
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 
2/8/23, in accordance with Nevada 
Administrative Code (NAC) Chapter 449, 
Residential Facility for Groups. The facility 
is licensed for 6 Residential Facility for 
Group beds for elderly and disabled 
persons and/or Alzheimer's disease, 
Category II residents. The census at the 
time of the survey was 6. Six resident files 
and three 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

0178
SS= F

Health & Sanitation - Maintain Int/ext - NAC 
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. 

Inspector Comments: Based on observation 
and interview, the facility failed to ensure 
holes in the wall were fixed. Findings 
include: The hallway contained a hole in the 
wall near the electrical socket, and a hole in 
the plaster surrounding the electrical 
socket. On 02/08/23 in the afternoon, the 
Owner and Caregiver acknowledged the 
holes in the wall. Severity: 2 Scope: 3

0178 The Hole in the wall and the wall socket 
repaired.  Owner will check monthly to 
make sure that there are no repair needs at 
the facility.  Caregiver to also report any 
upcoming repairs that they notice right 
away so they can be addressed quickly.  
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Alzheimer 's Care Standards for Safety - 
NAC 449.2756 Residential facility which 
provides care to persons with Alzheimer ' s 
disease: Standards for safety; personnel 
required; training for employees. (NRS 
449.0302) 1. The administrator of a 
residential facility which provides care to 
persons with Alzheimer ' s disease shall 
ensure that: (b) Operational alarms, 
buzzers, horns or other audible devices 
which are activated when a door is opened 
are installed on all doors that may be used 
to exit the facility. 

Inspector Comments: Based on observation 
and interview, the facility failed to ensure 
exit doors had audible alarms upon 
opening. Findings include: On 02/08/23 at 
9:30 AM, the alarm on the front door of the 
facility was not activated. On 02/08/23 at 
9:35 AM, the sliding glass door leading to 
the back yard was open. Upon closing and 
reopening the sliding glass door, it was 
observed the alarm on the door was not 
audible. On 02/08/23 in the afternoon, the 
Owner and the Caregiver acknowledged the 
alarms should have been activated and 
audible at all times. Severity: 2 Scope: 3

0991 New Alarms ordered and installed to group 
home.  ADT still in effect, in addition door 
alarms were added.  Owner will check 
alarm bell on every visit.  Caregiver to 
report if they do not hear alarm bells on 
every entrance and exit to ensure that this 
does occur again.
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