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A complaint health survey for compliance with 42
CFR Part 485, Subpart F, Subsections
485.605-485.645, requirements for Critical
Access Hospitals (CAH) and Long Term Care
Services ("swing bed)" was conducted on
3/13/25. Areas surveyed included elopement and
documentation related to elopement. Sanford
Chamberlain Medical Center 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 correction is requisite to continued
program participation.
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