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S oooi Compliance Statement S 000

‘ Administrator will complete the license 7111124
| A licensure survey for compliance with renewal application by 7/12/24.
Administrative Rules of South Dakota 44:80,
requirements for residential hospice facilities, was License will be posted the day it is
conducted on 7/9/24. Sanford Hospice Centennial approved and available to print. 7/16/24
Cottage was found not in compliance with the

following requirement: S015. The Sioux Falls Cottage licenses were

added to a centralized spreadsheet 7/25/24
S 015) 44:80:01:02 Posting of License S015 accessible by all Senior Directors and VPs.

The most current license issued by the Reminders added to all leaders calendars
department shall be posted on the premises of to remind leadership team to prepare the 7/30/24
the facility in a place conspicuous to the public. application for submission as well as
Each facility address shall show a current license. expirations date

The license certificate remains the property of the
department.

This Administrative Rule of South Dakota is not
met as evidenced by:

Based on observation, interview, and record l
review, the provider failed to ensure the posting
of a current license. Findings include:

1. Observation on 7/9/24 at 4:40 p.m. revealed:
*The facility had a residential hospice license in a
frame posted on the wall in the community living
and dining room area.

*The posted license number 11029 was issued by
the South Dakota Department of Health effective
711/23 and expired on 6/30/24.

2. Interview on 7/9/24 at 4:45 p.m. with

administrator A regarding the expired license

revealed:

*She knew the license was renewed annually.

*She agreed the license had expired.

| *She acknowledged she received an email on

I 6/28/24 from the South Dakota Department of
Health Office of Licensure and Certification that

| notified her the license was expiring and
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requested the application process for license
renewal be completed.

*The provider had no policy related to maintaining
‘ a current license.

3. Record review in the state of South Dakota
licensing system revealed:

| *The provider's residential hospice license was

| effective on 7/1/23 and expired on 6/30/24.

| *There was no completed application in the state

l licensing system to renew their expired residential
hospice license.
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{S 000} Compliance Statement {S 000} |
Arevisit survey was conducted on 9/13/24 for |
compliance with administrative Rules of South |
Dakota 44:80, requirements for residential |
hospice facilities, for all previous deficiencies
cited on 7/9/24. Sanford Hospice Centennial
Cottage was found in compliance with all |
regulations surveyed. ‘
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