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i Arecertification health survey for compliance !
with 42 CFR Part 483, Subpart B, requirements
for Long Term Care facilities, was conducted from
6/6/22 through 6/8/22. Prairie Estates Care
Center was found in compliance.

A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for Long
Term Care facilities, was conducted from 6/6/22

| through 6/8/22. Areas surveyed included quality
of care, Prairie Estates Care Center was found in
compliance.
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A recertification survey for compliance with 42

CFR Part 482, Subpart B, Subsection 483.73,
Emergency Preparedness, requirements for Long
Term Care Facilities, was conducted from 6/6/22
| through 6/8/22. Prairie Estates Care Center was
found in compliance.

‘ i
| 1

LABORATORYD]RECTOR‘S PROVIDE| ENTATIVE'S SIGNATURE TITLE (X8)
MZZ%Z ///c{/?fwi-é Z. 5@%@ /m z//éz,

Any defic iciency statement ending with an asterisk (*) denote: deﬁciencv whi inn may be excused from correcting profiding it is determined that
other safeguards provide sufficient prolgﬂnn"ﬁ'ﬁe:pa p;nts ursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or, n rlar‘l o cofte IOfuJS p F b es, the above findings and plans of correction are disclosable 14
days following the date these documeq’ts emvaiablE TG e Ta c”f't?_ If deﬁc1 h k He cited, an approved plan of correction is requisite to continued

program participation. \ |
J il

1
Al
FORM CMS-2567(02-89} Previous Versions ‘ﬂnsole.hél JUN vent [D: ZSGj‘H Facxrty iD: 0087 If continuation sheet Page 1 of 1

=3

v

S*) pC "SD DCH- OLC

N

t
!
b
| S




PRINTED: 06/21/2022

DEPARTMENT OF HEALTH AND HUMAN SERVIGCES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2 L
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: () MOLTIPLE CONSTRUCTION (Xs)gcl)\l\aif:T?DEY

A. BUILDING 01 - MAIN BUILDING 04

435065 B. WikG 06/07/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6 [s]8]
PRAIRIE ESTATES CARE CENTER 00 SOUTH FRANKLIN ST
ELX POINT, SD 57025
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES | I} |' PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
|
K 000 | INITIAL COMMENTS K 000

A recertification survey for compliance with the

| Life Safety Code (LSC) {2012 existing health care
occupancy) was conducted on 6/7/22. Prairie
estates Care Center was found in compliance
with 42 CFR 483.90 (a) requirements for Long
Term Care Facilities.
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A licensure survey for compliance with the

Administrative Rules of South Dakota, Article

44:73, Nursing Facilities, was conducted from

6/6/22 through 6/8/22. Prairie Estates Care

Center was found in compliance.

§ 000 Compliance/Noncompliance Statement S000

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 6/6/22

through 6/8/22. Prairie Estates Care Center was

found in compliance.
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