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Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
State Licensure bed increase survey at your
facility on 05/23/22, in accordance with
Nevada Administrative Code (NAC) Chapter
449, Residential Facility for Groups. The
facility is licensed for 24 Residential Facility
for Group beds for elderly and disabled
persons and/or persons with Alzheimer
disease, Category Il residents. The census
at the time of the survey was 23. The facility
applied to add four beds, for a total of 28
beds. 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 were no regulatory deficiencies
identified. No further action is needed.
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