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The State Agency (SA) conducted a complaint

survey, MS #18005 at the facility on 10/4/21.

During the survey, the SA determined was unable

to substantiate the complaint of allegations of

substandard quality of care and cited no

deficiencies. However, the facility remains out of

compliance due to deficiencies cited on 9/30/21

complaint investigations for ClI MS #17609 and CI

MS #17315.

The census at the time of the survey was 114,

and the facility held a license for 140 beds.

Mississippi State Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Electronically Signed 10/21/21

STATE FORM

6899

94RS11

If continuation sheet 1 of 1



