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NAME OF PROVIDER OR SUPPLIER

LAURELWOOD COMMUNITY LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1036 WEST DRIVE

LAUREL, MS  39440
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SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{M 000} Initial Comments {M 000}

CI MS #17472, CI MS #17469, CI MS #17515

CI MS #17582, CI MS #17657

An on-site revisit was conducted on 6/8/21.  The 

facility is in substantial compliance as of 5/28/21.
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