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$000 Compliance Statement S 000 |
| A complaint survey for compliance with the ‘
Administrative Rules of South Dakota, Article |
| 44:70, Assisted Living Centers, requirements for
i assisted living centers, was conducted on 7/2/24. f
The area surveyed included elopements. Good ‘
Samaritan Society - Sioux Falls Hearthstone AL 1
was found in compliance. 1
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