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A 000 | INITIAL COMMENTS A 000,
A complaint health survey for compliance with 42 .
CFR Part 482, Subparts A-D; and Subsection
482.66 requirements for hospitals was conducted
on 8/14/23. Areas surveyed included abuse,
neglect, and patient rights. Avera McKennan
Hospital and University Health Center was found
in compliance.
|
e s A
UPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Bug !, 2023

othedsafeguards proy, vf?ronl
followihg the da survey

a of Gerre¢iion\s projided.

days following the dale these koéu.,
program participation. -

g with an astensk ™ denoles a defi mency which the institution may be excused from correcling providing it is determine:
xcept for nursing homes, Lhe findings stated above are disclosable 90 days
rsing homes, the above findings and plans of correction are disclosable 14

iencies are cited, an approved plan of correction is requisite to continued

hat

. i
FORM CMS-2567(02-99) Previous Version}

]

oG 2 172023 odl

S DOH-0LC

511 Facility ID: 10563

If continuation sheel Page 1 of 1



