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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
435109 B. WING 03/13/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FIRESTEEL HEALTHCARE CENTER 20 EASTIHAVENIE
MITCHELL, SD 57301
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION (X5)
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1 | |
F 000 INITIAL COMMENTS F 000
- . ; |
| A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for Long | ‘
Term Care facilities was conducted from 3/12/24
| through 3/13/24. The area surveyed was |
accidents. Firesteel Healthcare Center was found
in compliance.
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Petar Mirkovic Executive Director 03/18/2024
Any deficiency statement ending with an asterisk (*) denotes a defi mency WDICIJ }he institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the” pa_yent§- > (See Exoept for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or niotia plag of‘gjreqt_lg,n ﬁro ed @z uré; homes, the above findings and plans of correction are disclosable 14
days following the date these documentslth |e les are cited, an approved plan of correction is requisite to continued
program participation. o ‘
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