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March 16, 2026

Licensee
Bethany Assisted Living in Litchfield
203 North Armstrong Avenue
Litchfield, MN 55355

RE: Project Number  SL23748016

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on January 14, 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 . . ."

In accordance  with Minn. Stat. § 144G.31 Subd. 4, MDH may assess  fines based  on the  level and
scope of the violati ons ; however,  no immediate  fines are  assessed  for this  survey of your facility.

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:
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· 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

INFORMAL CONFERENCE
In accordance  with Minn. Stat. § 144G.20, Subd. 20, the  Commissioner of Health is authorized  to  hold
a conference  to  exchange information,  clarify issues, or resolve issues. The Department  of Health
staf f wou ld li ke to  sched ule a conf erenc  e call wit h Betha  ny Ass isted Living in Litc hfield . Please  contact
Kelly Thorson at  320-223-7336 on or before  Thursday,  March 19, 2026, to  schedule  the  conference
call.

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.  If you have
any questions  regarding the  questionnaire,  please  contact  Susan Winkelmann at
susan.winkelmann@state. mn.us or call 651-201-5952.

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,

Kelly Thorson, Supervisor
State  Evaluation Team
Email: Kelly.Thorson@state. mn.us
Telephone:  320-223-7336 Fax: 1-866-890-9290 HHH
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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.

SL23748016- 0

On  January  12,  2026,  through  January  14,  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  72  residents;  55  receiving
services  under  the  Assisted  Living Facility with
Dementia  Care  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.

0 100  144G. 10  Subdivision  1 License  required
SS= F

0 100

(a) (1) Beginning  August  1,  2021,  no  assisted
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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living facility may  operate  in Minnesota  unless  it is
licensed  under  this  chapter.
(2) No facility or building  on  a  campus  may
provide  assisted  living services  until obtaining  the
required  license  under  paragraphs  (c) to (e) .
(b) The  licensee  is legally  responsible  for the
management,  control,  and  operation  of the
facility, regardless  of the  existence  of a
management  agreement  or subcontract.  Nothing
in this  chapter  shall  in any  way  affect  the  rights
and  remedies  available  under  other  law.
(c) Upon  approving  an  application  for an  assisted
living facility license,  the  commissioner  shall
issue  a  single  license  for each  building that  is
operated  by the  licensee  as  an  assisted  living
facility and  is located  at  a  separate  address,
except  as  provided  under  paragraph  (d) or (e) . If
a  portion  of a  licensed  assisted  living facility
building  is utilized by an  unlicensed  entity  or an
entity  with a  license  type  not  granted  under  this
chapter,  the  licensed  assisted  living facility must
ensure  there  is at  least  a  vertical  two-hour  fire
barrier  as  defined  by the  National  Fire  Protection
Association  Standard  101,  Life Safety  Code,
between  any  licensed  assisted  living facility areas
and  unlicensed  entity  areas  of the  building  and
between  the  licensed  assisted  living facility areas
and  any  licensed  areas  subject  to another  license
type.
(d) Upon  approving  an  application  for an  assisted
living facility license,  the  commissioner  may  issue
a  single  license  for two or more  buildings  on  a
campus  that  are  operated  by the  same  licensee
as  an  assisted  living facility. An assisted  living
facility license  for a  campus  must  identify the
address  and  licensed  resident  capacity  of each
building  located  on  the  campus  in which  assisted
living services  are  provided.
(e)  Upon  approving  an  application  for an  assisted

0 100

Minnesota  Department  of Health
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living facility license,  the  commissioner  may:
(1) issue  a  single  license  for two or more
buildings  on  a  campus  that  are  operated  by the
same  licensee  as  an  assisted  living facility with
dementia  care,  provided  the  assisted  living facility
for dementia  care  license  for a  campus  identifies
the  buildings  operating  as  assisted  living facilities
with dementia  care;  or
(2) issue  a  separate  assisted  living facility with
dementia  care  license  for a  building  that  is on  a
campus  and  that  is operating  as  an  assisted
living facility with dementia  care.

0 100

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  there  was  a
vertical  two-hour  fire barrier  as  defined  by the
National  Fire  Protection  Association  Standard
101,  Life Safety  Code,  between  the  licensed
assisted  living facility areas  and  an  area  licensed
through  the  Department  of Human  Services
(DHS). The  deficient  practice  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) .

On  January  12,  2026,  at  11:37  a. m. , the  surveyor
observed  a  room  on  the  first floor, in the  hallway
to the  right of the  main  facility entrance,  labeled
Adult Day  Services  A-30.  The  Adult Day  Services

Minnesota  Department  of Health
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program  space  is comingled  with assisted  living
resident  rooms  and  located  directly  across  the
hall from room  numbers  101  and  102.  Two doors
provided  entry  into the  program  space,  one  was
labeled  as  a  one- hour  fire door  rating  and  the
other  labeled  as  a  20-minute  fire door.

0 100

On  January  14,  2026,  at  11:12  a. m. , licensed
assisted  living director  (LALD)-A stated  the  Adult
Day  Services  program  was  licensed  through  the
Department  of Human  Services  (DHS) and  was
staffed  by employees  of [licensee] , some  who
also  worked  in the  assisted  living facility-
dementia  care  (ALFDC). LALD-A further  stated
the  Adult Day  Services  program  served  clientele
from the  local  community  who entered  through
the  main  facility entrance,  as  well as  residents
who resided  in the  ALFDC. LALD-C shared  that
LALD-C was  unable  to locate  nor  was  LALD-C
aware  of a  variance  request  that  had  been
submitted  due  to the  program' s  clientele  using  a
common  entry  to the  building as  well as  the
space  lacking  a  two-hour  fire wall separation.

On  January  14,  2026,  at  3:14  p.m. , LALD-A
provided  via email  the  construction  documents  for
the  licensee' s  building.  Sheet  A2.2,  which
included  the  main  floor plan,  indicated  the  wall
which  separated  room  A-30 from the  corridor  was
a  one- hour  fire rated  assembly.  The  wall type
identified  as  the  1-hr rated  assembly  was  labeled
as  wall type  8.  Sheet  A2.1 of the  construction
documents  indicated  that  wall type  8 was  a  typical
plumbing  wall. The  detail  drawing  indicated  that
the  fire rating  of wall type  8 equaled  one  hour  per
underwriters  laboratories  (UL) design  standard
U305.

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

Minnesota  Department  of Health
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0 775  144G. 45  Subd.  2.  (a)  Fire  protection  and  physical  0 775
SS= D 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  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:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
January  13,  2026,  for the  specific  violations
related  the  physical  environment  under  Minnesota
Statute  144G.

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

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

(4) keep  the  physical  environment,  including
Minnesota  Department  of Health
STATE FORM

0 800
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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  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:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
January  13,  2026,  for the  specific  violations
related  the  physical  environment  under  Minnesota
Statute  144G.

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

Minnesota  Department  of Health
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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

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  in two of five secured  medication
carts.

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
found  to be  pervasive) .

The  findings  include:

During  the  entrance  conference  on  January  12,
2026,  at  10:33  a. m., clinical nurse  supervisor
(CNS) -B stated  the  licensee  provided  medication
management  services  to residents  at  the  facility.

EMMAUS PLACE (EP)  MEDICATIONS CART
TWO
On  January  13,  2026,  at  7:28  a. m. , the  surveyor
observed  EP  medication  cart  two with unlicensed
personnel  (ULP)-D and  observed  R7' s

Minnesota  Department  of Health
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acetaminophen  500  milligrams  (mg) , partial
bottle,  which  expired  December  2025.

01890

MEMORY CARE  (MC) MEDICATION CART
TWO
On  January  13,  2026,  at  9:16  a. m. , the  surveyor
observed  MC medication  cart  two with ULP-G
and  observed  R5's  lorazepam  0.5 mg,  quantity
one  tablet,  which  expired  December  9, 2025.

On  January  13,  2026,  at  9:22  a. m. , ULP-G stated
nursing  completed  medication  cart  audits  at  an
unknown  frequency  to remove  medications  which
were  expired  or were  missing  appropriate  labels.

On  January  13,  2026,  at  1:17  p.m. , CNS- B stated
a  member  of the  nursing  team  completed
medication  cart  audits  every  Friday  and  the  above
medications  were  missed.

The  licensee' s  Disposition  or Disposal  of
Medication  policy dated  August  1,  2021,  indicated
documentation  of the  destruction  of unused
medications  included  the  date,  name  and  quantity
of the  drug,  prescription  number,  and  signatures
of the  staff  completing  the  medication  destruction.
The  policy did not  address  expired  medication
disposal.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

02310  144G. 91  Subd.  4 (a)  Appropriate  care  and
SS= D services

02310

(a)  Residents  have  the  right to care  and  assisted
living services  that  are  appropriate  based  on  the

Minnesota  Department  of Health
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resident' s  needs  and  according  to an  up- to-date
service  plan  subject  to accepted  health  care
standards.

02310

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to provide  care  and
services  according  to acceptable  health  care
standards,  medical  or nursing  standards  for one
of two residents  (R7)  who utilized oxygen.

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:

R7 was  admitted  to the  licensee  and  began
receiving  services  on  February  27,  2025.

R7's  [licensee]  Housing  Service  Plan  signed  on
December  9,  2025,  indicated  R7  received
assistance  with bathing,  housekeeping,  laundry,
medication  management,  and  oxygen  safety
checks  three  times  daily.

R7's  Service  Record  for January  2026,  indicated
oxygen  safety  checks  were  completed  and
documented  three  times  per  day  however,
documentation  was  missing  for five out  of 39
scheduled  safety  checks  on  the  following days:
- January  2,  2026,  at  4:00  p.m. ;
- January  3,  2026,  at  4:00  p.m. ;
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- January  4,  2026,  at  4:00  p.m. ;
- January  4,  2026,  at  11:00  p.m. ; and
- January  7,  2026,  at  9:00  p.m. ;

02310

On  January  13,  2026,  at  7:44  a. m. , ULP-D stated
ULP-D had  not  noticed  some  of R7' s  oxygen
tanks  were  sitting  on  the  floor. ULP-D further
stated  ULP-D was  trained  to assure  portable
oxygen  tanks  were  stored  upright  and  in a  dry
place  when  completing  oxygen  safety  checks.

On  January  13,  2026,  at  1:20  p.m. , clinical nurse
supervisor  (CNS) -B stated  licensee  staff
completed  oxygen  safety  checks  for all residents
who utilized oxygen  to assure  oxygen  tanks  were
stored  upright  and  in an  appropriate  holder.
CNS- B further  stated  staff  retraining  was  needed
as  a  portion  of oxygen  safety  checks  was  getting
missed.

The  licensee' s  undated  Safe  Oxygen  Use  and
Storage  policy indicated  oxygen  containers  must
be  secured  in a  stand  or cart  so  they  could  not  be
knocked  over  while in use  or in storage.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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St Cloud District Office
Minnesota Department of Health
4140 Thielman Lane, Suite 101
St Cloud, MN 56301
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
BETHANY ASSISTED LIVING IN LIT
203 NORTH ARMSTRONG AVENUE
Litchfield, MN 55355
Meeker County
Parcel:

Phone:

License Info
License: HFID 30819

Risk:
License:
Expires on:
CFPM: Tracy Holtz
CFPM #: 106281; Exp: 2/20/2027

Inspection Info
Report Number: F7930261010
Inspection Type: Full - Single
Date: 1/12/2026 Time: 11:31:40 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.

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 St Cloud District Office inspection report number F7930261010 from 1/12/2026

Establishment Representative Tina Remmele,
Public Health Sanitarian 3
320-223-7302
tina.remmele@state.mn.us



St Cloud District Office
Minnesota Department of Health
4140 Thielman Lane, Suite 101
St Cloud, MN 56301

Temperature Observations/Recordings Page: 1

Establishment Info
BETHANY ASSISTED LIVING IN LIT
Litchfield
County/Group: Meeker County

Inspection Info
Report Number: F7930261010

Inspection Type: Full
Date: 1/12/2026

Time: 11:31:40 AM

New Record: Product/Item/Unit: BRATWURST; Temperature Process: Hot-Holding
Location: Steam Table--THE COVE at 153 Degrees F.
Comment:
Violation Issued?: No

New Record: Product/Item/Unit: BAKED BEANS; Temperature Process: Hot-Holding
Location: Steam Table--THE COVE at 144 Degrees F.
Comment:
Violation Issued?: No

New Record: Product/Item/Unit: MASHED POTATOES; Temperature Process: Hot-Holding
Location: Steam Table--THE COVE at 167 Degrees F.
Comment:
Violation Issued?: No

New Record: Product/Item/Unit: MILK; Temperature Process: Cold-Holding
Location: Upright Cooler--STORAGE KITCHEN at 41 Degrees F.
Comment:
Violation Issued?: No

New Record: Product/Item/Unit: MILK; Temperature Process: Cold-Holding
Location: Upright Cooler--MEMORY CARE KITCHEN at 38 Degrees F.
Comment:
Violation Issued?: No



Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL23748016

Facility Name: Bethany Assisted Living in Litchfield

Facility Address: 203 North Armstong Ave. Litchfield

Date: 1/13/2026

�  TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 2; 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]

Comments: First floor laundry room, on the Bethany assisted living wing, was missing the vent cover and
had insulation shoved in the vent opening.

�  TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Isolated TIME PERIOD OF CORRECTION: Twenty One (21) days

1. Water-based automatic sprinkler systems shall be inspected and tested annually. [Minn. Stat. 144G.45
subd. 2; MSFC 901.6.1]

Comments: The annual fire sprinkler system(s) report listed deficiencies with the systems. Room 209 in
Emmaus east wing has a sidewall sprinkler head in bathroom installed upside down.

2. Fire detection and alarm systems, emergency alarm systems, gas detection systems, fire-extinguishing
systems, mechanical smoke exhaust systems and smoke and heat vents shall be maintained in an
operative condition at all times and shall be replaced or repaired where defective. [Minn. Stat. 144G.45
subd. 2; MSFC 901.6]

Comments: The annual fire alarm inspection report showed deficiencies. A recommended service call to fix
these deficiencies.

Project Number: SL23748016
Facility Name: Bethany Assisted Living Date: 01/13/2026
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