
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of 
an annual state licensure completed at your 
facility on 07/08/25, in accordance with 
Nevada Administrative Code (NAC) Chapter 
449, Residential Facilities for Groups. The 
facility is licensed for ten Residential Facility 
for Group beds for elderly and disabled 
persons and/or persons with Alzheimer's 
disease and/or Category II residents. The 
census at the time of the survey was eight. 
Eight resident files 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 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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0920
SS= F

Medication: Storage - NAC 449.2748 
Medication: Storage; duties upon discharge, 
transfer and return of resident. (NRS 
449.0302) 1. Medication, including, without 
limitation, any over-the-counter medication, 
stored at a residential facility must be stored 
in a locked area that is cool and dry. The 
caregivers employed by the facility shall 
ensure that any medication or medical or 
diagnostic equipment that may be misused 
or appropriated by a resident or any other 
unauthorized person is protected. 
Medications for external use only must be 
kept in a locked area separate from other 
medications. A resident who is capable of 
administering medication to himself or 
herself without supervision may keep the 
resident ' s medication in his or her room if 
the medication is kept in a locked container 
for which the facility has been provided a 
key. 2. Medication stored in a refrigerator, 
including, without limitation, any over-the-
counter medication, must be kept in a 
locked box unless the refrigerator is locked 
or is located in a locked room. 

Inspector Comments: Based on observation 
and interview, the facility failed to ensure 
the medication cabinet was secured. 
Findings include: On 07/08/25 at 9:15 AM, 
the lock on the medication cabinet was 
unsecured. On 07/08/25 at 9:15 AM, the 
Caregiver acknowledged the lock was not 
secure on the medication cabinet and 
indicated it should have been locked. 
Severity: 2 Scope: 3

0920 1. Medication storage was immediately 
locked upon finding.
2. Staff is retrained and reminded to always 
lock medication storage immediately as per 
policy.
3. Medication storage will be checked 
periodically and randomly to ensure 
compliance, along with weekly and monthly 
walk-throughs.
4. Administrator, owner.
5. 7/8/2025.
6. n/a

07/08/202
5

1825
SS= D

Designation/Training persons for IC 
Program - NAC 449.0109 Designation and 
training of person responsible for infection 
control. 3. The program to prevent and 
control infections within the facility for the 
dependent developed pursuant to 
paragraph (a) of subsection 1 must provide 
for the designation of: (a) A primary person 
who is responsible for infection control; and 
(b) A secondary person who is responsible 
for infection control when the primary 
person is absent to ensure that someone is 
responsible for infection control at all times. 
4. The persons designated pursuant to 
subsection 3 as responsible for infection 
control shall complete not less than 15 

1825 1. E3 completed annual infection control 
training for 2025.
2. All IPC training will be completed in 
January for the full year compliance.
3. IPC trainees will account to their 
counterpart to ensure both IPC designees 
are trained annually.
4. Administrator, IPC designees, owner.
5. 7/14/2025.
6. certificate of IPC training for E3.

07/14/202
5
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hours of training concerning the control and 
prevention of infections provided by the 
Association for Professionals in Infection 
Control and Epidemiology, Inc., the Centers 
for Disease Control and Prevention of the 
United States Department of Health and 
Human Services, the World Health 
Organization or the Society for Healthcare 
Epidemiology of America, or a successor in 
interest to any of those organizations, not 
later than 3 months after being designated 
and annually thereafter. 5. Training 
completed pursuant to subsection 4 may be 
in any format, including, without limitation, 
an online course provided for compensation 
or free of charge. A certificate of completion 
for the training must be maintained in the 
personnel file of each person designated 
pursuant to subsection 3 for 3 years 
immediately following the completion of the 
training. 

Inspector Comments: Based on record 
review and interview, the facility failed to 
ensure the infection control designee 
completed the 15 hour annual infection 
control training (Employee #3). Findings 
include: Employee #3 (E3) was hired on 
10/01/19, as the Administrator/Infection 
Control Designee. E3's file documented E3 
completed 15 hours of infection control 
training on 03/21/24 from a nationally 
recognized organization. E3's file lacked 
documented evidence E3 completed annual 
infection control training in 2025. On 
07/08/25 in the morning, the Administrator 
confirmed E3 did not complete annual 
infection control training. Severity: 2 Scope: 
1
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