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The State Agency (SA) conducted a complaint
survey investigating MS CI 00016135 on
10/28/19. Concerns identified in the complaint
were related to the physical environment related
to the facility is without air conditioning. 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 57 at the time of the complaint survey, with a
license for 60 bed capacity.
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