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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION
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02/03/2026
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PRUITTHEALTH - MOULTRIE

STREET ADDRESS, CITY, STATE, ZIP CODE

233 SUNSET CIRCLE
MOULTRIE, GA 31768
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F 0000 INITIAL COMMENTS

An Abbreviated/ Partial Extended Survey
investigating complaint 2698681 was initiated
on February 2, 2026 and concluded on
February 3, 2026. The complaint was
substantiated with no deficiencies cited. The
facility census was 63. 
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