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INTERIM HEALTHCARE 725 INDIANA ST, RAPID CITY, South Dakota, 57701
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A complaint health survey for compliance with 42 CFR
Part 484, Subpart G, Subsections 484, Subparts B-C,
requirements for Home Health Agencies, was conducted
from 2/3/26 through 2/4/26. Areas surveyed Included
Patient/Client Abuse. Interim Healthcare was found in
compliance.
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