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July 30, 2026

Licensee
Timber Creek Assisted Living LLC
3312 64th  Ave North
Brooklyn Center,  MN 55429

RE: Project Number(s) SL41636015

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 30, 2026, for the  purpose
assessing compliance with state  licensing statutes.  At the  time of the  survey, the  Minnesota
De part  me nt of Health no te  d violati ons of the laws pu rsuant  to  Mi nne  sota  St atu  te,  Chapt er 14 4G.

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 . . ."

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:

An equal  opportunity  employer. Letter ID: 9GJX Revised 06/15/2026



Timber Creek Assisted Living LLC
July 30, 2026
Page 2

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;
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:

0810 - 144g.45 Subd. 2 (b-F) - Fire Protection  And Physical Environment  - $500.00

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
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
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

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
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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 MDH within 15 business  days of the  correction  order
receipt  date.  The request  must  contain  a brief and plain statement  describing each  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 request  a reconsideration  or a hearing,  but  not  both.  If you wish to  contest  tags without  fines 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,

Renee Anderson, Supervisor
State  Evaluation Team
Email: Renee.L.Anderson@state. mn.us
Telephone:  651-201-5871 Fax: 1-866-890-9290

JMD
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*****ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDERS

In accordance  with Minnesota  Statutes,  section
144G. 08  to 144G. 95  this  correction  order( s)  has
been  issued  pursuant  to a  survey.

Determination  of whether  a  violation has  been
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:
SL41636015- 0

On  June  29,  2026,  through  June  30,  2026,  the
Minnesota  Department  of Health  conducted  an
initial survey  at  the  above  provider,  and  the
following correction  orders  are  issued.  At the  time
of the  survey,  there  were  four (4) residents;  four
residents  receiving  services  under  the  provider' s
Provisional  Assisted  Living Facility 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 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.

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.

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

0 480
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(a)  Except  as  provided  in paragraph  (b), food
must  be  prepared  and  served  according  to the
Minnesota  Food  Code,  Minnesota  Rules,  chapter
4626.
(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

0 480

Minnesota  Department  of Health
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allowed  provided  the  facility keeps  them  clean
and  in good  condition;
(6) notwithstanding  Minnesota  Rules,  part
4626. 1375,  shielded  or shatter- resistant
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)  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,  Food  and
Beverage  Establishment  Inspection  Report
(FBEIR)  dated  June  29,  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
Minnesota  Department  of Health
STATE FORM 6899 LSTT11 If continuation  sheet  3 of 11
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to the  FBEIR for any  compliance  dates.

0 480

0 810  144G. 45  Subd.  2 (b-f) Fire  protection  and
SS= F 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
required  to initiate  the  evacuation  drill.

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  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

0 810

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
June  30,  2026,  for the  specific  violations  related
the  physical  environment  under  Minnesota
Statute  144G.

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

0 970  144G. 50  Subd.  5 Waivers  of liability prohibited
SS= C

The  contract  must  not  include  a  waiver  of facility
liability for the  health  and  safety  or personal
property  of a  resident.  The  contract  must  not
include  any  provision  that  the  facility knows  or
should  know  to be  deceptive,  unlawful,  or
unenforceable  under  state  or federal  law, nor
include  any  provision  that  requires  or implies  a
lesser  standard  of care  or responsibility  than  is

0 970

Minnesota  Department  of Health
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required  by law.

0 970

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  include  language  waiving the
facility's  liability for health,  safety,  or personal
property  of a  resident.  This  had  the  potential  to
affect  all residents.

This  practice  resulted  in a  level  one  violation (a
violation that  has  not  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 of
the  residents) .

The  findings  include:

R1
R1 was  admitted  to the  licensee  on  June  24,
2025,  and  began  receiving  assisted  living
services.

R1's  Addendum  to Contract- Waiver  dated  June
24,  2025,  indicated  R1  received  services  which
included  assistance  with activities,  appointments,
bathing,  bed  repositioning,  continuous  glucose
monitoring,  incontinent  care,  housekeeping,
laundry,  equipment  care,  behavior  management,
meal  preparation,  medication  administration,
toileting,  skin  care,  safety  checks,  meal
preparation/ serving,  and  obtaining  vital signs.

R1' s  record  contained  an  Assisted  Living Contract
dated  June  24,  2025.

Minnesota  Department  of Health
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R2
R2 was  admitted  to the  licensee  on  April 17,
2026,  and  began  receiving  assisted  living
services.

0 970

R2's  Addendum  to Contract- Waiver  dated  April
18,  2026,  indicated  R2  received  services  which
included  assistance  with activities,  appointments,
grooming,  housekeeping,  laundry,  bed  making,
behavior  management,  meal  preparation,
medication  administration,  skin  care,  safety
checks,  meal  preparation/ serving,  and  obtaining
vital signs.

R2' s  record  contained  an  Assisted  Living Contract
dated  April 14,  2026.

R1 and  R2's  Assisted  Living Contract' s
respectively,  included  the  following section,
waving  the  licensee' s  liability for the  health  and
safety  or personal  property  of the  resident:

"Miscellaneous  Provisions
1.  Responsibilities.  The  resident  is responsible  to
protect  their  own interests  outside  what  is
covered  in this  agreement.  The  resident
acknowledges  that  [licensee]  is not  an  insurer  of
the  resident' s  person  or property.  The  resident
agrees  that  resident  shall  be  responsible  for any
personal  injury or property  damage  (including,
without  limitation,  damage  to, or loss  or theft  of,
automobiles  or personal  property  of resident)
suffered  by the  resident  or the  resident' s  agents,
guests,  or invitees,  unless  and  to the  extent  that
the  injury or damage  was  caused  by negligence
of [licensee]  or its employees  or agents. "

On  June  29,  2026,  at  11:02  a. m. , licensed
assisted  living director  (LALD)-A stated  licensee
received  their  contact  by a  third-party  consultant
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and  was  unaware  the  contract  they  had  been
using  contained  liability language.  LALD-A further
stated  "now that  I know  more,  I'm going  to start
fixings things,  and  creating  my own forms. "
Moreover,  LALD-A stated  the  blank  contract
provided  to surveyor  was  the  same  contract  used
for all licensee' s  residents.

0 970

No further  information  was  provided.

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

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

02310

(a)  Residents  have  the  right to care  and  assisted
living services  that  are  appropriate  based  on  the
resident' s  needs  and  according  to an  up- to-date
service  plan  subject  to accepted  health  care
standards.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  care  and
services  were  provided  according  to a  suitable
and  up- to-date  plan,  and  subject  to acceptable
health  care  and  medical,  or nursing  standards
with storage  of oxygen  (O2)  cylinders,  to prevent
tipping  or damage,  for one  of one  resident  (R1) .

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
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
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the  residents) .

02310

The  findings  include:

R1's  diagnoses  included  but  are  not  limited to
depression,  diabetes  mellitus  type  2,  congestive
heart  failure,  hypothyroidism,  shortness  of breath,
and  dependence  on  supplemental  oxygen.

R1' s  medication  administration  record  dated  June
2026,  indicated  oxygen  delivery  at  2-4L
(liters) /min (minute)  was  to be  applied  via nasal
cannula  (a  device  used  to deliver  supplemental
O2  or increased  airflow to a  person  in need  of
respiratory  assistance)  to keep  O2  sats
(saturation,  the  fraction  of oxygen  saturation  in
hemoglobin  protein  in red  blood  cells  that  carries
O2  in a  person' s  body  relative  to total  hemoglobin
in the  blood)  at  or above  90% .

R1's  individualized  treatment  and  therapy  plan
dated  June  25,  2025,  indicated  staff  would  ensure
oxygen  was  set  at  2L and  tubing  was  connected.
Furthermore,  staff  would  notify R1  or the  nurse  if
oxygen  tanks  needed  to be  refilled.  Moreover,  the
registered  nurse  (RN) would  review  and
document  effectiveness  of treatment,  provide
education  to R1  as  needed,  and  communicate
concerns  to R1' s  provider.

R1's  admission  assessment  dated  June  25,
2025,  indicated  R1  was  independent  with
respiratory  equipment,  and  she  required  no
assistance  with her  oxygen.

On  June  30,  2026,  at  11:20  a. m. , surveyor  went
to R1' s  room  to ensure  all R1' s  oxygen  tanks  had
been  stored  properly.  Upon  arrival  at  R1's  room,
R1 was  observed  removing  one  black  carrying
case,  which  had  one  (1) green  and  silver  oxygen
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cylinder,  approximately  3.2 inches  in diameter
and  11.5 inches  in height  from underneath  her
bed.

02310

On  June  30,  2026,  at  11:22  a. m. , surveyor
observed  clinical nurse  supervisor  (CNS) -B open
the  hallway  closet,  next  to R1' s  room,  where
additional  oxygen  tanks  had  been  stored.
Surveyor  observed  four (4) green  and  silver
oxygen  cylinder' s  approximately  3.2 inches  in
diameter  and  11.5 inches  in height  and  five (5)
green  and  silver  oxygen  cylinder' s  approximately
4.3 inches  in diameter  and  16. 5 inches  in height,
inside  the  hallway  closet,  next  to R1' s  room,
stored  on  the  floor, upright  and  unsecured.

On  June  30,  2026,  at  11:25  p.m. , CNS- B stated
she  was  unaware  oxygen  cylinders  were  required
to be  stored  in oxygen  racks  or be  secured  to a
wall and  placed  upright  at  all times.  CNS- B
further  stated  she  would  call the  company  that
provided  the  oxygen  cylinders  to R1  and  have
them  deliver  an  oxygen  storage  rack  to place  the
unsecured  oxygen  cylinders  in.

The  licensee' s  Equipment  Safety  policy dated
August  1,  2025,  indicated  that  all equipment  used
by residents  would  be  clean  and  in good  working
order.  Furthermore,  the  manufacturer' s
specifications  and  guidelines  would  be  followed
for equipment  operation  and  safety.

Minnesota  Department  of Health  Oxygen  Cylinder
Storage  Requirements  dated  April 16,  2020,
indicated;
- Volumes  less  than  300  ft³ of oxygen  may  be
stored  per  smoke  compartment  in any  room  or
alcove  without  special  requirements  for that
room,  and;
- Cylinders  must  be  secured  (chains  or racks)  to
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prevent  them  from falling over.

02310

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
Timber Creek Assisted Living
3312 64TH AVE N
Brooklyn Center, MN 55429
Hennepin County
Parcel:

Phone:

License Info
License: HFID 41636

Risk:
License:
Expires on:
CFPM: MUNA SHARMARKE ALI
CFPM #: 60877; Exp: 8-17-2028

Inspection Info
Report Number: F1062261136
Inspection Type: Full - Single
Date: 6/29/2026 Time: 12:00 PM
Duration: minutes
Announced Inspection:
Total Priority 1 Orders: 0
Total Priority 2 Orders: 0
Total Priority 3 Orders: 1
Delivery: Emailed

New Order: 3-300C Protection from Contamination: equipment/utensils, consumers
3-304.12B Priority Level: Priority 3 CFP#: 43
MN Rule 4626.0275B Store the food preparation and dispensing utensil in a food that is not TCS food with the handles
above the top of the food within containers or equipment that can be closed such as bins of sugar, flour or cinnamon.
COMMENT: OBSERVED SCOOP IN BIN OF SUGAR RESTING WITH HANDLE IN CONTACT WITH SUGAR. ENSURE
HAND CONTACT SURFACES ARE NOT IN CONTACT WITH FOOD WHEN FOOD DISPENSING UTENSILS ARE
STORED IN CONTAINERS WITH FOOD.
Comply By: 6/29/2026 Originally Issued On: 6/29/2026

Food & Beverage General Comment
INSPECTION CONDUCTED ON BEHALF OF RHONDA MAKELA (HRD).

TILE BACKSPLASH AND FLOOR. LAMINATE COUNTERS

DISCUSSED LEFTOVER PROHIBITION, HOT WATER SANITIZER TESTING, AND STORING UTENSILS WITH FOOD.

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 F1062261136 from 6/29/2026

MUNA SHARMARKE ALI
OPERATOR

Nicholas Streeter, RS
Public Health Sanitarian 2
nicholas.streeter@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
Timber Creek Assisted Living
Brooklyn Center
County/Group: Hennepin County

Inspection Info
Report Number: F1062261136

Inspection Type: Full
Date: 6/29/2026
Time: 12:00 PM

Food Temperature: Product/Item/Unit: MILK; Temperature Process: Cold-Holding
Location: Refrigerator at 40 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
Timber Creek Assisted Living
Brooklyn Center
County/Group: Hennepin County

Sanitizer Observations/Recordings Page: 1

Inspection Info
Report Number: F1062261136

Inspection Type: Full
Date: 6/29/2026
Time: 12:00 PM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen Equal To 170 Degrees F.
Comment:
Violation Issued?: No



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

Project No: SL41636015-0 Date: 6/30/2026

Facility Name: TIMBER CREEK ASSISTED LIVING

Facility Address: 3312 64TH AVE N; BROOKLYN CENTER, MN 55429

�  TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 2; Widespread 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
employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45 subd.2]

Comments: The FSEP failed to provide specific employee actions to take in the event of a fire or similar
emergency relative to the facility's building layout and environmental risks. The plan included the acronym
R.A.C.E. (Rescue, Alarm, Confine and Extinguish or Evacuate) but failed to include procedures for how staff
are to complete each step.

Project Number: SL41636015-0
Facility Name: TIMBER CREEK ASSISTED LIVING Date:6/30/2026
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