DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/23/2025
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

255305

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A.BUILDING 01 - RIVER PLACE NUR.|. 12/18/2025
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NAME OF PROVIDER OR SUPPLIER
RIVER PLACE NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1126 EARL FRYE BOULEVARD, SOUTH , AMORY, Mississippi,

Fire Alarm System - Testing and Maintenance

A fire alarm system is tested and maintained in
accordance with an approved program complying with the
requirements of NFPA 70, National Electric Code, and
NFPA 72, National Fire Alarm and Signaling Code.
Records of system acceptance, maintenance and testing
are readily available.

9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
This STANDARD is NOT MET as evidenced by:

Based on observation and testing, the facility failed

to provide a properly maintained fire alarm system as
required by NFPA 72 Table 14.3.1, sections 14.4.5.3.2
and NFPA 101 sections 9.6.1.3 and 9.6.1.5. This
deficiency affected the entire facility (all 52

residents) on day of survey. Findings include: On
12/17/25 at 10:40 AM, observation revealed the fire
alarm panel was in “trouble mode” for dialer issue. The
fire alarm system was still operational and functional.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program

participation.
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*EMERGENCY PREPAREDNESS* Survey conducted on
12/17/25 revealed the above facility meets all

applicable Federal, State and local emergency
preparedness requirements. No deficiencies were cited.
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