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Mrsstsstppt STATE DEPARTMENT ot HEALTH

ELECTRONIC MAIL

March 7,2019

Jonathan Aller, Administrator
Ms Shtc Veteraos HomPKoscius
3 l0 Aurumn Ridge Drive
Kosciusko, MS 39090

cl MS #15664

Dear Mr. Allen:

This lctter coDfirms the results of a complEint investigation conducted in your facility on February t, 2019. An
unannounced visit was made regarding allegation(s) of staff to resident abuse, neglect, and/or misappropriation of
resident property.

Follor{ing our inv€stigation, the allegation(s) was/were subsrantiated; howevel no dcficicncies werc cited against the
facility, Enclosed is a Form CMS-2567 and no Plan ofconectioo is required. Subsequent, a signat[e and a date is

required and must be submitted by ten (10) calendar days after lhe facility rece,ves ils Form CMS-256? by certified
mail. Return the signed and dated form CMS-25671o Lindr Pate, Division Direclor ll, Northwest Dktricq Post

OIfice Box 1700, Jackon, Mississippi 39215-1700, phone number (601) 364-l I00, srd fax number (601)

36!L5052,

we apprcciate the courtesy and cooperation you and your staf extendcd to the surveyor(s) during this visit. If our
agency can be of further assistance, please feel free to co act Lirdr Pate, Division Dlrector lI, Northwest
DistricL
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Divis
Northwest District
B ureau ofHealth Facilities
Licemure and Certifi cation

LP/dhc
Enclosure:

cc; Marilynn winborne, Bul€au Dir€ctor, Long Term Care Division
Mclissa Palker, Director/Office of Liccnsure

143-8 Lefleurs Square . Post Oftice Box 1700 . ,ackson. Mississippi 39215-1ru0
Bureau of Health Facilities . Oiyision of Profeslional Licensure . Divislon ot Chlldcare Licensure

Crimlnal History Record Che€k Unlt
fi1l364-110o . Fa( 6OtB6,t-5055 . www.HealthvMs,com

Equal Op\*tunity th Enploymm Servlce
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ct Ms #15664
A complaint invesligation was conducled in your
facility on Z8l19. The results of the investigation
was substantrated with no deticlencies.
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