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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 April 3, 2014

 

Indiana State Department of 

Health

Indiana Retail Food Inspection

 

Survey Date: 03/26/2014

 

Indiana University Health Hospice 

House   5811

2810 S. Deborah Drive

Bloomington, Indiana 47403

 

Plan of Correction

Submitted by: Cynthia Templeton, 

Administrative Director

                        Indiana University 

Health Hospice House

 

Event ID# KI8L11

Violation – Code Section - 191

Finding(s): 1

The stand-up refrigerator was 

observed storing an opened 

package of cheese that had a 

labeled date affixed to it of 

10/06/2013.  The potentially 

hazardous food (opened package 

of sliced cheese) was not 

discarded in 7 days.  At 12:30 

PM, staff member #1 confirmed 

the dated label was the date the 

package of cheese was opened.

 

1.    Plan of Correction:

The violation was corrected on 

3/26/2014.  The opened package 

of bulk cheese was immediately 

discarded as evidenced by the 

Indiana Retail Food Inspector, 

04/03/2014  12:00:00AM
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2.    Prevention Strategy

Individually wrapped portions of 

cheese will be purchased and 

used by the “used by date” as 

specified on the package.  

Indiana University Health Hospice 

House will no longer purchase 

bulk cheese.

 

3.    Responsibility

The Registered Dietician for the 

Indiana University Health Hospice 

House will purchase individually 

wrapped portions of cheese for 

use at the Hospice House. The 

individually wrapped portions of 

cheese will be used by the “used 

by date” as specified on the 

package.

 

4.    Implementation Date

The implementation date for this 

change in procedure is 4/3/2014.  

Staff members at Indiana 

University Health Hospice House 

were in-serviced on this change 

in procedure on 4/3/2014 via 

email notification to staff and flyer 

notifications placed in all staff 

mailboxes at Indiana University 

Health Hospice House.  The 

Registered Dietician and the 

Indiana University Health Hospice 

House staff will monitor opened 

food and assure it is used by the 

“used by date” as specified on the 

package.  The Clinical Director of 

Indiana University Health Hospice 

will be responsible for assuring 
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