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(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A.BUILDING 01 - MAIN BUILDING 0... 07/31/2025

B. WING

NAME OF PROVIDER OR SUPPLIER
BOLIVAR MEDICAL CENTER LTC

STREET ADDRESS, CITY, STATE, ZIP CODE
901 E SUNFLOWER RD P O BOX 1380, CLEVELAND, Mississippi,

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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IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X3) DATE SURVEY COMPLETED
07/31/2025

The requirement at 42 CFR, 483.73 is MET as evidenced
by: An unannounced State Agency Annual Emergency
Preparedness Survey was conducted on 07/31/25. The
facility was found in substantial compliance with 42

CFR 483.73, Requirements for Long Term Care Facilities.
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