
(X3) OATE SURVEY
COMPLETED

c
04t1212018

(xl) PRovIDER/suPpLlER/CLrA
IDENTIFICATION NU[,IBER:

255207

(X2} MULTIPLE CONSTRUCTICN

A EUILDING 

-

B. WNG 

-

STAIEI.AENT OF OEFICIENCIES
ANO PI.AN OF CORRECTION

STREETADORESS, CITY, STATE. ZiP COOE

4403 HOSPITAL ROAD

PASCAGOULA, MS 39581

NAME OF FROVIDER OR SUPPI.IER

PLAZA COMMUNITY UVING CENTER

(x4) ro
PREFIX

IAG

SUMMARY STATEMENT OF DEFICIENCLES
(EACH DEFICIENCY MUST BE PRECEDEO BY FULL

REOULATORY OR LSC IDENTIFYING INFORMATION)

lo
PREFIX

IAG

PROVIDER'S PL-AN OF CORRECTION
(EACH CORRECTIVE ACTTON SHOULO BE

CROSS.REFERENCED TO THE APPROPRIAIE
DEiICIENCY)

x3)
GOMTLETION

O TE

F OOO INITIAL COMMENTS F C00

cr MS #15127

A complaint investigation was conducted on April
12,2018 in your lacility. The result of the
investigation was unsubstantiated with no
deflciencies cited.
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