DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/24/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: 00 COMPLETED
A\, BUILDING
151581 L WING 04/18/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2714 169TH ST
BLUE SKIES HOSPICE INCORPORATED HAMMOND, IN 46323
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X3)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
S0000
S0000
This was the 2012 ISDH Annual
Compliance Survey based on the Retail
Food Establishment Sanitation
Requirements at 410 IAC 7-24.
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S9999

Please see the Retail Food Establishment
Inspection Report-Electronic included
with this document for deficiencies
related to 410 IAC 7-24.

S9999

S9999 - The Executive Director
has inserviced all staff on the
proper refridgerator temperature
of 41 degrees F orless. 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
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