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The State Agency (SA) conducted three (3) Complaint 
Investigations (CI) MS #2639931, CI MS #2646940, and CI
MS #2650463 at the facility from 11/4/25 through 
11/5/25. During the survey, the SA determined the 
facility was in compliance with the Mississippi 
Regulations for Minimum Standards for Institutions for
Aged or Infirm and cited no deficiencies. 

The census at the time of the survey was 53 with a 
license for 100 beds. 

 

Office of Primary Care and Health Systems Management

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM Event ID: 1DA543-H1 Facility ID: 13CI If continuation sheet Page 1 of 1


