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

PRINTED: 02/06/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

255213

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A. BUILDING 01/22/2026
B. WING

NAME OF PROVIDER OR SUPPLIER
MEADVILLE CONVALESCENT HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
300 HWY 556/ROUTE 2 BOX 66 , MEADVILLE, Mississippi, 39653

The State Agency (SA) conducted three (3) Complaint
Investigations (Cl MS #2717839, Cl MS #2712976, and ClI
MS #2712983) at the facility on 1/22/26. C| MS# 2717839
was investigated related to nursing services and

quality of care. Cl MS# 2712976 and Cl MS# 2712983 were
investigated related to resident rights and discharge

rights. During the survey, the SA determined the

facility was in compliance with the requirements for
participation in Medicare and Medicaid and there were

no deficiencies cited related to the Cls.

The facility held a license for 60 beds with a census
of 42.
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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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