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F 0812

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Procure food from sources approved or considered satisfactory and store, prepare,
 distribute and serve food in accordance with professional standards.

 Based on observation and interview, the facility failed to provide food prepared, stored, and distributed under sanitary
 conditions. The findings included: During an infection control visit, a tour of the main kitchen was conducted on
 08/03/2020 at 2:20 PM with the Food Service Director, and the following were noted: 1) Two large garbage bins were observed in the
main production area with their lids off and not in place. 2) The hood was noted with 1 light bulb not working in
 the main production area. 3) The dry storage room was noted with a large personal handbag on the shelves. 4) The floor on
 the right side of the kitchen, behind the stove was noted with debris and dirt. In an interview conducted on 08/03/20 at
 2:35 PM, with the Food Service Director she acknowledged all findings.
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