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REHABILITATION AND HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
344 ARLINGTON AVENUE , NATCHEZ, Mississippi, 39120

The State Agency (SA) conducted two (2) Complaint

Investigations (Cl MS# 2668575 and Cl MS# 2651802) at

the facility on 12/02/25 through 12/03/25. Cl MS#
2668575 was investigated related to misappropriation
and residents’ rights and Cl MS# 2651802 was
investigated related to Discharge Rights. During the
survey, the SA determined the facility was in
compliance with the Minimum Standards for Institutions
for the Aged or Infirm, state licensure requirements
and no deficiencies were cited. However, the facility
remains out of compliance with the Minimum Standards
for Institutions for the Aged or Infirm, state

licensure requirements due to deficiencies cited on the
11/18/25 survey.

The facility held a license for 55 beds, with a census
of 46 residents.
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