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The State Agency (SA) completed an annual 

recertification survey, along with a complaint 

investigation (CI MS#16611) on April 22, 2021.  

The SA did not issue any citations as a result of 

the annual survey, but due to deficiencies cited 

on the complaint investigation, the facility was not 

in complaince.  Based on an acceptable Plan of 

Correction (POC) submitted on 5/23/21, and a 

desk review on June 10, 2021, the facility is in 

substantial compliance effective May 22, 2021, 

with the participation requirements of  Mississippi 

Regulations for Minimum Standards for the 

Institutions for the Aged or Infirmed.
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