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E 000 i Initial Comments E 000

A recertification survey for compliance with 42

" CFR Part 482, Subpart E, Subsection 482.78,
Emergency Preparedness, requirement for
Transplant Centers, was conducted from 8/8/23 ;
through 8/9/23, Sanford USD Medical Center was :
found in compliance.

LABORATCRY DIRECTOR'Z OR PROVIDER ZUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

/{m DWM Director of Operations Transplant Services August 14, 2023

Any deficiency zlalement eirling wills an azlerisk {*) denotes a deﬁmency whlch the institution may be excused from correcting providing it is determined that

other safeguards provide suﬁ'dr"\é ru ) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whijﬁor ag a rr hok_, |d nursing homes, the above findings and plans of correction are disclosable 14
To

days following the date these ﬂmencwes are cited, an approved plan of correction is requisite to continued
program participation. 3
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F A Medicare recertification transplant re-approval i
" survey for compliance with 42 CFR Part 482,90 -
482.104, was conducted from 8/8/23 through
; 8/9/23. Sanford USD Medical Center transplant | ;
" program was found in compliance. :

LABCRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
/% DM Director of Operations Transplant Services August 14, 2023

titution may be excused from correcting providing it is determined that
pt for nursing homes, the findings stated above are disclosable 90 days
ihg homes. the above findings and plans of correction are disclosable 14

Any delicienc: zlalemenl eirling willar-aeh

other safeguards provide sufficient pr 1n t 1enE

following the date of survey whether r

days feliowing the date these docum n e made available to the facility. If iedcies are cited, an approved plan of correction is requisite to continued

program participation. l
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