Broome County Health Department

Environmental Health Services
Debra A. Preston, County Executive . Claudia A. Edwards, MS, Public Health Director

225 Front Street . Binghamton, New York 13905
Phone: (607) 778-2887 . Fax: (607) 778-3912 . wwwgobroomecounty.com

SUMMARY OF VIOLATION

During Health Department inspections on 7/2/14, 4/8/14, 3/26/14, 11/12/13, 10/30/13, 8/13/13
and 8/5/13 at Hibachi Grill and Sushi Supreme Buffet located at 2433 Vestal Parkway East,
Vestal, NY by the Broome County Health Department it has been determined that you are in
violation of one or more provisions of the New York State Public Health Law, the Broome

County Sanitary Code or the New York State Sanitary Code.

CODE VIOLATION MAXIMUM
VIOLATION and DATE FINE
New York State Shellfish tags not retained for 90 days. $500.00/day
Sanitary Code, (4/8/14, 3/26/14, 8/5/13)
Section 14-1.33(b)
New York State Canned foods found damaged. $500.00/day
Sanitary Code (3/26/14, 10/30/13, 8/5/13)
Section 14-1.32
New York State Potentially hazardous food not held at $500.00/day
Sanitary Code or above 140°F. (7/2/14)
Section 14-1.40(a)
New York State Equipment such as fryer baskets and $500.00/day
Sanitary Code cutting boards found damaged or in
Section 14-1.90 poor condition. (7/2/14, 3/26/14,

11/12/13, 10/30/13, 8/13/13, 8/5/13)
New York State Floors found to be wet and slippery - $500.00/day
Sanitary Code in several locations. (7/2/14, 3/26/14, o o

Section 14-1.170

The owner/operator admitted the said violations corrected the violations and paid a stipulation

fine.

10/30/13, 8/13/13, 8/5/13)
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