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0000 | Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
State Licensure mandatory grading
resurvey and complaint investigation
completed at your facility on 09/19/24, in
accordance with Nevada Administrative
Code (NAC) Chapter 449, Residential
Facility for Groups. The facility is licensed
for 105 Residential Facility for Group beds
for elderly and disabled persons, and/or
persons with mental illness, and/or persons
with Alzheimer's disease and assisted living
services, 89 Category | and 16 Category Il
residents. The census at the time of the
survey was 88. Eight resident files and six
employee files were reviewed. The facility
received a grade of A. There was one
complaint investigated. Unsubstantiated: 1.
Complaint #NV00071849 could not be
substantiated. The investigation into the
complaint included: Observations of
interactions between residents and
employees. Interviews with residents,
Caregivers, the Resident Engagement
Coordinator, the Business Office Manager,
the Health and Wellness Director and
Administrator. Record review of residents,
including the resident of concern and
employees, including the employee of
concern. Document review of facility
policies and procedures and Incident
Reports. 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. No regulatory deficiencies were
identified. No further action needed. Please
retain a copy for your records.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER  Name: CHRIS MIRANDO Title: ADMINISTRATOR Date: 10/17/2024
REPRESENTATIVE'S SIGNATURE

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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0170 | Health And Sanitation-Safe Water &
SS=F | 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

08/04/202
4

0178 | Health & Sanitation - Maintain Int/ext - NAC
SS=F | 449.209 Health and sanitation. (NRS
449.0302) 5. The administrator of a
residential facility shall ensure that the
premises are clean and that the interior,
exterior and landscaping of the facility are
well maintained.

0178

08/04/202
4

0255 | Permits-Comply with NAC 446 on Food
SS=E | Service - NAC 449.217 Kitchens; storage of
food; adequate supplies of food; permits;
inspections. (NRS 449.0302) 6. A
residential facility with more than 10
residents shall: (a) Comply with the
standards prescribed in chapter 446 of
NAC; and (b) Obtain the necessary permits
from the Division.

0255

08/04/202
4

0354 | Bathrooms and Toilet Facilities - NAC
SS=F | 449.222 Bathrooms and toilet facilities;
toilet articles. (NRS 449.0302) 4. All
bathrooms and toilet facilities must be
located convenient to sleeping, recreational
and living areas. A bathroom must have a
window that can be opened or a vent to
outside the facility.

0354

08/04/202
4
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Medication: Storage - NAC 449.2748
Medication: Storage; duties upon discharge,
transfer and return of resident. (NRS
449.0302) 1. Medication, including, without
limitation, any over-the-counter medication,
stored at a residential facility must be stored
in a locked area that is cool and dry. The
caregivers employed by the facility shall
ensure that any medication or medical or
diagnostic equipment that may be misused
or appropriated by a resident or any other
unauthorized person is protected.
Medications for external use only must be
kept in a locked area separate from other
medications. A resident who is capable of
administering medication to himself or
herself without supervision may keep the
resident ' s medication in his or her room if
the medication is kept in a locked container
for which the facility has been provided a
key. 2. Medication stored in a refrigerator,
including, without limitation, any over-the-
counter medication, must be kept in a
locked box unless the refrigerator is locked
or is located in a locked room.

0920

08/04/202
4

1600
SS=F

Preferred Name/Pronoun P& P - Preferred
Name/Pronoun P& P R016-20 Sec. 19 1. A
facility shall: (a) Develop policies to ensure
that a patient or resident is addressed by
his or her preferred name and pronoun and
in accordance with his or her gender
identity or expression; and (b) Adapt
electronic records and any paper records
the facility has to reflect the gender
identities or expressions of patients or
residents with diverse gender identities or
expressions, including, without limitation:
(2) If the facility is a facility for the
dependent or other residential facility,
adapting electronic records and any paper
records the facility has to include the
preferred name and pronoun and gender
identity or expression of a resident. R0O16-
20 Sec. 19 2. If a patient or resident
chooses to provide the following
information, the health records adapted
pursuant to subparagraph (1) of paragraph

1600

08/04/202
4
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(b) of subsection 1 must include, without
limitation: (a) The preferred name and
pronoun of the patient or resident; (b) The
gender identity or expression of the patient
or resident; (c) The gender identity or
expression of the patient or resident that
was assigned at the birth of the patient or
resident; (d) The sexual orientation of the
patient or resident; and (e) If the gender
identity or expression of the patient or
resident is different than the gender identity
or expression of the patient or resident that
was assigned at the birth of the patient or
resident: (1) A history of the gender
transition and current anatomy of the
patient or resident; and (2) An organ
inventory for the patient or resident which
includes, without limitation, the organs: (1)
Present or expected to be present at the
birth of the patient or resident; (I1)
Hormonally enhanced or developed in the
patient or resident; and (Ill) Surgically
removed, enhanced, altered or constructed
in the patient or resident. R016-20 Sec. 20
1. Except as otherwise provided in
subsection 2, the statements, notices and
information required by sections 2 to 22,
inclusive, of this regulation and NRS
449.101 to 449.104, inclusive, must be in
English and, as appropriate for a facility, in
any other language the Department
determines is appropriate based on the
demographic characteristics of this State. In
addition to the notices and information
provided in English and any other language
the Department determines is appropriate
based on the demographic characteristics
of this State, a facility may provide the
statements, notices and information in any
other language the facility may desire. R016
-20 Sec. 20 2. A facility must make
reasonable accommodations in providing
the statements, notices and information
described in subsection 1 for patients or
residents who: (a) Are unable to read; (b)
Are blind or visually impaired; (c) Have
communication impairments; or (d) Do not
read or speak English or any other
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and information are written pursuant to
subsection 1.
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