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The State Agency (SA) conducted an
abbreviated/partial extended survey investigating
CI MS #16265, Cl MS #16210, Cl MS #16296,
and Cl MS #16270 beginning 11/05/19 through
11/06/19. Concerns identified in the complaint
were related Patient's Rights (Other) and Quality
of Care/Treatment. These concerns were not
substantiated and no deficiencies were cited.
During the survey the SA determined the facility
was in substantial compliance with requirements
for participation in Medicare and Medicaid. The
facility had a census of 230 at the time of the
complaint survey.
Mississippi State Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 QXMX11

If continuation sheet 1 of 1



