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(X2) MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

(X3) DATE SURVEY COMPLETED
07/24/2025

NAME OF PROVIDER OR SUPPLIER
HOLLY SPRINGS REHABILITATION AND HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1315 HIGHWAY 4 EAST , HOLLY SPRINGS, Mississippi, 38635

The State Agency (SA) conducted a complaint
investigation (Cl) 493897 at the facility on 07/24/25.
During the survey, the SA determined that the facility

was in compliance with the requirements of The Aged and
Infirm. The census at the time of the survey was 88

with a bed size of 120.
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