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A licensure survey for compliance with the
Administrative Rules of South Dakota, Article |
| 44:70, Assisted Living Centers, requirements for
assisted living centers, was conducted from
| 7/30/24 through 8/1/24. The Meadows Assisted
| Living was found in compliance.
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . . TITLE (XB) DATE
Brenda R. Ferguson Executive Director 08/21/2024
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