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08/14/2024

NAME OF PROVIDER OR SUPPLIER
BROOKINGS HOSPITAL HHA

STREET ADDRESS, CITY, STATE, ZIP CODE
2311 Yorkshire Dr. Ste A , Brookings, South Dakota, 57006

A recertification health survey for compliance with 42
CFR Part 484, Subparts B-C, requirements for Home
Health Agencies, was conducted from 8/13/24 through
8/14/24. Brookings Hospital HHA was found in
compliance.
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A recertification survey for compliance with 42 CFR

Part 484, Subpart G, Subsection 484.102 Emergency
Preparedness Requirements for Home Health Agencies, was
conducted from 8/13/24 through 8/14/24. Brookings

Hospital HHA was found in compliance.
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