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 A 000 Compliance/Noncompliance statement  A 000

Surveyor: 99999

Surveyor: 04790

A statistical data survey for compliance with the 

South Dakota Codified Law Chapter 34-23A, 

Performance of Abortions, was conducted on 

6/14/17. Rapid City Regional Hospital was found 

in compliance.

STATE FORM If continuation sheet  1 of 1021199 IEBE11


