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{M 000} Initial Comments {M 000}
The State Agency (SA) conducted
post-certification revisit at the facility on
11/23/2021. The SA determined that the facility
was in compliance with the requirements for
participation in Medicare and Medicaid related to
M500 Residents Rights/Exercise of Rights, and
was placed back into compliance. The facility was
licensed for 66 beds and had a census of 52, at
the time of the survey.
Mississippi State Department of Health
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