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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a complaint 

survey, MS CI #20282 at the facility from 2/6/23 

to 2/8/23. During the

survey, the SA determined that the facility was  in 

compliance with the requirements of participation 

in Medicare and Medicaid. There were no 

deficiencies cited for MS CI #20282  for 

allegations of Quality of Care/Treatment related to 

Facility Staffing related to no Registered Nurse 

(RN) in the building, Infection Control related to 

the spread of COVID-19 not being controlled by 

the nursing facility, and Administration/Personnel 

related to the nursing facility not having a Director 

of Nursing (DON). 

The facility is licensed for 54 beds and at the time 

of the survey the census was 40.
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