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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

This REQUIREMENT  is not met as evidenced 

by:

F 371

 Based on observation, record review, and 

interview, the facility failed to ensure that food 

was prepared in way to prevent potential 

contamination.  This failure has the potential to 

affect all 77 residents.

The findings includes:

1. On 2-18-14 at 10:00 A.M.the meat slicer was 

observed to be unclean.  The meat slicer blade 

had accumulated food residue and grease 

around the edge of the blade, on the blade guard, 

on the product carrier and the product drop area 

below the blade.  Residue was in the cracks and 

crevices.  E9 (Dietary Manager) asked a fellow 

employee the last time the meat slicer was used 

and no one knew.  

2.  On 2-18-14 at 10:00 A.M., the table mounted 

can opener blade on the cook's preparation table 
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had dried, caked on food residue, the finish was 

rusty, and was nicked.  The table mounted can 

opener blade in the salad preparation area had 

moist and dry food residue on it.

3.  On 2-18-14 at 10:00 A.M., the exhaust 

ventilation hood above the cooking equipment 

(range, grill, ovens, and etc) had accumulated 

grease, dust and grill inside the hood and on the 

surface.  Uncovered sauce was being prepared in 

a jacketed stream kettle.

4.  On 2-18-14 at 10:00 A.M., the large floor 

mounted mixer in the cook's preparation area had 

accumulated food splatters on the back of the 

mixer and on the safety shroud.  The splash area 

and the armature had caked on brown residue.  

All the observed residues could fall into food while 

the mixer was in operation.

5.  On 2-18-14 at 10:00 A.M., the front of the tilt 

skillet had grease and dust residues.

6.  On 2-18-14 at 10:00 A.M., the back side of the 

condensers in the two walk-in refrigeration units 

had accumulation dust lint that could be pulled 

through the units and blown on to the food.

7.  On 2-18-14 between 1:30 P.M. and 2:45 P.M.,  

the steam tables were observed in the three 

dining rooms.  All three of the steam table wet 

wells were not clean.  The water in the wells had 

food residue on the bottoms of the wells and 

floating residue.  A heavy accumulation of lime 

and scale was on the surfaces of the wet wells.

E9 acknowledged that he was aware of the 

observation.  
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According to the facility's resident roster received 

on 2-18-14, 77 residents resides at the facility 

and 19 residents are in certified beds.
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