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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.
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