
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
State Licensure annual grading survey 
conducted in your facility on 05/24/21. This 
State Licensure 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 10 Residential Facility for Group beds for 
elderly and disabled persons and/or 
persons with intellectual disability, with one 
bed for low income, three Category 1 and 
seven Category II residents. The census at 
the time of the survey was ten. Ten resident 
files were reviewed and five 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 
investigations, actions or other claims for 
relief that may be available to any party 
under applicable federal, state, or local 
laws. The following deficiencies were 
identified:

0000

0178
SS= D

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 a 
window in a resident's bathroom was in 
good repair. Findings include: On 05/24/21 
at 10:43 AM, in the master bedroom 
bathroom, the window appeared to have a 
BB gun pellet sized hole, with cracks 
dispersing from the hole. On 05/24/21 at 
10:45 AM, the Caregiver verbalized 
discovering the broken window recently and 
the caregiver thought the broken window 
was caused by someone possibly shooting 
a BB gun toward the window. The Caregiver 
confirmed the window was broken. Severity: 
2 Scope: 1

0178 The bathroom window in the master 
bedroom has been replaced as shown in 
the attachment.  The facility administrator 
will ensure that all damage done to the 
facility that could constitute a hazard is 
repaired in a timely manner.
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