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| 8/12/2019
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR ESEEA A?JPROVED

CENTERS FOR MEDICARE & MEDICA{D SERVICES EMB NO: 0938-0381
BYATEMENT OF DEFICIENCIES (X1) PROVIDER/BUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION 1(%3) DATE SURVEY
AND PLAN OF CORRECTION : IDENTIR|CATION NUMBER: A. BUILDING - . i COMPLETED
o ¢
255207 BWING e e — 06/01/2019
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, BTATE, ZIP GODE
4403 HOSPITAL ROAD
PASCAGOULA, MS 39581 N

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o : PROVIDER'S PLAN QF CORRECTION L ) :
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION }
TAG REBGULATORY OR L3C (DENTIFYING INFORMATION) TAG ! CROSS-REFERENEED TO THE APPROFRIATE ! DATE d

: DEFICIENCY)

PLAZA COMMUNITY LIVING CENTER

F 000 | INITIAL COMMENTS * F 000

Cl MS #15932

The State Agency (SA) conducted an : '_ : i
| abbreviated/partial extended survey Investigating <
Cl MS #15932 beglnning 5/30/19 through

| 8/01/19. Concerns identified In the complaint _ : . :
| were releted to possible neglect. These concerns | ; {
were not substantiated and no deficiencies were | 5
cited, . : :

LABORATCRY DIRECTOR' fﬂ ROVID ESENTATIVE'S SIGNATURE TITLE (X0)

. Ny MMKN"\‘NM

n‘hlch the institition may be excused from correcting providing It Is de!armln
deé

N

Any deficiency statement ending with\en azterisk (*) denotes a dsficle
other safaguards provide sufficlent protaction to the patlents. (See ins 2.) Except fay nursing homes, the findings stated ebove are dizclosable 90 days
following the date of survey whether or not & plan of correction I provi or nursing harnas, the above findings and plans of correction are disclosable 14
days following the date thase doouments ara made available to the facllily, 1f deficiencles ate cited, an approved plan of correction is requlsite to continued
program participation,
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