
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of 
an annual State Licensure and infection 
control survey conducted at your facility on 
09/08/22, in accordance with Nevada 
Administrative Code (NAC) Chapter 449, 
Residential Facility for Groups. The facility 
is licensed for 10 Residential Facility for 
Group beds for elderly and disabled 
persons and/or mental illness, Category II 
residents. The census at the time of the 
survey was 10. Ten resident files and four 
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:
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Personnel File - 1st Aid & CPR - NAC 
449.200 Personnel files 2. The personnel 
file for a caregiver of a residential facility 
must include, in addition to the information 
required pursuant to subsection 1: (a) A 
certificate stating that the caregiver is 
currently certified to perform first aid and 
cardiopulmonary resuscitation; 

Inspector Comments: Based on record 
review and interview, the facility failed to 
ensure 3 of 4 employees had current 
cardiopulmonary resuscitation/first aid 
(CPR) certification (Employee #2, 3 and 4). 
Findings include: Employee #2 (E2) E2 was 
hired on 09/10/03 as a Caregiver. The 
employee file lacked documented evidence 
of a current CPR card. The card in the file 
expired on 07/23/22. Employee #3 (E3) E3 
was hired on 09/15/03 as a Caregiver. The 
employee file lacked documented evidence 
of a current CPR card. The card in the file 
expired on 07/23/22. Employee #4 (E4) E4 
was hired on 09/28/18 as a Caregiver. The 
employee file lacked documented evidence 
of a current CPR card. The card in the file 
expired on 07/23/22. On 09/08/22 in the 
afternoon, the Owner/Caregiver 
acknowledged all three CPR cards had 
expired on 07/23/22. Severity: 2 Scope: 3

0106
1) All employees and residents files old and 
new will be reviewed every first Monday of 
the month to ensure renewal timeliness of 
these time sensitive documents, these 
include but not limited to First aid and CPR 
training renewals

2) The facility will utilize both digital app 
reminder and a big desk calendar to remind 
renewals of these documents, trainings and 
certifications

3) This corrective action shall be discussed 
every first week of the month personnel 
meeting to effectively carry this measure

4) Both the Administrator and designee will 
be responsible to carry this measure

5) September 14, 2022 we completed the 
CPR and First Aid training renewals for 
employee 2,3,4 (attachment 1,2,3)
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