
A. BUILDING: 01 - MAIN BUILDING 01

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 12/12/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

MSDH - Health Facilities Licensure and Certification

58SR 11/03/2022

NAME OF PROVIDER OR SUPPLIER

SUNSHINE HEALTH CARE, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

1677 HIGHWAY 9 NORTH

PONTOTOC, MS  38863

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M1245 45.41.1 Date of Construction & Life Safety...

Date of Construction and Life Safety Code 

Compliance.

1. Buildings constructed after the effective date of 

these regulations shall comply with the edition of 

the Life Safety Code (NFPA 101) effective on the 

date of construction.

2. Buildings constructed prior to the effective date 

of these regulations shall comply with Chapter 13 

of the Life Safety Code (NFPA 101), 1985 edition.

This Statute  is not met as evidenced by:

 M1245 11/14/22

Based on observation, the facility failed to provide 

doors in an exit passageway, stairway enclosure, 

or horizontal exit, smoke barrier, or hazardous 

area enclosure are self-closing and kept in the 

closed position in accordance with NFPA 101 

section 19.2.2.2.7. This deficiency affected all 

smoke compartments and all residents in the 

facility on the day of survey.  

 

Findings Include: 

 

On 11/3/22 at 11:20 AM, observation revealed the 

ceiling attic hatches/doors were installed without 

automatic closing devices. The ceiling serves as 

a smoke barrier wall throughout the facility and 

the ceiling hatches/doors must have self-closing 

device.   

 

The finding was acknowledged by the 

Administrator and verified this observation during 

Statements contained herein are intended 

for the purpose of compliance with 

Federal and State laws regarding 

responses to Statement of Deficiencies. 

The language herein is not intended to be 

used as an admission against the facility 

nor is it intended to be used by any third 

party. It is solely for the purpose of 

compliance with participation 

requirements of Medicare and Medicaid. 

Tag 1245-45.41

Corrective Action:

On the afternoon of 11/03/22 following the 

the findings of the surveyor, an order was 

placed for the self-closing access doors.  

On 11/07/22 five of the seven doors 

arrived at the facility. These were install by 

11/09/22. 

On 11/11/22 the remaining two self-closing 

access doors arrived at the facility. These 

were installed on 11/14/22. 
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 M1245Continued From page 1 M1245

the exit interview on 11/3/2022.
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