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Proof
3-501.19 Time as a Public Health Control
<70oF for a Maximum of 6 Hours
(C)	 If time without temperature control is used as the public health control up to a maximum of 6 hours: 

	 1)	The food shall have an initial temperature of 5oC (41oF) or less when removed from temperature control and  
		  the food temperature may not exceed 21oC (70oF) within a maximum time period of 6 hours; P
	 2)	The food shall be monitored to ensure the warmest portion of the food does not exceed 21oC, (70oF) during  
		  the 6-hour period, unless an ambient air temperature is maintained that ensures the food does not exceed 21oC  
		  during the 6-hour holding period; Pf
	 3)	The food shall be marked or otherwise identified to indicate: Pf
		  (a)	The time when the food is removed from 5oC (41oF) or less cold holding temperature control, Pf and
		  (b)	the time that is 6 hours past the point in time when the food is removed from cold holding temperature  
			   control; Pf
	 4)	The food shall be:
		  (a)	Discarded if the temperature of the food exceeds 21oC (70oF), P or
		  (b)	Cooked and served, served at any temperature if ready-to-eat, or discarded within a maximum of 6 hours  
			   from the point in time when the food is removed from 5oC (41oF) or less cold holding temperature control;  
			   P and
	 5)	The food in unmarked containers or packages, or marked with a time that exceeds the 6-hour limit shall be 
		  discarded. P

Facility Name: ______________________________________________	 Facility Number: _______________________

Facility Address: ____________________________________________	 Phone Number: ________________________

Food Items:	r Salad Bar   r Cold Buffets Items   r Sandwiches   r Cut Tomatoes   r Cut Leafy Greens    
	 r Cut Melon   r Sushi   r PHF Ingredients: ________________   r Other: ______________________

Does this apply to any other facility in Mult. Co? If yes please list name, address and facility numbers on back side.

Facility Representative Signature:_____________________________________________________________________

Print Name:___________________________________________________  Date:_______________________________

Representative Email Address:________________________________________________________________________

Approved by Health Dept Designee:_______________________________  Date:_______________________________

Describe procedure:


