
 

STATE LICENSING COMPLIANCE REPORT
Report #: HL304847762C Date Concluded: December 18, 2025

Name, Address, and County of Facility 
Investigated:
Autumn Hills Assisted Living 
2528 Park Ave
Bemidji, MN 56601
Beltrami County 

Facility Type: Assisted Living Facility (ALF) Evaluator’s Name: Kevin Sedivy 

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.

https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html
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On  November  18,  2025,  the  Minnesota
Department  of Health  initiated  an  investigation  of
complaint  #HL304847762C.  No correction  orders
are  issued.
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