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This was the 2015 ISDH Annual
Compliance Survey based on the
Retail Food Establishment
Sanitation Requirements at 410
IAC 7-24.
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Survey Dates: 1/8/2015
Surveyors:  Albert Daeger, CFM,
SFPIO
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Please see the Retail Food of raw or undercooked foods
. . ofanimal origin
Establishment Inspection Deficiency was corrected by
Report-Electronic included with adding a disclaimer to the
this document for deficiencies patient's menu to alertpatient
and/or family that eggs cooked to
related to 410 IAC 7-24. less than 135 degrees Fahrenheit
maybe hazardous. The Hospice
registered dietician, Michele
Murphy Wise, RD, will
reviewmonthly that the disclaimer
is present on menus and will be
responsible forassuring that the
deficiency will not reoccur in the
future.
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