DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

POANIIN . U L avey

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES %TE L?nggfg{qSHS;EEEICUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 431505 ’ A. BUILDING 07/10/2025
B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Avera @ Home 1115WEST 9TH ST, YANKTON, South Dakota, 57078
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
L0000 INITIAL COMMENTS L0000
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A recertification survey for compliance with 42 CFR

Part 418, Subpart B, Subsection 484.113 Emergency
Preparedness, requirements for hospice, was conducted
from 7/7/25 through 7/10/25. Avera @ Home was found in
compliance.
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