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Bldg. 00

This visit was for a Recertification and 

State Licensure Survey. This visit 

included a State Residential Licensure 

Survey.

Survey dates: February 23, 24, 25, 26, 

and 29, 2016

Facility number: 000470

Provider number: 155600

AIM number: 100289210

Census bed type:

SNF: 17

SNF/NF: 102

Residential: 4

Total: 123

Census payor type:

Medicare: 12

Medicaid: 83

Other: 24

Total:   119

This deficiency reflects State findings 

cited in accordance with 410 IAC 

16.2-3.1.

Quality Review was completed by 21662 

on March 1, 2016.

F 0000  

Mulberry Health & 

RetirementCommunity respectfully 

request a desk review in lieu of an 

onsite follow upsurvey
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483.35(i) 

FOOD PROCURE, 

STORE/PREPARE/SERVE - SANITARY 

The facility must -

(1) Procure food from sources approved or 

considered satisfactory by Federal, State or 

local authorities; and

(2) Store, prepare, distribute and serve food 

under sanitary conditions

F 0371

SS=F

Bldg. 00

Based on record review, observation and 

interview, the facility failed to ensure 

food was labeled and dated when opened 

in 1 of 1 kitchens in the facility. This 

deficient practice had the potential to 

affect 119 of 119 residents who received 

food from the kitchen.  

Findings include:

During the kitchen tour on 2/23/16 at 

8:40 a.m., the following observations 

were made:

1.) The refrigerator and freezer was 

observed with the following items:

a. 6 packages of frozen English muffins 

without a date received 

b. 9 frozen chicken breasts in a Ziploc 

bag without a date received or opened  

c. a container of buttermilk ranch 

dressing with no open date 

d. a jar of banana pepper rings with no 

open date 

F 0371 Corrective action taken by the 

Dietician at the time theitems were 

identified to not have an opened 

date on them, even though they 

werenot expired, was to remove the 

items from their respective storage 

areas of thekitchen.

No resident had the potential to be 

negatively affected bythe alleged 

deficient practice as none of the 

items identified in the surveywere 

actually expired.

Dietary staff will be in-serviced on 

the facilities policyof dating all items 

when they are opened.

Dietician will be responsible 

formonitoring opened items in the 

kitchen to ensure they are dated 

when opened. ACQI audit tool will 

be completed weekly for the first 30 

days and monthly forthe next 

quarter to ensure compliance. 

Dietician will report to the 

facilitiesQuality Assurance 

committee on results of the audits 

and any actions necessaryto ensure 

100% compliance.

03/30/2016  12:00:00AM
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2.) The dry storage area was observed to 

have the following items: 

a. a bottle of soy sauce with no open date 

b. a bottle of teriyaki sauce with no open 

date

c. a bottle of syrup with no open date

d. a bottle of molasses with no open date 

e. 2 bottles of apple cider vinegar with no 

open date

f. a bottle of white vinegar with no open 

date 

g. a bottle of marsala with no open date 

h. a bottle of almond extract flavoring 

with no open date 

i. a bottle of lemon extract flavoring with 

no open date 

j. a bottle of vanilla extract flavoring with 

no open date 

During an interview with the Dietician on 

2/23/16 at 8:45 a.m., she indicated all 

items should be labeled with an open date 

and a use by date.

During on interview with the Executive 

Director on 2/29/16 at 11:00 a.m., he 

indicated all items should be dated when 

opened.

Review of facility policy untitled, not 

dated, received from the Executive 

Director on 2/29/16 at 9:30 a.m., 

indicated "...7. All foods will be covered, 

labeled, and dated...."
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3.1-21(i)(2)

R 0000

 

Bldg. 00

This visit was for a State Residential 

Licensure Survey. 

Residential Census:  4

Sample:  6

This State finding is cited in accordance 

with 410 IAC 16.2-5.

R 0000  

Mulberry Health & 

RetirementCommunity respectfully 

request a desk review in lieu of an 

onsite follow upsurvey

 

410 IAC 16.2-5-5.1(f) 

Food and Nutritional Services - Deficiency 

(f) All food preparation and serving areas 

(excluding areas in residents '  units) are 

maintained in accordance with state and 

local sanitation and safe food handling 

standards, including 410 IAC 7-24.

R 0273

 

Bldg. 00

Based on record review, observation and 

interview, the facility failed to ensure 

food was labeled and dated when opened 

in 1 of 1 kitchens in the facility. This 

deficient practice had the potential to 

R 0273 Corrective action taken by the 

Dietician at the time theitems were 

identified to not have an opened 

date on them, even though they 

werenot expired, was to remove the 

items from their respective storage 

03/30/2016  12:00:00AM
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affect 4 of 4 residents who received food 

from the kitchen.

Findings include:

During the kitchen tour on 2/23/16 at 

8:40 a.m., the following observations 

were made:

1.) The refrigerator and freezer was 

observed with the following items:

a. 6 packages of frozen english muffins 

without a date received 

b. 9 frozen chicken breasts in a Ziploc 

bag without a date received or opened  

c. a container of buttermilk ranch 

dressing with no open date 

d. a jar of banana pepper rings with no 

open date 

2.) The dry storage area was observed to 

have the following items: 

a. a bottle of soy sauce with no open date 

b. a bottle of teriyaki sauce with no open 

date

c. a bottle of syrup with no open date

d. a bottle of molasses with no open date 

e. 2 bottles of apple cider vinegar with no 

open date

f. a bottle of white vinegar with no open 

date 

g. a bottle of marsala with no open date 

h. a bottle of almond extract flavoring 

with no open date 

areas of thekitchen.

No resident had the potential to be 

negatively affected bythe alleged 

deficient practice as none of the 

items identified in the surveywere 

actually expired.

Dietary staff will be in-serviced on 

the facilities policyof dating all items 

when they are opened.

Dietician will be responsible 

formonitoring opened items in the 

kitchen to ensure they are dated 

when opened. ACQI audit tool will 

be completed weekly for the first 30 

days and monthly forthe next 

quarter to ensure compliance. 

Dietician will report to the 

facilitiesQuality Assurance 

committee on results of the audits 

and any actions necessaryto ensure 

100% compliance.
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i. a bottle of lemon extract flavoring with 

no open date 

j. a bottle of vanilla extract flavoring with 

no open date 

During an interview with the Dietician on 

2/23/16 at 8:45 a.m., she indicated all 

items should be labeled with an open date 

and a used by date.

During on interview with the Executive 

Director on 2/29/16 at 11:00 a.m., he 

indicated all items should be dated when 

opened.

Review of facility policy untitled, not 

dated, received from the Executive 

Director on 2/29/16 at 9:30 a.m., 

indicated "...7. All foods will be covered, 

labeled, and dated...."
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