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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a complaint 

survey, MS CI #00019732, MS CI #00019664, 

and MS CI #00019704 from 11/14/22 to 11/15/22.   

The SA did not substantiate the complaints, MS 

CI #00019732  for Physical Environment, Quality 

of Care/Treatment Responsible Party Not Notified 

of Resident Change in Condition, 

Resident/Patient/Client Neglect, and  Quality of 

Care/Treatment Inappropriate Feeding assistance 

for Weight Loss Resident, MS CI  #00019664 for 

Resident/Patient/Client Rights Resident Privacy, 

and MS CI#00019704 for Quality of 

Care/Treatment Resident Safety/Falls. During the 

survey the SA determined the facility was in 

compliance with the Mississippi Regulations for 

Minimum Standards for Institutions for Aged or 

Infirm with no deficiencies cited. 

The facility is licensed for 120 of beds and at the 

time of the survey the census was 104.
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