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A. BUILDING 07/02/2025
B.WING

NAME OF PROVIDER OR SUPPLIER
Universal Pediatric Services

STREET ADDRESS, CITY, STATE, ZIP CODE
4300 TECHNOLOGY DR, SIOUX FALLS, South Dakota, 57106

A recertification health survey for compliance with 42
CFR Part 484, Subparts B-C, requirements for Home
Health Agencies, was conducted from 7/1/25 through
7/2/25. Universal Pediatric Services was found in
compliance.
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A recertification survey for compliance with 42 CFR

Part 484, Subpart G, Subsection 484.102 Emergency
Preparedness Requirements for Home Health Agencies, was
conducted from 7/1/25 through 7/2/25. Universal

Pediatric Services was found in compliance.
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