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On 3/17/26 the State Agency (SA) conducted an onsite 
revisit for the complaint survey completed from 
02/18/2026 through 02/20/2026. The information reviewed
confirmed the facility had put measures in place to 
correct the deficient practice and sustain compliance 
with the requirements of the Mississippi Regulations 
for Minimum Standards for Institutions for Aged or 
Infirm. The SA is recommending that your facility be 
placed back in compliance effective 03/06/2026. 

The facility was licensed for 140 beds and had a census
of 139 during the survey. 
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