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On 08/22/2022-08/23/2022 the State Agency (SA)

conducted an onsite complaint investigations for

MS00019497, MS00019433, and MS00019447

for allegations of abuse and neglect of residents

by staff. The SA was not able to substantiate the

allegations and no deficiencies were cited. The

SA determined that the facility was in substantial

compliance with the requirementsa for The Aged

and Infirmed. The census was 106 and the facility

was licensed for 119 beds.
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