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s ooo Compliance Statement S 000 

A licensure survey for compliance with the 
Administrative Rules of South Dakota, Article 
44:70, Assisted Living Centers, requirements for 
assisted living centers, was conducted from 
4/21/26 through 4/22/26. Avera Brady Assisted 
Living was found in compliance. 

A complaint survey for compliance with the 
Administrative Rules of South Dakota, Article 
44:70, Assisted Living Centers, requirements for 
assisted living centers, was conducted from 
4/21/26 through 4/22/26. Area surveyed was 
medication administration. Avera Brady Assisted 
Living was found in compliance. 
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