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in your facility, in accordance
with Nevada administrative code,
chapter 449, and Nevada revised
statutes chapter 449- Residential
Facility for Groups (RFG),
medical facilities and other
related entities.

The findings and conclusions of
any investigation by the Division
of Health Care Purchasing and
Compliance shall not be
construed as prohibiting any
criminal civil investigation,
actions or other claims for reliefs
that may be available to any
party under applicable federal,
state or local law.

Based on an inspection
conducted, the items marked
below identify the violation in
operation of the RFG which must
be corrected by the
revisit/compliance date specified
in writing by the health authority.

Failure to comply with this
notice and immediately correct
the identified deficiencies may
result in the suspension or
termination of your provider
agreement, funding, or future
authorization as a provider
authorized by the State

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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433.384, and other applicable
local and state laws.

Inspector Comments:

This Statement of Deficiencies was
generated as a result of an annual survey
completed at your facility on 10/27/2025.

The facility is licensed for ten residential
facilities for group beds for elderly or
disabled persons and/or persons with
mental iliness, Category Il residents. The
census at the time of the survey was eight.
Eight resident files and five employee files
were reviewed. The facility received a grade
of A.

Y 0250
SS=F

NAC 449.217

1. The equipment in a kitchen of a
residential facility and the size of the kitchen
must be adequate for the number of
residents in the facility. The kitchen and the
equipment must be clean and must allow
for the sanitary preparation of food. The
equipment must be in good working
condition.

2. Perishable foods must be refrigerated at
a temperature of 40 degrees Fahrenheit or
less. Frozen foods must be kept at a
temperature of O degrees Fahrenheit or
less.

3. Sufficient storage must be available for
all food and equipment used for cooking
and storing food. Food that is stored must
be appropriately packaged.

4. The administrator of a residential facility
shall ensure that there is at least a 2-day
supply of fresh food and at least a 1-week
supply of canned food in the facility at all
times.

5. Pesticides and other toxic substances
must not be stored in any area in which
food, kitchen equipment, utensils or paper

Y 0250

The facility administrator or manager shall
ensure that assigned caregivers are
educated and trained to routinely inspect
refrigerator provisions on a weekly basis,
upon delivery, and prior to serving food to
residents. Notices or written reminders shall
be provided to staff regarding provisions or
supplies that are approaching their
expiration dates to ensure compliance and
resident safety.

11/01/202
5
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products are stored. Soaps, detergents,
cleaning compounds and similar
substances must not be stored in any area
in which food is stored.

Inspector Comments: Based on
observation, interview and document
review, the facility failed to ensure expired
food was removed from the refrigerator and
pantry.

Findings include:

On 10/27/2025, located in the refrigerator
was the following item:

- One gallon of milk with an expiration date
of 10/26/2025.

On 10/27/2025 at 10:20 AM, the

caregiver confirmed the expired items and
verbalized each caregiver was responsible
for ensuring all expired food items were
disposed.

Severity: 2 Scope: 3

Y 0350
SS=F

NAC 449.222

Bathrooms and toilet facilities; toilet
articles.

1. Each residential facility with less than
seven residents that was issued an initial
license before January 14, 1997, must have
bathroom facilities in sufficient number to

Y 0350

The facility Administrator, supervisor and
the caregivers will make sure that doors in
the facility will have a single motion door
lock for residents' safety. Doors will
routinely be checked every 3 months to
ensure that the locks are functional. Any
broken locks should be repaired or replaced
right away.

10/28/202
5
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accommodate the residents, the members
of the staff of the facility and other persons
at the facility.

2. Each residential facility that is issued an
initial license on or after January 14, 1997,
must have:

(a) A flush toilet and lavatory for each four
residents; and

(b) A tub or shower for each six residents.

3. The bottoms of tubs and showers must
have surfaces that inhibit falling and
slipping. Cabinets that are attached to the
floor or grab bars must be adjacent to the
tubs, toilets and showers.

4. All bathrooms and toilet facilities must be
located convenient to sleeping, recreational
and living areas. A bathroom must have a
window that can be opened or a vent to
outside the facility.

5. Provision must be made for privacy in all
bathrooms and toilet facilities in rooms
intended for use by more than one person.

6. Bathroom doors that are equipped with
locks must open with a single motion from
the inside without the use of a key. If a key
is required to open a lock from outside the
bathroom, the key must be readily available
at all times.

7. Each resident must have his own toilet
articles and must be provided with toilet
paper, individual towels and wash cloths.
Paper towels may be used for hand towels.
The towels and wash cloths must be
changed as often as is necessary to
maintain cleanliness, but in no event less
often than once each week. A soap
dispenser may be used instead of individual
bars of soap.

8. All bathrooms and toilet facilities must be
sufficiently lighted, and night lights must be
provided in hallways that lead from the
bedrooms to the bathrooms and toilet
facilities.
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Inspector Comments:

Based on observation and interview, the
facility failed to ensure a bathroom door
was equipped with single motion lock.

Findings include:

On 10/27/2025 at 10:19 AM, a hallway
bathroom for resident use contained a
double-motion dial lock.

On 10/27/2025 at 10:25 AM, the Caregiver
confirmed two motions were required to
open the door if it was locked.

Severity: 2 Scope: 3

Y 1540
SS=D

NAC 449.011931and R004-24

NAC 449.011931 Cultural competency
training for agent or employee who provides
care to patient or resident. (NRS 449.0302,
449.103)

1. Except as otherwise provided in NRS
449.103, as amended by section 1 of
Assembly Bill No. 267, chapter 202,
Statutes of Nevada 2023, at page 1176, a
facility shall provide cultural competency
training through an approved course or
program to an agent or employee described
in subsection 2 of NRS 449.103, as
amended by section 1 of Assembly Bill No.
267, chapter 202, Statutes of Nevada 2023,
at page 1176:

(a) Within 90 days after contracting with or
hiring the agent or employee;

(b) At least biennially thereafter. Such
biennial training must consist of at least 2
hours of instruction each biennium.

2. The facility may provide the training
required by subsection 1 over several

Y 1540

The Administrator or the manager will
ensure that Cultural Competency Training
will be done within 90 days of hire and
every 2 years thereafter. The Administrator
will check employee charts every two
months to stay in compliance with the
State's requirements.

11/01/202
5
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instructional periods or during a single
instructional period so long

as the agent or employee:

(a) Completes the hours of cultural
competency training required by subsection
1 and the entire contents of the course or
program; and

(b) Receives a certificate of completion on
or before the date on which subsection 1
requires the agent or employee to complete
the cultural competency training.

3. Except as otherwise provided in
subsection 4, the facility shall keep
documentation in the personnel file of an
agent or employee of the facility or a record
of an agent or employee in the relevant
electronic system of the facility proof of the
completion of the cultural competency
training required pursuant to NRS 449.103,
as amended by section 1 of Assembly Bill
No. 267, chapter 202, Statutes of Nevada
2023, at page 1176.

4. If an agent or employee of a facility is
exempt from the requirement to complete
cultural competency training pursuant to
subsection 3 of NRS 449.103, as amended
by section 1 of Assembly Bill No. 267,
chapter 202, Statutes of Nevada 2023, at
page 1176, the facility shall maintain proof
in the personnel file of the agent or
employee or a record of the agent or
employee in the relevant electronic system
of the facility that the agent or employee
holds a valid professional license,
registration or certificate, as applicable, for
which the continuing education described in
subsection 3 of NRS 449.103, as amended
by section 1 of Assembly Bill No. 267,
chapter 202, Statutes of Nevada 2023, at
page 1176, is required for renewal.

Inspector Comments:

Based on personnel record review and
interview, the facility failed to ensure
cultural competency training was completed
timely for 1 of 5 sampled employees,
working at the facility greater than 90 days
and required to obtain cultural competency
training (Employee #4).

Findings include:
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Employee #4

Employee #4 was hired by the facility as a
Caregiver with a start date of 02/01/2025.

Employee #4's personnel file documented
cultural competency training completed
06/20/2025, greater then 90 days after hire.

On 10/27/2025 at 12:20 PM, the
Administrator confirmed Employee #4's
personnel file documented cultural
competency training greater then 90
days after hire.

Severity: 2 Scope: 1
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