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A. BUILDING:
R
38PS B. WING 04/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6615 POPLAR SPRINGS DR
POPLAR SPRINGS NURSING CTR, LLC
MERIDIAN, MS 39305
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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DEFICIENCY)
{M 000} Initial Comments {M 000}
The State Agency (SA) conducted an annual
recertification survey at the facility from 03/13/23
through 03/16/23. During the survey, the SA
determined the facility was in compliance with the
Minimum Standards of Operations for Alzheimer
Disease/Dementia Care Unit and no deficiencies
were cited.
Mississippi State Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
05/22/23
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