
PRINTED: 07/02/2020 
FORM APPROVED 

OMB NO. 0938-0391
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES

(X3) DATE SURVEY 
COMPLETED

(X2) MULTIPLE CONSTRUCTION 
A. BUILDING_________________

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(XI) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

B WING255277 02/07/2020
STREET ADDRESS. CITY, STATE. ZIP CODE

1017 JACKSON STREET 
LEAKESVILLE, MS 39451

NAME OF PROVIDER OR SUPPLIER

GREENE COUNTY HEALTH AND REHABILITATION

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID (X5)(X4)ID 
PREFIX COMPLETION

DATE
PREFIX

TAGTAG

F 000 INITIAL COMMENTS F 000

State Agency (SA) conducted an annual 
re-certification survey at the facility from 
02/05/2020 to 02/07/2020. During the survey, the 
SA determined that the facility was in compliance 
with Medicare and Medicaid requirements for 
participation. The SA cited no regulatory 
deficiencies.

At the time of survey, the census was 57, and the 
facility held a license for 60 beds.
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42 CFR 483.70(a)

The facility meets the applicable provisions of the 
2012 (existing) Edition of the Life Safety Code 
(LSC) of the National Fire Protection Association 
(NFPA).

There were no LSC deficiencies cited during this 
survey.
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* EMERGENCY PREPAREDNESS *

Survey conducted on 2/7/20 reveals the above 
facility meets all applicable Federal, State and 
local emergency preparedness requirements.

No deficiencies were identified.
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