
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
complaint State Licensure survey 
completed at your facility on 11/02/22, in 
accordance with Nevada Administrative 
Code (NAC) Chapter 449, Residential 
Facility for Groups. The census at the time 
of the survey was 12. The sample size was 
zero. The facility received a grade of A. One 
complaint was investigated. Complaint 
#NV00066980 with one allegation was 
substantiated without deficiency. Allegation 
#1 - The facility's air conditioner was under 
repair waiting on parts and the use of 
portable air conditioners were in use was 
substantiated without deficiency based on 
review of a purchase receipt for six new 
pumps dated 06/22/22. The Administrator 
reported two pumps were replaced on 
06/22/22 and when the back ordered pumps 
were received, the pumps were installed 
and were working to capacity. The 
Administrator and Maintenance Director 
indicated residents were moved from rooms 
where air temperatures were not within 
range and into rooms with a portable air 
conditioner with sufficient temperatures. 
The current temperature at the facility was 
78 degrees and no portable air conditioners 
were in use. A Caregiver and Medication 
Technician reported the facility was never 
too hot and was cooled sufficiently with 
portable air conditioners. The investigation 
into the allegations included: Observations 
of air temperature, common areas, and 
resident rooms. Interviews with a Caregiver, 
a Medication Technician, Manager, 
Maintenance Director, and Administrator. 
Document review of air conditioner repair 
receipt, portable air conditioner receipt, and 
temperature log. 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 
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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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