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Annual Licensure and Certification

Validation survey for Subpart U: Alzheimer Unit
The North Adams Home is in compliance with
Subpart U, 77 lllinois Administrative Code,
Section 300.7000

F 371 | 483.35(i) FOOD PROCURE, F 371
8s=F 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:

Based on observation, record review, and
interview, the facility failed to clean the tops of
in-place equipment located in the kitchen. This
failure has the potential to effect all 52 residents
residing in the facility.

Findings include:

The facility Census and Condition Report, dated
3/23/2015, indicates 52 residents reside in the
facility.

On 3/24/2015, at 10:50 a.m., the top of the
convection oven was covered with dirt/debris.
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Additionally, a couple of empty oven racks were
sitting on top of the dirt/debris. The convection
oven is located in the kitchen.

On 3/24/2015, at 10:50 a.m., E4 (Food Service
Director) observed [and confirmed] the dirt on top
of the convection oven. E4 removed the empty
oven racks, from the top of the convection oven,
and placed them on the sink for cleaning. E4
stated there are no cleaning policies and cleaning
assignments are made "as we go".
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