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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.
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CORRECTIONS Steps Taken:
1. On 4/10/12, a policy on the
requirements of delivery of food
service was initiated (Attachment
1). 2. On 4/13/12, a program to
ensure that the food delivered to
hospice patients meets

410 IAC 7-24 (temperature of
food to be 135 or above for hot
food and 41 or below for cold
food) was implemented. Ongoing
Compliance: This program
requires frequent and random
testing of food at the point of
delivery/service to the patient.
This data will be gathered,
maintained and evaluated by
hospice staff and included in the
overall hospice quality program
(Attachment 2). The Hancock
Regional Hospital dietary staff will
continue to monitor the
temperature of food as it leaves
the kitchen and provide access to
that data at any time. Person
Responsible: Crissa Mulkey,
RN, Administrator
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