
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
State Licensure initial survey conducted at 
your facility on 09/23/21. This survey was 
conducted by the Division of Public and 
Behavioral Health in accordance with NAC 
449, Residential Facility for Groups. The 
facility applied for two Category I and five 
Category II beds for the elderly and 
disabled. Based on observation, 
measurement and interview, the facility will 
be approved for one Category I and five 
Category II residential beds for the elderly 
and disabled. The approval is contingent 
upon submission of a current and accurate 
Certificate of Compliance (C of C). Please 
submit a new C of C for review. The 
application for seven beds was denied due 
to square footage requirements as set forth 
by NAC 449.218 which documented the 
following: NAC 449.218 Bedrooms: Floor 
space; windows and doors; privacy; storage 
space; bedding; personal furnishings; 
lighting. (NRS 449.0302) 1. A bedroom in a 
residential facility that is shared by two or 
three residents must have at least 60 
square feet of floor space for each resident 
who resides in the bedroom. A resident may 
not share a bedroom with more than two 
other residents. A bedroom that is occupied 
by only one resident must have at least 80 
square feet of floor space. The census at 
the time of survey was one. One sample 
resident file was reviewed and two 
employee files were reviewed. 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 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. No further action is 
necessary. Please retain a copy of this 
report for your records.
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