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Surveyor: 41895
A COVID-19 Focused Infection Control Survey
was conducted by the South Dakota Department
of Health Licensure and Certification Office on
7/17/20. Prairie Heights Healthcare was found in
compliance with 42 CFR Part 483.80 infaction
control regulations: F880, F884, and F885.
Prairie Heights Heaithcare was found in
compliance with 42 CFR Part 483.73 related to
E-0024(b}5).
Total residents: 57
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Darcy Akt Administrator 9/1/20

Any deﬁciencf‘étatement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determinad that
other safeguards provide sufficient protection to the patients . (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
follawing the date of survey whether ar.not.a.plan.ef eorrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14

Ry

b | H

ies are cited, an approved plan of correction is requisite to continued

days following the date these documaﬁm""é‘ﬁe n{a”ﬁe aﬁﬁilab{é}o tTF fiwy {@Ief Ereni
program participation. [lﬁ J rﬂm 1 i o1
y L

FORM CMS-2567(02-89} Previous Version: Ot i' te Event ID:

§

H—

SEP U1 2020

S DOH-0LG

1]

r

Facility ID: 0033

If continuation sheet Page 1 of 1



