
A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  06/17/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

43L018 01/31/2024

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

22 WATERLOO ST POST OFFICE BOX 1087
WELLFULLY

RAPID CITY, SD  57701

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

N 000 Initial Comments N 000

 A complaint survey for compliance with CFR 42, 

Part 483, Subpart G, Subsection 

483.354-483.376, Condition of Participation for 

the use of Restraint or Seclusion in Psychiatric 

Residential Treatment Facilities Providing 

Inpatient Psychiatric Services for Individuals 

Under Age 21 was conducted from 1/30/24 

through 1/31/24. Areas reviewed included the 

following: the process for critical incident 

interventions and response times and staff 

training. Wellfully was found in compliance.
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