
PRINTED: 03/2712018
FORIV APPROVEDDEPARTIVIENT OF HEALTH AND HUMAN SERVICES

N RS FOR IV1EDICARE & IV1EDICAID

OR O\4OER.ISUPPUER REPRESENTATIVE'S SIGNATURE TITLE

o

(x6) DAT€tABO

/
ncy statemenl e wilh.n .sterisk (') denotes a deliciency which th€ inslitulion may b. cxcused f,om coar€9ting provlding it is

olhe. safegu0rds provide sufficient prolection to lhe patienls. (See insiruclions.) Exc6pt tor nulsing homas, ths frndings 3l8ted above al. disclosE b,e 90 days

lollo,ning th€ date ofsurusy ryhether ornot a plan ol coreclion
dsys fbllowing the date these .,gcufients are made availabk to
program perticip6uon.

is provided. For nursing homes, the above flndings aod plans ol corection ate di3closable 14

the facility. t{ doficioncies are cite.,, an aPProved plan g, col.octiol 19 .equislte to aontinued
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(x2) MULTTPLE CONSTRUCTION

A. SUrlotNG-.-

B, WING--

STA'TEMENI OF OEFICIENCIES
ANO PLAN OF CORRECTION

(x1) PROVTDER/SUPPLIER/CLIA
IDENTIFICATION NTJMBER:

255163

STREETADORESS, CITY. STAT€, ZPCOOE

AI27 GEX ROAD

DIAMONDHEAD, MS 39525

NAMEOF PROVIOER OR SUPPLIER

WOODLAND VILLAGE NURSING CENTER

(x4) lD
PREFIX

TAG

SUMMARY STATEMENT OF OEFIGIENCIES
(EACH DEFICIENCYI/!UST 8E PRECEDED 8Y FULL

REGUTATORY OR LSC IDENTIFYING INFORMATION)

ID
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PROVIOER S PLAN OF CORRECTION
(EACH CORRECI1VE ACTION SHOULO BE

CROS$REFERENCEO TO THEAPPROPRIATE
oEFtcGncY)
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OAIE

F OOO INITIAL COMMENTS F 000

cr rvs #15061 ,/8t,,
A complaint investigation was conducted on
3/1 5/18 in your facility. The result of the
investigation was substantiated with no
deficiencies cited.
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