
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
State Licensure mandatory regrading 
survey conducted at your facility on 
02/16/23. This survey was conducted by the 
Division of Public and Behavioral Health in 
accordance with NAC 449, Residential 
Facility for Groups. The facility is licensed 
for 41 Residential Facility for Group beds for 
elderly and disabled persons with assisted 
living services, Category II residents. The 
census at the time of the survey was 37. Six 
resident files were reviewed and six 
employee files were reviewed. The facility 
received a 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 
deficiencies were identified:

0000

0065
SS= F

Qualifications of Caregivers-Age-Eng-
Training - NAC 449.196 Qualifications and 
training of caregivers. (NRS 449.0302) 1. A 
caregiver of a residential facility must: (a) 
Be at least 18 years of age; (b) Be 
responsible and mature and have the 
personal qualities which will enable him or 
her to understand the problems of elderly 
persons and persons with disabilities; (c) 
Understand the provisions of NAC 449.156 
to 449.27706, inclusive, and sign a 
statement that he or she has read those 
provisions; (d) Demonstrate the ability to 
read, write, speak and understand the 
English language; (e) Possess the 
appropriate knowledge, skills and abilities to 
meet the needs of the residents of the 
facility; and (f) Receive annually not less 
than 8 hours of training related to providing 
for the needs of the residents of a 
residential facility. 

0065 completed 12/20 - see POC from 12/28/22

Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
BEKR11.

12/20/202
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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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0160
SS= D

Advertising - NAC 449.205 Advertising and 
promotional materials. (NRS 449.0302) 
Advertising and promotional materials for a 
residential facility must be accurate and not 
misrepresent accommodations, services or 
programs offered by the facility. 

Inspector Comments: Based on document 
review and interview, the facility failed to 
ensure promotional language on the 
facility's website was accurate and did not 
misrepresent services offered by the facility. 
Findings include: On 02/16/23, the facility's 
website documented, on the Assisted Living 
Services page, "24/7 Front desk concierge 
and nursing staff." On 02/16/23 at 10:23 
AM, the Executive Director verbalized the 
facility provided care staff to the residents 
not nursing staff. The Executive Director 
confirmed this was misrepresenting 
services offered by the facility Severity: 2 
Scope: 1

0160 The verbiage of the 24 hour nursing staff 
has been removed as of 2/17/23.Services 
now read as follows;
Assisted Living
Services

• Medical resources tailored to you
• Weekly housekeeping and linen 

service
• Team members who focus on 

helping you thrive and stay engaged
• Lifestyle360 activities, group trips 

and clubs
• On-site Ageility gym and speech, 

physical and occupational therapy
• Three Five Star meals daily

02/17/202
3

0859
SS= D

Medical Care of Resident After Illness - 
NAC 449.274 Medical care of resident after 
illness, injury or accident; periodic physical 
examination of resident; rejection of medical 
care by resident; written records. (NRS 
449.0302) 5. Before admission and each 
year after admission, or more frequently if 
there is a significant change in the physical 
condition of a resident, the facility shall 
obtain the results of a general physical 
examination of the resident by his or her 
physician. The resident must be cared for 
pursuant to any instructions provided by the 
resident ' s physician. 

0859 Completion date 10/31/22 - please see POC 
dated 12/28/22

Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
BEKR11.

10/31/202
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0876
SS= D

Medication Administration - NRS 449.0302 - 
NAC 449.2742 - Administration of 
medication: Responsibilities of 
administrator, caregiver and employees of 
facility. (as amended by LCB File No. R109-
18) 4. Except as otherwise provided in this 
subsection, a caregiver shall assist in the 
administration of medication to a resident if 
the resident needs the caregiver's 
assistance. A caregiver may assist the 
ultimate user of: (a) Controlled substances 
or dangerous drugs only if the conditions 
prescribed in subsection 6 of NRS 449.0302 
are met. (b) Insulin using an auto-injection 
device only if the conditions prescribed in 
NRS 449.0304 and section 13 of this 
regulation are met. 

0876 completed 10/31/22 - please see POC 
dated 12/28/22

Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
BEKR11.

10/31/202
2

0933
SS= D

Maintenance and Contents of Separate File 
- NAC 449.2749 Maintenance and contents 
of separate file for each resident; 
confidentiality of information. (NRS 
449.0302) 1. A separate file must be 
maintained for each resident of a residential 
facility and retained for at least 5 years after 
he or she permanently leaves the facility. 
The file must be kept locked in a place that 
is resistant to fire and is protected against 
unauthorized use. The file must contain all 
records, letters, assessments, medical 
information and any other information 
related to the resident, including, without 
limitation: (d) A statement from the resident 
' s physician concerning the mental and 
physical condition of the resident that 
includes: (1) A description of any medical 
conditions which require the performance of 
medical services; (2) The method in which 
those services must be performed; and (3) 
A statement of whether the resident is 
capable of performing the required medical 
services. 

0933 completed 10/31/22 - please see POC 
dated 12/28/22

Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
BEKR11.
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0936
SS= E

Maintenance and Contents of Separate File 
- NAC 449.2749 Maintenance and contents 
of separate file for each resident; 
confidentiality of information. (NRS 
449.0302) 1. A separate file must be 
maintained for each resident of a residential 
facility and retained for at least 5 years after 
he or she permanently leaves the facility. 
The file must be kept locked in a place that 
is resistant to fire and is protected against 
unauthorized use. The file must contain all 
records, letters, assessments, medical 
information and any other information 
related to the resident, including, without 
limitation: (e) Evidence of compliance with 
the provisions of chapter 441A of NRS and 
the regulations adopted pursuant thereto. 

0936 completed 10/31/22 - please see POC 
dated 12/28/22.

Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
BEKR11.

10/31/202
2

1001
SS= E

Elderly Care Training for Caregivers - NAC 
449.2758 Residential facility which provides 
care for elderly persons or persons with 
disabilities: Training for caregivers. (NRS 
449.0302) 1. Within 60 days after being 
employed by a residential facility for elderly 
persons or persons with disabilities, a 
caregiver must receive not less than 4 
hours of training related to the care of those 
residents. 

1001 completed 12/20/22 - please see POC 
dated 12/28/22

Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
BEKR11.

12/20/202
2

1540
SS= F

Cultural Competency Training 1540 Train the Trainer class registered for three 
managers in community 03/03/23 and 
03/10/23. once training classes approved by 
BHCQC we will train all staff performing any 
direct care by 04/30/23. At this point all 
team members newly hired will complete 
Nevada Cultural Competency training with 
their first 30 days of hire. Certificates for 
each direct care employee will have 
certificate of completion in Employee file. 
Please see POC dated 12/28/22 for 
explanation for course and certification.

Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
BEKR11.

04/30/202
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