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I Y OW/ Initial Comments I y o o O  I I '  I 
The findings and conclusions of any investigation 
by the Health Division 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. 

This Statement of Deficiencies was generated as 
a result of an annual state licensure survey 
conducted in your facility on 11/2/09. This State 
Licensure survey was conducted by the authority 
of NRS 449.150, Powers of the Health Division. 

The facility is licensed for eight Residential 
Facility for Group beds for elderly and disabled 
persons, Category I 1  residents. The census atthe 
time of the survey was five. Five resident files 
were reviewed and three employee files were 
reviewed. One discharged resident file was 
reviewed . 

The facility received a survey grade of D. 

The following deficiencies were identified: 

449.200(1)(d) Personnel File - NAC 441A 

NAC 449.200 
1. Except as otherwise provided in subsection 2, 
a separate personnel file must be kept for each 
member of the staff of a facility and must 
include: 
(d) The health certificates required pursuant to 
chapter 441A of NAC for the employee. 

I I 
If deficiencies are cited, an approved plan iffer receipt d this statement d d e ( l c m .  
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This Regulation is not met as evidenced by: 
Based on interview and record review on 
1112/09, the facility failed to ensure 2 of 3 
employees complied with NAC 441A.375 
regarding tuberculosis ('TB) testing for the 
protection of all residents (Employee # I  and #3) 
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NAC 449.200 
1. Except as otherwise provided in subsection 2, 
a separate personnel file must be kept for each 
member of the staff of a facility and must 
include: 
(f) Evidence of compliance with NRS 449.1 76 to 
449.1 85, inclusive. 

This Regulation is not met as evidenced by: 
I Based on record review on 1112109, the facility 
i failed to ensure 2 of 2 caregivers met 
background check requirements (Employee #2, 
FBI report and #3 State report and Criminal 
History Statement). 
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The findings and conclusions of any investigation 
by the Health Division shall not be construed as 
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state, or local laws. 
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This Statement of Deficiencies was generated as 
a result of an annual state licensure survey 
conducted in your facility on 11/2/09. This State 
Licensure survey was conducted by the authority 
of NRS 449.150, Powers of the Health Division. 

The facility is licensed for eight Residential 
Facility for Group beds for elderly and disabled 
persons, Category I1 residents. The census at the 
time of the survey was five. five resident files 
were reviewed and three employee files were 
reviewed. One discharged resident file was 
reviewed . 

I The facility received a survey grade of D. I I 
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449.200(1)(d) Personnel File - NAC 441A 

NAC 449.200 
1. Except as otherwise provided in subsection 2, 
a separate personnel file must be kept for each 
member of the staff of a facility and must 
include: 
(d) The health certificates required pursuant to 
chapter 441A of NAC for the employee. 
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Initial Comments 

The findings and conclusions of any investigation 
by the Health Division shall not be construed as 
prohibiting any criminal or civil investigations, 
actions or other cla~ms for relief that may be 
available to any party under appl~cable federal, 
state, or local laws. 

This Statement of Deficiencies was generated as 
a result of an annual state licensure survey 
conducted in your facility on 11/2/09. This State 
Llcensure survey was conducted by the authority 
of NRS 449.150, Powers of the Health Division. 

The facility is licensed for eight Residential 
Fac~lity for Group beds for elderly and disabled 
persons, Category II residents. The census at the 
time of the survey was five. Five resident files 
were reviewed and three employee files were 
reviewed. One discharged resident file was 
reviewed. 

The fac~lity received a survey grade of D. 

The following deficiencies were identified: 
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449.200(1)(d) Personnel File - NAC 441A 

NAC 449.200 
1. Except as otherwise provided in subsection 2, 
a separate personnel file must be kept for each 
member of the staff of a facility and must 
include: 
(d) The health certificates required pursuant to 
chapter 441A of NAC for the employee. 
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This Regulation is not met as evidenced by: 
Based on interview and record review on 
11/2/09, the facility failed to ensure 2 of 3 
employees complied with NAC 441A.375 
regarding tuberculosis (TB) testing for the 
protection of all residents (Employee #I and #3) 
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NAC 449.200 
1. Except as othewise provided in subsection 2, 
a separate personnel file must be kept for each 
member of the staff of a facility and must 
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include: 
(f) Evidence of compliance with NRS 449.176 to 
449.185, inclusive. 
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449.200(1)(f) Personnel File - Background Check 

This Regulation is not met as evidenced by: 
Based on record review on 11/2/09, the facility 
failed to ensure 2 of 2 caregivers met 
background check requirements (Employee #2, 
FBI report and #3 State report and Criminal 
History Statement). 
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This Regulation is not met as evidenced by: 
Based on observation and interview on 11/2/09, 
the facility failed to ensure menu substitutions 
were documented and retained for at least 90 
days. The facility failed to follow the posted 
menu for 2 of 2 meals observed in the facility. 
The facility failed to document the substitutions. 
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I I Severity: 1 Scope: 3 

449.229(9) Smoke Detectors 

NAC 449.229 
9. Smoke detectors must be maintained in 
proper operating conditions at all times and must 
be tested monthly. The results of the tests 
pursuant to this subsection must be recorded and 
maintained at the facility. 

This Regulation is not met as evidenced by: 
Based on record review on 11/2/09, the facility 
failed to ensure all smoke detectors were tested 
12 out of the past 12 months. The facility failed 
to provide evidence that each smoke detectors 
had been checked every month. 
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NAC 449.231 
2. A first-aid kit must be available at the facility. 
The first-aid kit must include, without limitation: 
(a) A germicide safe for use by humans. 
(b) Sterile gauze pads; 
(c) Adhesive bandages, rolls of gauze and 
adhesive tape; 
(d) Disposable gloves; 
(e) A shield or mask to be used by a person who 
is administering cardiopulmonary resuscitation; 
and 
(f) A thermometer or device that may be used to 
determine the bodily temperature of a person. 
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This Regulation is not met as evidenced by: 
Based on interview and observation on 1112109, 
the facility failed to have a first aid kit available 
with all the required components (A shield or 
mask for cardiopulmonary resuscitation). 
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449.2742(5) OTC medications & Dietary 
Supplements 

NAC 449.2742 
5. An over-the-counter medication or a dietary 
supplement may be given to a resident only if 
the resident's physician has approved the 
administration of the medication or supplement 
in writing or the facility is ordered to do so by 
another physician. The over-thecounter 
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medication or dietary supplement must be 
administered in accordance with the written 
instructions of the physician. The administration 
of over-the-counter medication and dietary 
supplements must be included in the record 
required pursuant to paragraph (b) of subsection 
1 of NAC 449.2744. 

This Regulation is not met as evidenced by: 
Based on record review and interview on 
111209, the facility did not obtain physician 
orders to administer dietary supplements to 2 of 
5 residents (Resident #4 - Prilosec and Resident 
#5 - Blue Green Algae, Organic Spirulina, Milk 
Thistle, Ribonucleic Ac~d, Melatonin and Vitamin 
B Complex). 

Severity: 2 Scope: 2 

449.2742(7) Medication / Resident Refusal 

NAC 449.2742 
7. If a resident refuses, or otherwise misses, and 
administration of medication, a physician must 
be notified within 12 hours after the dose is 
refused or missed. 

This Regulation is not met as evidenced by: 
Based on record review and interviews on 
1 1/2/09, the facility had no evidence physicians 
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were notified within 12 hours when 2 of 5 
residents refused or missed their medications 
(Resident #4 and #5). 

Severity: 2 Scope: 2 

449.2744(1)(b)(I) Medication I MAR 

NAC 449.2744 
1. The administrator of a residential facility that 
provides assistance to residents in the 
administration of medication shall maintain: 
(b) A record of the medication administered to 
each resident. The record must include: 

(1 ) The type of medication administered; 
(2) The date and time that the medication was 

administered; 
(3) The date and time that a resident refuses, 

or othewise misses, an administration of 
medication; and 

(4) Instructions for administering the 
medication to the resident that reflect the current 
order or prescription of the resident's physician. 

This Regulation is not met as evidenced by: 
Based on record review on 11 102109, the facility 
failed to ensure the medication administration 
record (MAR) was accurate for 5 of 5 residents 
(Resident #I, #2, #3, #4, and #5). 
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Findings Include: 

On 11/02/09, at 9:45 AM, the MAR for 5 of 5 
residents was not signed for the morning or 
evening medications on 11/01/09 or morning 
medications on 11/02/09. 

Severity: 1 Scope: 3 

449.2746(2)(a)-(f) PRN Medication Record 

NAC 449.2746 
2. A careg~ver who administers 
medication to a resident as needed 
shall record the following information 
concerning the administration of the 
medication: 
(a) The reason for the administration. 
(b) The date and time of the administration; 
(c) The dose administered; 
(d) The results of the administration of the 
medication; 
(e) The initials of the caregiver; and 
(f) Instructions for administering the medication 
to the resident that reflect each current order or 
prescription of the resident ' s physician. 

This Regulation is not met as evidenced by: 
Based on record review on 11/02/09, the facility 
failed to ensure the medication record was 
complete for 2 of 5 residents receiving as 
needed (PRN) medications (Resident #1 and 
#3). 
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(X5) 
COMPLETE 

DATE 

A 

sheet 8 of 8 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRLATE 
DEFICIENCY) 

-- K- LQ&'T-~ I w RS Gc06C 
k S e b w b  Cl=p ?PD 

'0 r oq w Q t q i  W I S  ~~~ 0 k t o ( % [  09 , 

B - ~ ( ~ S W ~ F \ ~ ~  R- 
e~?  IP R c ~ c ~ h  A W ~ >  
FlG e-5 ( ??Su-i--- LoenhbA 
h P b  ;>+ 45 Q - c . . w + ~ ~  . 
h5 po4%<qL€ A i+- 
A u  &\ L - A ~ c Z  ~ c s -  &r ed 
BY o~ 
S oP+*ro e 

[ I .  L 1 3 oq . 

RECEIVED 
@$ 7 I' 390: 

NRENw Nu>UkE A I ( ~  itkt f Q'l" 
I g,MGA.$ MNLC 

receipt of this statement of deficiencies. 

W6YR11 If contlnuatton 

ID 
PREFIX 

TAG 

Y 908 

y 936 

Ib 6 
/Dld/bf 

10 days afler 
6898 

(X4) ID 
PREFIX 

TAG 

Y 908 

Y 936 
SS=F 

If deficiencies 
STATE FORM 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued From page 7 

Severity: 1 Scope: 2 

449.2749(1)(e) Resident file-NRS 441A 
Tuberculosis 

NAC 449.2749 
1. A separate file must be maintained for each 
resident of a residential facility and retained for 
at least 5 years after he permanently leaves the 
facility. The file must be kept locked in a place 
that is resistant to fire and is protected against 
unauthorized use. The file must contain all 
records, letters, assessments, medical 
information and any other information related to 
the resident, including without limitation: 
(e) Evidence of compliance with the provisions 
of chapter 441A of NRS and the regulations 
adopted pursuant thereto. 

This Regulation is not met as evidenced by: 
Based on record review on 11/02/09, the facility 
failed to ensure 1 of 5 residents complied with 
NAC 441A.380 regarding tuberculosis (Resident 
# I  - no evidence that 2nd step was read) which 
affected all residents. 

Severity: 2 Scope: 3 

are cited, an approved plan of correction must be returned within 



Addie's Home Care, Inc. 
State Licensure Survey 

1 1/02/09 
Confidential Resident/Employee Identifier List 

The following numerical identifiers have been assigned to the residents for purposes of 
confidentiality. 

1. Rioh Pheigh 
2. Keith Greb 
3. Belinda Watson 
4. Catherine Matteo 
5. Charles Chiakulas 
6. Cheryl Bigby, Discharged Resident 

The following numerical identifiers have been assigned to the employees for purposes of 
confidentiality. 

1. Rebecca Wol&ill, Administrator 
2. Ediberta DeGuzman, Caregiver 
3.  Cesar DeGuzman, Caregiver 



SOUTHERN NEVADA HEALTH DISTRICT 
P.O. Box 3902 625 Shadow Lane 

Las Vegas, NV 89127 

SKIN TEST REPORT 

S.S. or H.C. # J 54 ,!o Y 02 
Name: ~d /Fh'//, a ,d . 

The above patient had a skin test for Tuberculosis on 

2 -2 s /t!q and was read as dl mmon 
pof  ,4, J P  r- P L . ~  Y 

12 -.30 779. A s e y  g i ven% -\ 
-. 

and was read as mm on 

3 , s  Y S  -. p o r e h e *  

For Lawrence Sands, DO, ~ P H ,  Chief Health Officer 



P 0. Box 3902, Las Vegas, NV 89127 

702.759.1 099 
Health Cards 

12/28/2009 
CUSTOMER RECEIPT 

Name: WOLFKILL. REBECCA N"SEE NOTES"' 

Birth Date: 0211 711 951 

Address: 6344 VILLA EM0  STREET 

NORTH LAS VEGAS. NV 89031 - 

Amount Paid: $30.00 Charge To: 

Admin Fee: $20.00 

Phone #: (702) 644-8270 Ext. 

Health Card #: 

Health Card Classification: SKlN TEST ONLY 2 STEP 

Expiration Date: 1212812011 

Your temporary Health Card is valid for 30 d a y s .  In order to receive your permanent Health Card, the 
fo l l ow ing  requirement(s) sti l l  need to be completed. 

2ND SKIN TEST LZ/&&&?/ 
PLEASE REPORT TO THE NURSE'S STATION MUST RETURN FOR READING AS DIRECTED BY THE NURSE. 
EXAMEN DE LA TUBERCULOSIS POR FAVOR DlRlGiRSE AL PUESTO DE LA ENFERMERA DEBE REGRESAR PARA INTERPRETER LOS 
RESULTADOS CUANDO LO INDIQUE LA ENFERMERA. 

SKlN TEST (2 YR) 

PLEASE REPORT TO 
EXAMEN DE LA TUBERCULOSIS POR FAVOR DlRlGlRSE AL PUESTO DE LA ENFERMERA DEBE REGRESAR PARA 
RESULTADOS CUANDO LO INDIQUE LA ENFERMERA 

_-- 

MLP <CASH> <VISA> <MASTERCARD> <CHECWMO> 



HEALTH CARDS INTERVIEW FQabbP v /03 
/ 

- 

DATE: 12 1 '30,/; , PPD RESULT: 31 mm @d(~onverter) 

NAME: ~ / o / f k ,  / , eku~ /CI X-RAY: SNHD I PRIVATE .- 

DOB: 1 - - 1 7 - / ? > ~ /  COMMENTS: 

GENDER: F& 
H/C# / ~ ~ W P Z  - 570 - 
COUNTRY OF BIRTH: f?IC r NURSE'S SIGNATURE: 

Have you been in contact erson with active TB? !go When was you la$ chest x-ray &/z 7 / d f  

Have you ever Quantiferon blood test Where was it taken 

I f  yes, was it Negative o os'itive cle one) 

When was your last TB skin test and/or Quantiferon blood test , 7 4 2  ~i/oP Comments/ 

Do you have: YES NO Date of Onset 

1. Cough lasting three o r  more weeks 

2. Coughing up blood 

3. Unexplained weight loss - 

4. Loss of appetite 

5. Fever 

6. Night sweats 

7. Extreme tirednesslfatigue 

8. A smoking habit 

Have you been diagnosed with any of the following medical conditions? 

I.  Diabetes 

2. Lupus Erythematosis 

3. Rheumatoid Arthritis 

4. Sarcoidosis 

5. Kidney failure 1 Dialysis 

6. Cancer, Lymphoma or Leukemia 

7. Chemotherapy 

8. Organ transplant 

9. HIV or AIDS 

10. Blood clotting disorder 

11. Epilepsy o r  Seizure disorder 

12. Liver Disease or Hepatitis 

13. History of Gastrectomy 

14. History of any lung disease 

Have you ever been treated for active TB or TB 

Infection? 

Are you on any medication? 
4 

Have you had any recent surgeries: 
I 

If female: * 
I .  Are you pregnqnt 

2. Are you currently breast feeding 
V' - 

CLIENT'S SIGNATURE & ~ f i -  ~~~ 
I1 I I 

Rev 9/09 





for all the ways you care-= 2 
5 

4014 S .  RfiI4BOLJ. LflS V E G R S ,  NV g 
1702)  873-5917 v, 

43 
L 

RE6#01 TRAML8013 CSHRt803119  STR#R80Y z 
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ExtraCarw Card I: *** r *# * *2121  f 
RI 
a, 

1 I155 FLLI W1!;K ICT 2.99T 
5 
g: 

1 NSi5 FLU ElflfiK 1 C 1  2 5)9T 
1 N415 FLU PIfISK IC7 2.99T 

iE 
a, > 
2 

4 lTEMS 
SUBTCI1'fIL. 15 76 - .- V; 

NU 8 1:r TRX 1 ;!8 fa 
4- w 

TOTFIL. I'T.04 8 L 

DEB1 1' 1 T 04 42 
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RETURNS UITH RECEIPT lHHU 01/09/2010 

qCK , I N  R L M O S T  . VERY r I G E 
IN'?RE S ? I I ! ~  R ~ O  O N  cus . L E M  HE# YOU $ 

USE ~ U P  t x T m c A R ~  C ~ D .  V) 

THRNK Y O U  S H O Z  2 4  H O U R S  R T  CVS,CUM 4 - 
ZJ 

Ex, t re~Csre  Card  balances us  o f  10/11 
s 

FflLL 2 0 0 9  S3ENLJING' 8 . 4 %  
s" 

2009  CVS RR?ND ;WINGS: 5 . 8 9 %  
V) 



YOUR RECEIPT 
THANK YOU 

OEPT. 01 
MDSE ST 

T I $3.95 

TAXI  
$3.95 
$0.32 , 

ITEMS 
I 

10 . - 
***TOTAL $4.27 
CASH $5.00 
CHANGE $0.73 



fiU-'!k 3 CARE, i&C 

SMOKL DEl  EC TOR '1 EST >-mr/3 ~ T F ~ T ~ R  

Slgnaturs of Staff C'onducting Test: 

Date Kcpairs Completed: 

SMOKE DETECTOR f EST 

L>acc of rest: Jl 103 
Results: 

/0 r 

Date iriTrsi. 
Results: 

Signature i)f Staff C'ctnductirtg '(<st: 

Date Repairs Cumpiesd: / ~ / ~ < / u f  
: I-!:upc.lrr 51rn;b  SMCiKf: r ) ~ . ~ ~ ( ~ ! f : i ~  TEST d:3c 



f)\f'' 0 1 take care health sewices* 
Eight Tower Bridge 
161 Washington Street - Suite 1400 
Conshohocken, PA 19428 
TakeCareHealth.com 1-866-Take-Care (1-866-825-3227) 

Tuberculosis Skin Test Results 

Patient Name: 

Patient DOB: 0:- / g  - / q  7.q 

Date TB test administered: // :fi-' 0 '? 

Date TB test read: 4,' 06 - 8 9 

Take Care Provider Reading Test: /n+ &Ed finc 
Result of TB test: AJ J-5 mrn ~ o s i c p e ~ a t i v e )  

-. -mr 

Additional Comments: 
C' xK 

c & d  iLwGq 
J .  . &?& * PCP 

I understand that the results of the Tuberculosis Test. The Take Care Provider has provided 
me with clear discharge instructions and I acknowledge that I am responsible for adhering 
to these discharge instructions. 

N j L  ,464 
Date 

///b /o 
Date 

1 Rev 9.15.09 

RECEIVE!) 
pm tj i f 2:ju:- 

aa&j g &?ijuf?E ,.du aRilr : 
I*,?, YEifAS,"IAT 



'I \ 4 p Q , c ,-> i G C, cs TZ >/ 143 

- &$' 1cl67h RED ROCK MEDICAL CENTER 
57O"fV Chztrles"coi7 Blvd # 100, L&s Ve$;ts, NV 89146, 

Phone: f 782) 877-954 4 

21 1250 DEGUZMAN CESAR M 05/18/1974 1 1/09/2009 CXR 

X-Ray Chest PA & Lateral view. 

Both lung fields are clear. 

Both apices and CP angles are clear. 

Both diaphragmatic contours are normal. 

Cardiac shadow within normal limits. 

Soft tissues and rib cage do not reveal any abnormality. 

The pre 8 retro-cardiac spaces are clear on Lateral view. 

No e/o mediastinal mass. 

OPINION:- NORMAL FINDINGS. 

f2J2 ~ 3 - I A t 3 \ k d  ------ -------------- 
s/d R.D.Prabhu M.D. 



NEVADA DEPARTMENT OF PUBLIC SAFETY 
CRIMINAL HISTORY RECORDS REPOSITORY 
APPLICANT FINGERPRINT RESPONSE 

ADDIES HOME CAR INC 
EDILBERTA M DEGUZMAN OR JOSEPH FLINT 
7955 TRAIL HEAD DR 
LAS VEGAS, NV 89113 

REFERENCE 

ACCOUNT NUMBER: 881486 DATE FINGERPRINTED: 2008/08/25 

APCN: NAME: DOB : OCA : 
PS0223370A DEGUZMAN, EDILBERTA M 1938/02/04 881486 

FBI NEGATIVE 

A TECHNICAL FINGERPRINT SEARCH OF THE ABOVE NDIVIDUALS FINGERPRINTS WAS 
PERFORMED THROUGH THE FBI INTEGRATED AUTOMA ED FINGERPRINT IDENTIFICATIONS 
SYSTEM (IAFIS) 

t 
PURSUANT TO NRS 179A.210, BASED ON THE INFORMATION RECEIVED FROM THE BACKGROUND 
CHECK, IT HAS BEEN DETERMINED THAT NO PRIOR CRIMINAL HISTORY INFORMATION EXISTS 
FOR WHICH NOTICE IS SUBJECT TO RELEASE. 

OR 
PURSUANT TO NRS 449.188, BASED ON INFORMATION RECEIVED FROM THE BACKGROUND 
CHECK, IT HAS BEEN DETERMINED THAT, THIS SUBJECT HAS NOT BEEN CONVICTED OF A 
CRIME LISTED IN NRS 449.188. 

THE INFORMATION CONTAINED IN THIS DOCUMENT IS PROVIDED IN ACCORDANCE WITH THE 
PROVISIONS OF NEVADA REVISED STATUTE (NRS) 179A.180 - 179A.210. THIS RESPONSE 
IS BASED ON THOSE RECORDS, DATABASES, AND DOCUMENTS AVAILABLE TO THE CENT= 
REPOSITORY OF NEVADA RECORDS CRIMINAL HISTORY AT THE TIME THE BACKGROUND CHECK 
WAS PERFORMED. THE INFORMATION IN THIS DOCUMENT SHOULD NOT BE CONSTRUED TO 
PRECLUDE THE EXISTENCE OF A CONVICTION RECORD OR ADDITIONAL RECORDS OF THE TYPES 
LISTED IN NRS 179A.190 WHICH MAY BE IN A RECORD, DATABASE OR DOCUMENT NOT 
AVAILABLE OR ACCESSIBLE BY THE CENTRAL REPOSITORY. USE OF THIS INFORMATION IS 
REGULATED BY LAW. IT IS PROVIDED FOR OFFICIAL USE ONLY AND MAY BE USED ONLY FOR 
THE PURPOSE REQUESTED. DISSEMINATION TO A SECOND PARTY OR ENTITY IS PROHIBITED. 
REVISED 062608 

DATE REPORT GENERATED: 2008/12/17 

NEVADA DEPARTMENT OF PUBLIC SAFETY 
RECORDS AND IDENTIFICATION BUREAU 





YOUR RECEIPT 
THANK YOU 

OEPT. 01 
MOSE ST 

T 1 $3.95 

TAX1 
$3.95 
$0.32 

I TEHS ~n . v 

SSSTOTAL 
CASH 

$4- 27 

CHANGE 
$5.00 
$0.73 







AGNES P, MORTEL, MD 
5025 Alta Drive Las Vegas, Nevada 891 07 

Tuberculin Skin test (LMantoux) 

Patient name: SSN: 

First step 

Date given: 9 f l  a< 0 4 Site: 5 FA Size: 

Date read: /o /ax ? 

Manufacturer: Lot: /?I 0s- ? 

Expiration: / I  // 6 ~drninistered by: 
! - 

Second. s t e ~  

Date given: 10 Site: @ F fi Size: 

Induration: & Date read: 

Manufacturer: J &j7 Lot: / I /  AT? 

Expiration: / i ! 6 Administered by: Y* 



Southern Nevada Adult Mental Health Services 
Residential Programs I 

IncidentIAccident Report 

Directions: Fill out report completely within 24 hours of incident. Make sure that Residential Programs and the 
Service Coordinator has a copy of the incident report within 48 hours of incident. If more than one client from the 
facility was involved in the incident, fill out a separate report for each individual. 

Report prepared by Date of Report 

Name of group home facilitylProvider &D) P? & b ~ -  @IX 
Incident Date and Time t flF /a - 2- ' $ Location of lncidenq$?? fv #&gmec/J 
Client Name -A? km?@ 
Date of Birth 1 9 / LPY Gender wmS Ethnicity wa- &@ 
Caseworker f?~~hf$ C / i g f l  

Type of Incident (please check all that apply) 

AWOL I Eloped I Missing Death Suicide Attempt 

Physical Aggression Injury I Illness Suicide Threat 

Threat of Violence Legal I Criminal Contraband (drugs or alcohol) 

Verbal Aggression Suicide Medication (dosage or omission) 

Abuse I Neglect Sexual incident Medication other (please specify) 

Destruction of Property Weapon possession Other (please specify) 

Description of IncidenUAccident: Q@W@ $w A?-O O m  CAW% t-&w 
&@3M Y ~ T J  ue C/r 

Jg M/eJG 7MT.J 90 w o  001 L~ 7-w + 

w kc- 3u w ,% T i -  Cii#wQw(d6 m &x- &uF 

@lease complete reverse side) 



Attachment A 
Kslown Witnesses to the event: 

Name Position 
Name Position 

Actions taken by provider (please check all that apply) 

& Notified 911 K ~ o t i f i e d  legal guardian Notified CPSIAPS 

K ~ o t i f i e d  police Notified Residential Programs Notifled Crisis Phone (486-8020) 

Notified BLC Notified Service Coordinator Other (please explain below) 

Describe actions taken by provider: /&q 74' 
MA m OJm %L@ T VtW- &n'w 

pw ' f/m,qc;)hl , A 

- I '  c- A . I  - I  - 
List c u p  t medications and dosages: 

f'&@/W?WCLf +% 

WT v' b m p /  r FLd..pC*hb+ +3 v b q /  
'a5o(& 

~ y ) ~ c ~ ~  0 . u g  mE/ 
19 w U 

ka mQ,, @& I >-FZ 
Provider Signature Date 

.............................................................................................................................................. 

CrisislSerious Incident Reporting Procedures 

For SNAMHS Clients For Moiave Clients 

1. Call Case Manager (Service Coordinator-SC) 1. Cali Case Manager (Service Coordinator-SC) 

2. If unavailable, ask for a supervisor 2. If unavailable, call Mojave front desk (968-5000), 
ask for Jason Schwartz or  any supervisor 

3. If after hours, call the designated on-call SC 
3. If after hours, call Crisis (486-8020), identify client 

4. If unavailable, call Crisis (4868020) as Mojave client, Crisis will contact Mojave on-call SC 

5. If a PACT client, call PACT on-call(389-7938) 



Print Continue 

P.O. Box 3902, Las Vegas, NV 89127 
702.759.1 099 

Name: 

Birth Date: 

Address: 

Amount Paid: 

Admin Fee: 

Phone #: 

WOLFKILL, REBECCA N 

Health Cards 

CUSTOMER RECEIPT 

$65.00 Charge To: 

Health Card #: 1378949 

Health Card Classification: FOOD HANDLERIAGCICC-R / j ; ,[LC C( ,;!U 
Expiration Date: 08/14/2010 ,&'c ,K 

6 

Your temporary Health Card is valid for 30 days. In order to receive your permanent Health Card, the 
following requirernent(s) still need to be completed. 

MOVIE (2  YR) 

PLEASE REPORT TO THE AUDITORIUM AT LEAST 30 MINUTES PRIOR TO MOVIE TIME, SEATING IS LIMITED. FOOD HANDLERS 
CLASS MUST BE ATTENDED WITHIN 30 DAYS. FAILURE TO COMPLY WILL REQUIRE CLASS ATTENDANCE PRIOR TO 
REAPPLICATION AND ADDITIONAL HEALTH CARD FEE. 
PELICULA DE ENTRENAMIENTO DE PREPARACI~N DE ALIMENTOS POR FAVOR DlRlGlRSE AL AUDlTORlO POR LO MENOS 30 
MINUTOS ANTES DE QUE COMIENZE LA PELICULA YAQUE LOS ASIENTOS SON LIMITADOS. CARGOS DE TARDANZA SI NO SE 
COMPLETA ANTES DE LOS 30 DIAS. n 

XRAY TEST (2 YR) APPROVED BY: 
S:dYO - HC. NV 

1 I IF SPECIFIED AND APPROVED BY SNHD S?AFF - PLEASE REPORT TO DIAGNOSTIC IMAGING, 3560 E. FLAMINGO. CLEARANCE 
TAKES 7-10 DAYS. (NOTE: XRAY FEE NOT COVERED IF NOT SIGNED BY AUTHORIZED REPRESENTATIVE) 
1, ] RAYOS X POR FAVOR DlRlGlRSE AL DIAGNOSTIC IMAGING, 3560 E. FLAMINGO RESULTADOS TARDAN ENTRE 7 Y 10 DIAS. . . . 
DIAGNOSTIC IMAGING: PLEASE COMPARE TO OLD FILMS AT YOUR FACILITY IF AVAILABLE. 

PLD - REGISTER #5 



DATE OF SERVICE: 4/13 h-? 
h/*c.; ,' ) p- " I'ATIENT NAME: t-i c i L 1  DOB: . 1 i , 7 / ~ 1  

EENT: 



HEALTH CARDS I N T E R W W  FORM 

DATE: R/IY/O% 
NAME: hi$/ I /b1!, nebcrcrc 
DOB: 5//7 11 9 51 

HJC# /37 b3V4 
COUNTRY O F  BIRTH: 

Ph i l l (  PIM 

PPD RESULT: mm (Reactor) (Converter) 

<%:,)I PRIVATE X-RAY: 

COMMENTS : 

v 
I :  I 

NURSE'S SIGNATURE: 

' J  
Have you ever had a TB skin test: Quantiferon blood test 

If yes, was it Negative or Positive (Circle one) @ - h*) r((Cld4 
When was your last TB skin test audlor Quantiferon blood test i qqj I"' ' 
Do you have: YES 

1. Cough lasting three or  more weeks 

2. Coughing up blood 

3. Unexplained weight loss 

4. Loss of appetite 

5. Fever 

6. Night sweats 

7. Extreme tirednesslfatigue 

8. A smoking habit 

Have you been diagnosed with any of the following medical conditions? 

1. Diabetes 

2. Lupus Erythematosis 

3. Rheumatoid Arthritis 

4. Sarcoidosis 

5. Kidney failure I Dialysis 

6. Cancer, Lymphoma o r  Leukemia 

7. Chemotherapy 

8. Organ transplant 

9. HIVor AIDS 

10. Blood clotting disorder 

11. Epilepsy or Seizure disorder 

12. Liver Disease or Hepatitis 

13. History of Gastrectomy I Partial stomach removal 

If female: 

1. Are you pregnant 

2. Are you currently breast feeding 

CLIENT'S SIGNATURE p-, fl,Jw 
1! 



Smoke Detector Monthly Inspection Report 

Month WCSH %L Day /a Year 2 0 0  9 

f PersonConducMg the Inspection 

Room 

Bedroom #1 
Bedroom #2 
Bedroom #3 

Date 
Repaired 

%a 
Lw 
)io 

Operational 

-(b 
/ Jhd 

/ 
M 

1 

ha 
M 
M 

Needs 
Repair 

)to 

h.p 

1 hp 
m 

ha 
MI 
&I 
ha 

Bedroom #4 
Bedroom #5 
Laundry 
Living Room 
Entry 
Garage 

/' kw 
/ 

/ y~ 
/ yw 

I 

/' ywJ 
/" y w  



CLAlM FOR REIMBURSEMENT FOR RESIDENTIAL PROGRAMS SERVICE 

To: Southern Nevada Adutt Mental Health Sewices 
6161 West Charleston Boulevard 
La$ Wegas, NV 89146 

6or Period: 
*' 
%. >. 

! ;<z - 
-+. - * . -!*; -- sip c z 

y v  
2 g CJ ;:-$ 3? " .* 2 -  m" - 3 
a 

hereby certify that the above clalm la in accordance with the contract between 
~nd &uthem Nevada Adult Mental Health S e w m  and payments agreements for identified resldents am complete, signed, 
ind in my possession. 

Signature: 



JOHN V. ANOOSHIAN, k . ~ .  
Mojave Mental Health 

Psychiatric Clinic 

4000 East Charleston Blvd., Suite B-130 
Las Vegas, Nevada 891 04 

702 968 4000 

PATIENT INSTRUCTIONS 

PATIENT NAME: 

2. OTHER 



Group Care Facility ........................................................................................ 

Patient Name ....................................................................... 

Medication Sche 

(1 1) Name of Doctor 

(1 2) Med. Clinic Appointment Kept? 

(1 3) Injection Received? 

(1 4) Was the Dr./RN Courteous? 

ALLERGIES: 











ACKNOWLEDGES THAT THE PERSON NAMED BELOW HAS 
COMPLETED THE MEDICATION MANAGEMENT REFRESHER 

COURSE APPROVED BY THE' 

NEVADA STATE HEALTH DlVlSION 
THE BUREAU O F  HEALTHCARE QUALITY & 

COMPLIANCE 

Has successfblly passed the approved medication refresher examination 
as required by NAC 449.196(3)(b) for Four (4) Continuing Education Hours) 

Dare Test Taken. No~~ember 14,2009 2 9 ? % m W ~ C b  
Dote Cerrz$care Expires: November 13, 201 2 Signarwe uJProctor 

Cerrficure No.2009 1 J 14002 
Addt  CUP^ C~?WIt?~€h?lit 
3732 Low Mesa Drive 
Lm Yea?, NV891417 
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FEDEX OFFICE 1303 PAGE 02 

NEVADA DEPARTMENT OF PUBLIC SAFETY 
CRIMINAL HISTORY RECORDS REPOSITORY 
APPLICANT FINGERPRINT RESPONSE 

ADDIES HOME CAR XNC 
EDILBERTA M D E G U Z M  OR JOSEPH FLINT 
7955 TRAIL HEAD DR 
L;AS =GAS, NV 89113 

REFERENCE 

ACCOUNT NUMBER: 881486 DATE FINGERPRINTED: 2 0 0 8 / 0 8 / 2 5  

APCN : NAME: D m  : O m :  
PSo223370A DEGUZMAN, EDILBERTA M I938/02/04 881486 

FBI NEGATIVE 

A TECHNXCAL FINGERPRINT SEARCH OF THE ABOVE INDIVIDUUS FXNGERBRXHTS WAS 
PEtRFORMED THROUGH THE PBT INTEGRaTED AUTOMATED FINGERPRXNT XDENT%J?ICATIOBS 
susmn ( IAFIS 

PURSUANT TO NRS 179A.210, BASED ON THE INFORMATION RECEIVED FROM THE BACKGR~UN'JJ 
CHECK, IT HRS BEEN DETERMINED TRAT NO PRXOR CRIMINAL HISTORY INFORMATION EXISTS 
FOR WHICH NOTICE IS SUBJECT TO RELEASE. 

OR 
PURSUANT TO NRS 449.188, BASED ON INFORMATION RECEIVED FROM THE BACKGROUND 
CHECK, IT HAS BEEN DETERMINED THAT, THIS SUBJECT HAS NOT BEEN COWICXLD OF A 
CRIME LISTED IN NRS 449.188. 

THE INFORMATION CONTAXNED IN mIS.KKWMENT IS PROVXDED IN ACCORDANCE WITH THE 
PROVISXONS OF NEVADA REVISED STATUTE (mS) L79A.180 - 179A.210. THIS RESPONSE 
TS BASED ON THOSE RECORDS, DATABASES, AND DOCUMENTS AVAILABLE TO THE CENTFULL 
REPOSITORY OF NEVADA RECORD6 CRIMINAL HISTORY AT THE TXEPE THE BACKGROUND CHECK 
WAS PERFORMED. THE INFORMATION IN THIS DOCUIWHT SHOULD NOT BE CONSTRUED TO 
PRECLUDE THE EXISTENCE OF A CONVICTIOiN RECORD OR ADDITIONAL RECORDS OF THE TYPES 
LISTED fN NRS 179A.190 WHICH MAY BE IN A RECORD, DATABASE OR DOCUMENT MOT 
AVAXl-WLE OR ACCESSIBLE BY THE CENTRAL REMSITORY. USE OF TNTS INFORMATION IS 
REGULATED BY LAW. IT IS PROVIDED FOR OFFICIAL USE ONLY AND MAY BE USED ONLY FOR 
THE PURPOSE REQUESTED. PXSSEMXNATXOW TO A SECOND PMTY OR ENTITY IS PROHIBITED. 
REVISED 062608 

DATE REPORT GENERATED: 2008/12/37 

NEVADA DEPAR- OF PUBLIC SAFETY 
RECORDS AND XDEN'X'IFICATION BUREAU 
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RED ROCK MEDICAL. CENTER 
570 1 W Chai-Lest~n BCvd # 100, Las Vegas, NV 891 46. 

. ..-- Phone: - -. (702) 877-9514 *---- .-- 

2j  %250 DEGUZMAN CESAR M 0511 811 974 1 110912009 CXR 

X-Ray Chest PA  & Lateral view. 

Both lung fields are clear. 

Bath apices and CP angles are clear. 

Both diaphragmatic contours are normal. 

Cardiac shadow within normal limits. 

Soft tissues and rib cage d o  not reveal any abnormality. 

The pre & retro-cardiac spaces are clear on Lateral view. 

No elo mediastinal mass. 

OPINION:- NORMAL FINDINGS. 

- &b y GLh Di\, \) 
s/d R.D.Prabhu M.D. 
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@ I take care health servicesa 
Eight Tower Bridge 
161 Washington S t r W  - Suik 1400 
Conshohocken, PA 19428 
TakeCareHcalth.com 1-866-Take-Care (1-866-825-3127) 

Tuberculosis Skin Test Results 

Patlent Name: A 

Patient DQB: 0 s  - /b */q 
Date TB tea  adrnlnlstered //:& 09 

Date TB test read; //a' UC7 : 0 9 

Take Care Provlder Reading Test: 117. d dqeC 
/.+-- 

Result of TB test: , 2-5 rnrn @sltaegat ive)  

Additional Comments: C~ - & d , ?A&+. / . d  X )  
r?, f !&?. .  ckwq4 && '3ts,jhcf- n3 c.&r, - 

I understand that the results of the Tubercdosls Test. The Take Care Provider has provided 
me with clear discharge lnstrucUons and I acknowledge that I am responsible far adhering 
to these discharge instructions. 

X L  62h 
Signature of patikit PGZ'lvTirig 'TB Test (or parenvguardian) 

, ub/o~ 
Date 

Signature bf ~aJfGre provider reading TI3 Test Date 

Rev 9.15.09 
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for all the ways you care..5 

C1 

i 5  
401 4 5 .  RfiI . ' iBOU, LRS VEGAS,  NV g ( 7 0 2 )  873-6917 VI 

ui 
-F 

R E ~ # c ~ ~  TRRNBSOI 9 CSHR1803119 STRUB809 g - 
E! 

Extracare Card I: rrrurc~r2121 f 
ms 
6, 

1 N95 FLU HRSK 1Cl' 2.99T 
5 
c 

1 N95 F1.U HRSK I C T  2.99T 
1 N95 FLU HnSK ICT 2.991 

E 
UJ 

ii 
I ITEMS 

SUBlU1'flL 1L.76 - .- & 
NU 81X TflX 1.28 m w 

TOT# 17.M g 
DEBIT 17,04 

L- 

P 
xr*i+x~wr*rrt9546 Ms 3 u 
CWE . 00 23 

w 

c 
2538 8,099 3148  0190 10 

RETURNS Y I T H  RECEIPT THRU 01109/1010 

Y 9 C K  N 1 S T '  VE  Y I  I il: 

if~~~~o~~~a!n!b~~c,!trt I/ VBU 2 Y) 

FALL 2009 S?ENDING: 8,473 
B 

2009 C V S  B R f l N 0 : S R V I N G S ;  5 . 8 9 5  

PAGE 05 
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HW-10 i2fW3 13tl.9 Froe~;tED ROOM 1TEP3833618 TO:%- P. 1J1 

~ W I U  F w t ,  rbr, 
Prior to AdminbdAnnual TB Symptom Check 

Nme of person being screened g @ w  ~ O & C  I&& (please print) 
.., .- '" 

Y OUT hirw indicates Qu you m a tuberculin skin to. rroctm. Pcopk ,with laat 28,infs~m 
my dcrcbp active TB dis- in their lifetime. -PI& upva ~ f o ~ l ~ i & ~ " g ~ ~ o ~ b ~  ~ ~ l l y ,  
to hclp dctmine it YOU havc s~mptom of active TB d i r ; h  may requie immntfde WarmcnL 

A meh 
ifya,wbm did it &tt  

1. BIood in sputum m- m-' 
if yes: for hew lollg? -- 

4. Fawr (ant &akd win ea* flu w dbr r p p a w  muss) Y k  m d  

S. 8 w W h g  at Mgbt Ye=- 
1f yes, bow 10% klwe you been rrprricacbg thb? 

R4&-- 

6. I;mplsind weight bp F- '+'- / 
ir yeq how much twig& bne gaa lm? - . . 

,,-. -.-- - -," I - . ,. ,. 1 .. - , ..----- .-. . -I- " 

, * ,  - . . ' I ,  ' 
"6 -.,- 

7, Bed h CIMC @ e a r n  ~ i l k  a jmrm Who h WYT * a s  9%- -4(/ 

lf it i a  L k : t , d n d  hat you amW yes b q H i v n  munbcr 1 and  here are any orher ye$ 
answers to questioqs 2-7 and thc pason b&g ~rcrcenfxl ll mt sonwhed r medical prowonel, 
then a medical profcssianal must be cansuherl. l f  the pcmon Oond11ctirig ll tbereenjng L a 
medical pmkaflianaI, then thc mcd+l p r o l c 6 8 h l  should mke a detcmi& ccrming the 
dispition of the paeon Mmened.  

h ; ~  of the S c m b  (we @) 

Bi- the Titk k! 
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Special 
R d d e n U  TuM T W *  P i  Needs- *.*)total -2 70- hr Spe~ial 

1 

ReQUlar -Special : 

dst ipend,  
$47.12 $34.93 

Ftegldar Regular 

WIoStlpend 
$42.51 

Stipend 
$30.32 

Stlpetrd 
$4.61 

Stipend 
$4.61 
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AGNES P, MORTEL, MD 
5025 ~ l t a  Drive Las Vegas, Nevada 891 07 

Tubeiculi*: Skin, test (Mantoux) 

SSN:, Patient name: 

First step 

Date given: 4 a r '  / 0 4 site: @ F A  Size: 

,Indurdtion: e h v r h .  Date read: 

Manufacturer: 1 l-k f' Lot: / I f 0 6  ? 

' ~qiration: / I /  b . Adrmnirrnrd by: a /  

- . ) - - - - - - - - - * . - - 1 1 - - - - - - - - - - - - r - - - - r r r m r r - - - - r r - - - - - - r r - - - - - a o - - - - ~ - - u - - - - r - - - - r - -  

Second, step 

Date given: & / O  Site: Q F A Size: 

Induration: ,k? ,, Date read: / b / ~ / 0 9  

, Manufacturer: 
Y 

Expiration I I / 1 6 , Administered by: c./i-h i-h . 


