PRINTED: 01/28/2025

FORM APPROVED
South Dakota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Bl COMPLETED
. ING:
C
10767 8. WING 01/23/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
111 WEST 17TH STREET
TOUCHMARK AT ALL SAINTS
SIOUX FALLS, SD 57104
*X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
S 000| Compliance Statement S 000

A complaint survey for compliance with the

Administrative Rules of South Dakota, Article

44:70, Assisted Living Centers, requirements for

assisted living centers was conducted from

1/22/25 through 1/23/25. The areas surveyed

included toileting needs and incontinence care of

residents, safe resident transfers with mechanical

lit devices, sufficient and competent nursing

staff. Touchmark at All Saints was found in

compliance.
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