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41D SUIMMARY STATEMENT OF DEFICIENGIES ind 1 PROVIDER'S PLAN OF.CORRECTION

PREFIX | . ° (FACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE , compLzToN
TAG  REGULATORY OR LSC IDENTEFYING [NFORMATION) SR "Y- CROSS-REFERENCED TO THEAPPROPRIATE |~ DATE
- - : . DEFICIENCY},
FO000 | INITIALCOMMENTS = . | . Foon|F159 Planof Correotion for all residents:
: o -All residents with funds deposited at
‘ SDHSC Patient Bank were affected.
Arecertification health survey for compliance - ' )
with 42 CFR Part 483, Subpart B, requirements - SDHSC Patient Trust process was
for long term care faciliies, was condicted from : changed to pay interest to resident
820713 through 8/21/13. South Naketa Human accounts on & monthly basis. The interest
| Services Center was found not in compliance with . is posted to the resident’s account
the following requirements: F159 and F280. monthly and will be shown on thie
F 158 | 483.10(c)(2)-(6) FACILITY MANAGEMENT‘OF F 159 quarterly statemenits sent to residents or
ss=E | PERSONAL FUNDS _ their responsibie parties. Completed
' 9/7/13 .
Upon written authorization of a resident, the . - For all current residents of the SDHSC'
facility must hold, safeguard, manage, and : ) Geriatric Program with fands deposited in
account for ’Ehe personal funds oﬂf‘le re'sident : R SDHSC Patient Trust Accounts, interest
deposited with the-facility, as spgclﬁed in was retroactively paid for the time period
paragraphs (C)(3)-(8) of this section. ' Jamuary 1, 2011 to July 31, 2013. A lump
The facility fnust deposit any resident's personal i‘fgﬁagmmwf $239.85 was made on

funds in.éxcess of $50 in an interest bearing
account (or accounts) that is separate from any of
the facility's operating accounts, and that credits
all interest eamed on resident's funds to that '

-SDHSC Business Office Policy 1.5.1
“Interest on Patient Bank Accounts™ was

report of interest payroent
The system must preclude any wmming[ing of S .
resident funds with facility funds orwith the funds

account. (In pooled accounts, there must be a reviewed and revised to ensure
separate accounting for each resident's.share) - compliance with F159.

' ) ) . -SDHSC Geriatric Program Policy 3.7.28
The facility must maintain a resident's personal - “Protection of Geriatric Program Patient-
funds that do not exceed $50 in a non-interest , | Funds” was reviewed and found to be in
bearing account, inferest-bearing account, or ' compliance.
petty cash fund. _ C -These policies were reviewed by the

' ' Social Work Staff, Administrator, and

The facility must establish and maintain a system . Administrative Assistant.
that assures a full and completé and separate - ' - SDHSC Business Office will perform
accounting, according fo generally accepted o ' . monihly andits to ensure payment of
accounting principles, of each resident's personal : interest for resident accounts, This audit 1 .
fu ndsfenh‘usted to the facility on the resident's ' will be completed by reviewing monthly :
behal : . ‘ :

LABORATO CTOR‘S OR PR R/SUPPLIER REFRESENTATNES SIGNATURE . TITLE-- | [(XB)DATE

)7 Cnoponn Dinctonr ~_11-8-13

Anty defi uegp{ sia nt eﬂdlng an asterisk ("} denoles a1 deﬁmem:y which the instifution may be exoused froth correcting providing it is determined that
other safeguards pfovide sutficient protection to the patients. (Sea instruclicns.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survay whether or not a plan of correction is provided. For nursing fomes, the above findings and plans of corraciion ajs disclosabls 14
deays following the date thess documents are made available to the facility. If deficiencies are cited, an approved plan af corraction is reguislie o continued
program particpation. .
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D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

) . X5}
(EACH CORRECTVE ACTION SHOULD BE, COMPLETION
CROSS-REFERENCED TO THEAPPRORRIATE . DATE

DEFICIENCY)

‘F 159 | Continued From .page 1
of any person other than another resident.

The individual financial record must be available
through quartery statements and on request to
the resident or his or her legal representative.

The facllity must notify each resident that receives
Medicaid barefits when the amount in the
resident's account reaches $200 less than the -

- 551 resource limit for one person, specified in-
section 1611(a)(3)(B) of the Act; and that, if the
amount in the account, in addition to the value of
the resident's other.nonexempt resources, -
reaches the S8l resource limit for one person, the
resident may lose eligibility for Medicaid or S8I.

This REQUIREMENT is notmet as ewdenoed
by:.

Based on record review, interview, and policy
.| review, the provider failed to ensure any resident
trust-accounts with balances in sxcess of $50.00
received interest on those accounts. Findings
include:

1. Raview of an 8/21/13 Resident account
balance report revealed:

*There were 150 entrees on it that included:
-The names of residents with trust accounts
maintained by the provider. i

" | -Their medical record numbers.

- -The current balance of thefr trust accounts,

Interview on 8/21/13 at 1:30 p.m. with the
business office manager revealed:

*When residents were admitied their money was
put into a frust account.

-Trust account information was given to the
resident at that time. '

F 158|F 159 continued:

| Administrator monthly reports of interest

using accounting software.
- SDHSC Business Office will send

" |payment quarterly.

-The Administrator will review and report
the resulis of the monthly reviews to the
Quality Assurance Committee quarterly,
The résults of the reviews will also be -
reported to the SDHSC Hoapital Quality :
Council. This review will be ongoing, - 11/8713
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PREFIX -
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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D PROMIDER'S PLAN GF GORRECTION
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COMPLETION -
DATE

F 159

Continued From page 2

- | *Some residents had a lot of money in their

possession when they were admitted..

*They had discouraged residents from keeping
money in their rooms.

-Sometimes a resident had two or three bitlfolds
with money in each of tham,

*The current balance in the trust account was
$83,857.82..

-That grmount included mensy depomted in the
frust accounts of people who were also in their
hospital as patients.

-This balance was the lump sum of the hospital
patients and gerlatric residents.

*The money had been deposlted in an intsrest
bsaring account.

*The residents had not been pald interest though,
because all of the charges on the cverall account
exceeded the amount of interest that was eamed.
*There was a lof of activity in the account which
coniributed to the high charges on the account.
*Some residents might have high balances and
never withdrew money or accessed thair
accounts. They still had not received any interest.
*They.had not paid interest to residents with
accounts for at [east a year.

| -That had ocoumed as a resuit of all the additional

charges banks had applied to accounts.

Review of all resident trust account ledgers from

/1713 through 321/13 revealed:

*Therg were 58 residents who had trust accounts.

“*Thare were 50 residents with trust accounts in

excess of $50.00,

-Nineteen of those had balancas from $100.0C -
$495.00.

-Five had balances from $500.00 - $990.99.
-Six had balances over $1000.00.

*There was no evidence any interest hiad been
paid to those residents.

F 159
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, o8)
PREFIX {EACH DEFICIENCY MUST BE.PRECEDED BY FUILL " PREFIX (EACH CORRECTIVEACTION BHOULD BE | GOMPLETION
TAG  REGULATORY OR LSC IDENTIFYING INFORMATION) * e CGROSS-REFERENCED TO THE APPROPRIATE DATE
: " BEFICIENCY)
F 1568 | Continued From page 3 .-F 189

Review of the July 2013 bank statement
revealed:

*A service charge of $17.70.,

*Interest paid had been $25.58,
*Interest paid to datein 2013 had been $183.50. . . -

Review of the provider's 65/1/13 Patient's access
- | o funds in Patient Bank policy revealed it had not.
addressed their frust account bearing intersst.

| Review of the provider's 12/8/06 Your Rights
policy revealed "The facility may not require you
to deposit your personal funds with the facility;
however if you choose o do so0 and give written
authorization, the facility must hold your-funds in
accordance with the law."

F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 28| ¥ 280 F280 Plan of Correction for faifure
s5=p | PARTICIPATE PLANNING CARE-REVISE GP to revise one of thirteen sampled
o ) ‘ : ‘ resident’s (1) care plan as changes
The resident has the right, unless adjudged - .. {occurred: Resident # 1's
incompstent or otherwise found to be . physicians’ orders for contact. precautions
incapacitated under the laws of the State, 1o were reviewed and orders added and read:
parficipate in planning care and treatment or : - | History of MRSA. in skin, stool, and urine.
changes in care and freatment. o Contact Precautions continued. Care
. : o ] Pian was reviewed and updated under

A comprehensive care plan must be developed Alteration in Health to read: Staff will
within 7 days after the completion of the ' follow contéct precautions when assisting
comprehensive assessient; prepared by an ) Resident 1. Resident 1 has history of
interdisciplinary team, that includes the attending B MRSA in stool, urine, skin and
physicia_n, a registered nurse with'responsibility, ' respiratory. Care Plan of resident 1 also_
for the resident, and other appropriate staffin. . updﬂted and identified pl'Db].eInS with ’

disciplines as determined by the resident's needs,
and, to the extent practicable; the participation of
the resident, the resident's famiily or the resident's
legal representative; and periodically reviewed
and revised by a feam of qualified persons after
each assessment.

alteration. of skin- re-occurring open area-
arease of upper buttock. Iuterventlons
skin assessments weekly,
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X4 I SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL _PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG " CROSS-REFERENCED TO THE APPROPRIATE DATE
: ‘ ) ‘ DERCIENCY)
: : e [ F280 Contlnued . ’
F 2-8'0. Contmyed From Pags 4 F 280 reposition patient, elevate heels w1th heels
over edge of pillows; pressure reducing
mattress; Calmo-septine Ointment with
peri -care to crease of upper buttock; 4X4
to crease between upper buttock and
'br;us REQP!REMENT is not met as evidenced check daily. Completed 10/3/13.
Based on record review, intervisw, and palicy .
review, the provider failed io revise ane of thirtean On 11/6/13, Contact Precautions were
‘sampled resident's (1) care plan as changes discontinued by PA-C staff. Standard-
ocaured. Findings include: Precautions were initiated. -
- o _ : Residerit 1’s care plan and physician’s
1. Review of resident 1's 7/31/13 physician's orders were reviewed and updated.
orders revealed an order for contact precautions Interventions regarding “forcing ESBS
for MRSA (a bacteria responsible for several and insulin” and” checking FSBS in
difficult to treat infections) of the skin. dayhall or dining room per patient
_ : , : preference” were discontioued from the
Observation and interview-on 8/20/13 at 2:30 treatment p]an and need will be evaluated
p.m. of cértified nursing assistant A revealed: A by Medical Personnel on individual basis
*She put on g gown and gloves prior to entating " | in each situation based upon erergent
resident 1's room, {need, advanced life sustaining orders,
*She had planned to get him out of bed and to danger 1o self, and guardian direction for.
foile him. , - | individuals who have been ]udged
*The reason she had put 2 gown and gloves on ‘
was because he had MRSA in his urine. incompstent.
"| Review of resident 1's laboratory reports revealed ChangeF m pmwd“ers SYSteIFIZ
on 5/17/13 MRSA had been cultured on his Professional staff involved in the
genitalia {private parts). ' development of resident care plans
' _ -{incnding: Therapeutic Recreation
Review of resident 1's 6/5/13 physician's Specialist, Restorative Therapist, Charge
progress nofe revealed: - [Nurses, Social Workers, Dietitia.ns,
“*'He is a MRSA carriar. Occupaticual Therapists, and Physical
.| *He is having regular, formed bowel movements. Therapists were educated on the Care
A month ago he did have loose BMs jbowe! plan palicy, short term care plans and the
movements] and his stool had heavy MRSA importance of ensuring that the care plans
growth.” are accurate and current regarding:
Review of resident 1's skin status record for
wounds since 12/31/12 revealad: ‘
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PREFIX [EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TCO THE APPROPRIATE DATE
. DEFICIENCY}
F 280 | Cortinued From page 5 F 280 S
| *He had a racu‘rrizaggstage 2 open area-to the F280 Continued
.- N Diiagnosis, Problems, Goals,
upper arevio of fis buttock. Interventions, and Treatment Notes
=During that time it had healed and reopened six !
L times, _ Education was provided - )
1 *On 81813 it had opened by the I\.&DS Coordinator and the Director
"On 8/20/13 the nurse had documented it had of Nursing. Completed 10-31-13. -
healed. : All new employees will receive training
Inferview on 8/20/13 at 4:00 p.m. With registered on the care planning process and read the -
nurse B and review of resident 1's miedical record Geriatric Care Plan policy during their
revealed: orientation process as noted on the
*He had been admitted to the hosprtal on 4/26/13. Geriatric Information Checklist used by
When he had been discharged the physician had Staff Development, Initiated: ongoing
noted he had MRSA heavily in his BMs. Geriatric staff'will receive annual treining
*He was started on a probictic for the MRSA on on the Care Plan policy, process and need
his genitalia on 5/&/13. for accuracy as well as the need to
*On 7/3/13 the probiotic had been dlscontinued promote patients’ Fight to chmcc and
*The physician had noted on 6/5/13 that the refirsal of treatment.
resident was a MRSA carrier.
*He was unable to find that he had respiratory Momtormg‘ provnier s perfofmance:
£JIRSA, N " . Audits of the care plahs for each resident
h'il'sr_)i:a \;vas no.documeritation regarding MRSA in .W’ill be reviewed by the (4) Charge Nurses
" and (2) Social Workers every week for 5
| Review of resident 1's August 2013 treatment weeks (60 care plans). Each person will
recard reveaied they were to apply Caimo complete 2 care plan audits per week
| Septine cintment to the buttock when care was using the attached Care Plan Review form
provided three fimes per day. (attachment #1). -
Revigw of resident 1's short term care plan This form will examine: 1. Diagnosis on
revealed: Nursing Kardex, Physician's Rewrite
*A probiem. of impairment of skin :ntegrrty related Orders, and Physician Orders match the
tor diagnosis on the care plan. 2. Care plan
-An opsn area on his buttock W|th no specmc accurately reflects the resident’s Code
area identified on 5/13/13, The care pian had not - Status, physician's Ordersfor Life-
addressed the above treatment. , Sustaining Treatment, and Palliative
-On 5/31/13 they had added a freatment, but it
was to be applied to his genitalia and was not for -
| the buttock wound. ) ]
FbRM CM$-2567{02-99) Previous Versions Obsolste Event (Do HTZT 11 }‘aniliky io; o116 V if continuation sheet Page 6 of 8
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A, BUILDING CUMF’LET.ED
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| sTATEMENT OF DEFICIENCIES - (X1) PROVIDER/SURPLIERICLIA
. AND PLAN OF CORRECTION IDENTIFICATION NUMBER;
43A0B7

NAME OF PROVIDER OR SUPPLIER

SOUTH DAKOTA HUMAN SERVICES CENTER - GERIATRIC

STREET ADDRESS, CITY, STATE, ZIP CODE

. 3515 BROADWAY AVE POST OFFICE BOX 7600
YANKTON, SD 57078

SUMMARY STATEMENT OF DEFICIENCIES

D

(%4) ID PROVIDER'S FLAN OF CORREGTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE | comprenow
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-R_EFERENCED TQ THE APPROPRIATE "DATE
: : _ DEFICIENCY).
F 280 | Continued From page & F 280
" | -Adecubifi (pressure uicer) had been identified on F230 Continued
his left heet on 7/14/13. Care Orders. 3. Long Term Interventlons
“The identification of MRSA on his genltalia and in (i.e. treatments, cares, equipment use)
his BMs was never aeddréssed. ordered per Physician orders and/ or m
) . Nursing Kardex per Nursing Directive for
Review of resident 1's treatmerit plan revealed: chronie, re-oceurting problems/ 1l]ness are
*He had g history of MRSA-Respiratory to RD present in the care plan.
(abbreviation not idenfified). This treatment plan 4. Interventions on care plans are accurate
originated 11/2/11. and on care plans are accurate and carrent,
*Problem 2 identified: _ clearly reflecting the care being provided
-Requires health care maintenance; needs to the patient, Completed 10-31-13.
menitoring and treatment related to diagnosis as : ) . :
. evide’:nced by seizurg disorder, status post CVA ' Audit form updated 11-7-13 to inchude
.(cardlt_::'vascu lar accldent)_, status post myocardial resident right to refuse freatment. All care
infarction [heart attack], diabetes Type Il, plans will be reviewed and updated to
corohary artery disease, hypertensmn (hlgh blood ensure interventions respect the resident’s
Elressure} _ right to reéfuse treatment. Education will
nierventions included: ;
'Staff will be aware that ___resident's name] be provided to all staff by [1-15-13.
has a history of MRSA, Respiratory. - . . R i
-Staff will follow contact precautions when. Ongoing review by Charge Nurses and
assisting ___[resident's nama] due to history of Social Workers will complete 1 care plan
respiratory MRSA " andit each week (6) until all resident care
*The plan had not addressed his recumng apen | plans have been reviewed. . :
area on hIS buttock. . . )
_ Ongoing chart audits will be completed by
Interview on 8/20/13-at 4.40 p.m. with the Charge Nurses- 3 randomly selected care
Minimum Data Set coordinator mgardlng resident plans each month, .
1's care planrevealed: ' _
*She was responsible for the care plan All care plan audits will be sent to the
development Director of Nursing and present at the
*The charge nursas were to updats care plans as Quality Assurance Meeting. Care plan o
| changes had occurred. audits will be ongoing. ’ 11/8/13
*His ¢are plan had not been updated and was not
| accurate for his recent treatment of MRSA.
“| *The precautions for respiratory MRSA and
MRSA in his BMs would have been different.
*The care plan had not addressed the current
| treatment for the sore on'his buttock. , _
FORM ChS-2567(C2-89) Previous Vorsions Obscleto Event ID:HTZ711 FadlllyID: c116 o " If continution sheet Page 7 of §
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Continued Ffom page 7

Interview on 8/21/13 at 10:15 a.m. with the
director of nursing revealed resident 1's treatment
plan should have addressed his pressure ulcer on
the buttock. It had been a recurring problem,

| Review of the provider's undated treatment plan

policy revealed:

*'Nursing staff shalf review and address nursnng
problems as identified in nursing assessment,
other assessments and the transfernng

program's care plan using nirsing interventions
on the Initial Gertatric Treatmrient Plan.

*Nursing staff shall inifiate short-tem care plans in
the Initial Care Plan as approprate and staff shall
document on identified problems and
infervantions in the resident’s progress

| notes/record.

*If a problem develops that requires lreaimen‘i
infervention hefore the next regular meeting (after
the formal care plan is developed}, members of at-
least three disciplines from the Treatmant Team
may hold an emergancy meetlng and develop &
plan of care.

*The emergency mesting shalf be documented in
the Progress Notes indicating who met and what -
was decided. Interventions shall be docurnented
on the Treatment plan dated and initialed by the
team member

{ STATEMENT OF DEFICIENCIES - |¢¢1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
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o0 SUMMARY STATEMENT OF DEFICIENCIES D - PROVIDER'S PLAN OF CORRECTION "5}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD BE COMPLETION
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. ’ DEFICIENCY)
 Fa80 F 280
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SOUTH DAKOTA HUMAN SERVICES GENTER - GERIATRIC 315 BROAOWAY AVE POST OFFICE BOX 7600
‘ : YANKTON, 8D 57078
D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE GATE
. DEFICIENGY}
K 000 | INITIAL COMMENTS : K D0C
./77- 7-‘.\‘
, ; A recertification survey for compliance with the
Life Safety Cade (LSC) (2000 exisfing heaith care
occupancy) was condlicted on 8/20/3. South )
Dakota Human Services Center - Geriatric
N {Buiiding 01, Spruce | and f) was found in
) compliance with 42 CFR 483.70 {&) requirements
— for Long Term Care Fagiiities.
The building will meet the requirements of the’
2000 LSC for Existing Health Care Occupancies
in conjunction with the provider's commitment to
continued compliance with the fire safety
standards.
OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (&) DATE

L

?-27-(3
Any gehoier nt ending with an asterisk {*) denotes a deficiency which the instilution may be excusad from mrreﬁting proviciing it is determined that .
eiher sefeguarda provide sufficient pratection 1o tha patients . (See instructions.) Except for nursing homes, the findings stated ahove are disclogable 90 days
‘ming the date of survey whether or not a plan of correciien is provided. For nursing homes, the above findings and plans of correetion are disclosable 14
: }s following the date these documents are mede available to the facility. If deficiencies are cifed, an approved plan of comection is requisite to continued
“"program paricipation. : .
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PRINTED: 09/19/2013

IRECTOR'S OjOVIDERfSUFF’UER REPRESENTATIVE'S SIGNATURE p TITLE ;.

DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES <1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
-Lano PLAR OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 - BUILBING 02 COMPLETED
- 43A067 B. WING 08/20/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE :
& 4515 BROADWAY AVE POST OFFICE BOX 7600
SOUTH DAKOTA HUMAN SERVICES CENTER - GERIATRIG YANKTON, SD 57078 .
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D * PROVIDER'S PLAN OF CORRECTION 45)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000
} . A recertification survey for compliance with the
Life Safefy Code (LSC} (2000 existing health care
oceupancy) was cotiducted on 8/20/13. South
Dakota Human Services Center - Geriatnic
e (Building 02, Willow 1) was found in compliance
: J with 42 CFR 483.70 (a) requirements for Long
R Term Care Facilities.
The building will meet the requirements of the
2000 LSC for Existing Health Care Gecupancies
in conjunction with the provider's commitment o
continued compliance with the fire safety
standards.
}
)
)
(X8} DATE

Z-2>43

‘Any deffibney sement ghding with an astefisk () denates a deficiency witich the institution may be excused from corfecting providing It Is detsrmined that
nther safeguards provide sufficiert protection to the patients . (See instructions.) Except for nursing homes, tha findings staded above are disclosabls 80 days
‘owing the date of survey whether or not a plan of corection is provided. For nursing homes, the above findings and plans of comestion are disclosable 14
. s following the date thease documents are made available to the fadlity. If deficlencles are cited, an approved plan of comection is requisiie to continued
" program participation.

FORM CMB-2567(02-99) Pravious Viarsions Obsolete Evant (D; HTZ721 Fecliy ID; 0116 I coniinuation sheet Page 1 of i




PRINTED: 09/04/2013

ﬁ g? g FORM APPROVED
SOUTH DAKOTA DEPARTMENT OF HEALTH . SLINILA Tt
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION {3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 2 COMPLETED
A, BUILDING
B. WING
10719 . 08/21/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SOUTH DAKOTA HUMAN SERVICES CENTER - GE| 3515 BROADWAY AVE PO BOX 7600
YANKTON, SD 57078
X4 ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
S000| Initial Comments S 000
Surveyor: 18560
Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:04, Medical Facilities, requirements for
nursing facilities, was conducted from 8/20/13
through 8/21/13. South Dakota Human Services
Center was found in compliance.
Qﬁ!MD Gncrnopney flond Ao T3
LABORATORY DIRECTORE O PROVIDER/SUPPLIER REPRESENTATIE'S SIGNATURE TITLE '
NECSEIVER
STATE FORM 0zt19n ocsU11 =3 if continuation shest ﬁh |
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