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2124 OLD HWY 61 SOUTH

CLAIBORNE COUNTY SENIOR CARE PORT GIBSON, MS 39150
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'5 A complaint investigation was conducted on July |
{ 11, 2018 in your facility. The rasult of the |
- investigation was unsubstantiated with no
| deficiencies cited. !
f |
l |

|
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LABORATORY DIRFGTOR' OVIDER/SUPFLIER REPRESENTATIVE'S BIGNATURE TITLE
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Any deficlency statement anding with an asterisk (*) denotes o deficlency which the instilution may be excuaed from corracting pm‘lding It Ia determined that
other safeguards provide sufficient protection ta the patients, (See instructiona.) Exceplt for nursing homes, the findings stated above are diaclosabls 80 days
following the date of survey whether of riot a plan of corraction Is provided. For nursing homas, the abova findings and plans of corrsction are disclosable 14
days following the date these documents ars made available to the facillly. If deficlencles are clted, an approved plan of corvaction Is requisite to eontinued
program participstion.
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