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The Statement of Deficiencies &%‘i
was generated as a result of a Deficienci

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

es

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER Name: GINALYN BALTAZAR- Title: Administrator Date: 08/31/2026
REPRESENTATIVE'S SIGNATURE SUMBANG
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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 completed at
your facility on 06/08/26.
The facility is licensed for
ten Residential Facility for Group
beds for elderly and disabled
persons and/or Alzheimer's
disease, Category Il residents.
The census at the time of the
survey was nine. Nine resident
files and four employee files
were reviewed. The facility
received a grade of A.
Y 0172 Y 0172 | 1. All identified obstacles, debris, household | 06/28/202
SS=F appliances, and garbage were removed 6
NAC 449.209 from the backyard. The area was cleaned
and cleared. The Administrator instructed
. staff to keep all exterior areas clean and
2. Containers used to store garbage free of obstacles and debris at all times.
outside of the facility must be kept
reasonably clean and must be covered 2. The Administrator designated staff to
in such a manner that rodents are regularly inspect and maintain the exterior
unable to get inside the containers. At areas and correct any concerns promptly.
least once each week, the containers The Administrator will routlngly monitor
- these areas to ensure compliance.
must be emptied, and the contents of
the containers must be removed from 3. COMPLETE DATE: 06/28/2026
the premises of the facility.
4. SEE ATTACHMENT: TAG Y0172
3. Containers used to store garbage in
STATE FORM Event ID: Facility ID: Page 2 of 5
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the kitchen and laundry room of the
facility must be covered with a lid
unless the containers are kept in an
enclosed cupboard that is clean and
prevents infestation by rodents or
insects. Containers used to store
garbage in bedrooms and bathrooms
are not required to be covered unless
they are used for food, bodily waste or
medical waste.

4. To the extentpracticable, the
premises of the facility must be kept
free from:

(a) Offensive odors;

(b) Hazards, including obstacles that
impede the freemovement of residents
within and outside the facility;

(c) Insects and rodents; and

(d) Accumulations of dirt, garbage and
other refuse.

5. The administrator of a residential
facility shall ensure that the premises
are clean and that the interior, exterior
and landscaping of the facility are well
maintained.

Inspector Comments: Based on

observations and interview the facility failed
to ensure the exterior of the facility was free
of an accumulation of obstacles and debris.

Findings include:
On 06/08/26 in the morning, an

accumulation of obstacles and debris which
included medical equipment, household
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appliances, and garbage was observed
scattered throughout the backyard of the
facility.

On 06/08/26 in the morning, the
Administrator acknowledged the
accumulation of obstacles and debris in the
backyard of the facility could have been a
potential hazard to the residents and
verified the obstacles and debris had to be
removed.

Severity: 2 Scope: 3
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Y 0994 Y 0994 | 1. The Administrator immediately secured 06/08/202
SS=F the laundery area, and all cleaning supplies | 6
NAC 449.2756 and toxic substances were made
inaccessible to residents. Staff were
. . . . . reminded to keep the laundry area locked at
Residential facility which provides care all times. Residents were also reminded
to persons with Alzheimer’s disease: that the laundry area is restricted and to ask
Standards for safety; personnel Staff if they need anything from the area.
required; . )
2. The Administrator designated Staff to
(e) Knives, matches, firearms, tools, and routinely check the laundry area to ensure it
other items that could constitute a danger to remains secured and all toxic substances
the residents of the facility are inaccessible are inaccessible to residents at all times.
to the residents.
3. COMPLETE DATE: 06/08/2026
(g) All toxic substances are not accessible
to the residents of the facility.
Inspector Comments: Based on
observations and interviews the facility
failed to ensure toxic substances were kept
inaccessible to residents.
Findings include:
On 06/08/26 in the morning, the door to the
laundry area of the facility where residents
were observed walking by was unsecured.
Inside the laundry area toxic substances
which included laundry detergent, bleach,
and other cleaning product were unsecured
and could have been accessed by
residents.
On 06/08/26 in the morning, the
Administrator indicated the laundry area is
where all toxic substances were stored and
the area should have been secured at all
times.
Severity: 2 Scope: 3
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