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

S009999

The deficiency was corrected
during the inspection when the
open container of milk was
immediately discarded.
Completion Date: 08-27-2013
The Volunteer Coordinator mailed
a letter to all WJR Memorial
Residence volunteers
re-educating on the safe storage
and disposal of potentially
hazardous foods. The letter

was also distributed to staff
members. The letter

instructs volunteers and staff that
TCS/potentially hazardous foods
can be safely kept at 41 degrees
Fahrenheit or lower for a
maximum of 7 days.
TCS/potentially hazardous foods
need to be labeled with an open
date and discard date when the
original container is opened. The
letter also instructs volunteers
and staff to document the name
of the food item and the cooked
food temperature on the Food
Temperature Log. There is a
safe cook temperature chart in
the kitchen for volunteer and staff
to reference. Meat, eggs, poultry,
fish or shellfish that are cooked in
the microwave must be cooked to
at least 165 degrees Fahrenheit.
The letter was also posted in the
kitchen and staff

room. Completion Date:
09-10-2013 The Volunteer
Coordinator updated the
Volunteer Task List to include
labeling TCS/potentially

08/27/2013
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hazardous foods with both the
opened and discard dates. The
Food Temperature Log was
updated to include the food item
and the cooked temperature.
Completion Date: 09-05-2013
The WJR Food Service Self
Study Module for volunteers and
staff was updated with additional
information on labeling, storing
and cooking TCS/potentially
hazardous foods. Completion
Date: 09-10-2013 The Plan of
Correction was reviewed with
Hospice of the Calumet Area's
Registered Dietician. Completion
Date: 09-10-2013 The Volunteer
Coordinator will conduct weekly
onsite inspections for 4 weeks to
ensure volunteer and staff
compliance. Completion Date:
10-12-2013 If no compliance
issues after 4 weeks, the
Volunteer Coordinator will do
random inspections. Completion
Date: Ongoing As noted above,
the Volunteer Coordinator has
been responsible for the action
steps. The PI Coordinator is
responsible for the overall
correction and ensuring the
deficiency will not reoccur.
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