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Avera @ Home

STREET ADDRESS, CITY, STATE, ZIP CODE
901 S Dakota St, Ste 1A , MILBANK, South Dakota, 57252

A recertification survey for compliance with 42 CFR
418.113 Emergency Preparedness, requirements for
hospice, was conducted from 11/4/25 through 11/5/25.
Avera @ Home was found in compliance.
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