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0000 | Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
mandatory grading resurvey, completed at
your facility on 03/27/25, 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 persons with Alzheimer's
disease, Category Il residents. The census
at the time of the survey was 10. Three
resident 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 investigations, 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:

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER  Name: BASILIA CASIBANG  Title: Administrator Date: 04/07/2025
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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0025 | Contents of License - Move Invalidates - 0025 | On April 5, 2025 Administrator Basilia 04/07/202
SS=F | NAC 449.190 License: validity; Casibang contacted the facility manager 5
transferability 2. The license becomes who then confirmed that the process for the
invalid if the facility is moved to a location Change Of Ownership as well as the online
other than the location stated on the application for Change in Personnel are
license. The license may not be transferred both ongoing. Administrator will continue to
to another owner. monitor and follow up on these processes
to ensure that the facility will be compliant
Inspector Comments: Based on interview with the Change of Ownership and Change
and document review, the facility failed to in Personnel requirements of the State.
notify the Bureau and submit
documentation for a Change of Ownership
(CHOW) following a new owner purchasing
the facility. Findings include: On 03/27/25, in
the morning, a Caregiver indicated the
facility was under new ownership since
December 2024. Review of Aithent
Licensing System revealed the facility had
not notified the Bureau nor submitted
documentation for a Change of Ownership
(CHOW) for the new owners. On 03/27/25,
in the morning, the current Owner
confirmed the facility changed owners in
December 2024 and had not notified the
Bureau nor submitted documentation for a
Change of Ownership (CHOW) for the new
owners, but were in the process of doing
s0. Severity: 2 Scope: 3 Repeat deficiency
from survey dated 01/21/25.
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0178 | Health & Sanitation - Maintain Int/ext - NAC 0178 | On April 5, the manager of the group home | 04/07/202
SS=F | 449.209 Health and sanitation. (NRS had a junk removal company remove all the | 5
449.0302) 5. The administrator of a hazards and debris in the backyard. The
residential facility shall ensure that the manager also contracted a pool cleaning
premises are clean and that the interior, company to drain the water from the pool
exterior and landscaping of the facility are and perform a deep cleaning. Basilia
well maintained. Casibang, the facility Administrator will
continue to monitor the cleanliness and
Inspector Comments: Based on observation safety of the backyard and pool during the
and interview, the facility failed to ensure bi-monthly visit to the facility to ensure that
the exterior of the facility was properly these areas of the group home remain
maintained and free of debris and broken clean and safe at all times.
equipment. Findings include: On 03/27/25,
in the morning, the following was observed
in the backyard of the facility: -Broken
equipment, including bed frames, walkers,
furniture and mattresses. -Garbage and
debris scattered throughout the backyard. -
Swimming pool was dirty, not maintained
and had green water. On 03/27/25, in the
morning, a Caregiver confirmed the
backyard was littered with broken
equipment, trash and debris and the
swimming pool was dirty and not properly
maintained. Severity: 2 Scope: 3
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0895 | Administration of Medication Maintenance - 0895 03/27/202
SS=E | NAC 449.2744 and R043-22 Administration 5

of medication: Maintenance and contents of
logs and records. (NRS 449.0302) 1. The
administrator of a residential facility that
provides assistance to residents in the
administration of medications shall
maintain: (b) A record of the medication
administered to each resident. The record
must include: (1) The type of medication
administered; (2) The date and time that the
medication was administered; (3) The date
and time that a resident refuses, or
otherwise misses, an administration of
medication; (4) Instructions for
administering the medication to the resident
that reflect each current order or
prescription of the resident's physician,
physician assistant or advanced practice
registered nurse, including, without
limitation, whether the medication is to be
administered according to a routine
schedule or as needed; (5) Any change in
an order or prescription of a resident ' s
physician, physician assistant or advanced
practice registered nurse,including, without
limitation, the discontinuation of the
medication; (6) Any time when the resident
is out of the facility; and (7) Any mistakes
made in the administration of medication.
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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

03/27/202
5

0994
SS=F

Alzheimer 's Care Standards for Safety -
NAC 449.2756 and R043-22 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 or other
forms of dementia who meet the criteria
prescribed in paragraph (a) of subsection 2
of NRS 449.1845 shall ensure that: (e)
Knives, matches, firearms, tools and other
items that could constitute a danger to the
residents of the facility are inaccessible to
the residents.

0994

03/27/202
5
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0995 | Alzheimer's Care Standards for Safety - 0995 03/27/202
SS=F | NAC 449.2756 and R043-22 Residential 5

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 or other
forms of dementia who meet the criteria
prescribed in paragraph (a) of subsection 2
of NRS 449.1845 shall ensure that: (f) The
facility has an area outside the facility or a
yard adjacent to the facility that: (1) May be
used by the residents for outdoor activities;
(2) Has at least 40 square feet of space for
each resident in the facility; (3) Is fenced;
and (4) Is maintained in a manner that does
not jeopardize the safety of the residents.
All gates leading from the secured, fenced
area or yard to an unsecured open area or
yard must be locked and keys for gates
must be readily available to the members of
the staff of the facility at all times.
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Preferred Name/Pronoun P& P - NAC
449.011943 Policies concerning preferred
names and pronouns; adaptation of records
to reflect gender identities or expressions;
method to obtain medically relevant
information from patients or residents. (NRS
449.0302, 449.104) 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) To the extent
practicable and available within the systems
in use at the facility: (1)Adapt electronic
records and any paper records the facility
uses to reflect the preferred name, pronoun
and gender identity or expression of a
patient or resident; and (2) Integrate
information concerning gender identity or
expression into electronic systems for
maintaining health records. 2. If a patient or
resident chooses to provide the following
information, the records adapted pursuant
to subparagraph (1) of paragraph (b) of
subsection 1 must to the extent required by
subsection 1, 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: (I) Present or expected to be
present at the birth of the patient or
resident; (II) Hormonally enhanced or
developed in the patient or resident; and
(111 Surgically removed, enhanced, altered
or constructed in the patient or resident.

1600

03/27/202
5
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