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A validation survey for compliance with 42 CFR,
Part 483, Subpart G, Subsection
483.354-483.376, Condition of Participation for
the use of Restraint or Seclusion in Psychiatric
Residential Treatment Facilities Providing
Inpatient Psychiatric Services for Individuals
Under Age 21, was conducted on 7/16/24 through
7/18/24. Sioux Falls Children's Home -
Residential was found in compliance.
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A validation survey for compliance with 42 CFR
Part 483, Subpart G, Subsection 441.184,
Emergency Preparedness, requirements for
Psychiatric Residential Treatment Facilities, was
conducted from 7/16/24 through 7/18/24. Sioux
Falls Children's Home - Residential was found in
compliance.
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correclion is requisite to continued
program participation.
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