
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
State Licensure grading resurvey conducted 
at your facility on 04/16/2025. This 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 nine Residential 
Facility for Groups beds for the elderly or 
disabled persons, Category II residents. 
The census at the time of the survey was 
eight. Five resident files were reviewed, and 
four employee files were reviewed. The 
facility received a grade of A. The 
Administrator had not completed the eight 
hours of Mental Illness training required for 
the Mental Illness endorsement. The Mental 
Illness endorsement was denied. 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. The following regulatory deficiency 
was identified:

0000

0053
SS= D

Administrator's Responsibilities-Complete 
Rec - NAC 449.194 Responsibilities of 
administrator. (NRS 449.0302) The 
administrator of a residential facility shall: 4. 
Ensure that the records of the facility are 
complete and accurate. 

0053 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
QAYM11.

04/16/202
5
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0065
SS= F

Qualifications of Caregivers-Age-Eng-
Training - NAC 449.196 and LCB File No. 
R043-22 Qualifications and training of 
caregivers. (NRS 449.0302) 1. A caregiver 
of a residential facility must: (a) Be at least 
18 years of age; (b) Be responsible and 
mature and have the personal qualities 
which will enable him or her to understand 
the problems of elderly persons and 
persons with disabilities; (c) Understand the 
provisions of NAC 449.156 to 449.27706, 
inclusive, and sections 2 to 16 inclusive of 
this regulation and sign a statement that he 
or she has read those provisions; (d) 
Demonstrate the ability to read, write, speak 
and understand the English language; (e) 
Possess the appropriate knowledge, skills 
and abilities to meet the needs of the 
residents of the facility; and (f) Not later 
than 60 days after commencing 
employment with the residential facility, 
receive not less than 4 hours of a 
combination of tier 1 and tier 2 training 
related to care for the residents of the 
facility; and (g) Receive annually not less 
than 8 hours of training related to providing 
for the needs of the residents of a 
residential facility. Such training must 
include, without limitation, at least 2 hours 
of tier 2 training. 

0065 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
QAYM11.

04/16/202
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0088
SS= C

Staffing Schedule - NAC 449.199 Staffing 
requirements 4. The administrator of a 
residential facility shall maintain monthly a 
written schedule that includes the number 
and type of members of the staff of the 
facility assigned for each shift. The 
schedule must be amended if any changes 
are made to the schedule. The schedule 
must be retained for at least 6 months after 
the schedule expires. 

0088 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
QAYM11.

04/16/202
5

0102
SS= F

Personnel File - TB Screening - NAC 
449.200 Personnel files. 1. Except as 
otherwise provided in subsection 2, a 
separate personnel file must be kept for 
each member of the staff of a facility and 
must include: (d) The health certificates 
required pursuant to chapter 441A of NAC 
for the employee; 

0102 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
QAYM11.

04/16/202
5

0450
SS= D

First Aid & CPR - NAC 449.231 First aid 
and cardiopulmonary resuscitation. (NRS 
449.0302) 1. Within 30 days after an 

0450
1. How you will correct the specific 
finding(s) stated in the Statement of 

04/23/202
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administrator or caregiver of a residential 
facility is employed at the facility, the 
administrator or caregiver must be trained 
in first aid and cardiopulmonary 
resuscitation. The advanced certificate in 
first aid and adult cardiopulmonary 
resuscitation issued by the American Red 
Cross or an equivalent certification will be 
accepted as proof of that training. 

Inspector Comments: Based on personnel 
file review, document review, and interview, 
the facility failed to ensure an employee had 
current first aid and cardiopulmonary 
resuscitation (CPR) training for 1 of 4 
employees working in the facility greater 
than 30 days (Employee #3). Findings 
include: Employee #3 Employee #3 was 
hired by the facility as a 
Caregiver/Medication Technician with a 
start date of 12/15/2024. Employee #3's 
personnel file contained a first aid and CPR 
certificate dated 08/302024. The training 
certificate lacked skills testing and was an 
invalid certification. On 04/16/2025 at 11:30 
PM, the Owner confirmed the first aid and 
CPR training for Employee #3 lacked the 
required skills training and confirmed the 
certification was not valid. Severity: 2 
Scope: 1

Deficiencies (MUST ADDRESS);

The facility is in compliance. Employee 
#3 confirmed to the Facility Owner that 
hands-on skills training was completed 
at the time the certificate was obtained. 
To ensure full compliance, Employee 
#3 has been enrolled in a First Aid and 
CPR course that includes the required 
skills testing, in accordance with NAC 
449.231. The training is scheduled for 
April 23, 2025. Upon successful 
completion, a valid certificate will be 
obtained and placed in Employee #3’s 
personnel file (refer to Attachment I).

 

2) What measures or systematic 
change(s) will be put into place to 
ensure the deficient practice does not 
recur (MUST ADDRESS);

The facility will implement a process 
during hiring to double-check and verify 
all First Aid and CPR certificates to 
ensure they meet the requirements of 
NAC 449.231. Any certificate that 
cannot be verified as compliant will 
require the applicant to complete a valid 
training course.

 

3) How the corrective action(s) will be 
monitored to ensure the deficient 
practice will not recur (MUST 
ADDRESS);

CPR and First Aid certifications are 
already included in our regular 
personnel file reviews. Moving forward, 
we will ensure that all certificates are 
from providers that are in accordance 
with NAC 449.231.
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4) The title of the person (position) 
responsible for ensuring the plan of 
correction is implemented (DO NOT 
INCLUDE PERSONAL NAMES, JUST 
USE THE TITLE or POSITION) (MUST 
ADDRESS); 

Administrator and Facility Owner

5) The date the corrective action will be 
completed (MUST INCLUDE);

April 24, 2025
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0520
SS= F

Supervision and Treatment of Residents - 
NAC 449.259 and R043-22 Supervision and 
treatment of residents generally. (NRS 
449.0302) 2. A person-centered service 
plan developed pursuant to this section 
must include, without limitation: (a) 
Provisions concerning activities of daily 
living, medication management, cognitive 
safety, assistive devices, special needs, 
social and recreational needs and 
involvement of ancillary services; (b) 
Protective supervision as necessary for the 
resident; (c) The manner in which all 
caregivers will be informed of the required 
supervision of the resident; (d) The manner 
in which the facility will ensure that the 
resident has the opportunity to attend the 
religious service of his or her choice and 
participate in personal and private pastoral 
counseling; (e) Permission for the resident 
to rest in his or her room at any time; (f) 
Permission for the resident to enter or leave 
the facility at any time if the resident: (1) Is 
physically and mentally capable of leaving 
the facility; and (2) Complies with the rules 
established by the administrator of the 
facility for leaving the facility; (g) Laundry 
services for the resident unless the resident 
elects in writing to make other 
arrangements; (h) The manner in which the 
facility will ensure that the resident's clothes 
are clean, comfortable and presentable; (i) 
A requirement that the facility must inform 
the resident or his or her representative of 
the actions that the resident should take to 
protect the resident's valuables; (j) A written 
program of activities for the resident that 
includes scheduled and unscheduled 
activities that are suited to his or her 
interests and capacities; 

0520 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
QAYM11.

04/16/202
5

0645
SS= C

Disclosure of Information Concerning Rates 
- NAC 449.2704 and R043-22 Disclosure of 
information concerning rates and payment 
for services. (NRS 449.0302) 1. The 
administrator of a residential facility shall, 
upon the request of any person, make the 
following information available in writing: (a) 
The basic rate for the services provided by 
the facility; (b) The schedule for payment; 
(c) The services included in the basic rate; 
(d) The charges for optional services which 
are not included in the basic rate; and (e) 

0645 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
QAYM11.

04/16/202
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The residential facility ' s policy on refunds 
of amounts paid but not used. 2. Upon 
admitting a resident to a residential facility, 
changing the services provided for in a 
person-centered service plan or changing 
the cost of those services or upon request, 
the administrator of a residential facility 
shall provide a written description of the 
services included in the person-centered 
service plan of a resident and the cost of 
those services to the person paying for 
those services or his or her representative. 
NRS 449A.280 Required provisions of 
contract for delivery of services. Sec. 9. A 
contract between a resident and a 
residential facility for groups for the delivery 
of services to the resident must: 1. Be 
entitled "Service Delivery Contract for 
Residential Facility for Groups"; 2. Be 
printed in at least 12 point type; and 3. 
Include, without limitation, the following 
information in the body of the contract or in 
a supporting document or attachment: (a) 
The name, physical address and mailing 
address, if different, of the residential facility 
for groups; (b) The name and mailing 
address of every person, partnership, 
association or corporation which 
establishes, conducts, manages or operates 
the residential facility for groups; (c) The 
name and address of at least one person 
who is authorized to accept service on 
behalf of the parties described in paragraph 
(b); (d) A telephone number or the address 
of the Internet website of: (1) The Division 
that the resident or a representative of the 
resident may use to verify the status of the 
license of the residential facility for groups; 
and (2) Each licensing board or other 
regulatory body that has issued a license to 
a provider of health care or other person 
required to be licensed who provides 
services to residents at the residential 
facility for groups that the resident or a 
representative of the resident may use to 
verify the status of the license of the 
provider of health care or other person; (e) 
The duration of the contract; (f) The manner 
in which the contract may be modified, 
amended or terminated; (g) The base rate 
to be paid by the resident and a description 
of the services to be provided as part of the 
base rate; (h) A fee schedule outlining the 
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cost of any additional services; (i) Any 
additional fee to be paid by the resident 
pursuant to the fee schedule and a 
description of any additional services to be 
provided as part of that fee, either directly 
by the residential facility for groups or by a 
third-party provider of services under 
contract with the facility; (j) A statement 
affirming the freedom of the resident to 
receive services from a provider of services 
with whom the residential facility for groups 
does not have a contractual arrangement, 
which may also disclaim liability on the part 
of the residential facility for groups for any 
such services; (k) The procedures and 
requirements for billing and payment under 
the contract; (l) A statement detailing the 
criteria and procedures for admission, 
management of risk and termination of 
residency; (m) The obligations of the 
resident in order to maintain residency and 
receive services, including, without 
limitation, compliance with the annual 
physical examination and assessment 
required by NRS 449.1845; (n) A 
description of the process of the residential 
facility for groups for resolving the 
complaints of residents and contact 
information for the Aging and Disability 
Services Division and the Division of Public 
and Behavioral Health of the Department of 
Health and Human Services; (o) The name 
and mailing address of any representative 
of the resident, if applicable; and (p) 
Contact information for: (1) The State Long-
Term Care Ombudsman appointed 
pursuant to NRS 427A.125; (2) The Nevada 
Disability Advocacy and Law Center, or its 
successor organization; or (3) Other 
resources for legal aid or mental health 
assistance, as appropriate. 

STATE FORM Event ID: QAYM12 Facility ID: Page 7 of 11

Division of Public and Behavioral Health

PRINTED: 6/15/2026
FORM APPROVED 

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ____________________

(X3) DATE SURVEY
COMPLETED

10042 B. WING  _______________________ 04/16/2025

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

CORINTHIAN PLACE SOUTH LLC 5855 LONE HORSE DR, RENO, NEVADA ,89502

(X4)
 ID

PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY 
OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG
 

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE
 



0936
SS= D

Maintenance and Contents of Separate File 
- NAC 449.2749 Maintenance and contents 
of separate file for each resident; 
confidentiality of information. (NRS 
449.0302) 1. A separate file must be 
maintained for each resident of a residential 
facility and retained for at least 5 years after 
he or she permanently leaves the facility. 
The file must be kept locked in a place that 
is resistant to fire and is protected against 
unauthorized use. The file must contain all 
records, letters, assessments, medical 
information and any other information 
related to the resident, including, without 
limitation: (e) Evidence of compliance with 
the provisions of chapter 441A of NRS and 
the regulations adopted pursuant thereto. 

0936 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
QAYM11.

04/16/202
5

1010 Care for Persons with Mental Illnesses - 
NAC 449.2764 Residential facility which 
offers or provides care for persons with 
mental illnesses: Application for 
endorsement; training for employees. (NRS 
449.0302) 1. A residential facility which 
offers or provides care and protective 
supervision for a resident with mental illness 
must obtain an endorsement on its license 
authorizing it to operate as a residential 
facility for persons with mental illnesses. 
The Division may deny an application for an 
endorsement or suspend or revoke an 
existing endorsement based upon the 
grounds set forth in NAC 449.191 or 
449.1915. 

1010 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
QAYM11.

04/16/202
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1600
SS= C

Preferred Name/Pronoun P& P - NAC 
449.011943 Policies concerning preferred 
names and pronouns; adaptation of records 
to reflect gender identities or expressions; 
method to obtain medically relevant 
information from patients or residents. (NRS 
449.0302, 449.104) 1. A facility shall: (a) 
Develop policies to ensure that a patient or 
resident is addressed by his or her 
preferred name and pronoun and in 
accordance with his or her gender identity 
or expression; and (b) To the extent 
practicable and available within the systems 
in use at the facility: (1)Adapt electronic 
records and any paper records the facility 
uses to reflect the preferred name, pronoun 
and gender identity or expression of a 
patient or resident; and (2) Integrate 
information concerning gender identity or 
expression into electronic systems for 
maintaining health records. 2. If a patient or 
resident chooses to provide the following 
information, the records adapted pursuant 
to subparagraph (1) of paragraph (b) of 
subsection 1 must to the extent required by 
subsection 1, include, without limitation: (a) 
The preferred name and pronoun of the 
patient or resident; (b) The gender identity 
or expression of the patient or resident; (c) 
The gender identity or expression of the 
patient or resident that was assigned at the 
birth of the patient or resident; (d) The 
sexual orientation of the patient or resident; 
and (e) If the gender identity or expression 
of the patient or resident is different than 
the gender identity or expression of the 
patient or resident that was assigned at the 
birth of the patient or resident: (1) A history 
of the gender transition and current 
anatomy of the patient or resident; and (2) 
An organ inventory for the patient or 
resident which includes, without limitation, 
the organs: (I) Present or expected to be 
present at the birth of the patient or 
resident; (II) Hormonally enhanced or 
developed in the patient or resident; and 
(III) Surgically removed, enhanced, altered 
or constructed in the patient or resident. 

1600 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
QAYM11.

04/16/202
5

1700
SS= D

Annual Assessment of History of Each 
Resident - NRS 449.1845 Administrator of 
residential facility for groups to conduct 
annual assessment of history of each 

1700 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
QAYM11.
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resident and cause provider of health care 
to conduct certain examinations and 
assessments; placement based on 
assessment. 1. The administrator of a 
residential facility for groups shall: (a) 
Annually cause a qualified provider of 
health care to conduct a physical 
examination of each resident of the facility; 
(b) Annually conduct an assessment of the 
history of each resident of the facility, which 
must include, without limitation, an 
assessment of the condition and daily 
activities of the resident during the 
immediately preceding year; and (c) Cause 
a qualified provider of health care to 
conduct an assessment of the condition and 
needs of a resident of the facility to 
determine whether the resident meets the 
criteria prescribed in paragraph (a) of 
subsection 2: (1) Upon admission of the 
resident to the facility; and (2) If a physical 
examination, assessment of the history of 
the resident or the observations of the 
administrator or staff of the facility, the 
family of the resident or another person who 
has a relationship with the resident indicate 
that: (I) The resident may meet those 
criteria; or (II) The condition of the resident 
has significantly changed. 2. If, as a result 
of an assessment conducted pursuant to 
paragraph (c) of subsection 1, the provider 
of health care determines that the resident: 
(a) Suffers from dementia to an extent that 
the resident may be a danger to himself or 
herself or others if the resident is not placed 
in a secure unit or a facility that assigns not 
less than one staff member for every six 
residents, any residential facility for groups 
in which the resident is placed must meet 
the requirements prescribed by the Board 
pursuant to subsection 2 of NRS 449.0302 
for the licensing and operation of residential 
facilities for groups which provide care to 
persons with Alzheimer's disease or other 
severe dementia. (b) Does not suffer from 
dementia as described in paragraph (a), the 
resident may be placed in any residential 
facility for groups. 3. As used in this section, 
"provider of health care" has the meaning 
ascribed to it in NRS 629.031. (Added to 
NRS by 2019, 2594) 
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1840
SS= E

UNL Caregiver Training - R063-21 Sec. 4 1. 
An unlicensed caregiver who provides care 
to residents, patients or clients at a facility 
described in section 3 of this regulation 
shall annually complete evidence-based 
training provided by a nationally recognized 
organization concerning the control of 
infectious diseases. The training must 
include, without limitation, instruction 
concerning: (a) Hand hygiene; (b) The use 
of personal protective equipment, including, 
without limitation, masks, respirators, eye 
protection, gowns and gloves; (c) 
Environmental cleaning and disinfection; (d) 
The goals of infection control; (e) A review 
of how pathogens, including, without 
limitation, viruses, spread; and (f) The use 
of source control to prevent pathogens from 
spreading. 2. Each unlicensed caregiver 
who completes the training required by 
subsection 1 must provide proof of 
completion of that training to the 
administrator or other person in charge of 
the facility in which the unlicensed caregiver 
provides care. 

1840 Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
QAYM11.
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