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A. BUILDING:
R
34JC B. WING 04/26/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
683 COUNTY HOME ROAD
JONES CO REST HOME
ELLISVILLE, MS 39437
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{M 000} Initial Comments {M 000}
An on-site revisit was conducted on 4/26/21. The
facility is in substantial compliance as of 4/16/21.
Mississippi State Department of Health
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