DEPARTMENT OF HEALTH AND HUMAN SERVICES ORE G !NAE. T EORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(*1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

C
435102 B. WING 08/27/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

949 HARNON STREET
STURGIS, SD 57785

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN GF CORRECTION X5

STURGIS REGIONAL SENIOR CARE

(X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULR BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

Surveyor: 23059

A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for long
term care facilities was conducted frorn 8/25/15
through 8/27/15. Areas surveyed included quality
of care, abuse and neglect, and facility staffing.
Sturgis Regional Senior Care was found in
compliance.
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