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PROVIDER'S PLAN OF CORRECTION

CFR(s): 483.60(i)(1)(2)
8483.60(i) Food safety requirements.

The facility must -

§483.60(i)(1) - Procure food from sources approved
or considered satisfactory by federal, state or local
authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State and
local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable safe
growing and food-handling practices.

(iii) This provision does not preclude residents from
consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and serve
food in accordance with professional standards for
food service safety.

This REQUIREMENT is NOT MET as evidenced by:
Based on observations, staff interviews, review of

facility cleaning calendar, and facility policy review,
the facility failed to ensure staff cleaned the stove

7/1/2026 regarding the cleaning of the stove (see
attached). Expectation that the stove will receive a deep
cleaning 3 times a week. Daily cleaning required three
times a day with the expectation that any spills will be
cleaned up at the time the spill occurs. Deep clean will
include removing grates and how to remove build up on
the stove top to include the use of de-greaser and carbon
off products. Dietitian, dietary supervisors and
administrator will audit the cleanliness of the stove after
each meal for two weeks , then three times per week for
two weeks and then weekly thereafter for two months to
ensure continued compliance. Dietitian will report results
are monthly QAPI meeting for three months to ensure
compliance is maintained.
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F0000 INITIAL COMMENTS F0000
Please accept this plan of correction as a credible
\/ allegation of compliance.
Correction date: _7/1/2026
The following deficiency resulted from the facility's
annual recertification survey conducted June 22,
2026 to June 25, 2026.
See Code of Federal Regulations (42CFR) Part 483,
Subpart B-C.
F0812 . F0812 Dietitian conducted a staff in-service with the cooks on
SS=E Food Procurement,Store/Prepare/Serve-Sanitary

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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Findings include:

On 6/22/26 at 11:20 AM an initial tour revealed the
Vulcan stove had a build-up of a thick black tacky
substance covering the entire stove top.

On 6/24/26 at 9:50 AM an observation revealed the
Vulcan stove still had a build-up of a thick black
tacky substance covering the entire stove top.

On 6/24/26 at 9:55 AM Staff B, Cook, indicated they
only cleaned the grates but didn't clean the stove
top. Staff B also stated, “We don't clean it. It's over
20 years old. | wouldn't want to start a fire by using
a degreaser (grease remover).”

On 6/24/26 at 9:59 AM the Dietary Manager (DM)
indicated the cook’s held the responsibility of
cleaning the stove. She expected them to scrub it
each shift. The DM added the stove's age exceeded
20 years.

On 6/24/26 at 10:11 AM the Administrator indicated
she expected the staff to clean the stove after every
use.

On 6/24/26 at 1:15 PM the Administrator spoke with
the DM and indicated the Vulcan stove possessed
such an advanced age that they couldn't provide a
copy of the manufacturer's instruction manual.

The Dining Services policy dated 11/10/23 instructed
staff that they must construct and situate all food
storage, preparation, and distribution equipment so
they'd easily clean it and maintain it in a sanitary
(clean) manner. It directed staff to keep food
preparation areas clean and free of possible sources
of infection (germs) by strictly adhering to the Dining
Services Policy. The policy noted that the Dining
Services Director/Chef had to assure the dietary
department remained clean and that sanitation met
the requirements. It also stated that Dining Services
would adhere to the facility’s Infection Control
Policies.
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SS=E top. The facility reported a census of 81 residents.
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