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Observation on 4/6/05 at 9:45 AM revealed a tray
in the walk-in refrigerator with several foil
wrapped leftovers. "R Pork 3/24" was written on
one of the packages. In another refrigerator a
covered plastic bucket containing seven peeled
hard boiled eggs was labeled with the date 3/30.
Interview with the dietary manager on 4/6/05 at
10:30 AM and with the consulting distitian on
4/7/05 at 10 AM, revealed that the facility policy
was to keep leftovers for a maximum of 5 days.

Revisit on 6/2/05 revealed leftover soups stored
in the refrigerator that were dated 5/20/05.
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left over foods. Checklist will
include dates and signatures of
who has checked food label
dates

3) PM cook will be responsible
to complete checklist daily.

4) Food Service Supervisor will
monitor checklist and will
report to Quality Assurance
committee,
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Post-Certification Revisit Report

Public reporting for this collection of information Is estimated te average 10 minutes per response, including time for reviewing Instructions, searching exisling data sources, gathering and
maintaining data needed, and completing and reviewing the collectlon of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Managament, P.C. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project {0938-03090), Washington, D.C. 20503,
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