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S 000, Compliance Statement S 000 |‘
A complaint survey for compliance with the |
Administrative Rules of South Dakota, Article I
44:70, Assisted Living Centers, requirements for
assisted living centers, was conducted on "
7/18/23. The area surveyed was accidents.
Hudson Care and Rehab Center was found in [
compliance. !
i
TE
LABORATORY omecmns OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ~ TMLE (X8) DA ‘
el /—{ i SHrehe - i TSy Y I
i Ll 4 (FE+ P _

1of1
STATE FORM./ J E @ E [] W’ E anﬁ If continuation sheet 10

JuL 202023

SD DGH-OLC




