
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
complaint investigation completed in your 
facility on 03/26/2025, in accordance with 
Nevada Administrative Code (NAC), 
Chapter 449. The census at the time of the 
survey was eight. The sample size was five. 
The facility received a grade of A. There 
were two complaints investigated. 
Complaint #NV00073683 could not be 
substantiated. No regulatory deficiencies 
could be identified. Complaint 
#NV00073010 was substantiated. (See 
Tags 0178, 0994, and 0995) The 
investigation of Complaints included: 
Observation of the interior and exterior of 
the facility, of the locking mechanisms on 
facility exit doors, simulated medication 
administration procedure, and lunchtime 
meal service. Interviews were conducted 
with residents, caregiver, Administrator and 
Owner. Clinical Record Review of five 
records and medication administration 
records, which included the resident of 
concern. Document Review included facility 
policy and procedures and menus. 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 
regulatory deficiencies were identified:
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0178
SS= F

Health & Sanitation - Maintain Int/ext - NAC 
449.209 Health and sanitation. (NRS 
449.0302) 5. The administrator of a 
residential facility shall ensure that the 
premises are clean and that the interior, 
exterior and landscaping of the facility are 
well maintained. 

Inspector Comments: Based on observation 
and interview, the facility failed to ensure 
the exterior of the facility was properly 
maintained and free of debris and broken 
equipment. Findings include: On 
03/26/2025, in the morning, the following 
was observed in the backyard of the facility: 
-Broken equipment, including bed frames, 
walker, mattress, washing machine, 
garbage disposal and a sink. -Garbage and 
debris including cardboard boxes, wood 
planks, and plastic packaging debris. On 
03/26/2025, in the afternoon, the Owner 
confirmed the backyard contained broken 
equipment and debris. Severity: 2 Scope: 3 
Complaint #NV00073010

0178 1.  The Administrator immediately instructed 
the Facility Owner and Staff to clear the 
backyard of all debris.  All broken 
equipment (bed frames,walker, mattress, 
washing machine, garbage disposal, and 
sink) was quickly removed and properly 
disposed of.  Cardboard boxes, wood 
planks, and plastics packaging, were also 
cleared.

2.  The Administrator assigned the Facility 
Owner and Staff to conduct weekly exterior 
audits, documenting findings for monthly 
reviews.  Any issues will be addressed 
immediately.

3.  Complete Date:  03/28/2025
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0994
SS= F

Alzheimer 's Care Standards for Safety - 
NAC 449.2756 and R043-22 Residential 
facility which provides care to persons with 
Alzheimer ' s disease: Standards for safety; 
personnel required; training for employees. 
(NRS 449.0302) 1. The administrator of a 
residential facility which provides care to 
persons with Alzheimer ' s disease or other 
forms of dementia who meet the criteria 
prescribed in paragraph (a) of subsection 2 
of NRS 449.1845 shall ensure that: (e) 
Knives, matches, firearms, tools and other 
items that could constitute a danger to the 
residents of the facility are inaccessible to 
the residents. 

Inspector Comments: Based on observation 
and interview, the facility failed to ensure 
sharp objects were secured in the facility's 
backyard. Findings include: On 03/26/2025 
in the morning, a pair of scissors were 
found unsecured outside on the ground in 
the backyard. On 03/26/2025 in the 
afternoon, the Owner confirmed the 
scissors were not supposed to be left 
outside on the ground and should be stored 
securely. Severity: 2 Scope: 3 Complaint 
#NV00073010

0994 1.  During the survey, the Facility Staff 
picked up the scissors, put them away, and 
checked the whole place for other sharp 
objects that needed to be stored properly.  
Staff were also reminded to keep sharp 
objects secure and report any found outside 
their proper spots.

2.  The Administrator assigned Facility Staff 
to check both inside and outside the facility 
daily for sharp objects or other hazards and 
store them properly

3.  Complete Date:  03/26/2025

03/26/202
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0995
SS= F

Alzheimer 's Care Standards for Safety - 
NAC 449.2756 and R043-22 Residential 
facility which provides care to persons with 
Alzheimer ' s disease: Standards for safety; 
personnel required; training for employees. 
(NRS 449.0302) 1. The administrator of a 
residential facility which provides care to 
persons with Alzheimer ' s disease or other 
forms of dementia who meet the criteria 
prescribed in paragraph (a) of subsection 2 
of NRS 449.1845 shall ensure that: (f) The 
facility has an area outside the facility or a 
yard adjacent to the facility that: (1) May be 
used by the residents for outdoor activities; 
(2) Has at least 40 square feet of space for 
each resident in the facility; (3) Is fenced; 
and (4) Is maintained in a manner that does 
not jeopardize the safety of the residents. 
All gates leading from the secured, fenced 
area or yard to an unsecured open area or 
yard must be locked and keys for gates 
must be readily available to the members of 
the staff of the facility at all times. 

Inspector Comments: Based on observation 
and interview, the facility failed to ensure a 
backyard gate, which leads to the street, 
was locked. Findings include: On 
03/26/2025 in the morning, a gate in the 
backyard, which exited to the front yard and 
street, was found unlocked. On 03/26/2025 
in the afternoon, the Owner confirmed a 
gate in the backyard, which exited the 
property, was left unlocked and should have 
been secured. Severity: 2 Scope: 3 
Complaint #NV00073010

0995 1.  The Administrator quickly secured the 
unlocked backyard gate and reminded the 
Facility owner and Staff about the 
importance of keeping all exterior gates 
closed and locked at all times.

2.  The Adminisstrator assingned the 
Facility Owner and Staff to check the 
backyard gates daily to make sure they're 
always locked.  Signs were posted on the 
gates and doors as reminders.

3.  Complete Date:  03/26/2025

4.  SEE ATTACHED TAG : TAG 0995

03/26/202
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