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A recertification health survey for compliance with 
42 CFR Part 416, Subpart C; requirements for 
Ambulatory Surgery Centers (ASC), was conducted 
from 8/25/26 through 8/26/26. Black Hills Pediatric 
Dentistry Surgery Center was found in compliance. 
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A recertification health survey for compliance with 
42 CFR Part 416, Subpart C, Subsection 416.54, 
Emergency Preparedness, requirements for 
ambulatory surgery centers (ASC), was conducted on 
8/26/26. Black Hills Pediatric Dentistry Surgery 
Center was found in compliance. 
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A recertification survey for compliance with 42CFR 
416.44(b)(l), requirements for ambulatory surgery 
centers was conducted on 8/26/26. Black Hills 
Pediatric Dentistry Surgery Center was found in 
compliance. 

K0000 

,ny deficiency statement ending with an asterisk(*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
afeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
0 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
4 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 
rogram participation. 

~BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 

/J~ 9 f¼6ui,, 
TITLE 

Administrator 
(X6) DATE 

09/01/2026 

)RM CMS-2567 (02/99){f!lrevious Versions Obsolete Event ID: 341AFD-Ll Facility ID: 55116 If continuation sheet Page 1 of 



South Dakota Deoartment of Health 
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

55116 S 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: ________ 

B. WING _ _________ 

PRINTED: 09/01/2026 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

08/26/2026 

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

620 SHERIDAN LAKE RD SUITE 104 
BLACK HILLS PEDIATRIC DENTISTRY SURGERY CE~ 

RAPID CITY, SD 57702 

SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX 
(X4) ID 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

S ooo Compliance/Noncompliance 

A licensure survey for compliance with 
Administrative Rules of South Dakota 44:76, 
requirements for ambulatory surgical centers, 
was conducted from 8/25/26 through 8/26/26. 
Black Hills Pediatric Dentistry Surgery Center was 
found in compliance. 
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