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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a Complaint 

Investigation (CI), MS #18596, #18913, and 

#18816 from 6/27/22 through 6/29/22.  During the 

survey, the SA determined the facility was in 

compliance with the Mississippi Regulations  

Minimum Standards for Institutions for the Aged 

or Infirm and there was no deficiencies cited.
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