
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
complaint investigation initiated in your 
facility on 09/28/23 and finalized on 
10/17/23, in accordance with Nevada 
Administrative Code, Chapter 449, 
Requirements for Residential Facilities for 
Groups. The facility is licensed for 136 
Residential Facility for Group beds for 
elderly or disabled persons, and/or persons 
with chronic illness, and/or persons with 
Alzheimer's disease, and Assisted Living 
services. The census at the beginning of the 
survey was 130. The sample was four 
residents and three employees. The facility 
received a grade of A. One complaint was 
investigated: Unverified: Complaint 
#NV00069194 could not be verified. No 
regulatory deficiencies could be identified. 
The investigation of the complaint included: 
-Tour of the facility and observations of 
twelve rooms. Testing of call buttons and 
plumbing equipment. Observations of staff 
responding to call buttons. Observations of 
the staff monitoring residents in the Memory 
Care Unit. Observations of residents being 
provided meals in the dining room. -
Interviews were conducted with the 
Administrator, the Wellness Director, the 
Director of Maintenance, the Assisted Living 
Coordinator, the Housekeeping Supervisor, 
the Assistant Dietary Manager, ten 
residents, two family members, a 
Housekeeper, and five caregivers. 
Telephone interview with the Call Bell 
Vendor. -Record review of four residents, 
including the resident of concern. -
Document review of pest extermination 
invoices, call light history, incident reports, 
and the Memory Care Activity Schedule. 
Policies regarding call light responses, 
special diets and meal accommodations, 
emergency response, and resident rights. 
The findings and conclusions of any 
investigation by the Division of Public and 
Behavioral Health shall not be construed as 
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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. There were no regulatory deficiencies 
identified. No action is necessary. Retain 
this Statement for your records.
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