
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
State Licensure annual grading survey and 
a Complaint investigation conducted at your 
facility on 08/11/2025. This survey was 
conducted by the Division of Public and 
Behavioral Health in accordance with 
Nevada Administrative Code (NAC) Chapter 
449, Residential Facility for Groups. The 
facility was licensed for five Residential 
Facility for Group beds for elderly and 
disabled persons, Category II residents. 
The census at the time of the survey was 
five. Five resident files and four employee 
files were reviewed. The facility received a 
grade of A. There was one complaint 
investigated. Complaint #NV00073766 with 
an allegation the facilities front door had a 
pin lock handle, and the residents were 
unable to leave without staff assistance 
could not be substantiated due to a lack of 
evidence. The investigation into the 
allegations included: Observation included 
tour of facility, front door lock, and resident 
to staff interactions. Interviews were 
conducted with the Administrator and 
residents. 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 
investigation, actions or other claims for 
relief that may be available to any party 
under applicable federal, state or local laws. 
There following regulatory deficiencies were 
identified:
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0178
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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. 

Inspector Comments: Based on observation 
and interview, the facility failed to ensure 
cigarette butts were cleaned up from the 
designated smoking area. Findings include: 
On 08/11/2025 at 9:20 AM, during the 
facility tour, the backyard was the 
designated smoking area; however, the 
cigarette butt container was overflowing. On 
08/11/2025 at 9:40 AM, the Administrator 
confirmed the backyard was the designated 
smoking area and the cigarette butt 
container was overflowing. The 
Administrator explained the container 
should be emptied regularly. Severity: 2 
Scope: 1

0178
The emptying of the cigarette butt container 
will becomepart of routine maintenance for 
the facility. The Administrator will be 
responsible for this correction.  The 
correction will be completed by 09-25-2025
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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. 

Inspector Comments: Based on record 
review and interview, the facility failed to 
ensure an annual Activities of Daily Living 
(ADL) Assessment was completed for 1 of 5
 residents (Resident #5). Findings include: 
Resident #5 Resident #5 was admitted on 
07/19/2022, with diagnosis including 
encephalopathy, hypertension and 
dysphagia. Resident #5's file documented 
an annual assessment dated 01/05/2025; 
however, was not complete with the 
resident's level of care. On 08/11/2025 at 
11:59 AM, the Manager verbalized the 
assessment was to be completed on 
01/05/2025; however, was not completed 
with the resident's level of care required. 
Severity: 2 Scope: 1

0938
The Activities of Dailly Living will not be 
placed back inthe resident’s file until it has 
been checked and signed by the manager.  
The manager will be responsible for 
thiscorrection.  This correction will 
becompleted by 09-25-2025.  

09/25/202
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UNL Caregiver Training - R063-21 Sec. 4 1. 
An unlicensed caregiver who provides care 
to residents, patients or clients at a facility 
described in section 3 of this regulation 
shall annually complete evidence-based 
training provided by a nationally recognized 
organization concerning the control of 
infectious diseases. The training must 
include, without limitation, instruction 
concerning: (a) Hand hygiene; (b) The use 
of personal protective equipment, including, 
without limitation, masks, respirators, eye 
protection, gowns and gloves; (c) 
Environmental cleaning and disinfection; (d) 
The goals of infection control; (e) A review 
of how pathogens, including, without 
limitation, viruses, spread; and (f) The use 
of source control to prevent pathogens from 
spreading. 2. Each unlicensed caregiver 
who completes the training required by 
subsection 1 must provide proof of 
completion of that training to the 
administrator or other person in charge of 
the facility in which the unlicensed caregiver 
provides care. 

Inspector Comments: Based on employee 
record review and interview, the facility 
failed to ensure an unlicensed caregiver 
completed infection control and prevention 
training for 1 of 4 employees (Employee 
#1). Findings include: Employee #1 
Employee #1 was hired as the Administrator 
on 09/18/2015. Employee #1's record 
documented the employee had completed 
infection control and prevention training on 
03/22/2024; however, lacked documented 
evidence of annual infection control and 
prevention training in 2025. On 08/011/2025
 at 10:32 AM, the Administrator verbalized 
the Administrator had not completed the 
infection control and prevention training for 
2025. Severity: 2 Scope: 1

1840
Infection control training will be added to the 
list ofannual training.  The Manager will 
beresponsible for this correction.  
Thiscorrection will be completed by 09-25-
2025. 
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