PRINTED: 04/25/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAIC SERVICES OMB NO. 0938-0391
STATEMENT OF DEF|CIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
e
255148 B; WG 0411712018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
102 WOODCHASE FPARK DRIVE
WOODLANDS REHABILITATION AND HEALTHCARE CENTER CLINTON, MS 39056
(X210 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION {¥5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 5 TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
. DEFICIENCY)
£ 000 INITIAL COMMENTS : F 000
Cl MS #15628
CI MS #15643
Cl MS #15806
C! MS #15815
Ci MS #15843

A complaint investigation was cenducted on April
17, 2018 in your facility. The result of the
investigation was unsubstantiated with no
deficiencies cited.
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