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A Recertification Survey was conducted by

Healthcare Management Solutions, LLC on
behalf of Mississippi State Department of Health,

at the facility from 4115119 to 4119119. ln
conjunction with the Recenmcation survey,
co;plaint lntake MS00015816 related to ouality
of Care was investigated, and found to be
unsubstantiated with no deficiencies cited. During

the survey, the facility was found not to be in

substantial compliance with the requirements of
participation for Medicare and Medicaid The
facility was cited regulatory deficiencies at F582,

F584, F661, and F755.

The facility's census on 4/15119 was 70 residents,
and the facility held a license for 90 beds.
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