
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 
05/08/23, 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 Alzheimer's disease, 
Category II residents. The census at the 
time of the survey was six. Six 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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First Aid & CPR - NAC 449.231 First aid 
and cardiopulmonary resuscitation. (NRS 
449.0302) 2. A first-aid kit must be available 
at the facility. The first-aid kit must include, 
without limitation: (a) A germicide safe for 
use by humans; (b) Sterile gauze pads; (c) 
Adhesive bandages, rolls of gauze and 
adhesive tape; (d) Disposable gloves; (e) A 
shield or mask to be used by a person who 
is administering cardiopulmonary 
resuscitation; and (f) A thermometer or 
other device that may be used to determine 
the bodily temperature of a person. 

Inspector Comments: Based on observation 
and interview, the facility failed to ensure a 
first aid kit was readily available. Findings 
include: On 05/08/23 in the afternoon, three 
of three caregivers working in the facility 
could not locate a first aid kit on the 
premises, nor were all of the required items 
for a first aid kit available. On 05/08/23 in 
the afternoon, the Owner acknowledged the 
facility did not have a first aid kit. Severity: 2
 Scope: 3

0451 1. To correct a specific deficiency, we have 
purchased a new first aid kit.
2. To make sure that this deficiency will not 
be occur, the owner and Lead Caregiver will 
check the first aid kit on a regular basis to 
make sure that is available at all times.
3. The corrective action will be monitored by 
the Lead Caregiver and Owner by checking 
it at least every quarter.
4. The responsible persons to make sure 
that the plan of correction is implemented 
are the owners and the Lead Caregivers. 
5. Corrective action was done on May 20, 
2023
6. Please see attach pictures of the new 
first aid kit.
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