
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
grading resurvey State Licensure survey 
and complaint investigation conducted at 
your facility on 05/25/23. This State 
Licensure Survey was conducted in 
accordance with Nevada Administrative 
Code (NAC) Chapter 449, Residential 
Facility for Groups. The facility is licensed 
for 30 Residential Facility for Group beds for 
elderly or disabled persons, 16 Category I 
residents and 14 Category II residents. The 
census at the time of the survey was 28. 
The sample size was ten residents. The 
facility received a grade of A. There was on 
complaint investigated. Complaint 
#NV00068631 with the allegation a resident 
hit another resident could not be 
substantiated for abuse and neglect due to 
lack of evidence. Investigation into the 
allegations included the following: 
Observation of residents interacting with 
residents and caregivers, residents in their 
rooms, hallways, and common areas of the 
facility. Interviews were conducted with the 
five residents, including two residents of 
concern, a Housekeeper, a Medication 
Technician, the Administrator, and the 
Owner. Clinical record review included the 
resident of concern's History and Physical, 
Activities of Living Assessments, Medication 
Regimen Reviews, Medication 
Administration Records, Physician Orders, 
Laboratory Results, Activities of Daily Living 
records, Standard Assessment for Cognitive 
Abilities, Standard Physician's Assessment, 
Physician Placement Determinations, and 
Incident Logs. The facility policy Resident 
Rights was reviewed. 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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0051
SS= F

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 of Correction - Event ID 
Y0GK11.

05/25/202
3

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 of Correction - Event ID 
Y0GK11.

05/25/202
3

0620
SS= D

Written Policy on Admissions - NAC 
449.2702 Written policy on admissions; 
eligibility for residency. (NRS 449.0302) 4. 
Except as otherwise provided in NAC 
449.275 and 449.2754, a residential facility 
shall not admit or allow to remain in the 
facility any person who: (a) Is bedfast; (b) 
Requires restraint; (c) Requires 
confinement in locked quarters; or (d) 
Requires skilled nursing or other medical 
supervision on a 24-hour basis. 

0620 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
Y0GK11.

05/25/202
3
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0895
SS= D

Administration of Medication Maintenance - 
NAC 449.2744 Administration of 
medication: Maintenance and contents of 
logs and records. (NRS 449.0302) 1. The 
administrator of a residential facility that 
provides assistance to residents in the 
administration of medications shall 
maintain: (b) A record of the medication 
administered to each resident. The record 
must include: (1) The type of medication 
administered; (2) The date and time that the 
medication was administered; (3) The date 
and time that a resident refuses, or 
otherwise misses, an administration of 
medication; and (4) Instructions for 
administering the medication to the resident 
that reflect each current order or 
prescription of the resident ' s physician. 

0895 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
Y0GK11.

05/25/202
3

0936
SS= D

Maintenance and Contents of Separate File 
- NAC 449.2749 Maintenance and contents 
of separate file for each resident; 
confidentiality of information. (NRS 
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. 

0936 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
Y0GK11.

05/25/202
3
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0938
SS= D

Maintenance and Contents of Separate File 
- NAC 449.2749 Maintenance and contents 
of separate file for each resident; 
confidentiality of information. (NRS 
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: (g) An evaluation of the resident ' 
s ability to perform the activities of daily 
living and a brief description of any 
assistance he or she needs to perform 
those activities. The facility shall prepare 
such an evaluation: (1) Upon the admission 
of the resident; (2) Each time there is a 
change in the mental or physical condition 
of the resident that may significantly affect 
his or her ability to perform the activities of 
daily living; and (3) In any event, not less 
than once each year. 

0938 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
Y0GK11.

05/25/202
3

1010
SS= D

Care for Persons with Mental Illnesses - 
NAC 449.2764 Residential facility which 
offers or provides care for persons with 
mental illnesses: Application for 
endorsement; training for employees. (NRS 
449.0302) 1. A residential facility which 
offers or provides care and protective 
supervision for a resident with mental illness 
must obtain an endorsement on its license 
authorizing it to operate as a residential 
facility for persons with mental illnesses. 
The Division may deny an application for an 
endorsement or suspend or revoke an 
existing endorsement based upon the 
grounds set forth in NAC 449.191 or 
449.1915. 

1010 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
Y0GK11.

05/25/202
3
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1310
SS= D

Discrimination prohibited - NRS 449.101 
Discrimination prohibited; development of 
antidiscrimination policy; posting of 
nondiscrimination statement and certain 
other information; construction of section. 
[Effective January 1, 2020.] 3. In addition to 
the statement prescribed by subsection 2, a 
facility for skilled nursing, facility for 
intermediate care or residential facility for 
groups shall post prominently in the facility 
and include on any Internet website used to 
market the facility: (a) Notice that a patient 
or resident who has experienced prohibited 
discrimination may file a complaint with the 
Division; and (b) The contact information for 
the Division. 4. The provisions of this 
section shall not be construed to: (a) 
Require a medical facility, facility for the 
dependent or facility which is otherwise 
required by regulations adopted by the 
Board pursuant to NRS 449.0303 to be 
licensed or an employee or independent 
contractor thereof to take or refrain from 
taking any action in violation of reasonable 
medical standards; or (b) Prohibit a medical 
facility, facility for the dependent or facility 
which is otherwise required by regulations 
adopted by the Board pursuant to NRS 
449.0303 to be licensed from adopting a 
policy that is applied uniformly and in a 
nondiscriminatory manner, including, 
without limitation, such a policy that bans or 
restricts sexual relations. (Added to NRS by 
2019, 1333, effective January 1, 2020) 

1310 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
Y0GK11.

05/25/202
3

1700
SS= D

Annual Assessment of History of Each 
Resident - NRS 449.1845 Administrator of 
residential facility for groups to conduct 
annual assessment of history of each 
resident and cause provider of health care 
to conduct certain examinations and 
assessments; placement based on 
assessment. 1. The administrator of a 
residential facility for groups shall: (a) 
Annually cause a qualified provider of 
health care to conduct a physical 
examination of each resident of the facility; 
(b) Annually conduct an assessment of the 
history of each resident of the facility, which 
must include, without limitation, an 
assessment of the condition and daily 
activities of the resident during the 
immediately preceding year; and (c) Cause 

1700 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
Y0GK11.

05/25/202
3

STATE FORM Event ID: T0GK12 Facility ID: Page 5 of 6

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:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ____________________

(X3) DATE SURVEY
COMPLETED

9070 B. WING  _______________________ 05/25/2023

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

GLENDA CARE 1235 GLENDA WAY, RENO, NEVADA ,89509

(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
 



a qualified provider of health care to 
conduct an assessment of the condition and 
needs of a resident of the facility to 
determine whether the resident meets the 
criteria prescribed in paragraph (a) of 
subsection 2: (1) Upon admission of the 
resident to the facility; and (2) If a physical 
examination, assessment of the history of 
the resident or the observations of the 
administrator or staff of the facility, the 
family of the resident or another person who 
has a relationship with the resident indicate 
that: (I) The resident may meet those 
criteria; or (II) The condition of the resident 
has significantly changed. 2. If, as a result 
of an assessment conducted pursuant to 
paragraph (c) of subsection 1, the provider 
of health care determines that the resident: 
(a) Suffers from dementia to an extent that 
the resident may be a danger to himself or 
herself or others if the resident is not placed 
in a secure unit or a facility that assigns not 
less than one staff member for every six 
residents, any residential facility for groups 
in which the resident is placed must meet 
the requirements prescribed by the Board 
pursuant to subsection 2 of NRS 449.0302 
for the licensing and operation of residential 
facilities for groups which provide care to 
persons with Alzheimer's disease or other 
severe dementia. (b) Does not suffer from 
dementia as described in paragraph (a), the 
resident may be placed in any residential 
facility for groups. 3. As used in this section, 
"provider of health care" has the meaning 
ascribed to it in NRS 629.031. (Added to 
NRS by 2019, 2594) 
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