
PRINTED: 10/1912026 
FORM APPROVED 

South Dakota Deoartment of Health 
STATEMENT OF DEFICIENCIES (Xt) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION ()(3) DATE SURVEY 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETEDA BUILDING: ________ 

8. W!NG 49737 10/08/2026 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

901 N MAIN AVE 
GRANDVIEW 

BRIDGEWATER, SD 57319 
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s ooo Compliance Statement S000 

A licensure survey for compliance with the 
Administrative Rules of South Dakota, Article 
44:70, Assisted Living Centers, requirements for 
assisted living centers, was conducted from 
10I6126 through 1018126. Grandview was found in 
compliance. 
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S 000 s ooo Compliance Statement 

A licensure survey for compliance with the 
Administrative Rules of South Dakota, Article 
44:70, Assisted Living Centers, requirements for 
assisted living centers was conducted from 
10/6/26 through 10/8/26. 

There were no current or recent residents to 
review for health inspection. 
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