
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
complaint investigation completed at your 
facility on 10/12/21, in accordance with 
Nevada Administrative Code (NAC) Chapter 
449, Residential Facility for Groups. The 
census at the time of the survey was 35. 
The facility received a grade of A. The 
sample size was five. One complaint was 
investigated. Complaint #NV00064854 with 
three allegations was substantiated without 
deficiency. Allegation #1: There are more 
residents in one room than allowed by 
maximum square footage was 
unsubstantiated based on measurement of 
room which measured 80 square feet per 
resident and interview with the Memory 
Care Director who acknowledged there was 
greater than 60 square feet of living space 
for each resident in shared rooms. 
Allegation #2. Residents fighting each other 
was substantiated without deficiency based 
on review of incident reports which 
documented only one incident of a resident 
altercation with another resident. Interviews 
with two Caregivers, a Medication Aide and 
the Memory Care Director who indicated the 
residents that initiated the altercation was 
sent out for assessment, had medications 
reassessed and upon return had no further 
aggressive incidents. Allegation #3. A 
resident lost an unexpected amount of 
weight was unsubstantiated based on 
interview with two Caregivers and the 
Memory Care Director who indicated the 
resident of concern has not had a change in 
weight and eats three meals a day and 
review of five resident medical records, 
including the resident of concern which did 
not document any significant weight loss. 
The investigation into the allegation 
included: Observations of resident to 
resident interactions and measurements of 
two rooms housing three residents. 
Interviews with two Caregivers, a 
Medication Aide, the Memory Care Director 
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and three residents. Record review of five 
residents service plans, physicians orders, 
caregiver notes and incident reports, 
including the resident of concern. Review of 
facility incident reports. 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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