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this document for deficiencies
related to 410 IAC 7-24.

written procedure was signed and
dated asapproved by the VNA
registered dietician on 9-2-16.
Responsible party: VNA Registered
Dietician

188 Volunteersand staff who
re-thermalize patient meals will be
re-trained per facilityprocedure
regarding re-thermalizing of all
foods to appropriate and
safetemperatures. In-servicing will
becompleted by September 25th,
2016. Responsible party: VNA
Registered Dietician

191 Volunteersand staff will be
retrained on facility policy regarding
labeling and dating ofall foods in the
refrigerator and freezer. In-servicing
will be completed by September
25th, 2016. Responsible party: VNA
Registered Dietician

295 Ice dispensing machine will
be cleaned twicedaily and de-limed
per manufacturer’s guidelines.
Documentation will be kept on file.
Process began on 6-21-16.
Responsible party: VNA Registered
Dietician

118 The VNA hasalways
employed a Registered Dietician,
Michelle Murphy-Wise who was
never acertified food handler.
Facility wasunaware of this
requirement as it was never cited
previously. A new Registered
Dietician has beenemployed. VNA
will ensure a staff memberobtains a
certified food handler certificate by
10-3-16. Responsible party: VNA
Registered Dietician
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