
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of 
the State Licensure Annual Grading and 
Infection Control survey conducted at your 
facility on 11/15/22, in accordance with 
Nevada Administrative Code, Chapter 449, 
Residential Facilities for Groups. The facility 
is licensed for 24 beds for persons with 
Alzheimer Disease, Category II residents. 
The census at the time of the survey was 
27. Ten resident files were reviewed and six 
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 investigations, actions or 
other claims for relief that may be available 
to any party under applicable federal, state, 
or local laws. The following regulatory 
deficiency was identified:
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Permits-Comply with NAC 446 on Food 
Service - NAC 449.217 Kitchens; storage of 
food; adequate supplies of food; permits; 
inspections. (NRS 449.0302) 6. A 
residential facility with more than 10 
residents shall: (a) Comply with the 
standards prescribed in chapter 446 of 
NAC; and (b) Obtain the necessary permits 
from the Division. 

Inspector Comments: Based on observation 
on 11/15/2022, the facility failed to ensure 
the kitchen and supportive dining services 
complied with the standards of NAC 446. 
Findings include: 1. Critical Violations: a. A 
container of raw chicken was stored above 
lettuce in the reach-in refrigerator. Severity: 
2 Scope: 2

0255 1) The specific findings stated in the plan of 
corrections were corrected at the time of 
inspection as stated in the notes of the 
Food Service Establishment Inspection 
Report.
2) The systematic changes that will be put 
into place to ensure the deficient practice 
does not occur is to have our Lead cook 
inspect the proper storage of all items 
delivered and to comply with cross 
contamination practices. 
3) The corrective action will be monitored 
weekly at the time of food delivery and 
storage
4) The title of the person responsible for 
ensuring the plan of corrections is 
implemented is the Lead Cook
5) The date the corrective action was 
completed was the date of inspection, 
November 15, 2022
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