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$000 Compliance Statement $ 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 |
| 10/28/25 through 10/29/25. The area surveyed |
included accidents related to a resident's scooter [
| tipping over while in transit on the provider's bus. |
| Peaceful Pines Senior Living - Spearfish was |
found in compliance.
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