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July 10, 2026

Licensee
Live In Care Home Health LLC
8625 Cherokee Drive North
Brooklyn Park, MN 55428

RE: Project Number(s) SL42074015

Dear Licensee:

Thi s is your off icia l notic e th at  you have been  gra nt  ed your  assiste  d livin g faci lity li cense.  You r
license effective and expiration dates  remain  the  same  as on your provisional license. Your updated
stat  us wil l be listed on the  licens e cert  ificate at  rene  wal and thi s le tte  r se rves as proof in the
meantime.  If you have not  received a letter  from us with information  regarding renewing your license
within 60 days prior to  your expiration  date,  please  contact  us at  (651) 201-5273 or by email at
Health.assistedliving@state. mn.us.

The Minnesota  Department  of Health completed  an initial survey on June 3, 2026, for the  purpose
assessing compliance with state  licensing statutes.  At the  time of the  survey, the  Minnesota
Department  of Health noted  violations of the  laws pursuant  to  Minnesota  Statute,  Chapter  144G.

The Department  of Health 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.  The Department  of Health
documents  state  correction  orders  using federal  software.  Tag numbers  are  assigned to  Minnesota
state  statutes  for Home Care Providers. 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
Per Minn . Sta t. § 144G.30, Sub d. 5(c), th e licens ee  must  doc umen  t ac tion s taken to comply with th e
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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 residents/ 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  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 the  Department  of
Health 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

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,

Jess Schoenecker,  Supervisor
State  Evaluation Team
Email: Jess.Schoenecker@state. mn.us
Telephone:  651-201-3789 Fax: 1-866-890-9290

HHH
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******ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER

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:
SL#42074015

On  June  1,  2026,  through  June  3, 2026,  the
Minnesota  Department  of Health  conducted  a
survey  at  the  above  provider,  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  4 residents;  4 receiving
services  under  the  Provisional  Assisted  Living
license.

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 License
Providers.  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  surveyors'
findings  is the  Time  Period  for Correction.

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
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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  interview  and  record  review,  the
licensee  failed  to develop  and  implement  a
written  staffing  plan  that  included  an  evaluation
completed  by the  clinical nurse  supervisor  (CNS)
at  least  twice  a  year  and  to ensure  a  current
staffing  schedule  was  posted  as  required.  This
had  the  potential  to affect  all residents,  staff,  and
visitors.

This  practice  resulted  in a  level  two violation  (a
Minnesota  Department  of Health
STATE FORM 6899 B97O11 If continuation  sheet  2 of 23
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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  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) .

0 470

The  findings  include:

The  licensee  held  an  assisted  living facility
license  for a  capacity  of 5 (five) residents  and  had
a  current  census  of 4 (four) residents.

STAFFING PLAN
On  June  1,  2026,  at  9:15  a. m. , during  the
entrance  conference,  CNS- B stated  one
unlicensed  personnel  (ULP) worked  each  shift
and  the  shift schedule  was  7:00  a. m.  to 7:00
p.m., and  7:00  p.m.  to 7:00  a. m.

On  June  1,  2026,  at  9:20  a. m. , during  the
entrance  conference,  CNS- B stated  the  licensee
lacked  a  written  staffing  plan  that  included  an
evaluation  completed  by the  CNS- B at  least  twice
a  year  and  was  an  oversight  by the  licensee.

STAFF SCHEDULE
On  June  1,  2026,  at  approximately  10:15  a. m.,
during  a  tour  of the  facility, the  surveyor  observed
by the  front entrance,  a  wall mounted  bulletin
board  that  contained  the  licensee' s  staff
schedule.  The  undated  staff  schedule  indicated
one  ULP worked  each  shift,  and  the  shift
schedule  was  7:00  a. m.  to 3:00  p.m., 3:00  p.m.  to
8:00  p.m. , and  8:00  p.m.  to 7:00  a. m.

On  June  1,  2026,  at  approximately  10:20  a. m.,
CNS- B confirmed  the  licensee' s  posted  staff

Minnesota  Department  of Health
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schedule  was  not  current  and  stated  the  schedule
needed  to be  updated  with the  change  of shift
hours  and  would  update  it soon.

0 470

The  licensee' s  4.06  Staffing  & Scheduling  policy,
dated  February  1,  2024,  indicated  the  CNS  would
develop  and  implement  a  written  staffing  plan  that
included  an  evaluation  completed  by the  CNS
twice  per  year  and  to ensure  a  current  staffing
schedule  was  posted  as  required.

Minnesota  Administrative  Rule  4659. 0180,
Subpart  3 dated  August  11, 2021,  indicated  the
clinical nurse  supervisor  must  develop  and
implement  a  written  staffing  plan  that  provided  an
adequate  number  of qualified  direct- care  staff  to
meet  the  residents'  needs  24  hours  a  day,  seven
days  a  week.  When  developing  a  direct- care
staffing  plan,  the  clinical nurse  supervisor  must
ensure  that  staffing  levels  were  adequate  to
address  the  following:
a.  each  resident' s  needs,  as  identified  in the
resident' s  service  plan  and  assisted  living
contract;
b.  each  resident' s  acuity  level,  as  determined  by
the  most  recent  assessment  or individualized
review;
c.  the  ability of staff  to timely meet  the  residents'
scheduled  and  reasonably  foreseeable
unscheduled  needs  given  the  physical  layout  of
the  facility premises;
d.  whether  the  facility has  a  secured  dementia
care  unit; and
e.  staff  experience,  training,  and  competency.

Minnesota  Administrative  Rule  4659. 0180,
Subpart  4 dated  August  11, 2021,  indicated  the
clinical nurse  supervisor  must  develop  a  24-hour
daily staffing  schedule.  The  schedule  must:
(1) include  direct- care  staff  work schedules  for

Minnesota  Department  of Health
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each  direct- care  staff  member  showing  all work
shifts,  including  days  and  hours  worked;  and
(2) identify the  direct- care  staff  member' s  resident
assignments  or work location.
The  daily work schedule  must  be  posted,  after
redacting  direct- care  staff  members'  resident
assignments,  at  the  beginning  of each  work shift
in a  central  location  in each  building of a  facility or
campus,  accessible  to staff,  residents,
volunteers,  and  the  public.  The  facility shall  not
disclose  any  information  that  is protected  by law
from public  disclosure.

0 470

No further  information  was  provided.

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

0 485  144G. 41  Subdivision  1.a  (a)  Minimum
SS= C requirements;  required  food  services

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.

Minnesota  Department  of Health
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This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  a  menu  was
prepared  at  least  one  week  in advance  and  made
available  to the  residents  and  failed  to ensure  the
assisted  living contract  did not  require  any
resident  to include  and  pay  for meals  as  part  of
their  contract  for one  of one  resident  (R2) .

This  practice  resulted  in a  level  one  violation (a
violation that  has  no  potential  to cause  more  than
a  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  potential  to affect  a  large  portion  or all the
residents) .

The  findings  include:

On  June  1,  2026,  at  approximately  9:45  a. m. ,
during  entrance  conference,  owner/ unlicensed
personnel  (O/ULP)-C stated  the  licensee
provided  three  meals  daily to the  residents.

MENU
On  June  1,  2026,  at  approximately  10:15  a. m.,
during  a  facility tour  of the  kitchen  and  common
areas,  the  surveyor  did not  observe  a  prepared
menu  that  was  available  to all residents.

On  June  1,  2026,  at  approximately  10:20  a. m.,
O/ULP-C acknowledged  a  menu  was  not
available  to all residents  and  stated  the  licensee
currently  did not  have  a  menu  because  the
licensee  prepared  meals  on  demand  for the
residents  based  on  their  preferences  and  was
unaware  of the  menu  requirement.

Minnesota  Department  of Health
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CONTRACT
R2 was  admitted  on  December  30,  2025.

R2's  Resident  Contract  for Assisted  Living dated
December  30,  2025,  on  page  12,  Attachment  A,
section  Fee  Schedule,  indicated  three  meals  per
day  were  included  in the  basic  monthly  fee.

On  June  1,  2026,  at  12:50  p.m. , O/ULP-C
acknowledged  the  licensee' s  assisted  living
contract  required  residents  to pay  for meals  as
part  of their  base  fee.  O/ULP-C also  stated  the
residents'  meals  would  need  to be  removed  from
the  base  fee  in all of the  licensee' s  resident
contracts.

The  licensee' s  12. 01  Food  Service  & Menu
Planning  policy dated  March  11, 2024,  indicated
the  licensee  would  prepare  a  menu  at  least  one
week  in advance  and  provide  it to the  residents.

No further  information  was  provided.

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

0 550  144G. 41  Subd.  7 Resident  grievances;  reporting  0 550
SS= F maltreatment

All facilities  must  post  in a  conspicuous  place
information  about  the  facilities'  grievance
procedure,  and  the  name,  telephone  number,  and
email  contact  information  for the  individuals  who
are  responsible  for handling  resident  grievances.
The  notice  must  also  have  the  contact
information  for the  Office  of Ombudsman  for
Long-Term Care  and  the  Office  of Ombudsman
for Mental  Health  and  Developmental  Disabilities

Minnesota  Department  of Health
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and  must  have  information  for reporting
suspected  maltreatment  to the  Minnesota  Adult
Abuse  Reporting  Center.  The  notice  must  also
state  that  if an  individual  has  a  complaint  about
the  facility or person  providing  services,  the
individual  may  contact  the  Office  of Health  Facility
Complaints  at  the  Minnesota  Department  of
Health.

0 550

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to post  the  required
information  related  to the  grievance  procedure
and  contact  information  for the  name,  telephone
number,  and  e-mail contact  information  for the
individuals  who are  responsible  for handling
resident  grievances.  This  had  the  potential  to
affect  all the  licensee' s  current  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:

On  June  1,  2026,  at  approximately  10:20  a. m.,
during  a  tour  of the  facility, the  surveyor  observed
by the  front entrance,  a  wall mounted  bulletin
board  that  contained  the  licensee' s  grievance
procedure  posting.  The  licensee' s  grievance
procedure  posting  did not  include  the  name,
telephone  number,  and  e- mail contact  information

Minnesota  Department  of Health
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for the  individuals  who were  responsible  for
handling  resident  grievances.

0 550

On  June  1,  2026,  at  10:25  a. m. ,
owner/ unlicensed  personnel  (O/ULP)-C
confirmed  the  licensee' s  grievance  posting  did
not  include  the  required  information.  O/ULP-C
stated  it was  an  oversight  by the  licensee  and
would  update  the  grievance  posting  with the
required  information.

The  licensee' s  2.10  Complaint/ Grievance  Posting
policy dated  February  1,  2024,  indicated  the
licensee  would  provide  the  residents  with written
information  about  how to address  concerns  and
questions  related  to the  residents'  care  and
services.

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

Minnesota  Department  of Health
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(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
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 have  a  written  emergency
preparedness  plan  (EPP)  with all the  required
content.  This  had  the  potential  to affect  all
residents,  employees,  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:

On  June  1,  2026,  at  approximately  12:15  p.m.,
owner/ unlicensed  personnel  (O/ULP)-C provided
a  binder  and  stated  the  contents  were  the
licensee' s  EPP.

The  licensee' s  EPP,  undated,  lacked  an
individualized  plan  to include  all the  required
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content  below:
-hazardous  vulnerability  assessment  (HVA);
-missing  resident  quarterly  review;  and
-EPP  testing  program.

0 680

On  June  1,  2026,  at  approximately  1:25  p.m. ,
O/ULP-C acknowledged  the  licensee' s  EPP
lacked  the  above  listed  required  content.
O/ULP-C stated  the  licensee  was  working  on  the
EPP  and  was  unaware  of all the  EPP  testing
requirements.

The  licensee' s  1.02  Risk  Assessment  - All
Hazards  policy dated  February  1, 2024,  indicated
the  licensee  would  conduct  a  thorough
documented  HVA and  reviewed  it annually.

The  licensee' s  2.28  Missing  Resident  policy dated
February  1,  2024,  indicated  the  licensee  would
review  the  missing  resident  policy at  least
quarterly  and  document  the  review.

The  licensee' s  4.01  Training,  Exercises,  and
Testing  polic,  dated  February  1,  2024,  indicated
the  licensee  would  conduct  two EPP  exercises
annually.

Minnesota  Administrative  Rule  4659. 0100  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. 72,  or successor  requirements.
This  part  referenced  documents,  specifications,
methods,  and  standards  in "State  Operations
Manual  Appendix  Z - Emergency  Preparedness
for All Provider  and  Certified  Supplier  Types:
Interpretive  Guidance. "

No further  information  was  provided.
Minnesota  Department  of Health
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TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days

0 775  144G. 45  Subd.  2.  (a)  Fire  protection  and  physical  0 775
SS= E 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,  record  review,  and
interview,  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  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:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
June  1,  2026,  for the  specific  violations  related
the  physical  environment  under  Minnesota
Statute  144G.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
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days

0 775

0 800  144G. 45  Subd.  2 (a)  (4) Fire  protection  and
SS= E 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,  record  review,  and
interview,  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  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:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
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June  1,  2026,  for the  specific  violations  related
the  physical  environment  under  Minnesota
Statute  144G.

0 800

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

0 810  144G. 45  Subd.  2 (b-f) Fire  protection  and
SS= E 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
every  other  month.  Evacuation  of the  residents  is
not  required.  Fire  alarm  system  activation  is not
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required  to initiate  the  evacuation  drill.

0 810

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  record  review,  and
interview,  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  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:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
June  1,  2026,  for the  specific  violations  related
the  physical  environment  under  Minnesota
Statute  144G.

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

0 910  144G. 50  Subd.  2 (a-b) Contract  information
SS= C

(a)  The  contract  must  include  in a  conspicuous
place  and  manner  on  the  contract  the  legal  name

0 910
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and  the  health  facility identification  of the  facility.
(b) The  contract  must  include  the  name,
telephone  number,  and  physical  mailing  address,
which  may  not  be  a  public  or private  post  office
box,  of:
(1) the  facility and  contracted  service  provider
when  applicable;
(2) the  licensee  of the  facility;
(3) the  managing  agent  of the  facility, if
applicable;  and
(4) the  authorized  agent  for the  facility.

0 910

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to execute  a  written  contract  with
the  required  content  for one  of one  resident  (R2) .

This  practice  resulted  in a  level  one  violation (a
violation that  has  no  potential  to cause  more  than
a  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:

R2 was  admitted  on  December  30,  2025.

On  June  1,  2026,  at  approximately  1:15  p.m. ,
owner/ unlicensed  personnel  (O/ULP)-C provided
R2's  [licensee]  Resident  Contract  for Assisted
Living and  stated  the  contract  was  used  by the
licensee  for all residents  who would  live in the
facility.

R2's  Resident  Contract  for Assisted  Living dated
December  30,  2025,  lacked  inclusion  of the
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licensee' s  Health  Facility Identification  (HFID)
number.

0 910

On  June  1,  2026,  at  approximately  1:20  p.m. ,
O/ULP-C stated  the  licensee  was  not  aware  of
the  requirement  to have  the  HFID number  on  the
contract.

The  licensee' s  1.05  Signing  an  Assisted  Living
Contract  policy dated  March  11, 2024,  indicated
the  licensee  would  fill in all the  blanks  of the
appropriate  assisted  living contract  provided  to
the  resident.

No further  information  was  provided.

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

0 950  144G. 50  Subd.  3 Designation  of representative
SS= C

(a)  Before  or at  the  time  of execution  of an
assisted  living contract,  an  assisted  living facility
must  offer the  resident  the  opportunity  to identify
a  designated  representative  in writing in the
contract  and  must  provide  the  following verbatim
notice  on  a  document  separate  from the  contract:

0 950

"RIGHT TO DESIGNATE  A REPRESENTATIVE
FOR  CERTAIN PURPOSES.

You have  the  right to name  anyone  as  your
"Designated  Representative. " A Designated
Representative  can  assist  you,  receive  certain
information  and  notices  about  you,  including
some  information  related  to your  health  care,  and
advocate  on  your behalf.  A Designated
Representative  does  not  take  the  place  of your
guardian,  conservator,  power  of attorney
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("attorney- in-fact"), or health  care  power  of
attorney  ("health  care  agent" ), if applicable. "

0 950

(b) The  contract  must  contain  a  page  or space  for
the  name  and  contact  information  of the
designated  representative  and  a  box  the  resident
must  initial if the  resident  declines  to name  a
designated  representative.  Notwithstanding
subdivision  1,  paragraph  (f), the  resident  has  the
right at  any  time  to add,  remove,  or change  the
name  and  contact  information  of the  designated
representative.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to offer the  resident  the  opportunity
to identify a  designated  representative  in writing
for in the  contract  and  provide  the  verbatim  notice
on  a  document  separate  from the  contract  for one
of one  resident  (R2) .

This  practice  resulted  in a  level  one  violation (a
violation that  has  no  potential  to cause  more  than
a  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:

R2 was  admitted  on  December  30,  2025.

On  June  1,  2026,  at  approximately  1:15  p.m. ,
owner/ unlicensed  personnel  (O/ULP)-C provided
R2's  [licensee]  Resident  Contract  for Assisted
Living and  stated  the  contract  was  used  by the
licensee  for all residents  who would  live in the
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facility.

0 950

R2's  Resident  Contract  for Assisted  Living dated
December  30,  2025,  lacked  the  opportunity  to
identify a  designated  representative  in writing for
R2.

On  June  1,  2026,  at  1:30  p.m. , O/ULP-C stated
residents  were  allowed  to designate  a
representative  and  verbatim  language  should  be
included  in each  assisted  living contract  and  was
unsure  why that  was  missing  from all the
licensee' s  contracts.  O/ULP-C also  stated  the
licensee  would  need  to update  their  assisted
living contract  to include  the  required  verbatim
notice.

The  licensee' s  1.08  Designated  Representative
policy dated  March  11, 2024,  indicated  the
licensee  would  offer the  resident  the  opportunity
to identify a  representative  in writing.

No further  information  was  provided.

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

01640  144G. 70  Subd.  4 (a-e)  Service  plan,
SS= D implementation  and  revisions  to

01640

(a)  No later  than  14  calendar  days  after  the  date
that  services  are  first provided,  an  assisted  living
facility shall  finalize a  current  written  service  plan.
(b) The  service  plan  and  any  revisions  must
include  a  signature  or other  authentication  by the
facility and  by the  resident  documenting
agreement  on  the  services  to be  provided.  The
service  plan  must  be  revised,  if needed,  based  on
resident  reassessment  under  subdivision  2.  The
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facility must  provide  information  to the  resident
about  changes  to the  facility's  fee  for services
and  how to contact  the  Office  of Ombudsman  for
Long-Term Care  and  the  Office  of Ombudsman
for Mental  Health  and  Developmental  Disabilities.
(c) The  facility must  implement  and  provide  all
services  required  by the  current  service  plan.
(d) The  service  plan  and  the  revised  service  plan
must  be  entered  into the  resident  record,
including  notice  of a  change  in a  resident' s  fees
when  applicable.
(e)  Staff  providing  services  must  be  informed  of
the  current  written  service  plan.

01640

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  current  service  plan
included  a  signature  or other  authentication  by
the  licensee  and  the  resident  or resident' s
designated  representative  to document
agreement  on  the  services  to be  provided  for one
of two residents  (R2) .

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death)  and
was  issued  at  an  isolated  scope  (when  one  or a
limited number  of residents  are  affected  or one  or
a  limited number  of staff  are  involved,  or the
situation  has  occurred  only occasionally) .

The  findings  include:

R2 was  admitted  on  December  30,  2025.

On  June  1,  2026,  at  12:50  p.m. , R2' s  Service
Plan  dated  December  31,  2025,  was  provided  by
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clinical nurse  supervisor  (CNS) -B and  indicated
as  R2' s  current  service  plan  with services  R2  was
receiving.

01640

R2' s  Service  Plan  was  signed  or authenticated  by
the  licensee' s  representative  but  not  signed  or
authenticated  by R2.

On  June  1,  2026,  at  approximately  1:20  p.m. ,
CNS- B confirmed  R2' s  Service  Plan  was  not
signed  by R2.  CNS- B stated  the  licensee  was
aware  that  resident' s  service  plans  needed  to be
signed  by the  resident  or resident' s  representative
and  the  licensee.  CNS- B did not  provide  a  reason
why R2' s  SP  was  not  signed  or authenticated  by
R2.

The  licensee' s  6.08  Service  Plan  policy dated
March  11, 2024,  indicated  the  initial service  plan,
and  any  revisions  to the  resident' s  service  plan
would  be  signed  by the  resident  or the  resident' s
representative  and  the  licensee' s  representative.

No further  information  was  provided.

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

01880  144G. 71  Subd.  19  Storage  of medications
SS= D

An assisted  living facility must  store  all
prescription  medications  in securely  locked  and
substantially  constructed  compartments
according  to the  manufacturer' s  directions  and
permit  only authorized  personnel  to have  access.

01880

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
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review,  the  licensee  failed  to ensure  medications
were  stored  securely  for one  of one  resident  (R2)
reviewed  with medication  management  services.

01880

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:

On  June  1,  2026,  at  9:15  a. m. , during  the
entrance  conference,  clinical nurse  supervisor
(CNS) -B stated  the  licensee  provided  medication
administration  to all the  residents.

On  June  1,  2026,  at  10:25  a. m. , during  a  tour  of
the  facility with CNS- B, in R2' s  bedroom  located
on  the  main  level,  the  surveyor  observed  R2' s
medication  triamcinolone  acetonide  0.1% cream
(anti- inflammatory)  was  stored  out  in the  open  on
top  of a  nightstand  next  to R2's  bed.

R2  was  admitted  on  December  30,  2025.

R2's  Service  Plan  dated  December  31,  2025,
indicated  R2' s  services  provided  included
medication  administration.

R2's  Assessment  dated  April 7,  2026,  indicated
R2' s  medication  management  included  storage  of
all medications  in a  locked  compartment  of the
licensee' s  medication  cart.

R2's  Active Medications  dated  March  9, 2026,
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indicated  triamcinolone  acetonide  0.1% cream
applied  topically  two (2) times  a  day  for up  to
three  (3) weeks.

01880

On  June  1,  2026,  at  10:30  a. m. , CNS- B
acknowledged  R2' s  medication  triamcinolone
acetonide  0.1% cream  was  not  stored  properly
and  was  unsure  why. CNS- B also  stated  all
resident  medications  should  be  stored  in the
licensee' s  locked  medication  cart.

The  licensee' s  7.11 Medication  Storage  policy
dated  February  1,  2024,  indicated  the  licensee
would  assure  that  medications  would  be  stored
consistently  with each  residents'  medication
management  plan.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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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
LIVE IN CARE HOME HEALTH LLC
8625 CHEROKEE DR N
Brooklyn Park, MN 55428
Hennepin County
Parcel:

Phone:

License Info
License: HFID 42074

Risk:
License:
Expires on:
CFPM: At Senevisai
CFPM #: 54361; Exp: 10/29/2027

Inspection Info
Report Number: F7963261076
Inspection Type: Full - Single
Date: 6/1/2026 Time: 4:30:34 PM
Duration: minutes
Announced Inspection: Yes
Total Priority 1 Orders: 0
Total Priority 2 Orders: 0
Total Priority 3 Orders: 0
Delivery: Emailed

No orders were issued for this inspection report.

Food & Beverage General Comment
MET WITH ESTABLISHMENT REPRESENTATIVE KEO PHOMSOUKHA. MDH NURSE SURVEYOR CARL SAMROCK
WAS NOT ON SITE DURING MY INSPECTION.

DISCUSSED THE FOLLOWING-

-EMPLOYEE ILLNESS POLICY AND LOG
-REPORTABLE DISEASES
- VOMIT/FECAL CLEAN UP POLICY
-SAME-DAY FOOD SERVICE REQUIREMENTS
-TESTING OF DISHMACHINE RINSE TEMPERATURE
-RESTRICTIONS FOR HIGHLY SUSCEPTIBLE POPULATIONS

THIS IS A RESIDENTIAL HOME. THERE IS A DISHWASHER THAT IS USED FOR WASHING AND SANITIZING DISHES
AND UTENSILS.
KITCHEN HAS WOOD FLOORS, WOOD CABINETS, GRANITE COUNTERTOPS AND SMOOTH PAINTED CEILING.

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 F7963261076 from 6/1/2026

Keo Phomsoukha Peggy Spadafore,
Public Health Sanitarian Supervisor
651-201-3979
peggy.spadafore@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
LIVE IN CARE HOME HEALTH LLC
Brooklyn Park
County/Group: Hennepin County

Inspection Info
Report Number: F7963261076

Inspection Type: Full
Date: 6/1/2026

Time: 4:30:34 PM

Food Temperature: Product/Item/Unit: 1/2 AND 1/2; Temperature Process:
Location: REFRIGERATOR at 38 Degrees F.
Comment:
Violation Issued?: No

Food Temperature: Product/Item/Unit: CKD PORK; Temperature Process:
Location: REFRIGERATOR at 38 Degrees F.
Comment:
Violation Issued?: No



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

Sanitizer Observations/Recordings Page: 1

Establishment Info
LIVE IN CARE HOME HEALTH LLC
Brooklyn Park
County/Group: Hennepin County

Inspection Info
Report Number: F7963261076

Inspection Type: Full
Date: 6/1/2026

Time: 4:30:34 PM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process:
Location: DISHWASHER RINSE Equal To 160 Degrees F.
Comment:
Violation Issued?: No



Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL42074015-0 Date: June 1, 2026

Facility Name: LIVE IN CARE HOME HEALTH LLC

Facility Address: 8625 CHEROKEE DRIVE N, BROOKLYN PARK, MN 55428

�  TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Pattern 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. A means of egress shall be free from obstructions that would prevent its use. [Minn. Stat. 144G.45
subd. 2; MSFC 1031.3]

Comments: In occupied resident bedroom four, the egress window was obstructed by the placement of
furniture and storage of personal items in front of the window. Improper storage would delay exiting
through an egress window in the event of an emergency.

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

Comments: There was an uncovered electrical junction box on the ceiling in the basement laundry
room. Electrical systems shall be maintained to prevent accidental contact with live electrical
components by the building occupants.

4. Relocatable power taps (power strips) shall be directly connected to a permanently installed
receptacle. [Minn. Stat. 144G.45 subd. 2; MSFC 604.4.2]

Comments: Two power strips were daisy chained in occupied resident room four. These relocatable
power taps were disconnected by the licensee during the tour.

5. Extension cords and flexible cords shall not be a substitute for permanent wiring. appliances. [Minn.
Stat. 144G.45 subd. 2; MSFC 604.5]

Project Number: SL42074015-0
Facility Name: LIVE IN CARE HOME HEALTH LLC Date: JUNE 1, 2026

Page | 1



Comments: Extension cords were used to supply power to personal electronics in occupied resident
room three. These extension cords were removed by the licensee during the tour.

�  TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 2; Pattern TIME PERIOD OF CORRECTION: Seven (7) 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:
- The clothes dryer vent was disconnected. The venting shall be properly maintained to limit excessive
moisture from being released into the air and to prevent flammable lint accumulation.
- In resident room two, there was a hole in the door.
- In resident room one, the sliding closet door handle was missing from one panel.
- In the main floor shared resident bathroom, the hand towel hook was not securely attached to the
wall.
- The basement kitchenette ceiling was water stained. The licensee stated they did not know what
caused the stain and were already aware of this condition.
- In the basement bathroom, the walk-in shower floor/wall junction was soiled. Additionally, one light
bulb was missing, and one bulb was burnt out in the fixture above the sink vanity.
- In the dining room storage closet, there were gaps around the ceiling access panel. Ceiling panels shall
be installed to maintain the fire-resistive barrier of the ceiling.

�  TAG IDENTIFICATION: 0810

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

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include 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. [Minn. Stat. 144G.45 subd.2]

Comments: The fire safety and evacuation plan lacked individualized evacuation procedures for one
resident who had been identified as level two and requiring moderate assistance in the event of an
evacuation.

Project Number: SL42074015-0
Facility Name: LIVE IN CARE HOME HEALTH LLC Date: JUNE 1, 2026
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2. 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 surveyor requested records for evacuation drills completed between December 2025
and June 2026, from the licensee. Fire drill reports were provided indicating drills were completed in
January and February 2026. The licensee failed to complete evacuation drills at a frequency of every
other month.

Project Number: SL42074015-0
Facility Name: LIVE IN CARE HOME HEALTH LLC Date: JUNE 1, 2026
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