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 M 000 Initial Comments  M 000

The State Agency (SA) conducted three (3) 

complaint investiations (CI MS #26460, CI MS 

#26462, and CI MS #26473) at the facility from 

9/16/24 through 9/17/24.  During the survey, the 

SA determined that the facility was in compliance 

with the Mississippi Regulations for Minimum 

Standards for Institutions for Aged or Infirm.  The 

SA did not substantiate the complaints for Quality 

of care related to care not received per physician 

order, resident safety/falls, and responsible party 

not notified of resident change of condition; 

resident neglect related to medications; resident 

abuse related to verbal abuse; and physical 

environment related to equipment not maintained 

and not sufficient supplies and cited no 

deficiencies.  

However, the facility remains out of compliance 

due to deficiencies cited on the 8/1/2024 and 

8/14/2024 surveys.

Census at the time of the survey was 62 with a 

license for 66 beds.
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