m DEPARTMENT
OF HEALTH

STATE LICENSING COMPLIANCE REPORT

Report #: #HL370067871C Date Concluded: Aprll 28, 2026

Name, Address, and County of Facility
Investigated:

Esteem Home Health Services LLC
4024 Idaho Avenue

Crystal, MN 55427

Hennepin County

Facility Type: Assisted Living Facility (ALF) Evaluator’s Name: Erin Johnson-Crosby, RN
Special Investigator

The Minnesota Department of Health conducted a complaint investigation to determine
compliance with state laws and rules governing the provision of care under Minnesota Statutes,
Chapter 144G. The purpose of this complaint investigation was to review if facility policies and
practices comply with applicable laws and rules. No maltreatment under Minnesota Statutes,
Chapter 626 was alleged.

To view a copy of the correction orders, if any, please visit:
https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html, or call
651-201-4201 to be provided a copy via mail or email. If you are viewing this report on the MDH
website, please see the attached state form.
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ASSISTED LIVING PROVIDER CORRECTION
ORDER

In accordance with Minnesota Statutes, section
144G .08 to 144G .95, these correction orders are
Issued pursuant to a complaint investigation.

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

INITIAL COMMENTS:

#HL37006/73869C/H#HL37006/87/0C/HHL3 7006787
1CH#HL370069640C

On March 27, 2026, the Minnesota Department of
Health conducted a complaint investigation at the
above provider, and the following correction
orders are issued. At the time of the complaint
Investigation, there were three residents receiving
services under the provider's Assisted Living
license.

The following correction order is issued/orders
are Issued for
#HL3/0067869C/HHL37006/870C/#HL3 7006787
1C/HL370069640C, tag identification 0/80, and
0790.

0 780| 144G.45 Subd. 2 (a) (1) Fire protection and 0 780
SS=F | physical environment

(a) Each assisted living facility must comply with
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the State Fire Code in Minnesota Rules, chapter
/9511, and:

(1) for dwellings or sleeping units, as defined In
the State Fire Code:

(1) provide smoke alarms in each room used for
sleeping purposes;

() provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;

(1lf) provide smoke alarms on each story within a
dwelling unit, including basements, but not
Including crawl spaces and unoccupied attics;
(Iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

This MN Requirement Is not met as evidenced
by:

Based on observation and record review, the
licensee failed to provide interconnected smoke
alarms that complied with fire protection
requirements. This had the potential to directly
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) and was issued at a

Minnesota Department of Health
STATE FORM

6899

V90611

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
assighed 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
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widespread scope (when problems are pervasive Statement of Deficiencies” column. This
or represent a systemic failure that has affected column also includes the findings which
or has the potential to affect a large portion or all are in violation of the state requirement
of the residents). after the statement, "This Minnesota
requirement is not met as evidenced by."
The findings Include: Following the evaluators' findings Is the
Time Period for Correction.
A comprehensive survey conducted from July 8,
through July 11, 2024, indicated a licensing order PLEASE DISREGARD THE HEADING OF
was written because the licensee did not have THE FOURTH COLUMN WHICH
Interconnected smoke alarms. STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
The licensee'’s application for assisted living FEDERAL DEFICIENCIES ONLY. THIS
licensure sighed June 6, 2025, by licensed WILL APPEAR ON EACH PAGE.
assisted living director (LALD)-A indicated the
licensee read and understood Minnesota statue THERE IS NO REQUIREMENT TO
144G 45. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
On March 27, 2026, at 11:00 a.m., an onsite visit STATUTES.
was conducted. The investigator observed the
physical environment of the facility. THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
West Metro Fire-Rescue Complete Inspection REFLECTS THE SCOPE AND LEVEL
Report dated April 10, 2026, indicated there was ISSUED PURSUANT TO 144G.31
a violation of the fire code when smoke alarms SUBDIVISION 1-3.
and carbon monoxide detectors were not
Interconnected throughout the facility.
No further information was provided
TIME PERIOD FOR CORRECTION: Seven (7)
days
0 790 144G .45 Subd. 2 (a) (2-3) Fire protection and 0 790
SS=F | physical environment
(2) Install and maintain portable fire extinguishers
In accordance with the State Fire Code;
(3) install portable fire extinguishers having a

Minnesota Department of Health
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minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

This MN Requirement Is not met as evidenced
by:

Based on observation and record review, the
licensee failed to maintain portable fire
extinguishers in accordance with the State Fire
Code as required by MN Statute 144G .45
Subd(a)(2). This had the potential to directly
affect all residents and staff.

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

The findings include:

The licensee'’s application for assisted living
licensure sighed June 6, 2025, by licensed
assisted living director (LALD)-A indicated the
licensee read and understood Minnesota statue
144G 45.

On March 27, 2026, at 11:00 a.m., an onsite visit
was conducted. The investigator observed the
physical environment of the facility.
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West Metro Fire-Rescue Complete Inspection
Report dated April 10, 2026, indicated there was
a violation of the fire code when the extinguisher
was expired.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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