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A. BUILDING:
R
52NO B. WING 07/14/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
78 HOSPITAL RD
NOXUBEE COUNTY NURSING HOME
MACON, MS 39341
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{M 000} Initial Comments {M 000}
The State Agency (SA) conducted a follow-up
visit on 07/14/22. During the survey, the SA
determined the facility was in compliance with the
facilities plan of correction for F880 related to
infection control and the facility was placed back
into compliance with the requirements of
Medicare and Medicaid participation.
Mississippi State Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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STATE FORM

6899

1XD712

If continuation sheet 1 of 1



