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The Statement of Deficiencies 
was generated as a result of a 
state licensure survey conducted 
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 
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of Nevada pursuant to NAC 
433.384, and other applicable 
local and state laws.   

Inspector Comments: This Statement of 
Deficiencies was generated as a result of 
an Annual State Licensure survey initiated 
at your facility on 08/19/2026, in accordance 
with Nevada Administrative Code (NAC) 
Chapter 449, Residential Facility for 
Groups.

The facility is licensed for twenty Residential 
Facility for Group beds for elderly and 
disabled persons and/or assisted living 
services, Category II residents.

The census at the time of the survey was 
fourteen. Ten resident files and ten 
employee files were reviewed.

The facility received a grade of A.
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NAC 449.217

6.  A residential facility with more than 
10 residents must:
(a) Comply with the standards 
prescribed in chapter 446 of NAC; and
(b) Obtain the necessary permits from 
the Division.
7.  The equipment used for cooking and 
storing food and for washing dishes in a 
residential facility with more than 10 
residents must be inspected and 
approved by the Division and the state 
and local fire safety authorities. 

Inspector Comments: Based on observation 
on 08/19/2026, the facility failed to ensure 
the kitchen and supportive dining services 
complied with the standards of NAC 446.

Findings include:

1.  Critical Violations:

a.  The low temperature dish machine did 
not reach the minimum temperature for the 
final rinse cycle at the time of inspection 
and did not dispense chlorine sanitizer 
between 50 to 100 parts per million (ppm).

Severity: 2 Scope: 2

Y 0255 The facility's dish machine is leased and is 
serviced monthly by the leasing company. 
 On the date of the survey the dish machine 
was taken out of service and a service call 
was placed to the leasing company.   They 
did come on 8/28 /26 and adjusted the 
machine so that the sanitizer and 
temperature were at acceptable levels.   
The dietary staff will check the final rinse 
temperature and sanitizer each day the 
machine is in use and request the service 
company to make any needed adjustments. 
  If either measure is out of range, the 
machine will be taken out of service until 
proper adjustments are made.   
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