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 S 000 INITIAL COMMENTS  S 000

The following citations represent the findings of 

the initial survey for the above named assisted 

living facility conducted on 08/18/25.

 

 S3299

SS=F
26-41-206 (e) (1) Facility Food Storage

(e) Food storage.  Facility staff shall store all 

food under safe and sanitary conditions. 

(1) Containers of poisonous compounds and 

cleaning supplies shall not be stored in the areas 

used for food storage, preparation, or serving. 

This REQUIREMENT  is not met as evidenced 

by:

 S3299

KAR 26-41-206 (e)

The census equaled 5 residents. Based on 

observation and interview for all residents 

receiving meal services, Administrator A failed to 

ensure the facility staff stored all food under safe 

and sanitary conditions.

Findings included:

-  Observation during the initial tour on 08/18/25 

at 09:55 AM with Administrator A of the facility 

kitchen revealed a refrigerator and freezer 

containing food. The freezer contained the 

following food items, which were not sealed; one 

plastic bag containing chicken strips, one plastic 

bag containing beef burgers, and one plastic bag 

containing sausage links. The refrigerator 

contained one bottle of tarter sauce, which was 

not dated. 
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 S3299Continued From page 1 S3299

Interview on 08/18/25 at approximately 10:10 AM 

with Administrator A confirmed the above food 

items were not sealed in the freezer and further 

confirmed the condiment bottle was not dated in 

the refrigerator.  

Observation on 08/18/25 at approximately 12:15 

PM revealed all residents eating lunch provided 

by the facility in the dining room. 

Facility's "Food Preparation and Handling Policy" 

dated 01/12/25  recorded, "The facility will store, 

prepare, distribute and serve food in accordance 

with professional standards for food service 

safety."

For all residents of the facility, Administrator A 

failed to ensure the facility staff stored all food 

under safe and sanitary conditions.
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