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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a complaint 

investigation for MS # 17617, MS #17876, and 

MS #18025 at the facility from 9/2/21 to 9/3/21. 

The SA determined the facility was in compliance 

with the Mississippi Regulations for Minimum 

Standards for Aged and Infirm. The SA was 

unable to substantiate MS #17617 for 

assessment and monitoring and failure to notify 

physician, MS# 17876  for Quality of Care and 

Resident Rights related to safety, pressure 

ulcers, staffing ,following physician orders and 

incontinence and MS #18025 for  assessment 

and monitoring and services not performed for a 

PEG site, resident grooming, misappropriation of 

clothing and discharge medications. No 

deficiencies were cited.

At the time of the survey, the facility had a census 

of 114 and held a license for 140  beds.
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