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A recertification survey for compliance with 42CFR
Bldg. 01 416.44(b)(1), requirements for ambulatory surgery
centers, was completed on 8/11/25. Yankton Medical
Clinle, PC ASC was found In compliance.
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EQ000 Initial Comments

A recerlification survey for compliance with 42 CFR
Part 416, Subpart C, Subsection 416,54, Emergency
Preparedness, requirements for ambulatory surgery
centers (ASC), was conducted on 8/11/25. Yanklon
Medical Clinic, PC ASG was found In compliance.
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following the date these documents are made available to the facility, If deficiencles are cited, an approved plan of correction is requisite to continued program
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