
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
grading re-survey State Licensure survey 
conducted in your facility on 10/19/22. This 
State Licensure survey was conducted by 
the Division of Public and Behavioral Health 
in accordance with NAC 449, Residential 
Facility for Groups. The facility was licensed 
for six Residential Facility for Group beds 
for elderly and disabled persons, Category 
II residents. The census at the time of the 
survey was four. Two resident files and 
three employee files were reviewed. The 
facility received a grade of A. 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 investigations, 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 necessary. 
Please retain a copy for your records.

0000

0026
SS= D

Contents of License - Multiple Types - NAC 
449.190 License: Contents; issuance of 
more than one type. 3. A residential facility 
may be licensed as more than one type of 
residential facility if the facility provides 
evidence satisfactory to the Bureau that it 
complies with the requirements for each 
type of facility and can demonstrate that the 
residents will be protected and receive 
necessary care and services. 

0026
Please refer to original Statement 
ofDeficiency/Plan of Correction - Event ID 
PCQ711.

10/19/202
2

0276
SS= D

Service of Food-Nutritious Meals;Frequency 
- NAC 449.2175 Service of food 7. Meals 
must be nutritious, served in an appropriate 
manner, suitable for the residents and 
prepared with regard for individual 
preferences and religious requirements. At 
least three meals a day must be served at 
regular intervals. The times at which meals 
will be served must be posted. Not more 
than 14 hours may elapse between the 
meal in the evening and breakfast the next 
day. Snacks must be made available 
between meals for the residents who are 
not prohibited by their physicians from 
eating between meals. 
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Please refer to original Statement 
ofDeficiency/Plan of Correction - Event ID 
PCQ711.

10/19/202
2
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0451
SS= D

First Aid & CPR - NAC 449.231 First aid 
and cardiopulmonary resuscitation. (NRS 
449.0302) 2. A first-aid kit must be available 
at the facility. The first-aid kit must include, 
without limitation: (a) A germicide safe for 
use by humans; (b) Sterile gauze pads; (c) 
Adhesive bandages, rolls of gauze and 
adhesive tape; (d) Disposable gloves; (e) A 
shield or mask to be used by a person who 
is administering cardiopulmonary 
resuscitation; and (f) A thermometer or 
other device that may be used to determine 
the bodily temperature of a person. 

0451
Please refer to original Statement 
ofDeficiency/Plan of Correction - Event ID 
PCQ711.
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0515
SS= F

Supervision and Treatment of Residents - 
NAC 449.259 Supervision and treatment of 
residents generally. (NRS 449.0302) 1. A 
residential facility shall: (a) Provide each 
resident with protective supervision as 
necessary; (b) Inform all caregivers of the 
required supervision; 

0515
Please refer to original Statement 
ofDeficiency/Plan of Correction - Event ID 
PCQ711.

10/19/202
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0593
SS= F

Rights of Residents; Procedure for Filing - 
NAC 449.268 Rights of residents; 
procedure for filing grievance, complaint or 
report of incident; investigation and 
response. (NRS 449.0302) 1. The 
administrator of a residential facility shall 
ensure that: (d) The facility is a safe and 
comfortable environment; 

0593
Please refer to original Statement 
ofDeficiency/Plan of Correction - Event ID 
PCQ711.

10/19/202
2

0620
SS= D

Written Policy on Admissions - NAC 
449.2702 Written policy on admissions; 
eligibility for residency. (NRS 449.0302) 4. 
Except as otherwise provided in NAC 
449.275 and 449.2754, a residential facility 
shall not admit or allow to remain in the 
facility any person who: (a) Is bedfast; (b) 
Requires restraint; (c) Requires 
confinement in locked quarters; or (d) 
Requires skilled nursing or other medical 
supervision on a 24-hour basis. 

0620
Please refer to original Statement 
ofDeficiency/Plan of Correction - Event ID 
PCQ711.
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0938
SS= E

Maintenance and Contents of Separate File 
- NAC 449.2749 Maintenance and contents 
of separate file for each resident; 
confidentiality of information. (NRS 
449.0302) 1. A separate file must be 
maintained for each resident of a residential 
facility and retained for at least 5 years after 
he or she permanently leaves the facility. 
The file must be kept locked in a place that 
is resistant to fire and is protected against 
unauthorized use. The file must contain all 
records, letters, assessments, medical 
information and any other information 
related to the resident, including, without 
limitation: (g) An evaluation of the resident ' 
s ability to perform the activities of daily 
living and a brief description of any 
assistance he or she needs to perform 
those activities. The facility shall prepare 
such an evaluation: (1) Upon the admission 
of the resident; (2) Each time there is a 
change in the mental or physical condition 
of the resident that may significantly affect 
his or her ability to perform the activities of 
daily living; and (3) In any event, not less 
than once each year. 
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Please refer to original Statement of 
Deficiency/Plan of Correction - Event ID 
PCQ711.
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1550
SS= F

Use Tag #1540 Do Not Site 1550
Please refer to original Statement 
ofDeficiency/Plan of Correction - Event ID 
PCQ711.
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1700
SS= E

Annual Assessment of History of Each 
Resident 

1700 Please refer to original Statement of 
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