
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as the result of 
a State Licensure COVID-19 Infection 
Control and Prevention Plan follow up 
Survey conducted in your facility on 
09/22/20. 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 eight Residential 
Facility for Group beds for elderly and 
disabled persons, persons with mental 
illness, persons with chronic illness, and/or 
persons with intellectual disability, Category 
II residents. The census at the time of the 
survey was two. A review of the facility's 
Infection Control and Prevention Plan 
revealed the facility had the following 
components documented and ready for 
implementation: -A verbal interview with the 
Caregiver and email from the Owner 
describing implementation of the plan -
Visitor entry and facility screening practices 
-An Emergency Staffing Plan if a staff 
member tested positive -A plan if a resident 
tested positive -Access to or inventory of 
Personal Protective Equipment (PPE) -Staff 
training on the proper use of PPE to include 
donning and doffing -Staff Fit Tests for N-95
 masks were scheduled and would be 
completed by 10/06/20 -Respirator Program 
-Identification and response to residents 
with suspected or confirmed COVID-19 -
New Admissions or Readmissions with an 
unknown COVID-19 status -Required 
notifications The findings and conclusions of 
any investigation by the Health Division 
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. No regulatory deficiencies 
were identified.
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