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C 000 | INITIAL COMMENTS C 000

A recertification health survey for compliance
with 42 CFR Part 485, Subpart F, Subsections
485.605-485.645, requirements for Critical
Access Hospitals (CAH) and Long-Term Care
Services ("swing beds"), was conducted from
7/30/24 to 8/1/24. Platte Health Center was found
in compliance.
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E 000 | Initial Comments E 000
A recertification survey for compliance with 42
CFR Part 485, Subpart F, Subsection 485.625,
Emergency Preparedness, requirements for
Critical Access Hospitals, was conducted on
7/30/24. Platte Health Center was found in
compliance.
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A revisit survey for compliance with the Life
Safety Code (LSC) (2012 existing health care
occupancy) was conducted on 07/30/2024. Platte
Health Center was found in compliance with 42
CFR 485.623 (d) (1) requirements for Critical
Access Hospitals.
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$ 000, Compliance/Noncompliance Statement S 000

A licensure health survey for compliance with the
Administrative Rules of South Dakota, Article
44:75, Hospital, Specialized Hospital, and Critical
Access Hospital Facilities, was conducted from
7/30/24 through 8/1/24. Platte Health Center was
found in compliance.
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