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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a revisit survey 

at the facility on 11/29/23 through 11/30/23 and 

placed the facility back into compliance for M500 

related to Reident's Rights, M610 related to 

Activities of Daily Living, M815 related to food 

storage, M1010 related to Housekeeping 

Facilities and Services, and M1570 related to 

Infection Control.  

The sensus at the time of the survey was 103 and 

the facility held a license for 152 beds.

 

Mississippi State Department of Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

12/04/23Electronically Signed

If continuation sheet  1 of 16899STATE FORM Q2A912


