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A recertification health survey for compliance
with 42 CFR Part 483, Subpart B, requirements
for Long Term Care facilities was conducted from
6/26/23 through 6/28/23. Bennett County Hospital
and Nursing Home was found in compliance.

4
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ﬁ z‘ t , %’ ; TITLE Administrator

(X6) DATE 7/10/23

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufﬁc’ﬁe s—{See t Except for nursing homes, the findings stated above are disclosable 90 days

] -] B

following the date of survey whtirey pr rﬁga &7 of @ne tio glr pr Ede ~E&rinursing homes, the above findings and plans of correction are disclosable 14
A ! 3 L0 i b ™ [ == ] o . )

days following the date these U e He-o {e-the eficiencies are cited, an approved plan of carrection is requisite to continued

program participation.

| |
e | i P LT Lot _I_,L)L_ — R .
fom ObsoIEleUL v 2[}23_ E Ln—rD:!rZJWﬂ Facility ID: 0037 If continuation sheet Page 1 of 1

FORM CMS-2567(02-99) Previous I\m siom

|
|




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/07/2023
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

A recertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73,

Term Care facilities was conducted from 6/26/23
through 6/28/23. Bennett County Hospital and
Nursing Home was found in compiiance.
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A recertification survey for compliance with the
Life Safety Code (LSC) (2012 existing health care ,
occupancy) was conducted on 6/27/23. Bennett
County Hospital and Nursing Home was found in
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Facilities.
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A licensure survey for compliance with the

Administrative Rules of South Dakota, Article

44:73, Nursing Facilities, was conducted from

6/26/23 through 6/28/23. Bennett County Hospital

| and Nursing Home was found in compliance.
|
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A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 6/26/23
through 6/28/23. Bennett County Hospital and
Nursing Home was found in compliance.
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