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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
1122 N ESHMAN AVENUE
WEST POINT COMMUNITY LIVING CENTER
WEST POINT, MS 39773
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A complaint Invesligation was conducted on July
16, 2019 in your facility. The result of the
investigation wes unsubstantlated with no
deficlencles clted.
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LAB ORY DIRECTPR'SAR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ?4;7E (Xg) DAT
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Anclency slalement gnding with 8n aeterlsk (*) denoles a deficlency which the Ingtliutlon may be excusad from corracling providing It Is determinad that
It

othe/saleguards provide sulficient protection (o the pallanls. (Sea Instruclions.) Except for nursing homaes, he findings slaled above ere disclosable 90 days
follswing Ihe date of survey whether or nol a plen of correclion Is provided. For nursing homes, the above findings and plans of correclion are disclosabla 14
days foliowing the date (hess documents are made avallable to the faclity. |f defliclencles are cited, an approvad plan of corraction Is requlsite to continued

program participation.
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