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(X3) DATE SURVEY COMPLETED
06/1712026

NAME OF PROVIDER OR SUPPLIER
GOOD SAMARITAN SOCIETY SIOUX FALLS CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
401 WEST SECOND STREET , SIOUX FALLS, South Dakota, 57104

A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for Long
Term Care facilities was conducted from 6/16/26
through 6/17/26. Areas surveyed included quality of
care and resident safety related to a resident rolling
out of bed, resident neglect and nursing services
related to a resident's wound, and alleged resident
abuse. Good Samaritan Society Sioux Falls

Center was found in compliance.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

o Aj:{\/ ,,,,,,

Administrator

(X6) DATE
6/18/2026

FORM CMS-2567 (02/99) Previous Versiohs-8solete

Event [D: 235BC2-H1 Facility ID: 0005

If continuation sheet Page 1 of 1



