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{M 000} Initial Comments {M 000}

The State Agency (SA) conducted a 

post-certification revisit for an Annual 

Re-Certification Survey and complaint survey CI 

MS00018391 on 03/07/2022 through 03/08/2022. 

The SA determined that the facility wasi n 

compliance with The Minimum Standards for 

Institutions for the Aged and Infirmed for M815 

related to safe food handling measures and the 

facility was placed back into compliance. The 

facility was licensed for 60 beds and had a 

census of 42 at the time of the survey.
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