
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
complaint investigation conducted in your 
facility on 09/26/22. 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 ten Residential Facility 
for Group beds for elderly and disabled 
persons and/or persons with mental illness, 
Category II residents. The census at the 
time of the survey was seven. The facility 
received a grade of A. There was one 
complaint investigated. Complaint 
#NV00066774 with the allegation the facility 
did not provide information included in or a 
copy of the facility's most recent 
investigation completed by the State was 
substantiated (See Tag Y0052). 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 
investigations, actions or other claims for 
relief that may be available to any party 
under applicable federal, state, or local 
laws. The following deficiency was 
identified:
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0052
SS= A

Administrator's Responsibilities-Copy of 
Regs - NAC 449.194 Responsibilities of 
administrator. (NRS 449.0302) The 
administrator of a residential facility shall: 3. 
Maintain in the facility, and make available 
upon request, a copy of the provisions of 
NAC 449.156 to 449.27706, inclusive, and 
the report of the latest investigation of the 
facility conducted by the Bureau pursuant to 
NRS 449.0307. 

Inspector Comments: Based on interview, 
the Administrator of the facility failed to 
disclose the findings or provide a copy of 
the most recent investigation completed by 
the State agency. Findings include: On 
09/26/22 at 10:58 AM, the Owner/Caregiver 
confirmed the Administrator had not printed 
out and maintained a copy in the facility of 
the last completed investigation dated 
04/26/22. The Owner/Caregiver verbalized 
not knowing what the findings were of the 
survey but should have had a copy of the 
survey to provide if requested. Complaint 
#NV00066774 Severity: 1 Scope: 1

0052 TAG  0052  Administrator's Responsibilities 
- Copy of the Regulations  -  NAC  449.194 
Responsibilities of administrator (NRS 
449.0302)

        That the Administrator of the facility 
must ensure that a copy of the Regulations 
and copy of the investigation conducted in 
the facility must available upon request by 
any investigator/Surveyor.  
         The Administrator will see to it that a 
file of  the Regulations NAC 449.156 to 
449.27706 inclusive and the file for the 
latest investigation of the facility by the 
Bureau pursuant to NRS 449.0307 must be 
available in the facility at all times and this 
Statement of Deficiency will never happen 
again.
        Sorry, the administrator is late in this 
POC because I was not told by the owner.  
The owner did not open her computer and 
did not inform me regarding this 
investigation.  Please cc the administrator at 
warlypizarro@earthlink.net in every  
investigation conducted in this facility so I 
can open my email and respond with the 
POC immediately and on time.  Thank you.
                                
                                                                      
                                                                      
            10/19/2022
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