
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
complaint investigation completed at your 
facility on 10/11/22, in accordance with 
Nevada Administrative Code (NAC) Chapter 
449, Residential Facility for Groups. The 
census at the time of the survey was nine. 
The sample size was 12. There was one 
complaint investigated. The facility received 
a grade of A. Complaint #NV00066930 with 
four allegations was substantiated without 
deficiencies. Allegation #1: The Owner of 
the facility was a resident's Executor to 
Legal Will and Trust could not be 
substantiate based on the lawyer who was 
the POA prior to the resident passing away 
documented in an email the owner's family 
member was designated as beneficiary of 
the resident's Trust. Allegation#2: A 
resident's property was missing including 
money, a cell phone, a Christmas gift, a car, 
and a refrigerator was substantiated without 
deficiency based on interviews with the 
Administrator and the Owner, who indicated 
the facility staff were not responsible for the 
missing items. A Facility Reported Incident 
(FRI) #6217, documented the resident of 
concern had eloped from the facility and 
was not found for seven days. The Owner 
reported $30,000 was stolen during the time 
of the elopement. The Owner indicated the 
facility reported the stolen money to the 
Ombudsman, Power of Attorney (POA) and 
physician. The resident's POA confirmed 
the resident had eloped and had withdrawn 
$27,000 out of the bank. The POA reported 
the resident had the $27,000 in his 
possession when the resident was found 
during the time of the elopement. The POA 
indicated $3,000 was not recovered. The 
POA indicated the resident's money was 
placed in a Legal Trust. The Owner was 
unaware if the resident had purchased a 
vehicle; and the resident's cellphone was in 
the resident's possession at the time of 
discharge from the facility on 12/29/21. 
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Review of text messages confirmed the 
resident of concern had purchased a 
refrigerator; and the refrigerator was 
scheduled to be picked up and moved to 
the resident's new location on 01/06/22. 
Allegation #3: A family member was denied 
visitation to a resident was substantiated 
without deficiency based on a statement 
signed by the resident of concern on 
07/16/21, documented the resident of 
concern did not want the family member to 
visit the facility. Interviews with the Owner 
and Administrator who acknowledged the 
family member was not allowed to visit the 
facility due to the resident's right. Allegation 
#4: The facility hired an attorney to be 
Power of Attorney of a resident and a 
physician assessed the resident for 
competency was substantiated without 
deficiencies based on the owner verbalizing 
the competency was changed based on the 
resident of concern's behavior changing 
and a physician was called to do 
assessments. The resident was assessed 
on 6/23/21, which documented the resident 
was competent to make medical and 
financial decisions the resident signed for 
the lawyer to be the POA of finances on 
8/2/21. 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. No regulatory 
deficiencies were identified. No further 
action necessary. Please retain a copy for 
your records.
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