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A. BUILDING:
R-C
76GC B. WING 02/11/2025
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1935 NORTH THEOBOLD EXTENSION
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GREENVILLE, MS 38704
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{M 000} Initial Comments {M 000}
The State Agency (SA) conducted a follow up
survey at the facility from 2/10/25 through
2/11/25. During the survey, the SA determined
that the facility was in compliance with the
requirements of the Mississippi Regulations for
Minimum Standards for Institutions for Aged or
Infirm and recommends that the facility be placed
back into compliance with 02/07/25 plan of
correction (POC) date.
The census at the time of the survey was 54 with
a bed capacity of 60 beds.
Mississippi State Department of Health
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