of the  employment  start  date.  Until
this  initial training  is complete,  a  staff  member
must  not  provide  direct  care  unless  there  is
another  staff  member  on  site  who has  completed
the  initial eight  hours  of training  on  topics  related
to dementia  and  the  initial two hours  of training  on
topics  related  to mental  illness  and  de- escalation
and  who can  act  as  a  resource  and  assist  if
issues  arise.  A trainer  of the  requirements  under
paragraph  (b) or a  supervisor  meeting  the
requirements  in clause  (1) must  be  available  for
consultation  with the  new  staff  member  until the
training  requirement  is complete.  Direct- care  staff
must  have  at  least  two hours  of training  on  topics
related  to dementia  and  one  hour  of training  on
topics  related  to mental  illness  and  de- escalation
for each  12  months  of employment  thereafter;

01530

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  direct- care  staff  received
at  least  eight  hours  of initial training  on  topics
specified  under  paragraph  (b) within 160  working
hours  of the  employment  start  date  for two of
three  direct  care  employees  (unlicensed
personnel  (ULP)-A, ULP-B).

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
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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
found  to be  pervasive) .

01530

The  findings  include:

ULP-A
ULP-A was  hired  on  July  19,  2025,  to provide
assisted  living services  to residents.

ULP-A's  employee  record  included  a  EduCare
(training  software)  transcript  which  indicated
ULP-A completed  six hours  of dementia  care
training  from December  27,  2025,  through
May23,  2026.  ULP-A's  record  lacked  two hours  of
dementia  care  training.

ULP-B
ULP-B was  hired  on  August  2,  2025,  as  an  on- call
employee,  to provide  assisted  living services  to
residents.  ULP-B worked  their  first shift with the
licensee  on  April 3,  2026.

ULP-B's  employee  record  included  an  EduCare
transcript  which  indicated  ULP-B received  seven
hours  and  45  minutes  of dementia  care  training
on  April 23,  2026.  ULP-B's  employee  record
lacked  15  minutes  of dementia  care  training.

On  July  21,  2026,  at  10:06  a. m., via email,  the
surveyor  received  hours  worked  since  date  of hire
for ULP-A and  ULP-B. The  email  indicated  ULP-A
worked  1163. 89  hours  since  date  of hire  and
ULP-B worked  544. 96  hours  since  date  of hire.

On  July  21,  2026,  at  11:09  a. m. , via phone
interview,  clinical nurse  supervisor  (CNS) -C
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stated  they  began  employment  with the  licensee
at  the  beginning  of July  2026,  and  they  had  not
reviewed  any  employee  records.  CNS- C stated
the  licensee  trained  on  dementia  via EduCare.
CNS- C stated  their  plan  going  forward  was  for
employees  to complete  EduCare  courses  related
to dementia,  meet  with the  employee  to discuss
dementia  training,  and  have  employees  complete
a  competency  evaluation  related  to dementia.
CNS- C stated  they  had  not  begun  this  process
with the  licensee' s  employees.

01530

On  July  21,  2026,  at  approximately  11:20  a. m. ,
via phone  interview,  licensed  assisted  living
director  (LALD)-D stated  the  licensee  trained  staff
on  dementia  by use  of EduCare.  LALD-D stated
employees  were  supposed  to take  eight  hours  of
dementia  training  upon  hire  and  complete
continuing  education  related  to dementia  yearly.

The  licensee' s  Dementia  Education  policy dated
July  11, 2022,  indicated  direct  care  employees
must  complete  at  least  eight  hours  of initial
dementia  education  within 160  hours  of
employment  start  date  in the  following topics:
- an  explanation  of Alzheimer' s  disease  and  other
dementias;
- assistance  with activities  of daily living (ADLs);
- problem  solving  with challenging  behaviors;
- communication  skills;  and
- person- centered  planning  and  service  delivery.

No further  information  was  provided.

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

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

01620

6899  9FIC11 If continuation  sheet  26  of 35



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  08/20/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

36081 B. WING _____________________________ 07/22/2026

NAME OF  PROVIDER  OR  SUPPLIER

H AND S RESIDENCE  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

532  79TH  AVENUE NORTH
BROOKLYN PARK,  MN 55444

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01620  Continued  From  page  26 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
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
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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 complete  an
accurate  nursing  assessment  related  to smoking
for one  of two residents  (R4) .

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:

R4 was  admitted  to the  licensee  on  May 24,
2021,  under  the  licensee' s  previous
comprehensive  license,  and  began  receiving
assisted  living services  on  August  1,  2026.

R4's  diagnoses  included  general  anxiety  disorder,
alcoholism,  auditory  hallucinations,  major
depression,  and  suicidal  ideation.

R4's  Service  Plan  (Waiver) -Addendum  to
Minnesota  Department  of Health
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Contract  signed  May 19,  2026,  indicated  R4
received  assistance  with appointments,  bathing
reminders,  housekeeping,  grooming,  laundry,
behavior  management,  meals,  medication
administration,  shopping,  and  vital sign
monitoring.

01620

On  July  21,  2026,  at  9:45  a. m. , the  Minnesota
Department  of Health  (MDH) environmental
engineer  (EE) , showed  the  surveyor  a  photo  they
took  in R4' s  room  at  9:36  a. m.  The  surveyor
observed  a  photo  of a  jar of coins  with a  lid. On
top  of the  lid were  ashes  and  one  cigarette  butt.
The  surveyor  went  to observe  R4's  room
however,  the  evidence  shown  in the  picture  had
been  removed  from the  area.

R4's  ongoing  assessment  completed  on  May 6,
2026,  indicated  the  following:
- R4  continued  to follow house  policy by smoking
in designated  outdoor  areas;
- R4  was  able  to use  a  lighter  and  handle  a
cigarette  responsibly;
- R4  was  able  to smoke  safely  and  independently;
- there  were  no  signs  in the  apparent  of
mishandled  cigarettes  and  there  was  no  signs  of
burns  on  R4' s  clothing;
- no  residents  were  allowed  to smoke  indoors  and
R4 used  an  ashtray.  Smoking  must  be  outside  of
the  facility; and
- R4  was  able  to smoke  safely,  independently,
without  intervention.

R4's  medical  record  included  a  document  titled
1st  Notice  of Smoking  in the  Room  dated  January
17,  2026.  The  document  indicated  R4  violated  the
licensee' s  smoking  policy for marijuana  and
cigarettes  in the  room.  It also  indicated  the
violation occurred  a  "couple"  of times  within a
10-day  period.

Minnesota  Department  of Health
STATE FORM 6899 9FIC11 If continuation  sheet  29  of 35



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  08/20/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

36081 B. WING _____________________________ 07/22/2026

NAME OF  PROVIDER  OR  SUPPLIER

H AND S RESIDENCE  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

532  79TH  AVENUE NORTH
BROOKLYN PARK,  MN 55444

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01620  Continued  From  page  29 01620

R4's  Resident  Training:  Risks  of Smoking  in the
Bedroom  or House  dated  May 6,  2026,  indicated
the  licensee  provided  education  to R4  and  R4's
guardian  related  to the  risks  of smoking  within the
facility. In addition,  the  licensee  reviewed  the
expectations  for smoking.

On  July  21,  2026,  at  10:34  a. m., during  an
interview  with unlicensed  personnel  (ULP)-B and
owner  (O)-E, ULP-B stated  they  have  smelled  a
strong  odor  in the  hallway  however,  had  never
seen  R4  smoking  in their  room.  O-E stated  there
had  been  past  reports  of R4  smoking  in the
facility however,  when  staff  inquired  about  the
strong  odors  R4  would  state  it was  the  smell  from
rolling their  own cigarettes.  O-E stated  R4  does
not  always  finish their  cigarettes  and  will take
partially  smoked  cigarettes  back  into the  room.

On  July  21,  2026,  at  10:40  a. m., R4  stated  they
occasionally  took  their  jar outdoors  to smoke.  R4
stated  they  did not  smoke  indoors  and  only
smoke  outdoors.  The  surveyor  was  outside  in the
smoking  area  and  did not  observe  the  jar to be
present  with R4.

On  July  21,  2026,  at  11:09  a. m. , via phone
interview,  clinical nurse  supervisor  (CNS) -C
stated  they  were  recently  hired  in July  2026.
CNS- C stated  they  had  not  been  told that  R4  was
smoking  within the  facility. CNS- C stated  he
remembered  asking  if R4  smoked  in the  facility
and  was  told R4  used  to but  did not  any  longer.

On  July  21,  2026,  at  approximately  11:20  a. m. ,
during  an  interview  with manager/ unlicensed
personnel  (ULP)-F and  via phone  interview  with
licensed  assisted  living director  (LALD)-D,
LALD-D stated  residents  were  not  allowed  to
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smoke  indoors  however,  could  smoke  outdoors.
M/ULP-F stated,  "We  have  been  educating  him
and  educating  him.  But we  find out  today  there' s
ash  in room.  But it is something  we  train  and
remind  him."

01620

On  July  22,  2026,  at  11:57  a. m. , via phone
interview,  registered  nurse  (RN)-H stated  they
were  the  on-call nurse  and  they  had  not  been  to
the  facility for the  last  four or five months.  RN-H
stated  if they  had  received  a  phone  call stating  a
resident  was  smoking  in the  facility they  would
have  conducted  a  new  smoking  assessment.

On  July  22,  2026,  at  12:38  p.m., CNS- C stated
they  had  not  conducted  an  assessment  on  R4
since  the  start  of their  employment.  CNS- C stated
if they  were  told a  resident  showed  a  new
behavior  of smoking  in the  facility, they  would
investigate  why and  complete  a  new  smoking
assessment.  CNS- C stated  they  did not  know
why the  previous  nurse  did not  update  R4' s
smoking  assessment.

The  nurse  who previously  conducted  R4's
assessments  prior to CNS- C's  employment  was
out  of the  country  on  a  leave  of absence  and  the
surveyor  did not  attempt  to contact  for an
interview.

Minnesota  Administrative  Rules  4659. 0150
Uniform Assessment  Tool dated  August  11, 2021,
section  M. number  8,  indicated  smoking  including
the  ability to smoke  without  causing  burns  or
injury to the  resident  or other  or damage  to the
property  needed  to be  assessed.

The  licensee' s  4.59  Smoling/ Tobacco  Use  policy
dated  July  11, 2022,  indicated  residents  were
prohibited  from smoking  tobacco  or any  other
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form in the  rooms,  kitchen,  bathroom,  and
common  area.  The  policy did not  address
assessing  a  resident' s  ability to smoke.

01620

The  licensee' s  Assessment  and  Reassessment
policy dated  July  11, 2022,  indicated  that  ongoing
resident  assessment  must  be  conducted  by an
registered  nurse  (RN) and  cannot  exceed  90
days  from the  last  date  of assessment.  In
addition,  ongoing  resident  monitoring  must  be
conducted  as  needed  based  on  changes  in the
needs  of the  resident  and  may  be  completed  by
other  licensed  nurses  acting  within their  scope.

No further  information  was  provided.

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

02320  144G. 91  Subd.  4 (b) Appropriate  care  and
SS= D services

02320

(b) Residents  have  the  right to receive  health
care  and  other  assisted  living services  with
continuity  from people  who are  properly  trained
and  competent  to perform  their  duties  and  in
sufficient  numbers  to adequately  provide  the
services  agreed  to in the  assisted  living contract
and  the  service  plan.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  one  of two
unlicensed  personnel  ((ULP)-A) followed
appropriate  medication  administration
procedures.

This  practice  resulted  in a  level  two violation  (a
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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) .

02320

The  findings  include:

ULP-A was  hired  on  July  19,  2025,  to provide
assisted  living services  to residents.

ULP-A's  Home  Health  Aide Medication
Competency  Evaluations  dated  August  28,  2025,
indicated  ULP was  competent  to pass  all routes
of medication.  In addition,  ULP-A was  trained  to
prepare  medications  for administration  by
following these  steps:
- verifying medications  with the  medication
administration  record  (MAR);
- wash  hands;
- verifies  correct  medication  for resident  and  time;
- correctly  prepared  the  medication  for
administration;  and
- applied  the  six rights  of medication
administration.

On  July  20,  2026,  at  9:25  a. m. , the  surveyor
observed  ULP-A wash  their  hands,  apply  gloves,
open  the  medication  closet  and  retrieve  a
prepacked  medication  pack  that  contained  one
tablet  of Certa- Vite with lutein  tablet,  docusate
100  milligrams  (mg) , naltrexone  50  mg,
pantoprazole  40  mg.  The  surveyor  then  observed
ULP-A remove  one  capsule  of psyllium fiber 0.52
grams  (g) from a  bottle  and  administer  the
medication  to R1.  ULP-A removed  their  gloves,
washed  their  hands,  opened  the  computer  to R1' s
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electronic  medication  administration  record
EMAR, and  documented  the  medication  listed
above  were  administered.  The  surveyor  did not
observe  ULP-A complete  medication  verification
prior to administering  oral  medications  to R1.

02320

On  July  20,  2026,  at  9:32  a. m. , ULP-A stated
owner  (O)-E and  the  nurse  trained  them  on
medication  administration.  ULP-A stated  they
trained  them  to verify the  medications  by taking
the  medication  packet  and  comparing  it to the
EMAR. The  surveyor  inquired  why ULP-A did not
verify R1' s  medications  prior to administering
them.  ULP-A stated  they  did verify the
medications  with the  EMAR prior to the  surveyor' s
arrival.  (The  surveyor  arrived  at  the  facility at  8:54
a. m.)

On  July  20,  2026,  at  11:12  a. m. , during  the
entrance  conference,  clinical nurse  supervisor
(CNS) -C stated  ULP were  trained  to open  the
EMAR and  compare  the  medication  with the
EMAR. CNS- C stated  the  EMAR had  two boxes
ULP were  to check  off during  their  first and
second  verification  of medications  that  indicated
the  medication  was  set  up  and  verified.  CNS- C
stated  once  the  ULP administered  the  medication
they  would  come  back  to the  EMAR and  check  off
the  box  that  indicated  the  medication  was
administered.  CNS- C stated  verification  should
occur  right before  the  medication  was  provided.

The  Medication  Administration  policy dated  July
11, 2022,  indicated  residents  of the  licensee  were
entitled  to the  safe  administration  of medication
by qualified  personnel  according  to a  written
medication  management  plan.

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

02320
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Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
H AND S RESIDENCE LLC
532 79th Ave north
Brook Park, MN 55444
Hennepin County
Parcel:

Phone:

License Info
License: HFID 36081

Risk:
License:
Expires on:
CFPM: Abdiaziz Mohamud Ismail
CFPM #: FM44863; Exp: 4/25/2029

Inspection Info
Report Number: F1004261192
Inspection Type: Full - Single
Date: 7/22/2026 Time: 11:30:00 AM
Duration: minutes
Announced Inspection:
Total Priority 1 Orders: 1
Total Priority 2 Orders: 0
Total Priority 3 Orders: 0
Delivery: Emailed

! New Order: 3-300B Protection from Contamination: cross-contamination, eggs
3-302.11A(1) Priority Level: Priority 1 CFP#: 15
MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from ready-to-eat
foods to prevent cross-contamination.
COMMENT: RAW SHELL EGGS FOUND STORED OVER READY-TO-EAT ITEMS IN THE KITCHEN REFRIGERATOR.
ENSURE RAW ANIMAL FOODS ARE STORED BELOW AND SEPARATELY FROM READY-TO-EAT ITEMS. STORAGE
ORDER REQUIREMENTS DISCUSSED ON SITE.
Comply By: 7/22/2026 Originally Issued On: 7/22/2026

Food & Beverage General Comment
INSPECTION WAS CONDUCTED BY MOLLY DOUGHERTY (FPLS) IN CONJUNCTION WITH A HEALTH REGULATIONS
DIVISION (HRD) SURVEY CONDUCTED BY AHSLEY CREWS.

DISCUSSED:
-EMPLOYEE ILLNESS POLICY AND LOG
-HANDWASHING
-PREVENTING BAREHAND CONTACT
-SANITIZER
-CLEANING/SANITIZING FOOD CONTACT SURFACES AND UTENSILS
-HIGH TEMPERATURE SANITIZING DISH MACHINE TEMPERATURE VERIFICATION
-DATE MARKING PROCEDURES
-THERMOMETER USE AND CALIBRATION
-SERVING A HIGHLY SUSCEPTIBLE POPULATION (NO RAW/UNDERCOOKED ANIMAL FOODS, NO UNPASTEURIZED
JUICE, MILK, ETC)
-VOMIT/FECAL INCIDENT CLEAN UP PROCEDURES
-FOOD SOURCE
-FOOD SERVICE PROCEDURES (SAME-DAY SERVICE ONLY)
-PEST CONTROL
-PHYSICAL FACILITIES AND MAINTENANCE

*REPORT WAS DISCUSSED WITH THE PERSON IN CHARGE ON SITE AT THE CONCLUSION OF THE INSPECTION
AND WITH THE NURSE EVALUATOR VIA EMAIL (NURSE EVALUATOR WAS NOT ON SITE DURING THE
INSPECTION).

*FLOORS ARE SEALED WOOD, WALLS ARE SMOOTH PAINTED DRYWALL, AND CEILING IS "POPCORN" TEXTURE.



Report Number: F1004261192
Inspection Type: Full
Date: 7/22/2026

Page: 2

COUNTERTOPS ARE SMOOTH SEALED STONE AND CABINETS ARE VARNISHED WOOD WITH HALLOW BASE. ALL
ARE FOUND TO BE IN GOOD CONDITION AND WILL BE MONITORED AT FUTURE INSPECTIONS. IF AT SUCH A
TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF CONTAMINATION, THEY WILL BE ORDERED TO BE
REPLACED AND BROUGHT UP TO CODE.

*KITCHEN HAS A 2-BASIN SINK. ONE BASIN IS DESIGNATED AS THE HANDWASHING SINK. THIS BASIN MAY ONLY
BE USED FOR HANDWASHING PURPOSES.

*KITCHEN HAS RESIDENTIAL GRADE EQUIPMENT. ALL FOOD MUST BE PREPARED AND SERVED SAME-DAY.

*IF ANY RESIDENT COMPLAINS OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF HEALTH AND
PROVIDE THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER TO THE RESIDENT. THE FOODBORNE ILLNESS
HOTLINE PHONE NUMBER IS 1-877-366-3455.

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 Metro District Office inspection report number F1004261192 from 7/22/2026

Abdi Mohamud Ismail
Operator

Molly Dougherty,
Public Health Sanitarian 3
651-201-3978
molly.dougherty@state.mn.us



Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164

Temperature Observations/Recordings Page: 1

Establishment Info
H AND S RESIDENCE LLC
Brook Park
County/Group: Hennepin County

Inspection Info
Report Number: F1004261192

Inspection Type: Full
Date: 7/22/2026

Time: 11:30:00 AM

Food Temperature: Product/Item/Unit: turkey; Temperature Process: Cold-Holding
Location: Refrigerator at 39 Degrees F.
Comment:
Violation Issued?: No

Food Temperature: Product/Item/Unit: cheese; Temperature Process: Cold-Holding
Location: Refrigerator at 39 Degrees F.
Comment:
Violation Issued?: No



Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164

Establishment Info
H AND S RESIDENCE LLC
Brook Park
County/Group: Hennepin County

Sanitizer Observations/Recordings Page: 1

Inspection Info
Report Number: F1004261192

Inspection Type: Full
Date: 7/22/2026

Time: 11:30:00 AM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen Equal To 160 Degrees F.
Comment: *per establishment's irreversible temperature indicator (at least 160*F was reached).

Violation Issued?: No



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

Project No: SL36081016-0

Facility Name: H AND S RESIDENCE LLC

Facility Address: 532 79th Ave north Brooklyn park MN 55444

Date: July 21, 2026

�  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: During the survey, discarded cigarette butts were observed on top of a dresser in Resident
Room 3. The presence of discarded smoking materials in resident living spaces creates a fire safety concern
and may increase the risk of ignition and injury to residents, staff, and the facility.

3. Listed single and multiple-station smoke alarms complying with UL 217 shall be installed. [Minn. Stat.
144G.45 subd. 2; MSFC 907.2.10]

Comments: The smoke alarm devices provided throughout the facility did not display any indication that
they were listed to underwriter laboratories (UL) standards to comply with requirements.

�  TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 1; Isolated TIME PERIOD OF CORRECTION: Twenty One (21) days

1. The physical environment, including walls, floors, ceiling, all furnishings, grounds, systems, and equipment
are 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. [Minn. Stat. 144G.45 subd.2]

Project Number: SL26081016-0
Facility Name: H AND S RESIDENCE LLC Date: July 21,2026

Page | 1



Comments: The sump pump cover was not secured and at risk of falling into the sump pit. An unsecured
sump pump cover creates a potential fall and trip hazard for residents, staff, and visitors and may result in
injury if the cover shifts or collapses when stepped on.

�  TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 1; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

1. 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. [Minn. Stat. 144G.45 subd.2]

Comments: The licensee failed to conduct the required fire drills. Review of the facility's 2026 fire drill
records showed that only two fire drills had been completed, with drills documented only in January and
June.

Project Number: SL26081016-0
Facility Name: H AND S RESIDENCE LLC Date: July 21,2026
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