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Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
complaint investigation completed in your
facility on 08/18/2020. The census at the
time of the survey was four. The sample
size was four. One complaint was
investigated. Complaint # NV00061789 was
unsubstantiated. Allegation #1 - The facility
failed to residents were not verbally abused
was unsubstantiated based on observations
and interviews with the four residents.
Allegation #2 - The facility failed to ensure
residents were safe from physical abuse
was unsubstantiated based on interviews
with residents. Allegation #3 - The facility
neglected residents was unsubstantiated
based on observations and interviews with
residents. The investigation into the
allegation the facility included: Observations
of the staff and residents while they were in
the facility. Interviews with two staff
members and four residents. Record review
of two staff and four resident files.
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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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