 STATE  OF  CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH


REPORT OF THE SANITARIAN INSPECTION

OF LICENSED INFIRMARY IN AN EDUCATIONAL INSTITUTION

1.  GENERAL INFORMATON

D/B/A Name of the Infirmary:  ____________________________________________________

Infirmary Telephone #:  __________________________
   Date of Inspection:  ____________

School Name: __________________________________________________________________

School Address: ________________________________________________________________

Name & Title of Person(s) Interviewed:

Contact Person at School (For Sanitarian Purposes):  __________________________________




II.
HOUSKEEPING EQUIPMENT & MAINTENANCE

Housekeeping Services 
Provided by the School: ____________________
Outside Contractor:  _________________
Housekeeping Services 
Provided by an Outside Contractor:  ___________
Outside Contractor: __________________

Maintenance Services 
Provided by the School:  ___________________
Outside Contractor: ___________________

Name & Address of Outside Contractor:  ____________________________________________

Comment on Cleanliness of Premises & state of repair of equipment:  _____________________

______________________________________________________________________________



III.  PHYSICAL PLANT
Temperature of hot water within the facility ____________(required range = 110 F to 120 F)

Water Supply


Public ___________
Private Well _______________
Type of Well:  __________

For Private water supply provide the Date of last bacteriological exam:  ___________________

If above is greater than six months collect sample on this visit:  

Provision for Emergency Lighting:

    Battery Backup ____________________
Generator:  ________________________________



System tested this visit:  ________________________________

Bathroom Facilities:

Toilets, Showers, Sinks cleaned & disinfected daily:  _________________________________

Comment on general cleanliness & state of repair:  ____________________________________

Type of Ventilation:  ___________________________________________________________

If windows, inspect screen on this visit:  ______________________________________

Sewage Disposal
 Sanitary sewers ______________
Subsurface sewage disposal system (SSSD) ____________

For SSSD provide
  Frequency of Cleaning ______________
Documentation reviewed: ___________________

Disposal of pumping by licensed contractor:  _______________________________________

Name & Address of Licensed Contractor:  _________________________________________

Inspected for overflow:  _________________________________________________

Refuse Disposal

  Storage without nuisance or hazard _______________
Site of final disposal:  ___________

Frequency of Collection, from the Infirmary_______________
From the school __________

Provision for medical waste disposal ________________________________________________





IV.  DIETARY FACILITIES
Refrigeration available in infirmary for food storage __________
Temperature _____________

Type of food prepared in infirmary:  Snacks _______    Light meal _______  Main meal ______

Food prepared in school kitchen _________________________________________________
(N.B Food Service Inspection Form to be attached) ____________________________________

Potentially hazardous food meet temperature requirements during transportation to & storage in infirmary.  

Dishwasher in infirmary _________________
Temp.____________   C12 ____________
Disposable single service dishes used ________________________________





V.  LAUNDRY

Laundry services provided by school ______________________________________________

  Water Temperature _________________
Sorting space adequate _____________________

  Comment on cleanliness of laundry equipment _____________________________________

Name & address of outside contractor for laundry services ____________________________

Linen storage in infirmary

  Clean in separate area __________________
Soiled in separate area _________________




VI.  SAFETY

Comment on pesticide storage & use in infirmary

  Name & address of school pest control contractor ___________________________________

Is pest control program appropriate?  _______________________________________________

Is there evidence of vermin?  _____________________________________________________






VIII.  SUMMARY
CHECK ONE

[    }  This infirmary DOES NOT meet all applicable aspects of the local & state sanitary codes 

          and the following violations are noted:

Deadline for correction:  ___________________

Re-Inspection Planned  __________












   (date) 









Re-Inspection done _____________

The following recommendations are also made: 

Or

[    ]  I certify that this infirmary meets all applicable aspects of the local & state sanitary codes.  

Recommendations:

Signature ____________________________________________________________________

Name (Print) _________________________________________________________________

Title ________________________________________________________________________

Department ___________________________________________________________________

Address ______________________________________________________________________


_______________________________________________________________________
Phone Number ________________________________________________________________


Phone: (860) 509-7444

Telephone Device for the Deaf  (860) 509-7191

         410 Capitol Avenue - MS # 12HSR

        P.O. Box  340308  Hartford, CT  06134

            An  Equal  Opportunity  Employer
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