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A complaint health survey for compliance with 42
CFR Part 482, Subparts A-D, requirements for
hospitals was conducted from 1/22/24 through
1/23/24. Areas surveyed included patient neglect,
safety, and nursing services related to
professional standards. Prairie Lakes Hospital
was found in compliance.
Qo/z’m P AW e Cco 01/24/2024
LABORATORY DIRECTOR'S OR PROVIQER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%6) DATE

Any deficiency statement ending/withan
other safeguards provide suffici
following the date of survey wh
days following the date these d
program participation. !

are made available to the facility| (If

JAN 7 & 2024

t
B :t;m a plan of correction is provid

erighy*) Emﬁ? a\@cﬁ ich the institution may be excused from correcting providing it is determined that
talffle patients . ( i ibris )i Except for nursing homes, the findings stated above are disclosable 90 days
Fbf pursing homes, the above findings and plans of correction are disclosable 14

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

FORM CMS-2567(02-99) Previous \i‘ersions Obsolete

EvLm ID: 2

1DY 1 Facility ID: 10572 If continuation sheet Page 1 of 1

sSD DOH-0LC




