
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of 
an complaint investigation conducted in 
your facility on 12/19/2024 and completed 
on 12/20/2024. This State Licensure survey 
was conducted by the Division of Public and 
Behavioral Health in accordance with NAC 
449, Residential Facility for Groups. The 
facility is licensed for ten residential facility 
for group beds for elderly or disabled 
persons and/or persons with mental illness , 
Category II residents. The census at the 
time of the survey was eight. Four resident 
files and three employee files were 
reviewed. The facility received a grade of A. 
There were two complaints investigated. 
Complaint #NV00072376 with the following 
allegations could not be substantiated due 
to a lack of sufficient evidence: Allegation 
#1: The facility failed to provide a resident 
privacy by not offering adequate clothing 
coverage. Allegation #2: The facility failed to 
provide resident safety, resulting in an injury 
due to improper transer of a resident. 
Investigation into the allegations included 
the following: Observation of residents and 
caregivers interacting, residents in their 
rooms, hallways, and common areas of the 
facility. Interviews were conducted with the 
Administrator, a Caregiver, two resident's, 
and a resident's family member. Clinical 
record review included the resident of 
concern's History and Physical, Ultimate 
User Agreement, Physician Orders, 
Activities of Daily Living records, and 
Admission Agreements, financial 
agreements, and Physician Place 
Determination. Document review included 
the facility's Care Agreement, facility 
Admission Agreement, incident reports, and 
employee training records. Complaint 
#NV00071935 with the following allegations 
could not be substantiated due to a lack of 
sufficient evidence: Allegation #1: The 
facilty failed to prevent physical abuse 
towards a resident by a facility staff member 
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Allegation #2: The facility failed to prevent a 
bed bound resident from developing 
pressure sores Allegation #3: The facility 
failed to maintain resident rights Allegation 
#4: The facility failed to maintain adequate 
clothing coverage for a resident Allegation 
#5: The facility failed to reposition and/or 
turn a bed bound resident, resulting in 
pressure sores Allegation #6: The facility 
failed to maintain an adequate response 
time to call bells within the facility Allegation 
#7: The facility failed to ambulate a resident 
on a regular and consistent basis Allegation 
#8: The facility failed to provide quality of 
care for a resident Allegation #9: The facility 
denied a resident adequate visitation hours 
Investigation into the allegations included 
the following: Observation of residents and 
caregivers interacting, residents in their 
rooms, hallways, and common areas of the 
facility. Interviews were conducted with the 
Administrator, a Caregiver, two residents, 
and a resident's family member. Clinical 
record review included the resident of 
concern's History and Physical, Ultimate 
User Agreement, Physician Orders, 
Activities of Daily Living records, and 
Admission Agreements, financial 
agreements, and Physician Place 
Determination, and waivers. Document 
review included the facility's Care 
Agreement, facility Admission Agreement, 
incident reports, resident care plans, and 
employee training records. 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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