
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
State Licensure annual grading resurvey 
conducted at your facility on 01/28/2025. 
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 Facilities for Groups beds 
for elderly or disabled persons, and/or 
persons with mental illness, 16 Category I 
residents and 14 Category II non-
Alzheimer's residents. The census at the 
time of the survey was 28. Six residents 
records were reviewed and no 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. No regulatory deficiencies were 
identified. No further action necessary. 
Please retain a copy for your records.

0000

0178
SS= F

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 
ENP811.

01/28/202
5

0515
SS= F

Supervision and Treatment of Residents - 
NAC 449.259 & R043-22 Supervision and 
treatment of residents generally. (NRS 
449.0302) 1. A residential facility shall 
ensure that the staff of the facility 
collaborate with each resident of the facility, 
the family of the resident and other persons 
who provide care for the resident, including, 
without limitation, a qualified provider of 
health care, as interpreted by section 8 of 
this regulation, to: (a) Develop a person-
centered service plan for the resident; and 
(b) Review the person-centered service 
plan at least once each year.; 

0515 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
ENP811.

01/28/202
5

0871
SS= F

Medication Administration - Plan - NAC 
449.2742 and R043-22 Administration of 

0871 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 

01/28/202
5
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medication: Responsibilities of 
administrator, caregiver and employees of 
facility. 1. The administrator of a residential 
facility that provides assistance to residents 
in the administration of medications shall: d) 
Develop and maintain a plan for managing 
the administration of medications at the 
residential facility, including, without 
limitation: (1) Preventing the use of 
outdated, damaged or contaminated 
medications; (2) Managing the medications 
for each resident in a manner which 
ensures that any prescription medications, 
over-the-counter medications and nutritional 
supplements are ordered, filled and refilled 
in a timely manner to avoid missed 
dosages; (3) Verifying that orders for 
medications have been accurately 
transcribed in the record of the medication 
administered to each resident in 
accordance with NAC 449.2744; (4) 
Monitoring the administration of 
medications and the effective use of the 
records of the medication administered to 
each resident; (5) Ensuring that each 
caregiver who administers a medication is 
in compliance with the requirements of 
subsection 6 of NRS 449.037 and NAC 
449.196; (6) Ensuring that each caregiver 
who administers a medication is adequately 
supervised; (7) Communicating routinely 
with the prescribing physician, physician 
assistant or advanced practice registered 
nurse or other physician, physician 
assistant or advanced practice registered 
nurseof the resident concerning issues or 
observations relating to the administration 
of the medication; and (8) Maintaining 
reference materials relating to medications 
at the residential facility, including, without 
limitation, a current drug guide or 
medication handbook, which must not be 
more than 2 years old or providing access 
to websites on the Internet which provide 
reliable information concerning medications. 
(e) Develop and maintain a training 
program for caregivers of the residential 
facility who administer medication to 
residents, including, without limitation, an 
initial orientation on the plan for managing 
medications at the facility for each new 
caregiver and an annual training update on 
the plan. The administrator shall maintain 
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documentation concerning the provision of 
the training program and the attendance of 
caregivers. 

0878
SS= D

Medication/OTCS, Supplements, Change 
Order - NAC 449.2742 and R043-22 - 
Administration of medication: 
Responsibilities of administrator, caregiver 
and employees of facility. 5. An over-the-
counter medication or a dietary supplement 
may be given to a resident only if the 
resident's physician , physician assistant or 
advanced practice registered nurse has 
approved the administration of the 
medication or supplement in writing or the 
facility is ordered to do so by another 
physician, physician assistant or advanced 
practice registered nurse. The over-the-
counter medication or dietary supplement 
must be administered in accordance with 
the written instructions of the physician, 
physician assistant or advanced practice 
registered nurse. The administration of 
over-the-counter medications and dietary 
supplements must be included in the record 
required pursuant to paragraph (b) of 
subsection 1 of NAC 449.2744. 6. Except 
as otherwise provided in this subsection, a 
medication prescribed by a physician, 
physician assistant or advanced practice 
registered nurse must be administered as 
prescribed by the physician, physician 
assistant or advanced practice registered 
nurse. If a physician, physician assistant or 
advanced practice registered nurse orders 
a change in the amount or times medication 
is to be administered to a resident: (a) The 
caregiver responsible for assisting in the 
administration of the medication shall: (1) 
Comply with the order; (2) Indicate on the 
container of the medication that a change 
has occurred; and (3) Note the change in 
the record maintained pursuant to 
paragraph (b) of subsection 1 of NAC 
449.2744; (b) Within 5 days after the 
change is ordered, a copy of the order or 
prescription signed by the physician, 
physician assistant or advanced practice 
registered nurse must be included in the 
record maintained pursuant to paragraph 
(b) of subsection 1 of NAC 449.2744; and 
(c) If the label prepared by a pharmacist 
does not match the order or prescription 

0878 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
ENP811.

01/28/202
5
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written by a physician, physician assistant 
or advanced practice registered nurse, a 
physician, registered nurse or pharmacist 
must interpret that order or prescription and, 
within 5 days after the change is ordered, 
the interpretation must be included in the 
record maintained pursuant to paragraph 
(b) of subsection 1 of NAC 449.2744. 

0885
SS= D

Medication - Destruction - NAC 449.2742 - 
Administration of medication: 
Responsibilities of administrator, caregiver 
and employees of facility. 9. If the 
medication of a resident is discontinued, the 
expiration date of the medication of a 
resident has passed, or a resident who has 
been discharged from the facility does not 
claim the medication, an employee of a 
residential facility shall destroy the 
medication, by an acceptable method of 
destruction, in the presence of a witness 
and note the destruction of the medication 
in the record maintained pursuant to NAC 
449.2744. 

0885 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
ENP811.

01/28/202
5

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 
ENP811.

01/28/202
5

0950
SS= E

Hospice Care Responsibilities of Staff - 
NAC 449.275 Residential facility which 
provides residents with hospice care: 
Responsibilities of staff; retention of 
resident with special medical needs. (NRS 
449.0302) 1. A residential facility that 
provides services to a resident who elects 
to receive hospice care shall obtain a copy 
of the plan of care required pursuant to 
NAC 449.0186 for that resident. 

0950 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
ENP811.

01/28/202
5
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1600
SS= C

Preferred Name/Pronoun P& P - NAC 
449.011943 Policies concerning preferred 
names and pronouns; adaptation of records 
to reflect gender identities or expressions; 
method to obtain medically relevant 
information from patients or residents. (NRS 
449.0302, 449.104) 1. A facility shall: (a) 
Develop policies to ensure that a patient or 
resident is addressed by his or her 
preferred name and pronoun and in 
accordance with his or her gender identity 
or expression; and (b) To the extent 
practicable and available within the systems 
in use at the facility: (1)Adapt electronic 
records and any paper records the facility 
uses to reflect the preferred name, pronoun 
and gender identity or expression of a 
patient or resident; and (2) Integrate 
information concerning gender identity or 
expression into electronic systems for 
maintaining health records. 2. If a patient or 
resident chooses to provide the following 
information, the records adapted pursuant 
to subparagraph (1) of paragraph (b) of 
subsection 1 must to the extent required by 
subsection 1, include, without limitation: (a) 
The preferred name and pronoun of the 
patient or resident; (b) The gender identity 
or expression of the patient or resident; (c) 
The gender identity or expression of the 
patient or resident that was assigned at the 
birth of the patient or resident; (d) The 
sexual orientation of the patient or resident; 
and (e) If the gender identity or expression 
of the patient or resident is different than 
the gender identity or expression of the 
patient or resident that was assigned at the 
birth of the patient or resident: (1) A history 
of the gender transition and current 
anatomy of the patient or resident; and (2) 
An organ inventory for the patient or 
resident which includes, without limitation, 
the organs: (I) Present or expected to be 
present at the birth of the patient or 
resident; (II) Hormonally enhanced or 
developed in the patient or resident; and 
(III) Surgically removed, enhanced, altered 
or constructed in the patient or resident. 

1600 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
ENP811.

01/28/202
5

STATE FORM Event ID: ENP812 Facility ID: Page 5 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:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ____________________

(X3) DATE SURVEY
COMPLETED

9070 B. WING  _______________________ 01/28/2025

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
 



1800
SS= F

30 Day PPE Required - NAC 449.01065 
Requirements relating to personal 
protective equipment; exception for nursing 
pool. (NRS 439.200, 439.0302) 1. A 
medical facility, facility for the dependent or 
other facility required by the regulations 
adopted by the Board pursuant to NRS 
449.0303 to be licensed shall ensure that 
each person on the premises of the facility 
uses personal protective equipment in 
accordance with the publications adopted 
by reference in NAC 449.0106. The facility 
shall maintain: (a) Not less than a 30-day 
supply of personal protective equipment at 
all times; or (b) If the facility is unable to 
comply with the requirements of paragraph 
(a) due to a shortage in personal protective 
equipment, documentation of attempts by 
and the inability of the facility to obtain 
personal protective equipment. 

1800 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
ENP811.
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1810
SS= C

Infection Control Program - NAC 449.0109 
Program and policy for control of infection; 
designation and training of person 
responsible for infection control. (NRS 
439.200, 449.0302) 1.A facility for the 
dependent shall: (a) Develop and carry out 
an infection control program to prevent and 
control infections within the facility; (b) 
Review the infection control program, 
including, without limitation, the infection 
control policy adopted pursuant to 
subsection 2, at least annually to ensure 
that the program meets current evidence-
based standards for infection control plans 
and the safety needs of residents, staff and 
visitors; and (c) Develop and carry out a 
comprehensive plan for emergency 
preparedness. 2. To carry out the infection 
control program developed pursuant to 
paragraph (a) of subsection 1, the facility 
shall adopt an infection control policy. The 
policy must include, without limitation, 
current infection control guidelines 
developed by a nationally recognized 
infection control organization that are 
appropriate for the scope of service of the 
facility. Such nationally recognized 
organizations include, without limitation, the 
Association for Professionals in Infection 
Control and Epidemiology, Inc., the Centers 
for Disease Control and Prevention of the 
United States Department of Health and 
Human Services, the World Health 
Organization or the Society for Healthcare 
Epidemiology of America, or a successor in 
interest to any of those organizations. 6. 
The plan for emergency preparedness 
developed pursuant to paragraph (c) of 
subsection 1 must address internal and 
external emergencies and local and 
widespread emergencies. Such 
emergencies must include, without 
limitation, emerging infectious diseases. 

1810 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
ENP811.

01/28/202
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