PRINTED: 04/08/2024
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANDR PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
436107 B. WING 04/03/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
BOWDLE NURSING HOME 8001 W 7K BTRERT
BOWDLE, SD 57428
XD SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORREGTION X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE OATE
DEFICIENCY}
F 000 | INITIAL COMMENTS F 000
A comptlaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for Long
Term Care facilities was conducted from 4/3/24.
Areas surveyed included an injury that accurred
during the use of a heating pad, policy
implementation, and staff education. Bowdle
Nursing Home was found in compliance.
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