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 Two (2) Complaint Investigations (CI) were 

conducted on 1/31/22 for CI #18437 and CI 

#18438.  CI #18437 was a facility reported 

allegation of abuse.  CI #18437 and CI MS 

#18438 were unsubstantiated with no deficiencies 

cited for allegations of abuse. The facility remains 

out of compliance with Centers for Medicare and 

Medicaid (CMS) regulations and Mississippi 

Licensure Regulations due to deficiencies cited 

on the 12/16/2021 survey.

The facility is licensed for 60 beds with a census 

of 44 at the time of the survey.
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