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This Statement of Deficiencies was generated as
a result of the State Licensure survey conducted
at your facility on 4/26/11.

The survey was conducted using Nevada
Administrative Code (NAC) 449, Facilities For
Care Of Adults During The Day, regulations
adopted by the Nevada State Board of Health on
June 23, 1986.

The facility was licensed for 60 total day care
clients. The census at the time of the survey was
43. Fifteen client files were reviewed and ten
employee files were reviewed,

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.

The following regulatory deficiencies were
identified:
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This Statement of Deficiencies was generated as
a result of the State Licensure survey conducted
at your facility on 4/26/11.

The survey was conducted using Nevada
Administrative Code (NAC) 449, Facilities For
Care Of Adults During The Day, regulations
adopted by the Nevada State Board of Health on
June 23, 1986.

The facility was licensed for 60 total day care
clients. The census at the time of the survey was
43. Fifteen client files were reviewed and ten
employee files were reviewed.

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.

The following regulatory deficiencies were
identified:
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3. Every employee of the facility:
(b) Shall provide the division:

(2) Upon his initial employment, with a negative
report of a tuberculin test conducted within the
preceding 6 months. Thereafter, a tuberculin test
must be completed every 2 years. If the report of
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4. Meals must be served by employees who have
received training in the sanitary preparation and
handling of food.
This Regulation is not met as evidenced by:
Based on record review on 4/26/11, the facility
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Serve Safe Certified (Employee #9).
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