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This was the 2012 ISDH Annual 

Compliance Survey based on the Retail 

Food Establishment Sanitation 

Requirements at 410 IAC 7-24.   

Facility Number:  003611

Survey Dates: 4/18/2012

Surveyors:     Albert Daeger, CFM, 

SFPIO

                     Medical Surveyor

Quality Review:  Joyce Elder, MSN, 

BSN, RN

April 27, 2012
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to 
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S9999 - The Executive Director 

has inserviced all staff on the 

proper refridgerator temperature 

of 41 degrees F or less.    The 

incorrect signage was removed 

from the stand-up refridgerator 

and a new sign was placed 

stating that the refridgerator 

temperature must always be 41 

degrees F or less.  The 

temperature of the stand-up 

refridgerator will be checked daily 

and recorded to ensure proper 

temperature of 41 degrees F or 

less.    These changes were all in 

place as of the end of the 

workday on April 18, 2012.  The 

Executive Director will monitor 

ongoing complaince of this 

standard.   

04/18/2012  12:00:00AMS9999

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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