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W 474 MEAL SERVICES
CFR(s): 483.480(b)(2)(iii)

Food must be served in a form consistent with the 
developmental level of the client.
This STANDARD  is not met as evidenced by:

W 474

 Based on observation, record review, and 
interview, the facility failed to ensure food was 
served in a form consistent with the 
developmental level for 1 of 3 audit clients (#2).  
The findings are:

During an observation in the home on 6/9/25 at 
5:11 PM, client #2 was observed eating dinner  
which consisted of a serving of lasagna, mixed 
salad chopped into smaller pieces, sugar free 
juice, and a bowl of cantaloupe. The mixed salad 
was served with ranch dressing. Continued 
observation revealed client #2 completed 100% 
of his dinner. Further observation revealed that at 
no point did staff offer any lactose free salad 
dressing to client #2. 

Review on 6/9/25 of client #2's ISP dated 
12/18/24 revealed a diet order consisting  of 1/4 
inch chopped consistency, no concentrated 
sweets, caffeine free, lactose free; offer lactose 
free milk and water with meals. 

Interview on 6/10/25 with the facility nurse 
confirmed client #2's diet order is current and 
staff should have offered another salad dressing 
other than the ranch dressing.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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