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L0000 INITIAL COMMENTS L0000

A recertification survey for compliance with 42 CFR

Part 418, Subparts C-D, requirements for hospice, was
conducted from 5/21/24 through 5/22/24. Avera @ Home
was found in compliance.

A complaint health survey for compliance with 42 CFR
Part 418, Subparts C-D, requirements for hospice, was
conducted from 5/21/24 through 5/22/24. Areas surveyed
included potential abuse. Avera @ Home was found in
compliance.

Any deficiency statement ending with an astens&(*}denotesa deﬁge_r_ngy whlch the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the pape ts. ﬁ structions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a pl ti ﬂ ed Eor nurslr]g homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are madegﬂ e to the facility. If deficie Ta ed, an approved plan of correction is requisite to continued program

participation.
LABORATQRY DIRECTOR'S OR PROVIDER/SUPRLIER REARESEGTATIVE'S SI I’?RE TITLE (X6) DATE

Voorheea | Agency Manager 05/30/2024
FORM CﬂS-ZSGT (02/99) Previous Versions (?bsolete SD DCH _Olf_vewt ID: 63111-H1 Facility ID: 11210 If continuation sheet Page 1 of 1




N AVTL N SRR VIC VIV FAVEE 3
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Avera @ Home 1115 E 5TH AVE , MITCHELL, South Dakota, 57301
(X4) 1D 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)
E0000 Initial Comments E0000

A recertification health survey for compliance with 42

CFR Part 418, Subpart D, Subsection 418.113, Emergency
Preparedness requirements for hospice was conducted
from 5/21/24 to 5/22/24. Avera @ Home was found in
compliance.

Any deficiency statement ending with an asterisk (*) denotes a deﬁmency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to thp—pal(ent "(Stfg‘ - -jnstructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or nat'a pl {&On : 1 F rnursing homes, the above findings and plans of correction are disclosable 14 days

following the date these documents are made | are,clted an approved plan of correction is requisite to continued program

participation. in

LABQRATORY DIRECTOR'S OR PROVlDE&b@{:PUEW?%WLVE-S« ]GN EI'URE TITLE (X6) DATE
Veoorheea ! ! Agency Manager 05/30/2024

FOI‘ﬁI CMS-2567 (02/99) Previous Versions Obsolete __ D: 631' 2-H1 Facility ID: 11210 If continuation sheet Page 1 of 1
SD DCH-0OLC



