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Surveyor: 16385

' A complaint health survey for compliance with 42
i CFR Part 483, Subpart B, requirements for long

| term care facilities, was conducted on 10/15/20.
Areas surveyed included notification of changes

| in condition. Good Samaritan Society Deuel

| County was found in compliance.

A COVID-19 Focused Infection Control Survey

‘ was conducted by the South Dakota Department
| of Health Licensure and Gertification Office on
10/15/20. Good Samaritan Society Deuel County
+ was found in compliance with 42 CFR Part

| 483.10 resident rights and 42 CFR Part 483.80

| infection control regulations: F550, F562, F563,

| F583, F880, F882, F885, and F886.

! Good Samaritan Society Deuel County was found
g in compliance with 42 CFR Part 483.73 related to
| E-0024(b)(6).

| Total residents: 33

|

F 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPP I!iiﬁRESENTATIVE'S SIGNATURE

,45'»\ h J.S'Lfa‘l'o(

TITLE

(X6) DATE

0/ 20/2020

Any deficiency statement ending with an asterisk (*) denotes a dehclancy which-the-inslitulion may be excused from correcling providing it is delermined that

other safeguards provide sufficient protection to the patients . (See instructions.) Excepl for nursing homes, the findings stated above are disclosable 90 days

following the dale of survey whether or not a plan of correction is. prowded -For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made avallable 16 the facllny O deﬁclencies are cited, an approved plan of correction is requisite to continued

program participation.
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