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F 000 INITIAL COMMENTS F 000

 This Statement of Deficiencies was generated as 

a result of a Complaint and Facility Reported 

Incident (FRI) Investigations conducted in your 

facility on 04/17/2024 through 04/18/2024, in 

accordance with 42 Code of Federal Regulations 

(CFR) Chapter IV, Part 483, Requirements for 

Long Term Care Facilities.

 

The census was 171. 

The sample size was nine.

There was one complaint and seven facility 

reported incidents (FRI) investigated:

Substantiated without deficient practice:

1. Complaint #NV00070687 was substantiated. 

No regulatory deficiencies were identified.

Unsubstantiated:

2. FRI #NV00070307 could not be substantiated. 

No regulatory deficiencies were identified.

3. FRI #NV00070347 could not be substantiated. 

No regulatory deficiencies were identified.

4. FRI #NV00070494 could not be substantiated. 

No regulatory deficiencies were identified.

5. FRI #NV00070751 could not be substantiated. 

No regulatory deficiencies were identified.

6. FRI #NV00070767 could not be substantiated. 

No regulatory deficiencies were identified.

7. FRI #NV00070786 could not be substantiated. 

No regulatory deficiencies were identified.

8. FRI #NV00070834 could not be substantiated. 

No regulatory deficiencies were identified.

The investigation of the complaints included:
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Observations of the general appearance of 

residents, resident and staff interactions, 

residents participating in activities, and tour of 

facility. 

Interviews were conducted with residents, Activity 

Technicians, Certified Nursing Assistants, 

Licensed Nurses, Social Services Director, and 

the Director of Nursing.

Clinical record review of residents, which included 

the residents of concern. 

Document review included facility policies and 

procedures, resident council minutes, grievance 

logs, and facility reports. 

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 investigation, actions or other claims for 

relief that may be available to any party under 

applicable federal, state, or local laws.

There were no regulatory deficiencies identified. 

No further action necessary. Please retain a copy 

for your records.
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