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| A standard recertification survey was conducted
by Healthcare Management Solutions (HMS) on
behalf of the MS State Department of Health from
5/12/19 through 5§/16/18, In addition, Complaint
Intake Number MS15878 was investigated in
conjunction with the standard survey. The
complaint was not substantiated for Quality of
Care and Treatment and resulted In no citations.
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following the date of survey wiiether or hot & plan of correction Is pravidad. For nursing homes, the above findings and plans of corraction dre discloaable 14
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