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S cool Compliance Statement 

A complaint survey for compliance with the 
Administrative Rules of South Dakota, Article 
44:70, Assisted living Centers, requirements for Iassisted living centers, was conducted on 
5/26/26. Areas surveyed included potential 
resident neglect, nursing services, and quality of 
life related to medication administration, hospice 
services, and dietary services. Garden Hills 
Assisted living was found in compliance. 
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