
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
complaint investigation conducted at your 
facility on 05/24/22, in accordance with 
Nevada Administrative Code (NAC) Chapter 
449, Residential Facility for Groups. The 
facility was licensed for 105 Residential 
Facility for Group beds for elderly and 
disabled persons and/or persons with 
Alzheimer's disease and provides assisted 
living services, Category II residents. The 
census at the time of the survey was 79. 
The facility received a grade of A. One 
complaint was investigated. Complaint 
#NV00066174 with four allegations was 
substantiated without deficiencies. 
Allegation #1: A family member was not 
permitted to visit a resident was 
substantiated without deficiencies based on 
review of a police incident report from April 
2022 which indicated the family member 
was trespassed by police per management 
because the family member was causing a 
disturbance. Review of an incident report 
from a local Skilled Nursing Facility from 
March 15, 2022 indicating the family 
member had been trespassed from the 
facility for causing a disturbance. Review of 
documentation showing the resident of 
concern has a Power of Attorney (POA) in 
place. Interview with the Resident who 
explained they want their POA to intervene 
on their behalf and do not feel the facility is 
preventing anyone the Resident wants to 
see from visiting. Interview with the 
Resident's POA who explained the family 
member is not allowed to visit due to the 
family member caused multiple 
disturbances in the past. Interview with the 
Reminiscence Coordinator and the 
Executive Director who confirmed the family 
member caused a disturbance, was 
trespassed in April 2022 and returned in 
April 2022 in violation of the trespass order 
which resulted in the family member's 
arrest. Allegation #2: A resident did not 
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receive oxygen as prescribed was not 
substantiated based on review of 
discontinue order from April 2022 from the 
resident of concern's physician. Interview 
with Reminiscence Coordinator who 
explained the doctor had issued a 
discontinue order in April 2022. Allegation 
#3: The facility staff were hiding a resident's 
walker in the back of a resident's closet 
could not be substantiated based on 
observations of the resident of concern 
seated on their walker upon arrival at the 
facility. Interview with the Resident who 
explained their walker was always easily 
accessible at all times. Allegation #4: A 
resident was left in bed and not groomed by 
facility staff could not be substantiated 
based on observations the resident of 
concern was observed dressed and 
groomed and in their walker during an 
unannounced visit at 8:45 AM. Interview 
with the Resident who explained the staff 
are always helpful and helped the Resident 
out of bed when they needed assistance. 
The investigation into the allegation 
included: Observations of residents and 
employee interactions with residents in the 
hallways, the dining room, and activity area. 
Interviews with resident of concern, resident 
of concern's POA, the Reminiscence 
Coordinator, and the Executive Director. 
Documentation review of one resident file 
including diagnoses and medication orders, 
police department incident reports from 
April 2022, POA paperwork, and an incident 
report from a local Skilled Nursing Facility. 
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. There were no regulatory deficiencies 
identified. No further action necessary. 
Please retain a copy for your records.
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