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(X3) DATE SURVEY COMPLETED

06/16/2026

NAME OF PROVIDER OR SUPPLIER
PEARL RIVER CO NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
305 WEST MOODY STREET PO BOX 392, POPLARVILLE, Mississippi,

42 CFR 483.09

survey.

The facility meets the applicable provisions of the
2012 (existing) Edition of the Life Safety Code (LSC)
of the National Fire Protection Association (NFPA).

There were no LSC deficiencies cited during this
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A. BUILDING 06/16/2026

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
PEARL RIVER CO NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
305 WEST MOODY STREET PO BOX 392, POPLARVILLE, Mississippi,

*EMERGENCY PREPAREDNESS*

Survey conducted on 06/16/26 revealed the above
facility meets all applicable Federal, State and local
emergency preparedness requirements.

No deficiencies were cited.
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