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A. BUILDING:
C
47TM B.WING 06/08/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
111 CHASE STREET
GREAT OAKS REHABILITATION AND HEALTHCARE (
BYHALIA, MS 38611
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
M 000| Initial Comments M 000
The State Agency (SA) conducted a Complaint
Investigation at the facility on 06/07/21 through
06/08/21 for ClI MS# 17699 related to quality of
care and pressure ulcers. During the survey, the
SA determined that the the facility was in
compliance with regulations of the Aged and
Infirmed and was not able to substantiate the
allegations. Census at time of the survey was 40
with a bed capacity of 60.
Mississippi State Department of Health
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