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The Statement of Deficiencies &%‘i
was generated as a result of a Deficienci
state licensure survey conducted es

in your facility, in accordance
with Nevada administrative code,
chapter 449, and Nevada revised
statutes chapter 449- Residential
Facility for Groups (RFG),
medical facilities and other
related entities.

The findings and conclusions of
any investigation by the Division
of Health Care Purchasing and
Compliance shall not be
construed as prohibiting any
criminal civil investigation,
actions or other claims for reliefs
that may be available to any
party under applicable federal,
state or local law.

Based on an inspection
conducted, the items marked
below identify the violation in
operation of the RFG which must
be corrected by the
revisit/compliance date specified
in writing by the health authority.

Failure to comply with this
notice and immediately correct
the identified deficiencies may
result in the suspension or
termination of your provider
agreement, funding, or future
authorization as a provider
authorized by the State

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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of Nevada pursuant to NAC
433.384, and other applicable
local and state laws.
Inspector Comments:
This Statement of Deficiencies was
generated as a result of an Annual State
Licensure survey completed in your facility
on 12/18/25, in accordance with Nevada
Administrative Code (NAC), Chapter 449,
Residential Facilities for Groups.
The facility is licensed for 10 Residential
Facility for Group beds for elderly and
disabled persons and/or Alzheimer's
disease, Category Il residents.
The census at the time of the survey was
eight. Eight resident files and four employee
files were reviewed.
The facility received and grade of A
Y 1700 Y 1700 | 1. The Primary Care Physician of Resident | 01/05/202
SS=D | NRS 449.1845 #6 provided a letter of request to allow the 6
resident to remain in the facility.
Administrator of res|dentla| 2. Administrator must ensure that new
o residents are appropriately placed in the
faC|I|ty for groups to CoanCt facility based on the Physician Placement
annual assessment of history of Determination form completed by physician.
each resident and cause 3. Administrator will monitor proper
. placement of new admissions referring to
provider of he_alth caré tO. completed Physician Placement
conduct certain examinations Determination form.
and assessments; placement & A istrator.
based on assessment. 6. Letter from PCP.
1. The administrator of a
residential facility for groups
shall:
(a) Annually cause a qualified
provider of health care to
conduct a physical examination
of each resident of the facility;
STATE FORM Event ID: Facility ID: Page 2 of 5
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(b) Annually conduct an
assessment of the history of
each resident of the facility,
which must include, without
limitation, an assessment of the
condition and daily activities of
the resident during the
immediately preceding year; and

(c) Cause a qualified provider
of health care to conduct an
assessment of the condition and
needs of a resident of the facility
to determine whether the
resident meets the criteria
prescribed in paragraph (a) of
subsection 2:

(1) Upon admission of
the resident to the facility; and
(2) If a physical
examination, assessment of the
history of the resident or the
observations of the administrator
or staff of the facility, the family
of the resident or another person
who has a relationship with the
resident indicate that:
(I) The resident may
meet those criteria; or
(1) The condition of
the resident has significantly
changed.

2. If, as a result of an
assessment conducted pursuant
to paragraph (c) of subsection 1,
the provider of health care
determines that the resident:

(a) Suffers from dementia to
an extent that the resident may
be a danger to himself or herself
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or others if the resident is not
placed in a secure unit or a
facility that assigns not less than
one staff member for every six
residents, any residential facility
for groups in which the resident
is placed must meet the
requirements prescribed by the
Board pursuant to subsection 2
of NRS 449.0302 for the
licensing and operation of
residential facilities for groups
which provide care to persons
with Alzheimer’s disease or other
severe dementia.

(b) Does not suffer from
dementia as described in
paragraph (a), the resident may
be placed in any residential
facility for groups.

3. As used in this section,
“provider of health care” has the
meaning ascribed to it in NRS
629.031.

(Added to NRS by 2019,
2594)

Inspector Comments: Based on interview
and record review, the facility failed to
ensure a resident was appropriately placed
in the correct type of facility, for 1 of 8
residents (Resident #6).

Findings include:
Resident #6 (R6)
R6 was admitted on 07/09/25 with diagnosis

including autism and intellectual disability.
Standard placement for R6 dated 08/15/25,
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documented R6 should be placed in a
facility for residents with intellectual
disabilities.

The facilities license lacked an Intellectual
Disability endorsement as of 12/18/25.

On 12/18/25 in the morning, a manager
confirmed the standard placement letter
documented R6 should be placed in a
facility for residents with intellectual
disabilities. The facility did not provide
documentation which indicated R6 could
remain in the facility.

Severity: 2 Scope: 1
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