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This was the 2014 ISDH Annual 

Compliance Survey based on the 

Retail Food Establishment 

Sanitation Requirements at 410 

IAC 7-24.   

Facility Number:  005809

Survey Dates:  4/09/2014

Surveyors:     Albert Daeger, CFM, 

SFPIO

                     Medical Surveyor

Quality Review:  Joyce Elder, 

MSN, BSN, RN

April 10, 2014
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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 410 

IAC                                                    

                            4/10/14

Code Section 166

Patient Care Coordinator, Linda 

Morris, RN

and QI/Educator, Kari 

Kendricks,RN, will

inservice all inpatient staff regarding

food temperature safety, as follows:

Scheduled meals will be delivered to 

the

inpatient unit by the dietary 

department.

Hospice staff will take the 

temperature

of one hot food and one cold food 

each

Monday, during a meal delivery and

document in the Unit Log. This

may be breakfast, lunch or dinner.

Hospice staff will deliver food to the

patients if the temperatures meet the

following guidelines: hot food

temperature is 135 degrees 

Fahrenheit

or above; cold food temperature is 41

degrees Fahrenheit or colder.

 

Ongoing quality improvement 

monitoring     5/10/14

will be conducted monthly by 

QI/Educator,

Kari Kendricks, RN on unit  and

reported in QI Indicators

04/10/2014  12:00:00AM

State Form Event ID: MWS011 Facility ID: 005809 If continuation sheet Page 2 of 2


