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NAME OF PROVIDER OR SUPPLIER
MCCOMB COMMUNITY CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
415 MARION AVE , MCCOMB, Mississippi, 39648

PROVIDER'S PLAN OF CORRECTION

On 09/16/26 the State Agency (SA) conducted a
desk review of the information that was provided to
our agency related to the annual
recertification/complaint survey that was completed
from 08/03/26-08/06/26. The information provided
by the facility confirmed the facility was in
compliance with the Minimum Standards of
Operation for Institutions for the Aged or Infirm. The
SA is recommending your facility be placed back in
compliance effective 09/11/26.
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