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This was the 2013 ISDH Annual 

Compliance Survey based on the 

Retail Food Establishment 

Sanitation Requirements at 410 

IAC 7-24.   

Facility Number:  008300

Survey Dates:  8/27/2013

Surveyors:     Albert Daeger, CFM, 

SFPIO

                      Medical Surveyor

Quality Review:  Joyce Elder, 

MSN, BSN, RN

September 4, 2013
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to 

continued program participation.
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On 9-12-13 and 9-13-13, Staff 

Education will be completed with 

bedside caregivers. The 

education will be conducted by 

Supervisor regarding proper 

ranges and accurate 

documentation of food 

temperatures. Education 

regarding potential harm to 

patient will be discussed and 

reviewed. Delivery of food at 

required temperature will be 

discussed and documentation 

demonstrated by Supervisor.    

Documentation will be monitored 

monthly by QI Education 

Coordinator and Supervisor.

09/12/2013  12:00:00AMS009999

Please see the Retail Food 

Establishment Inspection 

Report-Electronic included with 

this document for deficiencies 

related to 410 IAC 7-24.
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