RETAIL FOOD ESTABLISHMENT
INSPECTION REPORT

State Form 48669 (R2/2-05)
SDH Form 51-0001

GRANT COUNTY HEALTH DEPT.
FOOD DIVISION

401 SOUTH ADAMS STREET
MARION, IN 66%53

Based on an inspection this day, the item(s) noted below identify violations of 410 IAC 7-24, Indiana Retail Food Establj %&Samtatmn Requirements.
The time limit for correction of each violation is specified in the narrative portion of this report. /S
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¢ CRITICAL ITEM{ARE IDENTIFIED IN THE CHECKLIST AND NARRATIVE COLUMNS MARKED “C”

¢ VIOLATION(S) REPEATED FROM PREVIOUS INSPECTIONS ARE DENOTED IN THE “SUMMARY OF VIOLATIONS” AND IN THE NARRATIVE BELOW AS “R”
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Grant County Health Department
401 S, Adams St.
Marion, IN. 46953

The following is a response to the ingpection regort executed?y:h@ ?1,7# éo, Health Department Food Safety Officer Dale
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(PLEASE FORWARD THIS FORM TO THE GRANT COUNTY HEALTH DEPARTMENT BY MAIL OR FAX WITHIN 10 DAYS).

ey
R

Narne of Respandent:( \/J/,C&(V?f} ) Tite: LY O ;\(“1(13 N
I [

Establishmant Name: Q“gwg,fz_mh,u W@ kD
sarass L0 22 B S0 S CraeCad . TN WSS

o  Afttach additional sheets as needed,




