
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of 
an annual state licensure and complaint 
investigation survey completed at your 
facility on 10/28/24, in accordance with 
Nevada Administrative Code (NAC) Chapter 
449, Residential Facility for Groups. The 
facility was licensed for eight Residential 
Facility for Group beds for elderly and 
disabled persons and/or persons with 
Alzheimer's disease, four Category I and 
four Category II residents. The census at 
the time of the survey was five. The sample 
size was five. The facility received a grade 
of A. There was one complaint investigated. 
Unsubstantiated: Complaint #NV00072371 
could not be substantiated. No regulatory 
deficiencies could be identified. The 
investigation of Complaint included: 
Observation of grooming and physical 
appearance for residents, meal observation, 
and a tour of the facility. Interviews were 
conducted with residents, Caregivers, 
House Manager and the Administrator. 
Record Review of five records, which 
included the resident of concern. 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 deficiencies were identified:
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Alzheimer 's Care Standards for Safety - 
NAC 449.2756 and R043-22 Residential 
facility which provides care to persons with 
Alzheimer ' s disease: Standards for safety; 
personnel required; training for employees. 
(NRS 449.0302) 1. The administrator of a 
residential facility which provides care to 
persons with Alzheimer ' s disease or other 
forms of dementia who meet the criteria 
prescribed in paragraph (a) of subsection 2 
of NRS 449.1845 shall ensure that: (b) 
Operational alarms, buzzers, horns or other 
technology for notifying staff when a door is 
opened are installed on all doors that may 
be used to exit the facility. 

Inspector Comments: Based on observation 
and interview, the facility failed to ensure 1 
of 4 exit doors had operational alarms. 
Findings include: On 10/28/24 at 10:35 AM, 
an alarm saying back door open was 
alerted when the back door in the kitchen 
was opened; however, was very quiet and 
could not be heard from other areas in the 
home. On 10/28/24 in the afternoon, the 
Caregiver and Designee acknowledged the 
alarm on the back door in the kitchen was 
too quiet when notifying the door was open. 
Severity: 2 Scope: 3
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