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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 survey initiated at your facility on 
05/27/26.

The facility is licensed for 10 Residential 
Facility for Group beds for elderly and 
disabled persons, Category II. 

The census at the time of the survey was 
eight.  Eight resident files and four 
employee file were reviewed.

The facility received grade: A
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Y 0104
SS= D NAC 449.200

Personnel files
(1) (f) Evidence of compliance with NRS 
449.122 to 449.125, inclusive. 

Inspector Comments: Based on record 
review and interview, the facility failed to 
ensure 1 of 1 employee complied with 
background check requirements per 
Nevada Revised Statutes (NRS) 449.123 
(Employee #1). 
 
Findings include: 
 
Employee #1 (E1) 
 
E1 was hired on 04/01/2025 as the 
Administrator. 
 
E1's record lacked documented evidence of 
a Nevada Automated Background Check 
System (NABS) Clearance Letter. 
 
On 05/27/2026 in the morning, E1 
acknowledged the lack of NABS clearance 
for E1 and should have been completed. 
 

Severity: 2          Scope: 1

Y 0104
The facility verified that Michelle Perez's 
NABS backgroundcheck had been 
completed previously but the facility missed 
to click thesubmission to complete the 
process . Documentation of the NABS 
clearance wasobtained, verified, and placed 
in the personnel file on 6/12/2026. 

06/12/202
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