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Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
mandatory regrading survey conducted at
your facility on 12/22/21. This State
Licensure Survey was conducted in
accordance with Nevada Administrative
Code (NAC) Chapter 449, Residential
Facility for Groups. The facility is licensed
for 72 Category Il, Residential Facility for
Group beds for elderly and disabled
persons and/or persons with Alzheimer's
Disease. The census at the time of the
survey was 49. Fifteen resident files and
nine employee files were reviewed. The
facility received a regrading/complaint
investigation 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 investigations, 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:

0000

0051
SS=C

Administrator's Responsiblities -
Designation - NAC 449.194 Responsibilities
of administrator. (NRS 449.0302) The
administrator of a residential facility shall: 2.
Designate one or more employees to be in
charge of the facility during those times
when the administrator is absent. Except as
otherwise provided in this subsection,
employees designated to be in charge of
the facility when the administrator is absent
must have access to all areas of and
records kept at the facility. Confidential
information may be removed from the files
to which the employees in charge of the
facility have access if the confidential
information is maintained by the
administrator. The administrator or an
employee who is designated to be in charge
of the facility pursuant to this subsection
shall be present at the facility at all times.
The name of the employee in charge of the
facility pursuant to this subsection must be
posted in a public place within the facility
during all times that the employee is in
charge.

0051
Please refer to original Statement of
Deficiency/Plan ofCorrection - Event ID
JNP711.

12/22/202
1

0074

Elder Abuse Training - NRS 449.093

0074

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Training to recognize and prevent abuse of
older persons: Persons required to receive;
frequency; topics; costs; actions for failure
to complete. 1. An applicant for a license to
operate a facility for intermediate care,
facility for skilled nursing, agency to provide
personal care services in the home, facility
for the care of adults during the day,
residential facility for groups or home for
individual residential care must receive
training to recognize and prevent the abuse
of older persons before a license to operate
such a facility, agency or home is issued to
the applicant. If an applicant has completed
such training within the year preceding the
date of the application for a license and the
application includes evidence of the
training, the applicant shall be deemed to
have complied with the requirements of this
subsection. 2. A licensee who holds a
license to operate a facility for intermediate
care, facility for skilled nursing, agency to
provide personal care services in the home,
facility for the care of adults during the day,
residential facility for groups or home for
individual residential care must annually
receive training to recognize and prevent
the abuse of older persons before the
license to operate such a facility, agency or
home may be renewed. 3. If an applicant or
licensee who is required by this section to
obtain training is not a natural person, the
person in charge of the facility, agency or
home must receive the training required by
this section. 4. An administrator or other
person in charge of a facility for
intermediate care, facility for skilled nursing,
agency to provide personal care services in
the home, facility for the care of adults
during the day, residential facility for groups
or home for individual residential care must
receive training to recognize and prevent
the abuse of older persons before the
facility, agency or home provides care to a
person and annually thereafter. 5. An
employee who will provide care to a person
in a facility for intermediate care, facility for
skilled nursing, agency to provide personal
care services in the home, facility for the
care of adults during the day, residential
facility for groups or home for individual
residential care must receive training to
recognize and prevent the abuse of older
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persons before the employee provides care
to a person in the facility, agency or home
and annually thereafter. 6. The topics of
instruction that must be included in the
training required by this section must
include, without limitation: (a) Recognizing
the abuse of older persons, including sexual
abuse and violations of NRS 200.5091 to
200.50995, inclusive; (b) Responding to
reports of the alleged abuse of older
persons, including sexual abuse and
violations of NRS 200.5091 to 200.50995,
inclusive; and (c) Instruction concerning the
federal, state and local laws, and any
changes to those laws, relating to: (1) The
abuse of older persons; and (2) Facilities for
intermediate care, facilities for skilled
nursing, agencies to provide personal care
services in the home, facilities for the care
of adults during the day, residential facilities
for groups or homes for individual
residential care, as applicable for the
person receiving the training. 7. The facility
for intermediate care, facility for skilled
nursing, agency to provide personal care
services in the home, facility for the care of
adults during the day, residential facility for
groups or home for individual residential
care is responsible for the costs related to
the training required by this section. 8. The
administrator of a facility for intermediate
care, facility for skilled nursing or residential
facility for groups who is licensed pursuant
to chapter 654 of NRS shall ensure that
each employee of the facility who provides
care to residents has obtained the training
required by this section. If an administrator
or employee of a facility or home does not
obtain the training required by this section,
the Division shall notify the Board of
Examiners for Long-Term Care
Administrators that the administrator is in
violation of this section. 9. The holder of a
license to operate a facility for intermediate
care, facility for skilled nursing, agency to
provide personal care services in the home,
facility for the care of adults during the day,
residential facility for groups or home for
individual residential care shall ensure that
each person who is required to comply with
the requirements for training pursuant to
this section complies with such
requirements. The Division may, for any

STATE FORM

Event ID: INP712 Facility ID:

Page 3 of 7




Division of Public and Behavioral Health

PRINTED: 6/15/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

7766

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

12/22/2021

NAME OF PROVIDER OR SUPPLIER

FERNLEY ESTATES

STREET ADDRESS, CITY, STATE, ZIP CODE

1130 CHISHOLM TRAIL, FERNLEY, NEVADA ,89408

(X4)
ID

PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY
OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

violation of this section, take disciplinary
action against a facility, agency or home
pursuant to NRS 449.160 and 449.163.

0102
SS=D

Personnel File - TB Screening - NAC
449.200 Personnel files. 1. Except as
otherwise provided in subsection 2, a
separate personnel file must be kept for
each member of the staff of a facility and
must include: (d) The health certificates
required pursuant to chapter 441A of NAC
for the employee;

0102

Please refer to original Statement of
Deficiency/Plan ofCorrection - Event ID
JNP711.

12/22/202
1

0104
SS=D

Personnel Files - Background Checks -
NAC 449.200 Personnel files. (NRS
449.0302) 1. Except as otherwise provided
in subsection 2, a separate personnel file
must be kept for each member of the staff
of a facility and must include: (f) Evidence of
compliance with NRS 449.122 to 449.125,
inclusive.

Inspector Comments: Based on employee
record review and interview, the facility
failed to maintain a complete list of current
employees on the established Internet
website for criminal history checks for 1 of 9
sampled employees (Employee #3).
Findings include: The facility's Nevada
Automated Background Check System
(NABS) account lacked documented
evidence the following employee had been
entered into the facility's account using the
Internet website. -Employee #3 with a start
date of 09/16/19, and the current title of
Wellness Director. Employee #3's record
documented a NABS clearance letter dated
07/10/19, from another licensed facility's
account.. On 12/22/21 at 10:36 AM, the
Administrator confirmed the Wellness
Director had not been entered into the
facility's NABS account using the Internet
website. Severity: 2 Scope: 1

0104

On 12/23/21Employee #3
resubmitted her fingerprints so that
she could be associated with our
facility. Employee #3 is now
showing on the facility roster on the
NABS website.

12/23/202
1

0178
SS=D

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.

0178

Please refer to original Statement of
Deficiency/Plan ofCorrection - Event ID
JNP711.
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0220 | Laundry & Linen Services Provided - NAC 0220 12/22/202
SS=E | 449.213 Laundry and linen services. (NRS Please refer to original Statement of 1
449.0302) 1. A residential facility shall: (a) Deficiency/Plan ofCorrection - Event ID
Provide laundry and linen services on the JNP711.

premises of the facility; or (b) Contract with
a commercial laundry for the provision of
those services. 2. A residential facility that
provides its own laundry and linen services
shall have accommodations which are
adequate for the proper and sanitary
washing and finishing of linen and other
washable goods. 3. The laundry room in a
residential facility must be situated in an
area which is separate from an area where
food is stored, prepared or served. The
laundry must be adequate in size for the
needs of the facility and maintained in a
sanitary manner. The laundry room must
contain at least one washer and at least
one dryer. All the equipment must be kept
in good repair. All dryers must be ventilated
to outside the building. If a washer or dryer
is located outside the residential facility, the
washer or dryer must be in a room or

enclosure.
0936 | Maintenance and Contents of Separate File 0936 12/22/202
SS=D | - NAC 449.2749 Maintenance and contents Please refer to original Statement of 1
of separate file for each resident; Deficiency/Plan ofCorrection - Event ID
confidentiality of information. (NRS JNP711.

449.0302) 1. A separate file must be
maintained for each resident of a residential
facility and retained for at least 5 years after
he or she permanently leaves the facility.
The file must be kept locked in a place that
is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information
related to the resident, including, without
limitation: (e) Evidence of compliance with
the provisions of chapter 441A of NRS and
the regulations adopted pursuant thereto.
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0999 | Alzheimer's Care Standards for Safety - 0999 12/22/202
SS=D | NAC 449.2756 Residential facility which 1
provides care to persons with Alzheimer's
disease: Standards for safety; personnel The Cabinet door was immediately
required; training for employees. (NRS locked at time of inspector visit. Going
449.0302) 1. The administrator of a forward, the wellness director and/or
residential facility which provides care to environmental service director will complete
persons with Alzheimer ' s disease shall weekly sweeps of common areas and
ensure that: (g) All toxic substances are not apartments in memory care to ensure all
accessible to the residents of the facility. hazardous items are not accessible to
residents. As well as, the wellness director
Inspector Comments: Based on observation will do complete random checks of
and interview, the facility failed to ensure bathroom cabinets and educate staff as
residents were safe from toxic substances needed.
for 1 of 15 residents residing in the memory
care unit. Findings include: On 12/22/21 at
9:10 AM, the following toxic substances
were observed in an unlocked bathroom
cabinet assigned to Room 8B. -Silver
Brightening shampoo -Aveno lotion -
Remedy cleanser -Aromatherapy lotion -
Pantene Pro-V conditioner -Dove
conditioner -Open bar of soap On 12/22/21
at 9:13 AM, the Wellness Director confirmed
the toxic substances found in the 8B
cabinet. The Wellness Director verbalized
the protocol was after staff assists a
resident in a bathroom, the cabinet should
be locked before the staff leaves the
bathroom. The Wellness Director
acknowledged all resident room doors are
left unlocked so the residences can enter
their rooms throughout the day. Severity: 2
Scope: 1
STATE FORM Event ID: INP712 Facility ID: Page 6 of 7
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Care to Persons with Dementia - NAC
449.2768 Residential facility which provides
care to persons with dementia: Training for
employees. (NRS 449.0302, 449.094) 1.
Except as otherwise provided in subsection
2, the administrator of a residential facility
which provides care to persons with any
form of dementia shall ensure that: (a) Each
employee of the facility who has direct
contact with and provides care to residents
with any form of dementia, including,
without limitation, dementia caused by
Alzheimer ' s disease, successfully
completes: (3) If such an employee is
licensed or certified by an occupational
licensing board, at least 3 hours of
continuing education in providing care to a
resident with dementia, which must be
completed on or before the anniversary
date of the first date the employee was
initially employed at the facility. The
requirements set forth in this subparagraph
are in addition to those set forth in
subparagraphs (1) and (2), may be used to
satisfy any continuing education
requirements of an occupational licensing
board, and do not constitute additional
hours or units of continuing education
required by the occupational licensing
board. (4) If such an employee is a
caregiver, other than a caregiver described
in subparagraph (3), at least 3 hours of
training in providing care to a resident with
dementia, which must be completed on or
before the anniversary date of the first date
the employee was initially employed at the
facility. The requirements set forth in this
subparagraph are in addition to those set
forth in subparagraphs (1) and (2).

1037
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