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 M 000 Initial Comments  M 000

A complaint investigation (CI) MS #17428, was 

conducted by State Agency (SA) on 02/10/2021. 

The facility was found to be in compliance with 

state regulations for the Aged and Infirm and Cl 

MS #17428 was not substantiated for Resident 

Neglect and Quality of Care. The census at the 

time of the survey was 65.

 

Mississippi State Department of Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM L52T11


