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F 0814 Dispose of garbage and refuse properly.

Level of harm - Minimal Based on observation and interview the facility failed to maintain the garbage storage area in a sanitary condition to

harm or potential for actual | prevent the harborage and feeding of pests. The findings include: Observation of the dumpster enclosure outside the kitchen on

harm 8/26/20 at 11:25 am., with the Administrator and Maintenance Director, found the enclosure strewn with garbage and food debris

from ripped open garbage bags. Maintenance and lawn debris were also strewn around the enclosure. There was evidence of animals
Residents Affected - Many | rummaging through the garbage. (Photographic evidence obtained) The Administrator acknowledged the garbage was
not properly contained and the enclosure was not kept clean.
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