
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
State licensure annual survey conducted in 
your facility on 01/08/20. This State 
licensure survey was conducted in 
accordance with Nevada Administrative 
Code (NAC) Chapter 449, Residential 
Facility for Groups. The facility is licensed 
for ten Residential Facility for Group beds 
for elderly and disabled persons and/or 
persons with mental illnesses, Category II 
residents. The census at the time of the 
survey was seven. Seven resident files 
were reviewed and four 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 investigation, 
actions or other claims for relief that may be 
available to any party under applicable 
federal, state, or local laws. The following 
deficiencies were identified:

0000

0830 Exemption Requests - NAC 449.2736 
Procedure to exempt certain residents from 
restrictions. (NRS 449.0302) 1. The 
administrator of a residential facility may 
submit to the Division a written request for 
permission to admit or retain a resident who 
is prohibited from being admitted to a 
residential facility or remaining as a resident 
of the facility pursuant to NAC 449.271 to 
449.2734, inclusive. 

Inspector Comments: Based on 
observation, record review and interview, 
the facility failed to obtain a bedfast 
exemption for 1 of seven residents 
(Resident #1). On 01/08/2019 in the 
afternoon, Resident #1 verbalized they were 
not able to turn themselves in the bed any 
longer, and required assistance from staff to 
reposition. Severity: 2 Scope: 1

0830 A The Administrator immediately requested 
documents from the hospice agency and 
fax it to the division of Public Behavioral 
Health. On January 21, 2020 tag 0830 see 
attachment 1, A, B , C and D B. The 
administrator shall apply for a bed fast 
waiver when there conditions changes. C. 
Accomplished January 21, 2020
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