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Inspector Comments: This Statement of 
Deficiencies was generated as a result of 
the State Licensure Complaint Investigation 
survey initiated at your facility on 04/05/22 
and completed on 04/14/22, in accordance 
with Nevada Administrative Code, Chapter 
449, Residential Facilities for Groups. The 
facility is licensed for nine Residential 
Facility for Group beds for elderly or 
disabled persons, and/or persons with 
mental illness, Category II residents. The 
census at the time of the survey was eight. 
The sample size was one discharged 
resident. The facility received a grade of A. 
One complaint was investigated. Complaint 
#NV00065933, with one allegation was 
substantiated without deficiencies. The 
allegation the facility failed to return resident 
personal property upon discharge, was 
substantiated without deficiencies. 
Investigation into the allegation revealed no 
documentation of a Power of Attorney 
(POA) or family representative to handle 
affairs, personal health information and/or 
personal property of the resident. The 
resident signed all admission documents, 
and did not sign any document regarding 
who could act on their behalf. The facility 
policies did not document a process for 
release of resident personal information or 
property in the event of resident discharge, 
death, or incapacitation. 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. The following regulatory 
deficiencies, unrelated to the complaint 
investigation were identified:
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Care for Persons with Chronic Illnesses - 
NAC 449.2766 Residential facility which 
offers or provides care for persons with 
chronic illnesses and debilitating diseases: 
Application for endorsement; training for 
employees. (NRS 449.0302) 1. A residential 
facility which offers or provides care and 
protective supervision for a resident with a 
chronic illness or progressively debilitating 
disease must obtain an endorsement on its 
license authorizing it to operate as a 
residential facility for persons with chronic 
illnesses. The Division may deny an 
application for an endorsement or suspend 
or revoke an existing endorsement based 
upon the grounds set forth in NAC 449.191 
or 449.1915. 

Inspector Comments: Based on record 
review, document review and interview, the 
facility failed to acquire an endorsement to 
provide care to residents with chronic 
illnesses. (Resident #1) Findings include: 
Resident #1 (R1) R1 was admitted to the 
facility on 10/21/21 with primary diagnoses 
of chronic obstructive pulmonary disease 
(COPD) exacerbation, chronic hypoxic 
respiratory failure, and hypertension with 
chronic kidney disease stage III, as noted 
on the physician's physical exam dated 
10/20/21. On 04/12/22 in the morning, 
review of R1's Standard Placement 
Determination dated 10/20/21, revealed the 
physician designated the resident should 
have been placed in a facility that provided 
care to persons with chronic illness or 
progressively debilitating disease. On 
04/12/22 at 2:10 PM, interview with 
Employee #1 (E1). E1 relayed the facility 
did have an endorsement for chronic 
illness. Review of the active endorsements 
for the facility listed in the Division of Public 
and Behavioral Health online licensing 
system, revealed the facility had an 
endorsement for mental illness. The facility 
lacked an endorsement or pending 
application to provide care for residents with 
chronic illnesses. Scope: 2 Severity: 1

1020 1. Submitted an application for "Chronic 
Illness" endorsement on 04-24-22.
2. Owner/Administrator will ensure that no 
new residents with a Chronic Illness 
diagnosis be admitted into the Group 
Home. 
3. Owner/Administrator will review H&P and 
ensure that resident does not have a 
Chronic Illness. 
4. Owner/ Administrator is solely 
responsible for ensuring that no residents 
be admitted into Group Home with a 
Chronic Illness diagnosis. 
5. Chronic Illness endorsement was applied 
for on 04-24-22. Results are pending. 
6. Please see attached documents. 
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