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A. BUILDING:
R-C
53TC B. WING 06/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
307 REED RD
CARRINGTON, LLC D/B/A THE CARRINGTON
STARKVILLE, MS 39759
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{M 000} Initial Comments {M 000}
The State Agency (SA) conducted a complaint
survey from 5-10-21 to 5-12-21. During the
survey, the SA determined that the facility was not
in compliance with the Minimum Standards for
the Institutions for the Aged and Infirm. Based on
an acceptable POC and desk review completed
on 6/21/21, the facility is in substantial
compliance effective 6.21.21.
Mississippi State Department of Health
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