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Initial Comments -

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
complaint investigation conducted in your
facility on 1/31/18. This complaint
investigation was conducted by the
authority of NRS 449.0307, Powers of the
Division of Public and Behavioral Health.
The census at the time of the survey was
ten. The sample size was five. There was
one complaint investigated. Complaint
#NV00051973 with the following allegation
could not be substantiated. Allegation #1
Employee struck resident and pulled her
hair and prevented the resident from calling
911 and attempted to stop the resident from
leaving the facility. The investigation into
the allegation included: Observations of
three residents in the main living area and a
tour of the facility. Interviews were
conducted with four residents and one
caregiver including the resident of concern.
Interview with the Deputy Sheriff summoned
to the home from 911 dispatch. Review of
five medical records including the resident
of concern. 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 deficiencies were identified during
the investigation.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date
of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these
documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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