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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a Emergency 

Prepardness Survey at the facility on 02/22/21 

and found the facility was in compliance with the 

Mississippi Regulations for the Minimum 

Standards for the Institutions for Aged or Infirm. 

Census of 67

 

Mississippi State Department of Health

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

If continuation sheet  1 of 16899STATE FORM 3F2X11


