PRINTED: 10/13/2015

FORM APPROVED
MSDH - Health Facilities Licensure and Certification
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
01TH wa — 09/17/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
344 ARLINGTON AVENUE
EAL EHAB O CHEZ
CROWN H TH & REH F NAT NATCHEZ, MS 39420
%) D SUMMARY STATEMENT OF DEFICIENCIES o ; PROVIDER'S PLAN OF CORRECTIOM T )
PREFIX . (EACR DEFICIENCY MUST BE PRECEDED BY FULL { PREFIX | (EACH CORRECTIVE ACTION SROULD BE COMPLETE
me - REGULATORY OR LSC IDENTIFYING INFORMATION) ~ 7ag |  CROSS-REFERENCED TO THEAPPROPRIATE °  DATE
_ : : DEFICIENCY) :
M 000 Initial Comments ' MO00
. The State Agency conducted an on-site revisit on :
917115, The facility is in substantial compliance
. effective 8/29/15.
)
) i
|
i
:
i
i
iississippi Siate Departmant of Healln
LABDRATORY RIRECTOR'S @R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X0) DA e
WAPEN Qlj: NHa j0/c3 / /5

STATE FORM ¥ = ZTZV1? i continuation sheet 1af 1



	00000001

