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Surveyor: 06365 |
A comptaint survey for compliance with 42 CFR

Part 483, Subpart B, requirements for Long Term

Care facilities, was conducted from 2/1/22

through 2/2/22. Avera Prince of Peace was found

in compliance.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Justin Hinker Administrator 2-10-22
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