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A. BUILDING
B WING
255323 03/28/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4347 WEST GAY ROAD
GREENBRIAR NURSING CENTER DIBERVILLE, MS 39540
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTYION {Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)
M000 Initial Comments M000
The State Agency (SA) determined during an
annual recertification survey, conducted on
3/28/19, the facility was in compliance for State
Licensure requirements. No deficiencles were
cited.
Mississippi Slate Dapartmant of Health TITLE (%6} DATE
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