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NAME OF PROVIDER OR SUPPLIER
JONES CO REST HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

683 COUNTY HOME ROAD , ELLISVILLE, Mississippi, 39437

PROVIDER'S PLAN OF CORRECTION

42 CFR 483.09

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
survey.
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NAME OF PROVIDER OR SUPPLIER
JONES CO REST HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
683 COUNTY HOME ROAD , ELLISVILLE, Mississippi, 39437

PROVIDER'S PLAN OF CORRECTION

On 10/15/26 the State Agency (SA) conducted a
desk review of the information that was provided to
our agency related to the annual survey that was
conducted on 08/18/26. The information provided by
the facility confirmed the facility had put measures

in place to correct the deficient practice and sustain
compliance with applicable provisions of the 2012
(existing) Edition of the Life Safety Code (LSC) of the
National Fire Protection Association (NFPA). The SA
is recommending that your facility be placed back in
compliance effective 09/30/26.
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*EMERGENCY PREPAREDNESS*

Survey conducted on 08/18/26 revealed the above
facility meets all applicable Federal, State and local
emergency preparedness requirements.

No deficiencies were cited.
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