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A recertification health survey for compliance ‘ \
with 42 CFR Part 405, Subpart U, requirements ‘
for End Stage Renal Disease Services, was
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‘ Medical Center was found in compliance. ‘
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Twyla Nordquist, RN, BSN, CNN Dialysis Director 4117125

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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program participation.
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A recertification survey for compliance with 42
CFR Part 494, Subpart B, and Subsection \ ‘
494.62, Emergency Preparedness, requirements ‘
for End Stage Renal Disease Services, was

conducted from 4/15/25 through 4/16/25. Sanford ‘
Medical Center was found in compliance.
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