DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 6/15/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

04/23/2024

NAME OF PROVIDER OR SUPPLIER

KINGS ROW RESIDENCE

STREET ADDRESS, CITY, STATE, ZIP CODE

1254 SAINT ALBERTS DR, RENO, NEVADA ,89503

(X4)
ID
PREFIX
TAG

0000

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY
OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX
TAG
DEFICIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

COMPLETION
DATE

Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
mandatory re-grading State Licensure
survey conducted at your facility on
04/23/2024. This State Licensure Survey
was conducted in accordance with Nevada
Administrative Code (NAC) Chapter 449,
Residential Facility for Groups. The facility
is licensed for 10 Residential Facility for
Group beds for elderly and disabled
persons, and/or persons with mental iliness,
and/or individuals with intellectual
disabilities; three Category | and seven
Category Il residents. The census at the
time of survey was seven. Six resident files
and three employee files were reviewed.
The facility received a re-survey grade of A.
The findings and conclusions of any
investigation by the Division of Public and
Behavioral Health shall not be construed as
prohibiting any criminal or civil investigation,
actions or other claims for relief that may be
available to any party under applicable
federal, state or local laws. The following
regulatory deficiency was identified:

0000

0104
SS=F

Personnel Files - Background Checks -
NAC 449.200 Personnel files. (NRS
449.0302) 1. Except as otherwise provided
in subsection 2, a separate personnel file
must be kept for each member of the staff
of a facility and must include: (f) Evidence of
compliance with NRS 449.122 to 449.125,
inclusive.
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04/23/202
4

0170
SS=F

Health And Sanitation-Safe Water &
Sewage - NAC 449.209 Health and
sanitation. (NRS 449.0302) 1. A residential
facility must: (a) Have a safe and sufficient
supply of water, adequate drainage and an
adequate system for the disposal of
sewage.

0170
Please refer to original Statement of

Z6KQ12.

Deficiency/Plan of Correction - Event ID

04/23/202
4

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER  Name: LAILA BUENVIAJE

REPRESENTATIVE'S SIGNATURE

Title: Administrator

Date: 05/01/2024

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date
of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these
documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Supervision and Treatment of Residents -
NAC 449.259 & R043-22 Supervision and
treatment of residents generally. (NRS
449.0302) 1. A residential facility shall
ensure that the staff of the facility
collaborate with each resident of the facility,
the family of the resident and other persons
who provide care for the resident, including,
without limitation, a qualified provider of
health care, as interpreted by section 8 of
this regulation, to: (a) Develop a person-
centered service plan for the resident; and
(b) Review the person-centered service
plan at least once each year.;
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0895
SS=B

Administration of Medication Maintenance -
NAC 449.2744 and R043-22 Administration
of medication: Maintenance and contents of
logs and records. (NRS 449.0302) 1. The
administrator of a residential facility that
provides assistance to residents in the
administration of medications shall
maintain: (b) A record of the medication
administered to each resident. The record
must include: (1) The type of medication
administered; (2) The date and time that the
medication was administered; (3) The date
and time that a resident refuses, or
otherwise misses, an administration of
medication; (4) Instructions for
administering the medication to the resident
that reflect each current order or
prescription of the resident's physician,
physician assistant or advanced practice
registered nurse, including, without
limitation, whether the medication is to be
administered according to a routine
schedule or as needed; (5) Any change in
an order or prescription of a resident ' s
physician, physician assistant or advanced
practice registered nurse,including, without
limitation, the discontinuation of the
medication; (6) Any time when the resident
is out of the facility; and (7) Any mistakes
made in the administration of medication.
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0923 | Medication: Storage - NAC 449.2748 0923 04/23/202
SS=D | Medication: Storage; duties upon discharge, Please refer to original Statement of 4
transfer and return of resident. (NRS Deficiency/Plan of Correction - Event ID
449.0302) 3. Medication, including, without Z6KQ12.
limitation, any over-the-counter medication
or dietary supplement, must be: (a) Plainly
labeled as to its contents, the name of the
resident for whom it is prescribed and the
name of the prescribing physician; and (b)
Kept in its original container until it is
administered.
1045 | Placard - Display - NAC 449.27704 Placard: 1045 | 1. The placard C was in the back of the 04/23/202
SS=D | lIssuance and display; failure to comply. posted grade. The caregiver placed the 4
(NRS 449.0302) 2. The administrator shall, placard C in the front of the frame on the
within 24 hours after receipt of the placard, day of the survey.
display or cause the placard to be displayed 2. We will make sure that the most current
conspicuously in a public area of the placard will be posted in a conspicuous
residential facility. space as soon as we received the placard.
3. The administrator and manager will
Inspector Comments: Based on observation check it as soon as it is posted on the wall.
and interview, the facility failed to display 4. Administrator and Manager.
the C letter grade from the annual State 5. On the day of the survey, 4/23/24.
Licensure survey. Findings include: On
04/23/2024 at 9:30 AM, the A letter grade
from the 08/08/2022 State Licensure survey
was posted. The facility received a C letter
grade from the 01/16/2024 State Licensure
survey; however, this grade was not posted
conspicuously in a public area of the
residential facility. The C letter grade was
emailed to the Administrator on 02/27/2024
from the 01/16/2024 State Licensure
survey. On 04/23/2024 at 9:35 AM, the
Caregiver confirmed the most recent letter
grade was not posted. Severity: 1 Scope: 3
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Discrimination prohibited - NRS 449.101
Discrimination prohibited; development of
antidiscrimination policy; posting of
nondiscrimination statement and certain
other information; construction of section.
[Effective January 1, 2020.] 3. In addition to
the statement prescribed by subsection 2, a
facility for skilled nursing, facility for
intermediate care or residential facility for
groups shall post prominently in the facility
and include on any Internet website used to
market the facility: (a) Notice that a patient
or resident who has experienced prohibited
discrimination may file a complaint with the
Division; and (b) The contact information for
the Division. 4. The provisions of this
section shall not be construed to: (a)
Require a medical facility, facility for the
dependent or facility which is otherwise
required by regulations adopted by the
Board pursuant to NRS 449.0303 to be
licensed or an employee or independent
contractor thereof to take or refrain from
taking any action in violation of reasonable
medical standards; or (b) Prohibit a medical
facility, facility for the dependent or facility
which is otherwise required by regulations
adopted by the Board pursuant to NRS
449.0303 to be licensed from adopting a
policy that is applied uniformly and in a
nondiscriminatory manner, including,
without limitation, such a policy that bans or
restricts sexual relations. (Added to NRS by
2019, 1333, effective January 1, 2020)
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Infection Control Required Training -
Infection Control Required Training LCB
File No. R048-22 Sec. 5 4. The persons
designated pursuant to subsection 3 as
responsible for infection control shall
complete not less than 15 hours of training
concerning the control and prevention of
infections provided by the Association for
Professionals in Infection Control and
Epidemiology, Inc., the Centers for Disease
Control and Prevention of the United States
Department of Health and Human Services,
the World Health Organization or the
Society for Healthcare Epidemiology of
America, or a successor in interest to any of
those organizations, not later than 3 months
after being designated and annually
thereafter. 5. Training completed pursuant
to subsection 4 may be in any format,
including, without limitation, an online
course provided for compensation or free of
charge. A certificate of completion for the
training must be maintained in the
personnel file of each person designated
pursuant to subsection 3 for 3 years
immediately following the completion of the
training.
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