M1551sS1PPI STATE DEPARTMENT OF HEALTH
ELECTRONIC MAIL

March 7, 2019

Jonathan Allen, Administrator
Ms State Veterans Home-Koscius
310 Autumn Ridge Drive
Kosciusko, MS 39090

C1 MS #15664
Dear Mr. Allen:

This letter confirms the results of a complaint investigation conducted in your facility on February 8, 2619. An
unannounced visit was made regarding allegation(s) of staff to resident abuse, neglect, and/or misappropriation of
resident property.

Following our investigation, the allegation(s) was/were substantiated; however, no deficiencies were cited against the
facility, Enclosed is a Form CMS-2567 and no Plan of Correction is required. Subsequent, a signature and a date is
required and must be submitted by ten (10) calendar days after the facility receives its Form CMS-2567 by certified
mail. Return the signed and dated form CMS-2567 to Linda Pate, Division Director I1, Northwest District, Post
Office Box 1700, Jackson, Mississippi 39215-1700, phone number (601) 364-1100, and fax number (601)
364-5052.

We appreciate the courtesy and cooperation you and your staff extended to the surveyor(s) during this visit. If our
agency can be of further assistance, please feel free to contact Linda Pate, Division Director I, Northwest
District.
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