
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
State Licensure complaint investigation 
conducted at your facility on 12/05/2024. 
This State Licensure survey was conducted 
by the Division of Public and Behavioral 
Health in accordance with NAC 449, 
Residential Facility for Groups. The facility 
was licensed for 142 residential facility for 
group beds with 104 beds for elderly or 
disabled persons and provide assisted living 
services, Category II residents; and 38 beds 
for persons with Alzheimer's disease, 
Category II residents. The census at the 
time of the survey was 92. Five resident 
files and five employee files were reviewed. 
The facility received a grade of A. One 
complaint was investigated. Complaint 
#NV00072881 with the following allegations 
could not be substantiated due to lack of 
sufficient evidence: Allegation #1: The 
facility failed to maintain a safe and 
comfortable temperature for residents due 
to a broken HVAC system. Allegation #2: 
The facility failed to notify a resident's 
responsible party of difficulties keeping a 
resident room at a safe temperature per 
regulatory requirement. Investigation into 
the allegations included: Observation of the 
memory care unit for cleanliness and odors, 
residents interacting with staff and other 
residents, residents receiving care, 
temerature in resident rooms and common 
areas. Interviews were conducted with the 
Maintenance Director, the Memory Support 
Assistant, and the Executive Director. 
Document review included the facility's 
Environmental Safety Policy, Emergency 
Preparedness Plan, and Infection 
Prevention and Control Plan. 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, 
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or local laws. Please keep a copy of this 
statement of deficiency for your records.
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