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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
R
56PH B. WING 03/11/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
202 BAY AVENUE WEST
PERRY COUNTY NURSING CENTER
RICHTON, MS 39476
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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DEFICIENCY)
{M 000} Initial Comments {M 000}
A desk review was conducted on 3/11/21. The
facility is in substantial compliance as of 3/11/21.
Mississippi State Department of Health
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