
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
mandatory State Licensure grading 
resurvey and complaint investigation 
completed at your facility on 11/25/24, in 
accordance with Nevada Administrative 
Code (NAC) Chapter 449, Requirements for 
Residential Facilities for Groups. The facility 
is licensed for ten Residential Facility for 
Group beds for elderly and disabled 
persons and/or persons with mental illness, 
five Category I and five Category II 
residents. The census at the time of the 
survey was ten. Ten resident files and zero 
employee files were reviewed. The facility 
received a grade of A. One complaint was 
investigated: Unsubstantiated: 1. Complaint 
#NV00072725 could not be substantiated. 
No regulatory deficiencies could be 
identified. The investigation into the 
complaint included: Observations of the 
facility, odors, and resident's appearance. 
Interviews were conducted with residents, 
Caregivers, and a Hospice nurse. Record 
review of five residents, including the 
resident of concern. Document review 
included hospice care plan. 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. No regulatory deficiencies 
were identified. No further action necessary. 
Please retain a copy for your records.
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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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0050
SS= F

Administrator's Responsibilities - Oversight - 
NAC 449.194 Responsibilities of 
administrator. (NRS 449.0302) The 
administrator of a residential facility shall: 1. 
Provide oversight and direction for the 
members of the staff of the facility as 
necessary to ensure that residents receive 
needed services and protective supervision 
and that the facility is in compliance with the 
requirements of NAC 449.156 to 
449.27706, inclusive, and chapter 449 of 
NRS. 

0050

0085
SS= F

Staffing - Cg on Duty All Times - NAC 
449.199 Staffing requirements 1. The 
administrator of a residential facility shall 
ensure that a sufficient number of 
caregivers are present at the facility to 
conduct activities and provide care and 
protective supervision for the residents. 
There must be at least one caregiver on the 
premises of the facility if one or more 
residents are present at the facility. 

0085

0174
SS= F

Health& Sanitation-odors-hazards-insects-
dirt - NAC 449.209 Health and sanitation. 
(NRS 449.0302) 4. To the extent 
practicable, the premises of the facility must 
be kept free from: (a) Offensive odors; (b) 
Hazards, including obstacles that impede 
the free movement of residents within and 
outside the facility; (c) Insects and rodents; 
and (d) Accumulations of dirt, garbage and 
other refuse. 

0174

0178
SS= F

Health & Sanitation - Maintain Int/ext - NAC 
449.209 Health and sanitation. (NRS 
449.0302) 5. The administrator of a 
residential facility shall ensure that the 
premises are clean and that the interior, 
exterior and landscaping of the facility are 
well maintained. 
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0252
SS= F

Storage of Food - Adequate Storage; 
Packaging - NAC 449.217 Kitchens; storage 
of food; adequate supplies of food; permits; 
inspections. (NRS 449.0302) 3. Sufficient 
storage must be available for all food and 
equipment used for cooking and storing 
food. Food that is stored must be 
appropriately packaged. 

0252

0253
SS= F

Adequate Supplies of Food - NAC 449.217 
Kitchens; storage of food; adequate 
supplies of food; permits; inspections. (NRS 
449.0302) 4. The administrator of a 
residential facility shall ensure that there is 
at least a 2-day supply of fresh food and at 
least a 1-week supply of canned food in the 
facility at all times. 

0253

0274
SS= F

Nutrition & Serivce of Food-Menu 
Substitution - NAC 449.2175 5. Any 
substitution for an item on the menu must 
be documented and kept on file with the 
menu for at least 90 days after the 
substitution occurs. A substitution must be 
posted in a conspicuous place during the 
serving of the meal. 
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