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S 000 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
| 8/7/23 through 8/10/23. Environment and life
| safety code surveys were completed. Good
| Samaritan Society Canistota ALC was found in
' compliance.
| There were no current or recent residents to
| review for the licensure health survey.
[
|
|
\
\
|
|
|
|
\
\
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Alexis Luke s 15 e b "—_"‘l‘:“] Administrator 9/12/23
) i i i e MY
STATE FORM e e S =, ! |} :g 6899 BGNS11 If continuation sheet 1 of 1

1}




