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This was the 2014 ISDH Annual 
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IAC 7-24.   

Facility Number:  005119

Survey Dates: 1/15/2014

Surveyors:     Albert Daeger, 

CFM, SFPIO

                     Medical Surveyor

Quality Review:  Joyce Elder, 

MSN, BSN, RN

January 27, 2014

 S000000

 S009999

 

Please see the Retail Food 

Establishment Inspection 

Report-Electronic included with 

This deficiency was corrected by 

immediately removing the 

low-temperature dishwashing 

detergent from the kitchen area 

and replacing it with the 

hi-temperature dishwashing 
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this document for deficiencies 

related to 410 IAC 7-24.

detergeent as specified  on the 

label.   This was obtained by local 

resources. To keep this 

deficiency from recurring the 

supplier of the dishwashing 

detergent was notified of the need 

to only send dishwashing 

detergent that specified on the 

label that it was to be used in 

hi-temperature dishwashers.  All 

kitchen staff were notified of the 

change and inserviced to only use 

detergent that is specified to be 

used in hi-temperature 

dishwashers. The Administrator 

will be responsible for ensuring 

that this correction plan is 

impolemented.

State Form Event ID: QC5G11 Facility ID: 005119 If continuation sheet Page 2 of 2


