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M 000| Initial Comments M 000
The State Agency (SA) conducted a complaint
survey on 6/21/21 for MS Cl #17767. The SA did
not substantiate the complaint MS #17767 for
Resident/Patient/Client/Neglect, Quality of Care
related to physician not notified of Resident
change in condition, and Dietary Services related
to Therapeutic diets not provided/monitored. The
census was 80 with 100 beds.
Mississippi State Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM

6099 MSY111

If continuation sheet 1 of 1



