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Surveyor: 16385

A racertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for
long term care facilities, was conducted from
10/3/16 through 10/5/16. Good Samaritan Society
Canton was found in compliance.
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Surveyor: 14180

A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted on 10/4/16. Good
Samaritan Society Canton was found in
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Facilities.

The building will meet the requirements of the
2000 LSC for Existing Health Care Occupancies
in conjunction with the provider's commitment to
continued compliance with the fire safety

standards.
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Compliance/Noncompliance Statement

Surveyor: 16385

Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
10/3/16 through 10/5/16. Good Samaritan Society
Canton was found in compliance.

Caompliance/Noncompliance Statement

Surveyor: 16385

Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 10/3/16
through 10/5/16. Good Samaritan Society Canton
was found in compliance.
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