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 S 000 INITIAL COMMENTS  S 000

This was the 2020 IDOH Annual Compliance 

Survey 

Based on the Retail Food Establishment 

Sanitation Requirements 

of 410 IAC 7-24. 

Facility #: 005127

Survey Date: 5/19/21

__________

This facility was in compliance with all 

requirements with 410 IAC 7-24 for 

Food Establishment Sanitation Requirements. 
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