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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.

The RFG was found to be in substantial
compliance. No regulatory deficiencies were
identified. No further action is necessary.
Inspector Comments: This Statement of
Deficiencies was generated as a result of
complaint investigations completed in your
facility on 06/09/26.

The census at the time of the survey was
nine.

The sample size was eleven.

The facility received a grade of A.

There were three complaints investigated.
Substantiated without Deficient Practice:

1. Complaint #NV00013700 was
substantiated with no deficient practice.

Unsubstantiated:

2. Complaint #NV00013589 could not be
substantiated. No regulatory deficiencies
could be identified.

3. Complaint #NV00013669 could not be
substantiated. No regulatory deficiencies
could be identified.

The investigation of Complaints included:
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Observation of grooming and physical
appearance of residents, interactions
between caregivers and residents, care
provided by caregivers, and assistive
devices.

Interviews were conducted with residents,
caregivers, the Administrator, Home Health
personnel, and one of the Complainants.

Record Review of eleven residents,
including the residents of concern.

Document Review of employee files,
incident reports, facility policies, hospital
records, and hospice records.
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