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S009999

Please see the Retail Food
Establishment Inspection
Report-Electronic included with
this document for deficiencies
related to 410 IAC 7-24.

S009999

Tag 118 1. Deficiency corrected
staff member responsible for
kitchen attended a sure safe
course on 08/27/13 and
recertification exam taken. 2. To
prevent the deficiency from re
occurring the staff member
responsible for the kitchen will
have certification inserted into the
EMR system and a reminder will
be given when certification Is
expired . 3.The responsible
person will be the executive
Director 4. Date deficiency
corrected 05/27/13 Tag 141 A
sign was placed on the
refrigerator door that stated This
refrigerator is for patients only
please do not put any items
Inside unless approved by staff
members All patient items must
be labeled, dated and stored in a
sealed container - Staff members
will be in-serviced on proper
storage of raw foods in the
refrigerator. 2. To prevent this
deficiency from reoccurring the
refrigerator will be checked every
2 hours for proper storage of raw
items while patients are housed
in the facility. 3. The responsible
party will be the clinical manger
4.Date deficiency will be
completed 10/01/2013 Tag 173 1.
the shrimp and tomatoes were
discarded and the refrigerator
was sanitized. A sign was placed
on the refrigerator door that
stated "This refrigerator is for
patients only please do not put

09/03/2013
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sign stating "All patient items
must be labeled, dated and
stored in a sealed container."

on washing storing vegtables.
To prevent this deficiency from
reoccurring the refrigerator will

storage of raw items while

the clinical manger 4.Date
deficiency will be completed
10/01/201 Tag 303 1. A log of

kept daily when patients are
housed in the unit. Staff was

and document in the log book.
To prevent reoccurrence the
temperature log book will be

are housed in the facility. 3. Th
clinical manger whit be
responsible for this. 4. Date
deficiency corrected 09/03/13

basic sanitation practices were

making , cleanliness, proper
concentration of sanitizer and
following facility loud related
policies and procedures for

1.The kitchen staff was
in-serviced on basic sanitation
practices , dating patient food
items, cleaning utensils,
refrigerator, and all contact are

any items inside unless approved
by staff members ". and another

Staff members will be in-serviced

checked every 2 hours for proper

patients are housed in the facility.
3. The responsible party will be

dishwasher temperatures will be

In-serviced on the procedure to

obtain dishwasher temperature

monitored weekly when patients

Tag119 The PIC did not ensure

followed and this included date

preventing cross contamination.

2.

be

2.

e

as.
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In addition, kitchen staff was
in-serviced on preventing cross
contamination. 2. To prevent this
from reoccurring the clinical
manger will make weekly visits to
assess the kitchen and monitor
for cleanliness, dates, and cross
contamination. 3. The clinical
manger will be responsible for
this 4. Dale deficiency corrected
10/01/13 Tag 218 Wooden
cabinet broken under 2
comportment sink 1. Wooden
cabinet repaired 09/03/13 2. To
prevent reoccurrence clinical
monger will monitor kitchen area
weekly to determine if repairs are
necessary 3.Clinical manger will
he responsible for this 4. Mete
deficiency corrected 09/03/13
Tag 295 1.The refrigerator was
sanitized end cleansed . Staff
was in-servi ced on procedure to
clean the refrigerator and the
need for cleanliness 2.To prevent
reoccurrence the clinical manger
wilt examine the kitchen area
weekly when patients are housed
in the facility 3 Clinical manger
will be responsible for this 4. Date
deficiency corrected 09/03/13 Tag
187 1. The deficiency was
corrected by initiating a log of all
hot and cold foods prepared for
patients when they are medically
able to consume nutrition. The
staff members were in-serviced
on the correct technique to obtain
temperatures of food and how to
document temperatures of food in
the food log manual. 2. To
prevent the deficiency from
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reoccurring temperature logs will
be monitored weekly by the
clinical manger when patients are
housed in the unit. 3. The clinical
manger will be responsible for
this 4. Date deficiency corrected
09/03/13 Tag 191 1.The
deficiency was corrected
immediately by labeling and
dating the protein shake bottle.
Staff will be in-serviced on
labeling and dating foods stored
in the refrigerator, 2 To prevent
this deficiency from reoccurring
the clinical manger will monitor
the refigerator every 2 hours
when patients are housed in the
facility. 3. The clinical manger will
be responsible for this. 4. Date
deficiency corrected 09/03/13 Tag
294 1. The deficiency was
corrected immediately and a new
sanitizing concentration of 50-90
ppm was mixed. All areas were
cleansed with appropriate
sanitizer. All staff was in-serviced
on the preparation of sanitizer
and procedure to sanitize
counters, refrigerator and all
areas in contact with food
preparation area. 2. To prevent
reoccurrence a log will be kept
documenting sanitizing
concentration when patients are
housed in the facility. 3. The
clinical manger will be
responsible for this 4. Date
deficiency corrected 09/03/13
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