
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
State Licensure Address Verification Survey 
conducted at your residential facility for 
groups on 03/01/2024, in accordance with 
Nevada Administrative Code, Chapter 449. 
The surveyor arrived at the residential 
facility for groups address and observed the 
facility was in operation. The surveyor 
informed the facility representative they are 
operating as an unlicensed facility and must 
immediately renew their license through the 
Aithent Licensing System (CLICs). All 
license renewals are made online and 
renewal notices are sent to the email 
address listed in the facility's online profile 
in the database. The administrator was 
informed they needed to submit outstanding 
renewal application items and the late 
application fee through the Aithent 
Licensing System. Failure to submit a 
renewal application immediately may result 
in an unlicensed investigation of your facility 
and pursuant to NRS 449.210, you may be 
subject to a civil penalty of not more than 
$10,000 for the first offense or not less than 
$10,000 or more than $25,000 for a second 
or subsequent offense. The findings and 
conclusions of any investigation by the 
Division of Public and Behavioral Health 
(DPBH) shall not be construed as 
prohibiting any criminal or civil 
investigations, actions, or other local claims 
for relief that may be available to any party 
under applicable federal, state, or local 
laws.
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