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 M 000 Initial Comments  M 000

The State Agency (SA) conducted complaint 

survey for MS # 18164 and facility reported 

incidents MS# 18173, and  MS# 18505 at the 

facility from 05/19/2022 to 05/20/2022. During the 

survey, the SA determined that the facility 

followed the requirements for the Minimum 

Standards for the Institutions for the Aged or 

Infirm. The SA did not substantiate 

noncompliance with MS # 18164 related to abuse 

neglect and pressure ulcers, MS #18173 or Ms 

18505 related to CNA leaving facility and  there 

were no deficiencies cited.  The facility was 

licensed for 150 beds and had a census of 133 at 

the time of the survey.

 

Mississippi State Department of Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM EMHR11


