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CHAIR DOÑATE: 

We will begin by hearing from Dr. Keiko Duncan who is the Pharmacy Director 

with the Nevada Department of Health and Human Resources (DHHS) and will 

be speaking about the drug transparency program.  

 

KEIKO DUNCAN (Pharmacy Director, Division of Health Care Financing and Policy, 

Nevada Department of Health and Human Resources): 

It has been a few years since this program has been brought forward to a 

committee during a legislative session. I have submitted a slide presentation 

(Exhibit C). We are going to briefly go over the purpose of the program, its 

history, where we are today, the 2023 Drug Transparency Report highlights, 

and we will conclude with considerations for the program going forward. 

 

The intent of the drug transparency program is to gather data from various 

entities regarding the impact of drug prices on the supply chain. The program 

analyzes that information and puts it out publicly in the form of various reports. 

That information is intended to be helpful to lawmakers to make decisions about 

potential legislation and for consumers as well; to make decisions about their 

own medications. 

 

In 2017, there was a requirement for the department to disseminate a list of 

drugs that are essential for the treatment of diabetes. In 2019, there were some 

clarifications made regarding the types of drugs that would be included in that 

list plus an additional list for asthma drugs. In the 2021 session, there was a 

removal of the asthma medication list and instead that was replaced by a list of 

drugs that cost over $40 for the course of therapy and experienced a significant 

drug price increase. I will note that the significant increase that is defined in the 
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Nevada Revised Statutes (NRS) is a comparison to the Consumer Price Index 

which is published by the U.S. Bureau of Labor Statistics. 

 

So, where are we today? In DHHS, we have two contract employees, a 

pharmacist and a management analyst. These people receive all the data and 

compile it into reports. There are penalty fines for non-reporting and these 

penalty fines are used to fund the program. The first year of data collection in 

this program was 2018 and we did not collect any fines during that year. The 

first year collecting penalties was in 2019, which totaled $1 million, and that 

was for 18 manufacturers that were penalized. Compliance has improved over 

the course of the program history. Looking at the last one to two years, we see 

about $50,000 to $60,000 in penalty fines, and this was only from one or 

two manufacturers. I will note that no manufacturer has been fined twice. 

 

Slide 7 on Exhibit C indicates this is calendar year 2023 data reported out in 

June 2024, and we will go over the obvious drug price decreases and drug price 

increases. Looking at the graph, we have prices for insulin, which is the most 

significant drug category for price decreases. Over the past three years, we 

have seen incremental decreases in insulin prices, the last in January 2024. We 

will see the impact of that in calendar year 2024 data, which will be publicized 

in a couple of months. Next are the drug price increases; I thought it best to 

depict these in a graph over time. What we see in the blue bars are all the drugs 

that are billed to Medicaid and the percentage of those drugs that saw a 

significant price increase. The orange bars are those drugs that saw a significant 

price increase "[versus the dotted line for]" the average increase in prices. If we 

specifically look at 2023, about 9 percent of the total drugs had a significant 

price increase; on average, that increase was about 13.4 percent. Since the 

2020 coronavirus pandemic, we have seen a general increase in the total and 

by how much the price has increased. More data surrounding this increase and 

its application to the consumer price index is within the full report as well. 

 

For the sake of time, I will dive into the justifications for these price increases. 

There is a requirement that the manufacturers report this justification. I will note 

that the program does not provide select reasonings for the manufacturers to 

pick from. Instead, the manufacturers provide free-form justifications, and then 

the program groups them into what is most reasonable and consumable for 

these public reports. Of the reasonings, three main ones are most frequently 

attributed to [price increases]. Number one is inflation—just general inflation 

that occurs in the medical market. Number two is research and development. 

http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Senate/HHS/SHHS374C.pdf
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This is the use of additional funds for the research and development of drugs on 

the essential list, as well as future medicines. Drugs that are currently FDA-

approved still require some level of research and development to verify the 

safety of the drugs as well as improve upon product formulations. Number three 

is marketplace dynamics, so how the manufacturers respond to various market 

or commercial conditions. You'll see in the pie graph on slide 8, there are many 

reasons that are provided—general profits, marketing and patient assistance 

funding for programs that are specifically from the manufacturers. 

 

Some of the considerations for moving this [drug transparency] program forward 

are streamlining the program, reducing administrative burden and duplication, 

and reducing the burden on both the reporting entity side as well as the program 

side. The first point is removal of the essential diabetes drug list. This list 

includes all the drugs considered essential to [treating] diabetes. If a 

manufacturer has a drug on that list, they must report the price. There is a 

secondary list which is the essential diabetes drug list with significant price 

increases. It lists which ones had a price increase. What we find is a lot of 

duplication; those manufacturers are simply reporting those costs twice. 

 

To look at the impact of this program on drug prices within the drug 

marketplace, the significant price increase report might be considered sufficient, 

but that would be something to look into further. The second point has to do 

with some clarifications for pharmacy benefit manager (PBM) reporting. They 

are required by NRS to report wholesale cost, except we also have requirements 

for wholesalers to report their cost. So, there are redundancies that we can 

remove for streamlining this program. Because penalty fines have been 

decreasing, this does require an additional funding source for the staff and 

resources to continue the drug transparency program. That is why we want to 

ensure that we are looking at efficiencies as well as maximizing that impact. 

 

CHAIR DOÑATE: 

First, it is my understanding that former Senator Yvanna Cancela, my 

predecessor, worked on this piece of legislation. My understanding is that it was 

first targeted towards diabetes medications, then we expanded it. But right 

now, we are only covering the drug price transparency efforts on brand names, 

not generics. Is that correct? 
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MS. DUNCAN: 

Not necessarily. That additional list that was created in the 2021 session had to 

do with all drugs that cost over $40 for the course of therapy that experienced 

a significant price increase. Now, I will note that a lot of generic drugs probably 

fall under that $40 limit. I would say that more frequently we would see those 

innovator drugs, the brand names. 

 

CHAIR DOÑATE: 

So, Dr. Duncan, is it possible then that there could be a cost shift towards 

those drugs that are under that threshold that could be multiplying by 

100 percent or 200 percent? Because we are not tracking beneath that 

threshold, many of them would be under that generic account. Is that a possible 

scenario that we could be facing? 

 

MS. DUNCAN: 

That's certainly a good callout. I think that the trend year over year is if those 

drugs ever breach that threshold, we then are going to be tracking them in the 

future. 

 

CHAIR DOÑATE: 

Great, thank you. Your presentation was informative, and I know we have not 

recently had the chance to hear it. We will now move on, and I will open the 

work session on Senate Bill (S.B.) 262. 

 

SENATE BILL 262: Revises provisions relating to graduate medical education. 

(BDR 18-120) 

 

DESTINI COOPER (Committee Policy Analyst): 

I have a work session document (Exhibit D) describing the bill and its 

amendments.  

 

CHAIR DOÑATE: 

I will entertain a motion for this bill. 

 

SENATOR TAYLOR MOVED TO AMEND AND DO PASS AS AMENDED 

S.B. 262. 

 

SENATOR LANGE SECONDED THE MOTION. 

 

https://www.leg.state.nv.us/App/NELIS/REL/83rd2025/Bill/12436/Overview/
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THE MOTION CARRIED UNANIMOUSLY. 

 

* * * * * 

 

CHAIR DOÑATE: 

We will now open our bill hearing on S.B. 149. 

 

SENATE BILL 149: Revises provisions governing the administration of pharmacy 

benefits under Medicaid. (BDR 38-224) 

 

SENATOR JEFF STONE (Senatorial District No. 20): 

It is my pleasure to present S.B. 149, which proposes to revise provisions 

governing the administration of pharmacy benefits under Medicaid. 

Senate Bill 149 addresses a pressing need to reform how pharmacy benefits are 

managed under Nevada's Medicaid program. For far too long, multiple PBMs 

have operated with limited oversight, leading to unnecessary complexity, 

inefficiencies and concerns about fairness and reimbursement. Pharmacy benefit 

managers serve as the middlemen between insurers, drug manufacturers, 

pharmacies and patients. They oversee patient eligibility, drug formularies, 

quantities of drugs that can be dispensed, pharmacy reimbursements and drug 

prices. 

 

According to the Federal Trade Commission (FTC), three PBMs control over 

80 percent of the prescriptions filled nationwide, giving them immense power in 

an often unregulated environment. Currently, the structure of the system allows 

PBMs to profit at the expense of patients, insurance companies and pharmacies, 

hence contributing to the rise in drug costs experienced by patients. Pharmacy 

benefit managers exert excessive control over pharmacies by imposing unfair, 

arbitrary and harmful contractual terms that threaten a pharmacy's ability to 

stay in business. Rather than helping to reduce drug costs for patients, PBMs 

often contribute to higher prices and reduce access to care. 

 

Senate Bill 149 establishes a single state-contracted PBM to ensure 

transparency, accountability and consistency across the system. It will ensure 

that the taxpayers of Nevada are the true beneficiaries of drug rebates offered 

by drug manufacturers. It prohibits harmful practices like spread pricing and 

strengthens DHHS’s ability to oversee contracts and ensure patients receive the 

care they deserve at the most reasonable prices. This bill is about putting 

https://www.leg.state.nv.us/App/NELIS/REL/83rd2025/Bill/12108/Overview/
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Nevada patients first, protecting our tax dollars and restoring integrity to how 

prescription drugs are managed in our State's Medicaid program. 

 

Joining us today on Zoom are my copresenters, three experts who bring 

valuable insight into PBM reform. First, Dr. Ken Kunke, executive director of the 

Nevada Pharmacy Alliance, will walk us through the key provisions of the bill, 

explain how PBMs operate and outline why this reform is necessary. Second, 

we will hear from Dr. Ben Mudd, executive director of the Kentucky Pharmacists 

Association. Kentucky has already implemented a law similar to S.B. 149, and 

Dr. Mudd will show how that transition has worked and the benefits Kentucky 

has seen. 

 

We will also have Dr. Trevor Douglass, pharmacy policy and programs director 

at the Oregon Health Authority and co-administrator of the ArrayRx Agreement. 

Dr. Douglass will be here to help answer any questions about how a transparent 

publicly administered PBM model functions including its cost savings, oversight 

mechanisms and positive impact on Medicaid program integrity and patient care. 

 

Finally, we have Dr. Keiko Duncan, who is the Pharmacy Director at DHHS and 

can answer questions on how Medicaid-managed care currently works and how 

this bill would affect it. She also has a proposed amendment (Exhibit E) on 

S.B. 149 that significantly reduces the fiscal impact of this bill that we accept.  

 

KEN KUNKE (Executive Director, Nevada Pharmacy Alliance): 

I have been a practicing pharmacist in Nevada since 2003, and I currently serve 

as the executive director of the Nevada Pharmacy Alliance. Pharmacy benefit 

managers are in the center of the drug supply chain. As you can see on slide 2 

of my slide presentation (Exhibit F contains copyrighted material. Original is 

available upon request from the Research Library.), they have their hands in a 

lot of different things. 

 

First, they control what drugs go [into] their formularies. Drug makers must 

provide rebates to the PBMs to get their drugs on those formularies. Next, PBMs 

control how much a pharmacy gets reimbursed for filling medications. Recently, 

we have seen a lot of claims that have gone underwater, where pharmacies are 

getting reimbursed less than what it cost them to get the medication, which 

obviously does not [help] a pharmacy to stay in business. 

 

http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Senate/HHS/SHHS374E.pdf
http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Copyright.pdf
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Next, the PBMs also are in control of what the patients pay at the pharmacy 

counter and what medicines they can get on their plan. But the main thing that 

PBMs have control over is the actual data since they know who's getting paid 

what and what they are actually charging people. They are in control of what is 

shared and what is not. Many times, their reports show that PBMs are saving 

the health system money, but when outside agencies such as the FTC get those 

records, it is the opposite. They are showing that PBMs are retaining money in 

the healthcare system and possibly causing the system to be more expensive. 

 

[I will define] a couple terms before we start talking about the substantial 

changes of S.B. 149. We have five different Medicaid plans in Nevada. The 

first one is Medicaid fee for service (FFS). This is a model where the State 

directly pays the providers for providing those services. We also have 

four Medicaid managed care organizations (MCO). This is where the State pays 

these organizations a certain fee per month per patient, and then that MCO gets 

to decide what services the patients can get. The Medicaid FFS uses a state 

PBM. They take applications from all the eligible PBMs and then choose a state 

PBM, and that PBM must follow strict rules that create transparency and allow 

the State to see what is transmitted in each prescription drug claim. This bill 

would require that the MCOs use the state PBMs just like FFS. So instead of 

having five different PBMs for the State, it would just break it down to one PBM 

and streamline the process. 

 

Section 4 defines the eligibility requirements for a PBM to apply as the state 

PBM. This includes disclosing conflict of interests, fees and charges or 

assessments they would impose on the State. Section 5, subsection 1 says that 

DHHS shall adopt regulations establishing the criteria that a PBM must meet to 

be eligible to contract with them and the methodology of reimbursement to 

pharmacies without discrimination between PBM-owned pharmacies and 

non-PBM-owned pharmacies. This is important because what we are seeing is 

that PBMs are steering patients to their own pharmacies. 

 

The FTC report showed [PBMs] are charging more on medications and actually 

making more of a profit on those medications than what they are actually 

paying the non-PBM-owned pharmacies. Section 5, subsection 1 also says 

DHHS shall adopt regulations establishing dispensing fees to pharmacies. Our 

Medicaid FFS already has a dispensing fee. It is $10.17 for every prescription 

that is given, and this covers the cost of paying the staff, keeping the lights on, 

ordering vials and everything like that. 
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Section 5, subsection 2 gives DHHS the ability to pay certain pharmacies higher 

dispensing fees. So, if we need to entice pharmacists to open pharmacies in 

rural areas, they are able to increase those fees. 

 

Section 6, subsection 1 requires the state PBM to submit to DHHS the contracts 

they have between pharmacies, including revisions, suspensions or 

terminations—once again creating transparency. Section 6, subsection 2 gives 

DHHS the ability to approve or deny each contract and subsequent changes. 

Section 6, subsection 3 gives DHHS the ability to change payment 

arrangements to an MCO to comply with state or federal laws. Section 6, 

subsection 4 requires the state PBM not to enter into a contract that violates 

the terms of the contract between them and DHHS and to comply with the 

reimbursement methodologies outlined in this bill. Section 6, subsection 5 gives 

DHHS the ability to void any contract that is entered into and does not follow 

the rules in section 6, subsection 4. 

 

Section 7, subsection 1 says that a PBM or a pharmacy that does a service 

while they are in a contract with the state PBM—that PBM must still pay them, 

even if the contract for the services that were rendered is canceled or changed. 

Section 7, subsection 2 says if they do not do that, DHHS may impose a fine of 

$25,000. 

 

Section 9, subsection 1 requires an MCO to contract and utilize the state PBM, 

meaning that if the MCO is operating in Nevada, they must use the 

state-selected PBM. Section 13, subsection 1 requires DHHS to evaluate the 

applications to become the state PBM and choose one based on the criteria in 

section 13, subsection 1. 

 

Once the State has selected a PBM, to create that transparency, there are 

certain rules the state-selected PBM must follow. First, they must follow all 

state and federal laws and use one preferred drug list. Right now, there are 

five different [what] are called formularies or preferred drug lists. Each MCO has 

their own, and FFS has their own. The way it works for FFS is that a Pharmacy 

& Therapeutics Committee comprised of doctors and pharmacists that practice 

in our State decide what is on that list, but the MCOs, decide what is on the list 

internally. This bill would force all MCOs and FFS to use the same drug list, 

streamlining the process for providers, patients and the State. They must not 

discriminate against pharmacies wishing to contract with them and must 
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transmit claims to DHHS within 48 hours of processing them, once again, 

creating transparency. 

 

Section 13, subsection 4 says they must act as a fiduciary with DHHS. They 

must not use spread pricing. This is a term you hear a lot. Spread pricing is 

when a PBM charges the insurance company one price and then reimburses a 

pharmacy at a lower price and keeps the difference. They may not take away 

money from the pharmacy after a prescription is sold. This was an issue where 

pharmacies would think they were making a few dollars on a claim, then two or 

three months later, the PBM would take money back and pharmacies would 

actually lose money. So this section prevents that [from happening]. Then we 

talked about steering patients from one pharmacy to another. This would not 

require a patient to use a specific pharmacy. 

 

We talked about some ways that PBMs are increasing the actual cost of the 

healthcare system. One thing I want to point out is the vertical integration that 

happened. Over the past 10 or 15 years, all the PBMs kept merging, and now 

80 percent of the claims are transmitted by the top three PBMs—Express 

Scripts, CVS Caremark and Optum. Because they own the whole drug supply 

chain, they can steer people to their own pharmacies and cause prescriptions to 

be more expensive. If you do not believe me, just look in the newspapers. 

Almost every week, I see some kind of article that talks about PBMs increasing 

the cost of health care. 

 

It all started in 2018, when the Ohio state auditor found that one PBM in their 

state was managing their Medicaid. They had $208 million in spread pricing. 

They sued, and that PBM had to pay over $1 billion back to other states, 

including Nevada, which received $11.8 million from that one spread pricing 

[case]. In 2022, the FTC launched an investigation into PBMs that is still 

ongoing. The PBMs were not complying with the records request, so on 

July 9, 2024, they gave an interim staff report with the information they did 

have. It said prescription drug middlemen profit at the expense of patients by 

inflating drug costs and squeezing main street pharmacies. 

 

In January 2025, the FTC released their second report that outlined steering and 

increased prices for increased profit for the actual drugs that were filled in their 

own PBM-owned pharmacies. Slide 12, Exhibit F, displays the states that have 

passed the Medicaid managed care reforms; those in dark blue went to a single 

PBM. Ohio did see a cost savings after they went to this system. In the year 

http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Copyright.pdf
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that it rolled out, they saved $186 million. In the next year, they saved 

$230 million. Kentucky did a similar analysis. It [saved] a total of $172.5 million 

the first year and $110.2 million the second year. And the state savings listed 

on this chart show $34 million and $22 million. So, when PBMs say that they 

are saving the health system money, just look at these reports and think to 

yourself, why are all these reports coming back saying the opposite? 

 

BEN MUDD (Executive Director, Kentucky Pharmacists Association): 

Dr. Kunke showed you the numbers in savings. Overall, it has been a positive 

experience for physicians, patients and pharmacies in Kentucky. We are now 

four years in on implementation. We have one drug list that prescribers can 

point to. Pharmacies are being reimbursed fairly, and the state of Kentucky 

continues to see savings from the program. It is a similar program to what is in 

S.B. 149, and I encourage you to continue forward with this bill.  

 

SENATOR STONE: 

That concludes our presentation on S.B. 149. We have Dr. Douglass available to 

answer any questions about how a single PBM works for Medicaid managed 

care, and Dr. Duncan will answer any questions specific to Nevada Medicaid as 

well.  

 

SENATOR TAYLOR: 

You alluded to this as well as one of the other presenters. Could you explain 

what spread pricing is? 

 

SENATOR STONE: 

Spread pricing is a PBM that is contracted with the insurance company and 

contracted with the pharmacy. What they will do is bill the insurance company, 

let us say, $100 for the price of medication, and they will pay the pharmacy 

$90 and then pocket the $10. That is what spread pricing is about. Some of the 

presenters spoke about hundreds of millions of dollars that were kept by the 

PBMs. They were sued and had to give back a lot of that money. Price 

spreading is an important issue in PBM transparency. 

 

CHAIR DOÑATE: 

I am interested in terms of the price savings from some of these efforts. I do 

not know if the folks from Oregon want to talk briefly about what the benefits 

are now that they have implemented this policy. Obviously, we talk about 

increasing our purchasing power to reduce the cost of drugs. 
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TREVOR DOUGLASS (Pharmacy Policy Director, Oregon Health Authority): 

ArrayRx is a state-managed organization that oversees several programs, one of 

which is PBM services. I cannot talk specifically to the Medicaid program and 

[what] savings that are attributed to a program like this bill would do, but I can 

talk to the savings that can be attributed to a state-managed PBM, which is 

what we are. Just since 2020, for example, we have saved all our participating 

programs over $720 million through our true pass-through contracting, whether 

that is with the spread pricing that we just talked about or rebates that are 

being passed directly through without anything being retained by the PBM. 

 

So quickly, at a high level, that is one really big plus and demonstration of what 

a state-managed solution can do. Another thing we did just last year was adopt 

a biosimilar approach. We saved, just with that one approach alone and an early 

adoption of that approach, $17.7 million for our groups. We have the ability to 

act as an aligned fiduciary as well because we are all public servants working to 

manage and operate this PBM solution, which is unlike anything else in the 

marketplace. 

 

SENATOR STONE: 

Dr. Ben Mudd will talk about a program that is similar to the one that we are 

trying to propose here that saved Kentuckians over $100 million a year.  

 

MR. MUDD: 

The gentleman from Oregon highlighted the savings and how they did that. The 

elimination of spread pricing is one of the big factors. Before we implemented 

Senate Bill 50 in our state, the PBMs that were operating for the MCOs were 

charging just north of $8 per member, per month in spread pricing. If you 

calculate that across all the members that have Medicaid in Kentucky, it is 

millions and millions of dollars. Now we are taking all of that purchase power 

and putting it with one PBM that can then go out and negotiate better rebates 

on brand name drugs specifically. That also leads to savings just because of the 

purchasing power. 

 

The biggest thing is the fiduciary responsibility that a PBM has to the state. So, 

what we see in traditional PBMs in the marketplace is that a PBM puts a higher 

brand name drug on a formulary so that they can seek a higher rebate that they 

get to keep, and that does not go back to the state. In a single-PBM model like 

this, all those rebates come back to the state, generating savings for the state. 

If you look at the data from Senate Bill 50, you'll see that we spent more 
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money on the top end, but you get more money back in rebates which leads to 

those net savings for the state.  

 

CHAIR DOÑATE: 

Got it. Obviously, this is more for the folks from Kentucky and Oregon. I am 

assuming that there are different state entities that purchase prescription drugs. 

For example, the Department of Corrections in the state would purchase certain 

drugs for their residents, and other agencies do so as well. Do the statewide 

PBMs that your states implemented require coordination between those state 

agencies to go through the centralized PBM? Is that a requirement to increase 

the purchasing power, or how do you coordinate between the different state 

agencies as they are purchasing drugs?  

 

MR. MUDD: 

Our Medicaid does that as a single entity, and our employee health plan would 

do that separately. So, they do not pool all the different departments together. 

We are just looking at the cost and savings for Kentucky Medicaid.  

 

MR. DOUGLASS: 

Speaking on behalf of the Oregon Health Authority and the Oregon Prescription 

Drug Program, we're obligated to provide a solution that serves all those entities 

that you described. They, however, are not obligated to utilize us. In contrast, 

Washington state has statutes that require those entities to utilize the 

Washington Prescription Drug Program. And, by virtue of their involvement with 

Oregon and Nevada—which happen to already be a member of the ArrayRx 

program, believe it or not, they can readily access all of those services that an 

ArrayRx offers. That includes the PBM services, the voucher services that serve 

the corrections environment and the psychiatric hospital environment, and any 

of the other services that we offer in the ArrayRx portfolio.  

 

CHAIR DOÑATE: 

It sounds like there's some model legislation if we wanted to look at it, not just 

for this bill but beyond. I appreciate the answer. 

 

DANNY THOMPSON (Pharmaceutical Industry Labor-Management Association): 

This bill is a long overdue step toward restoring transparency, fairness and 

accountability in how prescription drug benefits are managed under Nevada 

Medicaid by requiring DHHS to contract with a single state-regulated PBM. 

Senate Bill 149 puts the interest of patients, taxpayers and local pharmacies 
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first. Right now, PBMs operate in a largely opaque system. They profit from 

spread pricing, impose hidden fees on pharmacies and steer patients toward 

their own affiliated mail order or specialty pharmacies. This hurts independent 

pharmacies, especially in rural areas, and limits patient choice. Senate Bill 149 

puts an end to those practices. It ensures 100 percent of drug rebates go back 

to the State—not middlemen. It bans spread pricing. It protects local pharmacies 

from discriminatory contracting, and it gives the State full oversight over 

pharmacy contracts and reimbursement practices. For those reasons, we urge 

your passage of this bill. 

 

ELIZABETH MACMENAMIN (Retail Association of Nevada): 

This is a much-needed reform. Many of you have seen my face before on this 

very issue for the prescription benefit manipulators. This needs to be done to 

protect Nevada beneficiaries, taxpayers and local community pharmacies. I think 

all are involved. I think the state taxpayers and the State itself can benefit from 

the savings that will be realized, as you have heard from the other states. I will 

end my testimony by saying we urge your support and urge this committee to 

pass this legislation going forward. 

 

AL ROJAS: 

I live in Senate District 21 and want to ditto the support of the first 

two testimonies. I am in total support of this bill. 

 

ADAM PORATH (Nevada Society of Health System Pharmacists): 

We represent the pharmacists and technicians working in hospitals and health 

systems in our State. The cost savings data from other states that have 

implemented a similar single-PBM system proposed by S.B. 149 are compelling 

and certainly worth consideration given the other state budget shortfalls. The 

current bill language in section 5, subsection 1, paragraph (b) however, is 

problematic and would result in the State paying more to 340B providers than it 

does today. As such, understanding that the bill is designed to save the State 

money and not cost more, we support the amendment proposed by Medicaid in 

Exhibit E that would correct this. I urge the committee to support the proposed 

amended language to S.B. 149. 

 

ZACH ROSKO (President-Elect, Nevada Pharmacy Alliance): 

We are here to voice our support for S.B. 149. Dr. Kunke already mentioned in 

testimony the savings witnessed in Kentucky and Ohio. I would also like to call 

the committee's attention to a letter (Exhibit G) that we submitted by email and 

http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Senate/HHS/SHHS374E.pdf
http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Senate/HHS/SHHS374G.pdf
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an information sheet (Exhibit H) from the National Community Pharmacists 

Association that summarizes the findings from audits of waste and overcharges 

to state Medicaid programs to the tune of millions of dollars by PBMs in 

12 additional states. This demonstrates that this is a nationwide issue, not a 

problem that is just isolated to Kentucky and Ohio and can demonstrate what 

savings we might be able to see here in Nevada for our population and 

taxpayers. We emphasize our support for this bill. 

 

JOEL KURZMAN (National Community Pharmacists Association): 

We are in strong support of S.B. 149. We submitted our written testimony in 

(Exhibit I).  

 

DORA MARTINEZ (Advocate, Nevada Disability Peer Action Coalition): 

We are in support of this bill, and we hope you all support S.B. 149. 

 

CATHERINE NIELSEN: 

In December 2022, my then 9-year-old daughter Hannah, who is now 11, was 

diagnosed with Type 1 diabetes. We spent a week with her in a coma learning 

our new life. It was a shocking enough diagnosis, but imagine the shock when I 

went to the pharmacy for the first time to get her insulin only to be told that it 

would cost more than my mortgage payment for a 30-day supply, and I do have 

State of Nevada health insurance. This is just her insulin, not the other needed 

supplies. My daughter is now on Nevada Medicaid, so I see how much she 

costs the State per month just for her insulin. A PBM would allow the patient 

and the payer to ensure that costs are not the reason to not ensure that drugs 

are available. We can obviously spread more goodwill throughout the State if 

we are reserving those funds for other things. As a mother, I urge you to help 

us stop prescription drug companies from financially benefiting and costing our 

State more money. 

 

SENATOR STONE: 

I thank my copresenters for spending time from different time zones to help us 

with this wonderful bill by allowing DHHS to choose and manage a single PBM 

for the State's Medicaid drug programs. We will lower the cost of medications 

for participating Nevadans. I urge your support of S.B. 149. 

 

http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Senate/HHS/SHHS374H.pdf
http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Senate/HHS/SHHS374I.pdf
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CHAIR DOÑATE: 

In addition to the testimony we heard on S.B. 149, our committee secretary 

received four letters of support (Exhibit J) for this bill. I am going to close the 

hearing on S.B. 149 and open the hearing on S.B. 54. 

 

SENATE BILL 54: Requires Medicaid to provide coverage of certain services for 

persons experiencing homelessness. (BDR 38-412) 

 

SABRA NEWBY (City of Las Vegas): 

Thank you for allowing us to present S.B. 54 to you today. I have brought a 

slide presentation (Exhibit K contains copyrighted material. Original is available 

on request from the Research Library.). This bill proposes to expand Medicaid 

coverage in Nevada to include medical respite care services for indigent 

individuals experiencing homelessness who are recovering from illness or injury. 

Medical respite care offers short-term, residential, community-based support 

specifically for homeless individuals who need a safe and sanitary place to heal. 

By authorizing Medicaid reimbursement for these essential services, this 

legislation aims to improve health outcomes, reduce unnecessary hospital stays 

and readmissions, and strengthen Nevada's continuum of care for its most 

vulnerable residents. Senate Bill 54 reflects a commitment to compassionate, 

cost-effective solutions within our State's healthcare and social service 

systems. I would like to note we do have one small amendment to delay the 

start date of this bill from January 1, 2026, to July 1, 2026, that we believe 

will help the agency address the fiscal note. 

 

My copresenters are Arcelia Barajas, neighborhood services director and 

Lindy Cooksey, neighborhood services administrator, and they will go over the 

program in more depth. 

 

LINDY COOKSEY (Neighborhood Services Administrator, City of Las Vegas): 

Throughout this presentation, Exhibit K, we will reference both the standards for 

medical respite care programs and the models of medical respite developed by 

the National Institute for Medical Respite Care (NIMRC). These frameworks will 

be used to illustrate the scope and intensity of clinical services, case 

management and care coordination provided by medical respite programs and 

more specifically provided at the City of Las Vegas Recuperative Care Center 

(RCC). 

 

http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Senate/HHS/SHHS374J.pdf
https://www.leg.state.nv.us/App/NELIS/REL/83rd2025/Bill/11846/Overview/
http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Copyright.pdf
http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Copyright.pdf
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What is medical respite care, also known as recuperative care? It is defined as 

acute and post-acute care for people experiencing homelessness who are too ill 

or frail to recover from a physical illness or injury on the streets but not ill 

enough to be in a hospital. Medical respite care provides an opportunity for 

people experiencing homelessness to rest, recover and heal in a safe 

environment while accessing medical care and other supportive services. It also 

enhances care coordination between hospitals, shelters and community 

organizations, ultimately creating safer discharge pathways. 

 

The NIMRC developed four models to establish clear guidelines on what 

constitutes medical respite care. Model one is the lowest level of acuity, and 

model four is the highest level of acuity. Clinical services provided at the RCC 

intersect between model three and model four, so we will focus on those two. 

 

Model three, the comprehensive clinical care model, provides on-site medical 

care, case management and behavioral health support, medication management, 

care coordination and housing search placements. Model four, integrated clinical 

care, provides on-site clinical support, case management and care coordination 

for acute health needs along with integrated medical, behavioral health and 

substance use care. 

 

The COVID-19 pandemic underscored an urgent need for medical respite care 

within the Las Vegas community. The added challenges of isolation protocols, 

combined with preexisting barriers in the shelter system, highlighted a 

significant gap in healthcare access for individuals experiencing homelessness. 

In August 2020, the City of Las Vegas responded to this gap and opened the 

RCC, the only facility of its kind in the State. The RCC is a 40-bed medical 

respite facility providing 24/7 clinical care and a safe place for individuals 

experiencing homelessness to finish healing in the same way you and I would 

heal after similar injuries or illnesses in our own homes with a support system. 

 

The RCC is also operated by a federally qualified healthcare center (FQHC). In 

addition to 24/7 on-site clinical service, patients have access to dedicated 

medical transport to secondary appointments. This can include imaging, dialysis 

or substance use treatment. There is a pharmacy medication storage room on 

site, along with oxygen access, care for complex wounds, behavioral health 

assessment and treatment, and hospice care. To address the broader social and 

behavioral needs of patients, the RCC provides intensive case management 

services, with a dedicated [supplemental security income] social security 
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disability insurance outreach, access and recovery provider and peer support 

specialist. 

 

Since its inception in August 2020, the RCC has served over 1,150 patients. 

Two-thirds of those patients have been referred to us by medical facilities and 

hospitals within our community. Of the 1,150 patients that were served at the 

RCC, 52 percent of them transitioned into some sort of permanent functional 

housing at their discharge. We believe the outcomes speak for themselves. As 

you can see, more than half of our population is discharged into supportive 

housing. This shows the value that we can provide if people can recover in 

place rather than on the streets. 

ARCELIA BARAJAS (Neighborhood Services Director, City of Las Vegas): 

As Ms. Cooksey mentioned, the RCC was established as a response to the 

COVID-19 pandemic. This allowed us to use the city's CARES Act allocations to 

make minor rehab to an existing city facility and to operate the RCC for 

approximately three years. Since then, the city has allocated American Rescue 

Plan Act (ARPA) funds, special revenue funds and general funds to maintain 

continuity of the operations. In addition, the City of Las Vegas applied for 

Continuum of Care funding and was awarded $750,000, allocated at $250,000 

per year for three years. We are in our third year of this funding. 

 

Due to the success of the RCC and the gap in services that it meets, the city 

was awarded ARPA funding to construct a new RCC and expand operations. 

The city has leveraged this funding with remaining ARPA one-time funds and 

U.S. Department of Housing and Urban Development funding. We are expected 

to begin demolition of the existing RCC site in July 2025. This will require a 

temporary reduction in services beginning with fiscal year (FY) 2026, also 

reducing costs during the year that it is under construction. However, 

completion of construction and expansion is scheduled to begin in FY 2027, 

significantly increasing the cost to an approximate amount of $7 million 

annually. Covering the cost for the entirety of this program would place a 

significant burden on the city's general funds.  

 

MS. NEWBY: 

Although respite care for homeless individuals is fairly new to Nevada, it is a 

best practice nationally, as Ms. Cooksey has mentioned, and funded through 

various avenues, the most common being Medicaid. So that is why the city is 

pursuing S.B. 54. Although this bill will not cover the entirety of program 



Senate Committee on Health and Human Services 

March 25, 2025 

Page 20 

 

operations, it will help leverage city general funds and reduce the strain on our 

current existing budget. 

 

MS. BARAJAS: 

So, what does S.B. 54 do? It defines medical respite care and requires Nevada 

Medicaid to establish guidelines for care. It requires the DHHS to apply for a 

waiver and amend the state plan for Medicaid to establish respite care in the 

State, it and directs Medicaid to set up a reimbursement rate for providers of 

this service. 

 

SENATOR TITUS: 

As a provider, we've long known it is important that part of a patient getting 

better is having a place to go. I can see them in the ER all I want. If I write a 

prescription and discharge them and they do not fill it or do not have a place to 

go, they are not going to get better, and they'll be back in the ER. Having said 

all that, this particular bill though—it seems like during testimony there's really 

one location and that was in Las Vegas, for a building like this, but I know that 

there are other centers out there. So, I am trying to get some clarification. Did 

you write it for one building or one place specifically in Las Vegas, or do you 

see this being throughout our State? 

 

MS. NEWBY: 

Theoretically it could be throughout the State. We are unaware though of any 

other location that provides the services that are dedicated to this service in 

Nevada. 

 

SENATOR TITUS: 

I am not aware of any either, which is why it leads to that one specific location. 

Early on in your presentation you mentioned—and I know we are not a finance 

group—that you are delaying the date so it would eliminate or lower the fiscal 

note. Can you go over that again with me? 

 

SABRINA SCHNUR (Nevada Primary Care Association; Nevada Psychiatric 

Association): 

We are open to amending the bill so that the implementation date is delayed to 

July 1, 2026. The State is required to apply for a waiver through Medicaid; I 

understand it takes some time for that to go through the federal process. So, 

we are okay with pushing out the date because we believe that waiver would 
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take some time. Yes, it would have an impact in lowering the fiscal note as we 

understand it because it would push that date out further into the biennium.  

 

SENATOR TITUS: 

Again, I know this is not the Finance committee—and so if it had a fiscal note, 

it would go to Finance,—but just for clarification, it just delays the cost. It does 

not really, in my mind, change the cost, but I can sort this out later. I am 

worried. 

 

SENATOR STONE: 

I have to tell you how impressed I am with the City of Las Vegas and the 

homeless campus that you run and the exorbitant cost that the citizens of 

Las Vegas pay for this service. The regional homeless shelter serves not only 

people from Las Vegas, but also people from outside of Nevada who probably 

call it home, at least temporarily. Are there any examples of similar waivers that 

we are trying to get for this bill that have been done in other states or other 

counties for the record? 

 

MS. NEWBY: 

Arizona and Washington are currently the only two who cover at least some of 

their … [unintelligible testimony]. …  

 

SENATOR STONE: 

I appreciate there is precedent out there already for reimbursing these services. 

Again, I want to congratulate you for doing a great job of taking care of the 

homeless, and I hope that you … [unintelligible testimony] … out of this effort. 

 

MS. NEWBY: 

Thank you, we do, too. 

 

CHAIR DOÑATE: 

Other states have been successful in pulling a waiver. On average, the timeline 

to get approved is 2 to 3 years between submitting, drafting the application and 

getting approval through the Centers for Medicare and Medicaid Services [that] 

it is okay to proceed. In the implementation, you are looking at a multiyear-step 

process. I have always had the perspective of let’s replicate what other states 

have done and use those efforts as much as we can. The bill right now does not 

include housing support assistance. I just implore you to look at that, 

specifically looking at New York's Healthy Homes program. 
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MS. SCHNUR: 

I am here today on behalf of the Nevada Primary Care Association. We 

represent the FQHCs in the State. We'd like to support this bill because we are 

proud of our work with our health centers and what they've done in the respite 

space, and we are eager to see that expanded. 

 

MISTY GRIMMER (SilverSummit Health Plan): 

We are one of the State's Medicaid MCOs. Early on, we were working with the 

City of Las Vegas on their respite services, and we will continue to do that. The 

services to the homeless community are a big part of the new contracts that the 

State has just approved for the MCOs. We are fully supportive of this bill and 

look forward to working with the city. I know there were questions from 

Senator Titus that there may be some other facilities that might work, and we 

are anxious to work with everybody to help with these services.  

 

ISAAC HARDY (Urban Consortium): 

The Urban Consortium is made up of Reno, Sparks, Henderson, Las Vegas and 

North Las Vegas. We are in support of this bill. It is going to help save a lot of 

lives of individuals experiencing homelessness. For those reasons, we're in 

support.  

 

ZACH BUCHER (City of North Las Vegas): 

Some of you might know that, in a previous life, I worked in government affairs 

for the City of Las Vegas. So, I saw firsthand what they were doing. In fact, 

I toured the Courtyard [Homeless Resource Center] with many current city 

legislators. We know this is not an abstract problem. We know that this is real, 

and it needs to be addressed. If the City of Las Vegas were not in this space, 

the problem would not go away. But to Dr. Titus's point, these individuals 

would either be back in the ER, or heaven forbid, they would die on the street. 

I am proud of the work that the City of Las Vegas does in this regard. At the 

end of the day, this is just a human decency bill looking out for the most 

vulnerable amongst us, and we urge your support. 

 

CADENCE MATIJEVICH (Washoe County): 

We are pleased to be here in support of this bill. We thank the City of Las Vegas 

for bringing it forward. As this committee may know, Washoe County serves as 

the regional homeless services provider, serving all the folks in Washoe County 

that need help. While we do not operate a standalone medical respite center, 

we do provide nearly all services. Perhaps we do not specifically meet the 
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definition of acute care, but we are providing these services in our community, 

and we do see a need for these services. We appreciate the opportunity that 

this bill will bring for resources, and we are in support.  

 

JOANNA JACOB (Clark County): 

I am here in support, similar to my colleague from Washoe County. We also 

have two facility centers, Senator Titus, that we stood up in a non-congregate 

model in Southern Nevada at the Rodeway Inn and at our Americana facility 

that we started those during COVID-19 to meet some of the needs that we had 

at that time. We are willing to work on our Medicaid model. We provide 

98 percent of the services there. Again, it just depends on how we define acute 

care, and that is something we can work on as we move forward with the 

policy from the Division of Public and Behavioral Health and with the waiver 

application with the State. Certainly, I echo the comments that have been 

made. There is enough need in our community that we need to build additional 

resources, and we stand ready to work on this. We are in support.  

 

NICK VASSILIADIS (Catholic Charities of Southern Nevada): 

On behalf of Catholic Charities in Southern Nevada, we also support this bill. 

 

LESLIE JACOBS (Chief Medical Officer, The Valley Health System): 

I am a board-certified internist in Southern Nevada and the chief medical officer 

for the Valley Health System, which is six acute care hospitals, 

nine [sic] freestanding emergency departments (FSED) and two behavioral 

health hospitals in Southern Nevada. We support S.B. 54 respite care for the 

homeless. I absolutely applaud and commend the City of Las Vegas and all their 

tremendous efforts to help bridge and fill the gap in the post-acute care needs 

for the unhoused vulnerable population. 

 

The continuity and continuum of care has preventive medicine; preventive 

pre-acute, which is where we play our role as a hospital; FSED or physician 

offices; post-acute care like skilled nursing facilities (SNF); long-term acute 

(LTA) rehab respite; and then chronic care management. When preparing a 

patient for discharge from the hospital, we need post-acute care. Number one, 

we must be reassured and have utter confidence that these patients who are 

being discharged, the unhoused, have a place to land and, number two, that the 

appropriate post-care needs have been met. If not, then it puts the patient at 

risk for harm, complications and adverse events. 
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To mitigate that, we really need to make sure that when we discharge a patient 

their needs will be fulfilled. We really have to feel confident that that is being 

done at respite care. Using RCC has allowed us to fill that gap, and that is why 

it is so vitally important. If it is not available, the patient stays in the hospital for 

long periods of time. 

 

Typically, when we discharge, we discharge to home with the support of family 

members. We also discharge to home with home health care, SNF, LTA rehab, 

or to respite group homes. It is a less than optimal scenario to discharge a 

patient back onto the streets where resources are extremely limited. They still 

need medications, nebulizer treatments, antibiotics, diuretics and wound care. 

There are so many things they need; discharging onto the street is such a 

suboptimal situation and scenario to be in. So, respite care—RCC in the City of 

Las Vegas—has done a tremendous job in filling that gap. It is so vitally 

important for the post-acute care, unhoused vulnerable population that we need 

to support. I urge this legislation [be passed] to support the efforts of the City 

of Las Vegas and the desperate need for these additional resources. 

 

MR. ROJAS: 

I am coming from a different angle. I live in Senate District 21 on the east side 

of Las Vegas. I am part of several neighborhood watch groups, and I deal with 

the homeless all the time. There are a lot of homeless in our area. One of the 

reasons is because this is a high industrial food area with markets and there's a 

big dry wash underneath. And I have to address something that was said in the 

last session by [former] Senator Dallas Harris when she said that we want to 

treat the homeless with respect. And do you know what? It has gone a long 

way. I talk to the homeless and say, “Listen, it is not against the law to be 

homeless. There are a lot of services out there, but please stay off our private, 

residential, commercial areas and our sidewalks.” The homeless have been very 

cooperative. I have never had any physical contact with them even though they 

know that I am going to be strong with them on staying off our personal 

property. 

 

I have to commend Senator Harris even though I did not support her bill. 

Because how are you going to prosecute somebody who's not being polite to 

you? But, it does work. For those of you who are dealing with the homeless, 

I am telling you that if you treat them with respect, tell them it is not against 

the law to be homeless and to please stay off our private property, and when 
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you are ready to get some help, I am there for you. I will help you. That is the 

attitude that I have taken, and it works. 

 

I am glad to know that I really do have a place to send them. I have had 

one person that trespassed four times and I told her, “You know what, I am 

tired of trespassing, and I do not want you to trespass anymore. Would you 

accept some services if I supply [them] to you?” And the organization called 

Health, which is a broker of services through the Las Vegas Metropolitan Police 

Department (LVMPD) reached out to her and we pulled her off the street. 

Hopefully, she is in a better place, and it is good to know that I do have a place 

to send these people. It is not just a bunch of words. So, I am totally in support 

of this bill, and I want to thank all the people on the other side of what I am 

doing, that there is a place for them to be. 

 

IAN ANDERSON (Outreach Supervisor, Karma Box Project): 

We provide services to our unhoused neighbors in Northern Nevada. Our 

programs include a 50-pod low-barrier emergency shelter and a resource center 

for individuals who are on the streets. In addition, we have outreach teams in 

Reno and Carson City that work with unhoused clients wherever they may be in 

our community. Access to health care is a real barrier in the path of individuals 

as they work toward housing, sobriety and mental health challenges. As part of 

our work with clients, our outreach teams make sure clients are enrolled in 

Medicaid. We then work with our wonderful local providers, including Northern 

Nevada HOPES and the Community Health Alliance, to support the clients’ 

physical and mental health. 

 

As our clients meet with medical professionals, referrals are often made for care 

and procedures that require patients to have a place to rest and recover. 

Obviously, going back on the street is not ideal for this recovery. And in fact, 

many of the procedures will not be done unless the patient has a place to 

recover. Unfortunately, our organization does not have the budget resources to 

provide a temporary place for these clients to recuperate. Senate Bill 54 will 

provide a means for these clients to access these health procedures as it covers 

medical respite care. A barrier for many of the clients on the path to housing is 

physical ailments that prevent them from working. Without work, they do not 

have the income that is essential to accessing housing in our community. 

 

We work with the medical providers to solve these health issues. For example, 

we have several clients that have had foot, knee or hip issues that have been 
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approved for orthopedic surgery, but they need a safe and appropriate place to 

recover from the procedure. These costs are often not currently covered by 

Medicaid. Therefore, we need to scramble to find funds for a hotel or they may 

not be able to access this necessary care. The effect on the client is twofold: 

they do not receive the necessary medical care they deserve, and they cannot 

seek employment, which is essential for their housing as they move forward. 

I appreciate this opportunity to testify, and I urge your support of S.B. 54. 

 

ERIC HARE (Operations Director, The Life Change Center): 

We are also members of the Nevada Opioid Treatment Association. We run an 

opioid treatment program to provide medications for treating opioid use 

disorders, and we offer counseling, therapy, peer support services, psychiatric 

care, family services and harm reduction services. We have three clinics—Reno, 

Carson City and Sparks—and service about 900 plus patients. Many of our 

population are homeless, and we see it firsthand. Numerous times over the 

years I have had to call ambulances three to four times in a week for the same 

patients that have been released from the hospital because they are not 

recovering from their injuries. We have people come in who are unhoused that 

have been hit by cars or are victims of assault and battery. They have had hip 

replacements and all kinds of different surgeries, and you just see them start to 

degrade further. It is a roadblock for them not only getting off the street but 

also in their recovery and becoming a functioning member of society. We 

strongly support this legislation and are in support of S.B. 54. 

 

MS. NEWBY: 

You have heard from a lot of folks who are really invested in this today, and 

that really speaks to the humanitarian nature of this bill and the services that we 

and others provide. I hope that you will support this measure.  

 

CHAIR DOÑATE: 

The hearing on S.B. 54 is now closed. 

 

VICE CHAIR TAYLOR: 

The hearing is now open for S.B. 295. 

 

SENATE BILL 295: Revises provisions related to food establishments. 

(BDR 40-44) 

 

https://www.leg.state.nv.us/App/NELIS/REL/83rd2025/Bill/12507/Overview/
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SENATOR FABIAN DOÑATE (Senatorial District No. 10): 

My copresenters for today are Ms. Jennifer McDonald from the Institute for 

Justice and Mr. Bertín Gonzalez in Las Vegas, who is one of our newly licensed 

street vendors. I will contextualize the world of sidewalk vending, provide a 

refresher on S.B. No. 92 of the 82nd Session, cover the current limitations of 

sidewalk vendor licensure processes and outline the varying fees associated 

with complaints. I have a submitted a slide presentation (Exhibit L contains 

copyrighted material. Original is available upon request from the Research 

Library.) and a brief (Exhibit M) that provides background for this bill. 

 

While many of you already have a sense of who sidewalk vendors are, I want to 

offer a fuller picture of their background, their work ethic, and their diversity in 

age and ethnicity which often exceeds that of the cities they serve. On average, 

street food vendors work eight hours a day and earn anywhere between 

$24,000 to $36,000 in profit or revenue annually. During the previous 

legislative session, bipartisan policymakers recognized the unwavering work 

ethic of these Nevadans and worked to decriminalize their livelihoods. We 

passed S.B. No. 92 of the 82nd Session to provide a pathway for them to 

finally obtain their proper licensure. 

 

For the first time in state history, street food vendors had the opportunity to 

legitimize their businesses by applying for a license. However, certain challenges 

arose in the months thereafter. Community leaders noticed that a lack of 

education on business protocols, zoning requirements and health district-related 

licensure limited how often these vendors would take advantage of the 

legalization. To further illustrate this point, I will specifically focus on and walk 

through the process of what it would take for someone to become licensed as a 

sidewalk vendor with this bill. To obtain a health permit, from the moment you 

search it online, you will find that it is quite daunting to be in the process of 

legally operating as a sidewalk vendor for this specific type of business. 

 

Let us talk about the workflow. One of the first results you will see on the 

Southern Nevada Health District [website], which I am using as an example, 

depending on where you live is the Southern Nevada Health District’s mobile 

vendor application page. From the moment you open the page, you will notice 

there is not a clear workflow or list of required items. The page mentions certain 

documents and packets, but it does not provide you with pictures or direct links 

to be able to access them. I condensed the process into six steps. 

 

http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Copyright.pdf
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First, you must call to request an application packet which will either be 

delivered or made available for pickup at a later date. After filling out the 

packet, you'll need to scan it and submit it electronically. Then you'll wait for 

them to review it and to schedule an appointment for a plan review. After the 

plan review, you'll set up an inspection appointment, and additional fees will 

apply if you miss, cancel or arrive late for the inspection. That might seem like a 

reasonable process, but perhaps it could be improved by adding more direct 

links to the package or including a checklist on the page. 

 

However, that is just one of 11 steps, along with the accompanying fees, that 

you need to navigate to sell something as simple as corn on the cob or an agua 

fresca—water that is mixed with fruit. 

 

Clark County's regulated business checklist is displayed on slide 7, Exhibit L, 

which is fairly well referenced and has a good number of tutorials online. 

First, you'll need to register your business with the Nevada Secretary of State, 

then with the Department of Taxation and finally with the Clark County Clerk's 

office. After that, you apply for your health permit, a food health card and proof 

of general liability insurance, along with a commissary licensing or lease 

agreement. Once that is settled, you must provide a conveyance specification—

a major point of contention for vendors since information about the cart policy is 

inconsistent. Afterward, depending on your county, you must submit your final 

application and fees, which absolutely apply to most of these steps. These 

regulations have merit, and standardization is essential to ensuring that 

Nevadans consume safe food and that vendors are properly accounted for. 

However, the financial and bureaucratic burdens only discourage well-meaning 

vendors from participating in the process. 

 

That's why S.B. 295 seeks to expand cottage food licenses codified in state 

law so that health permit requirements no longer apply to vendors who are 

selling nonhazardous foods. On slide 8, you can see the previously covered 

foods under "cottage food" and what would be included now. The term 

“cottage food” refers to home-based, homemade food products prepared 

outside of a commercial kitchen and sold to the public, often from a home 

kitchen. The name reflects a historical association of cottages with small-scale, 

home-based production. Cheese nachos do not grow from the earth; however, 

cheese nachos under this provision of the bill are considered nonhazardous and 

are simple to make or purchase. 
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I will go through the process of breaking down the different requirements and 

what the associated costs are. On slide 9 you can see exactly what the 

pathway is and what the associated costs are to comply with state law. 

Remember, Senate Bill No. 92 in the 82nd Session established the pathway. 

They had no ability to operate before. Now that we know what the 

requirements are, which we didn’t know before, now we’re looking at what the 

barriers are or the burdens that many of these business owners have to go 

through. You can see for the state business license and compliance there's a 

business name certificate which is $25. There is a Department of Taxation 

business registration, and then there's a Nevada state business license. 

Clark County does require general liability insurance. So, from the vendor that 

we had go through this process who was working illegally before and now 

works legally under compliance of the law, it’s about $380 that they were able 

to attest to when they were going through this process. 

 

Slide 10 reflects the health district perspective. The Southern Nevada Health 

District plan review is around $500. That's a one-time fee, and then the annual 

health permit fee is $387 on top of that. The food handler safety card that is 

required is currently $25, and the cart that we purchased that was in 

compliance with the health district requirements is $14,000. I want to pause 

and say that the cart that Bertín was able to purchase is a little bit more on the 

high end because he wanted to be able to use the cart so that he can push it 

with the trailer, so it is a little bit bigger. But traditionally, what we have seen is 

many of these carts required by the health district are anywhere between 

$10,000 to $15,000. So that is generally the cost that you would have to pay 

in order to be compliant. Then the health district is requiring you to pay the 

commissary fee. So, you have to apply to get into a commissary, and that is 

around $3,000 annually to be able to prepare the foods at home. And then, 

obviously, the county and city business licenses are right here. We documented 

the ones from Southern Nevada so you can see them for reference. Generally, 

they are all around the same—about $50 for the one-time application and $150 

for the actual renewal of the business license. 

 

This bill does not target the business licensing requirements or the zoning 

requirements. We are specifically going to focus on the health district portion of 

the bill. To become a sidewalk vendor that is selling food right now, based on 

the example of Bertín, the startup costs in year one would be around $19,000. 

That's how much it costs just to have him go through this process. 
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The continuing costs, what you would pay for in year two and beyond, is 

around $4,237. Now, I want to note that these costs do not include the indirect 

costs of running your business—buying the merchandise to sell or your cart. It 

does not include any business-related expenses for marketing and, of course, 

any taxes that are owed back to the State. This is just to start as a sidewalk 

vendor. 

 

The goal here, and we have seen this with other states, is to add certain food 

items that we would consider under cottage food. So now instead of going 

through the licensure process, if you fall in these categories of food items, the 

sidewalk vendors will now have to register as [selling] cottage food, but they 

would not be required to obtain the same licensing requirements. Obviously, 

there still has to be a disclosure that the foods are not inspected and so forth. 

 

We are hoping that at least we are removing the highest-level burdens, which is 

through the health district licensing requirements, by moving them over to 

cottage food inclusions. As a reminder, the vendors will still need to follow 

through with other requirements. The county has already imposed that they 

must get a business license and so forth, so nothing changes. The only 

processes that we are specifically looking at are the ones that are through the 

health district. I will point out that this does not specifically talk about street 

food or sidewalk vendors that deal with hazardous food—for example, taco 

stands. Taco stands usually cook uncooked meat. That is not included in this 

bill. They would still have to go through the process of getting licensed through 

the health district and have the specific cart requirements. 

 

If S.B. 295 were to be implemented, the health plan review and annual health 

permit fee would no longer be required. We could require the food handler 

safety card, if that were the purview of the committee to go that direction. 

Obviously, the cart would no longer be required depending on the costs that are 

instituted for certain sink requirements and so forth. So, a cart that would cost 

$10,000 to $14,000 would no longer be necessary. Vendors could get a 

$1,000 or $2,000 cart that is more affordable. 

 

The commissary fee will no longer be required because if they are making the 

foods that we are adding into the cottage food section, they will be able to cook 

it from home. Again, I want to remind you that [their earnings are] less than 

$40,000. Many of these food vendors are probably making anywhere from 
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$500 to $1,000 per week; that's if they are lucky. It is not the volume that we 

are seeing with other types of businesses. 

 

If we were to implement this bill, the fee summary, as shown on slide 12, is 

lowering the cost to start this business. We are looking at a cost of around 

$3,000 just to start out and $700 for continuing costs. So again, we started off 

at the $19,000 level and now we are reducing it to $3,000, making it more 

accessible for people to come into compliance. 

 

Ultimately, this act would require the local health districts to start making 

modifications as to how these sidewalk vendors are licensed. While we can't 

cover all sidewalk vendors, depending on the foods they sell, this would cover 

most of them and would at least provide them the pathway to continue and 

obtain a business license. The one thing I want to make clear is you cannot 

obtain a county business license if you are not cleared through the health 

district. By alleviating the hurdles for some of these vendors, we are helping 

them go through the pathway so they can operate legally. 

 

They still must comply with zoning requirements that are not handled by this 

bill, but at least we are alleviating concerns and pushing folks forward through 

the pathway. Ultimately, we want to make sure that this is accessible and that 

folks can comply with the law. To feel like they can comply with the law starts 

by making sure that we are adjusting to the needs. I am going to have 

Jennifer McDonald share a few comments about what is happening nationally 

because Nevada is not the first state to have this discussion. Then I would like 

to have Mr. Gonzalez talk about his experience as well. 

 

JENNIFER MCDONALD (Institute for Justice): 

The Institute for Justice is a national nonprofit organization, and we have been 

advocating for reducing barriers to entry for entrepreneurs for over 30 years. 

I am a national expert in cottage food law, vending laws as well as state and 

local permitting, and how to streamline state and local permitting to make it 

easier for folks of modest means to access small business ownership. I have 

submitted my written testimony in support of S.B. 295 (Exhibit N). 

 

All 50 states and Washington D.C. allow the sale of cottage foods, but 

unfortunately, Nevada's [laws] are stricter than most of the states we see. My 

peer-reviewed research shows that the more states limit the types of foods that 

cottage food producers can sell, the less likely those producers are to plan to 
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expand their businesses into a brick-and-mortar cafe, bakery, restaurant or what 

have you. By increasing the types of foods that cottage food producers can sell 

and allowing those street vendors to sell those culturally relevant foods, you 

have the opportunity to really contribute to your local food economy. 

 

Now, few states allow street vendors to use their cottage food laws. California 

does, but it is what is called a microenterprise home kitchen operation (MEHKO) 

in which individuals get their home kitchens entirely inspected and licensed just 

like a restaurant. Under California's MEHKO program, street vendors in counties 

like Los Angeles are allowed to use their home kitchens as their commissaries 

for their taco trucks to sell those potentially hazardous foods. 

 

What we are talking about here is much narrower, and because of that, it 

obviates a lot of the health and safety concerns in dealing with potentially 

hazardous foods. Because we are looking at non-potentially hazardous foods, 

we are talking about foods that are very, very safe. There is no reason a food 

that does not require time or temperature control is any riskier to consume if it 

is made in a home kitchen versus a commercial kitchen. 

 

In fact, there are now eight states—but at the time I did this research, 

seven states—across the country that allow the sale of all kinds of foods made 

from home, including items that need refrigeration, like meats and things like 

that. In 2023, I contacted every state and or local health department that was 

in charge of administering these programs, and we were told that there are 

absolutely no confirmed cases of foodborne illness as a result of the sale of 

these homemade foods, even the ones that need refrigeration. What I can tell 

you is that by allowing the home preparation of these non-potentially hazardous 

foods, there are no additional risks to public health and safety. This is a very 

safe activity to do. It makes sense that we should allow vendors to do that just 

like other states are doing across the country. 

 

Finally, you hear across the country that sometimes mobile vendors are feared 

as being unfair competition to brick-and-mortar establishments. Again, our 

research shows that that is simply unfounded. We did a study of food trucks 

and restaurants, and while food trucks are different from sidewalk vendors, the 

same principle applies. We found that not only did food trucks not hurt the 

restaurant industry, when the number of food trucks in a county was growing, 

it actually complemented the restaurant industry. 
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Every additional food truck in a county is correlated with an additional 

three restaurants in a community. That is because these two different business 

models really complement each other. They stimulate tourism and people going 

out to eat, walking the streets of their communities and things like that. The 

research and the evidence we have seen from across the country show that 

there is plenty of room to expand Nevada's street vending and cottage food 

laws, it is safe to do so, and it does not pose unfair competition. 

 

BERTÍN GONZALEZ (Make the Road Nevada): 

I am using a translator for my testimony. I am a resident of Las Vegas, and I am 

a street vendor. I am a leading member of Camino Nevada. Today I feel very 

proud being here to make this presentation. This bill, S.B. 295, is a proposal and 

a true opportunity for our community and our working community. Not only the 

language barrier, but the costs are also hindering us. The health district is 

requiring me to cook in a commercial kitchen. I only sell slushies and corn on 

the cob. To rent a kitchen like that could cost over $400 per month, an 

impossible amount when many of us earn less than $100 or more a day. 

 

We will hear many colleagues share similar stories. Some of them do not know 

how to start, others have gotten fines and tried to learn, but others have to 

choose between paying the rent or paying these fees. So, S.B. 295 is a real 

answer. It will allow us to cook in an accessible way or in places like 

community kitchens or churches and will provide pathways and proven designs 

to save us money and mistakes. What is more important, it will create a 

working community of street vendors, representatives of various communities. 

Decisions will be made by those of us who live it every day. We are not asking 

for privileges; we are asking for the opportunity to work with dignity, and 

S.B. 295 is that opportunity. 

 

So, with all due respect I request that you support this bill because behind every 

little cart, there is a family struggling to get ahead. Although I do have my 

licenses, it was very difficult. The paperwork is all in English—from the forms to 

the instructions—and that was an enormous barrier for many like me as my 

first language is Spanish. That places us at a disadvantage from the onset. We 

are not asking for privileges; we are just asking for the opportunity to work with 

dignity. 

 

During these six months that I was in the process of licensing, it was very 

difficult. My food was taken from me 13 times by the county. That was very 
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discouraging to me and other vendors. I am referring to Clark County who 

mostly took my things from me. The health department was always good to us; 

we never had issues with them. Besides that, it is hard to work and put my 

things in my cart [when] they were waiting for me so they could take my stuff. 

It happened many times with them because I would arrive one day, they would 

take my stuff. I would come again the following day; they take my stuff again. 

It was very discouraging to people like me and other colleagues. We entrust you 

to support this [bill] that we are requesting. 

 

SENATOR DOÑATE: 

For the record, I want to express my gratitude to Mr. Gonzalez because he 

played a key role in activating S.B. No. 92 of the 82nd Session and why we 

advocated for its passage. He is living proof of someone who went from being 

targeted by the health district to now being able to operate. Of course, he must 

still comply with local and city ordinances, but he can do so freely. And if he 

succeeds, he can be a restaurant owner someday or he can have multiple 

stands if they work out well. We want more of his success story, but we must 

recognize the difficulty that it took him to even get there and why so many 

vendors are still struggling to obtain the same thing. That is why we are here 

today on S.B. 295. 

 

SENATOR STONE: 

The way I understand it is that we are expanding the list of cottage foods that 

you put on the premade hot dogs, is that correct? And those food items are 

going to have to carry a label that the food item was not prepared in a 

government-inspected facility. That's a sticker that is going to have to go on 

anything that is sold on one of these. 

 

SENATOR DOÑATE: 

That's correct. Now we are expanding the list of what was already qualified as 

a cottage food. As Ms. McDonald said, Nevada has one of the most restrictive 

guidelines. So, we are taking the best lessons learned from other states and 

putting them under cottage food, but they still have to disclose to the consumer 

that this has not gone through the proper inspection, so it is still at your risk. 

 

SENATOR STONE: 

Then I notice that there's going to be an established task force. Is that still part 

of the bill? And what is the purpose of the task force? 
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SENATOR DOÑATE: 

Thank you, I forgot to mention one thing. I will just go over the proposed 

amendment (Exhibit O) because that is in response to your question. In 

section 3 regarding conveyance, we modified the definition that we are only 

talking about nonstationary conveyances. They are the mobile food vendors that 

you see with the carts with the umbrellas. That's the iconic picture we have 

seen. Section 7, subsection 4 is where they must conduct workshops and 

informational sessions. We are striking that section because they already do 

that. 

 

Section 8 deals with the task forces, et cetera. Senator Stone, the response to 

your question is that section 8 is going to be stricken in its entirety as they 

already do this process, and we do not want to replicate what they are already 

doing. The last thing that we are including is section 11. The language was 

incorrect when the original draft was completed. We do not want to change any 

ordinances that are in place regarding the zoning requirements of the sidewalk 

vendors. To clarify, we are not touching the zoning requirements; nothing is 

modified. The only thing that we are looking at is specifically the health district 

requirements. Those are the amendments to the bill. 

 

SENATOR TITUS: 

It was mentioned that all 50 states have some sort of conveyance of this type 

of sidewalk vendor, but not the cottage food industry.  

 

MS. MCDONALD: 

No. All 50 states and Washington D.C. allow the sale of homemade goods, 

cottage foods. The vending is a little rarer. 

 

SENATOR TITUS: 

That's what I want to clarify. How many [states] actually have the sidewalk 

vendor? 

 

MS. MCDONALD: 

It is difficult to say. We know that California does and that California's program 

is fairly new. They are still working through implementation. Los Angeles 

County recently opted into that program, so they are going through the process 

of trying to get street vendors registered under this program to use their home 

kitchens as their commissaries.  
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SENATOR TITUS: 

So, we do not have any example of a state where this has been brought 

forward? 

 

MS. MCDONALD: 

No, ma'am. Some states do allow this, but it is really up to cities and counties. 

A state might allow it to happen, but then it has to be the city or the county 

that opts into that program. So that is why it is difficult to track. The one that 

we are very sure of is California, and the others we're not sure. 

 

SENATOR TITUS: 

I do not want to hear about California. What I want to know is when you said 

that all 50 states allow this—I want some clarity. They have some regulations 

or statutes regarding cottage food industries but not sidewalk vendors. So, are 

there any states, cities, municipalities that have laws on the sidewalk vendors? 

 

MS. MCDONALD: 

There are state laws that allow sidewalk vending. Most state laws do allow 

sidewalk vending. It is a newer model to allow sidewalk vendors to use cottage 

food laws, and so that is where we do not have very many. 

 

SENATOR TITUS: 

So, we do not really have any template on that. There may be some new stuff 

but nothing that we could look back and see if there was success or not. So, 

there's no real template that we can use and look back and say it was 

successful? 

 

MS. MCDONALD: 

Correct, this would be trailblazing; it is a new concept. 

 

SENATOR TITUS: 

Where did you come up with the $35,000 income or it has to be less than that? 

How are they going to show that $35,000? How did you reach that figure? 

How do they document that? Do they show you their income tax filing? How do 

they prove to you that $35,000 is what they make? 

 

MS. MCDONALD: 

That is correct. Nevada has one of the lowest annual sales caps in the country 

at $35,000 per year. Most states do not have an income cap or if they do, it is 
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upwards of $100,000 to $250,000 for cottage foods. This bill does not change 

that at all. This bill keeps the cottage food annual sales cap as it is. 

 

SENATOR TITUS: 

So, it does not touch the existing law. One of the things I want to make sure of 

is that I do not want to damage our cottage food industry by mirroring these 

two distinct types of businesses. The sidewalk vendor versus a cottage food 

vendor who makes their jelly or their soaps or whatever in their homes. I want 

to make sure that we are not hurting one by trying to help the other, and I just 

wanted to have clarity for all of that. 

 

VICE CHAIR TAYLOR: 

I can see the intersection between the two from a cottage food standpoint, as 

well as street vendors. Food trucks are just so much more popular. Now we 

have Food Truck Fridays in the summertime in Reno, and you just see so much 

more of it, which is quite fun by the way and tasty. I like the idea of asking how 

we can help these folks do this. My question is for something like a festival, and 

I will be specific. In Washoe County, we have a big Juneteenth celebration, a 

festival, and there'll be some food trucks but there are also other vendors. My 

uncle does a great barbecue, and he wants to set up a barbecue [stand]. Do 

these apply for someone that may not go through this all the time? Would he 

still have to follow that same type of process? Does it allow them to do this as 

part of the festival only? 

 

SENATOR DOÑATE: 

I am going to try to attempt to answer that question, and obviously 

Ms. McDonald can help as well. I do not want to use barbecue as an example 

because that is more complicated since you are dealing with uncooked meat, 

which is the separation that we are making with the bill. But under this 

provision, if there is a fair or festival, or if the city is putting it on, they may 

require some sort of licensing requirements to go through them. But specifically, 

for the health regulations, under this bill they would still have to register with 

the health district. But they would not have to go through the requirements of 

purchasing the specific carts and so forth. We already do this with farmers 

markets. We are trying to streamline the process so that vendors can go 

through it without having to have the sink requirements or the onerous 

requirements that we are saying are a big issue for them. 
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MS. MCDONALD: 

I work with the city of Reno, and we are working with Washoe County as well 

to streamline their local permitting for things like this. Northern Nevada Public 

Health (NNPH), Washoe County and the city of Reno all have their own permits 

for special events and things like that. But that would be separate from anything 

that has to do with being authorized to sell food. There's an entirely separate 

special event permit. 

 

VICE CHAIR TAYLOR: 

It is along these lines, and it makes sense. It is more of a special event type 

situation. That is understandable. 

 

NOÉ OROSCO (Make the Road Nevada): 

We are in full support of this bill. We have two members who have been able to 

go through the process as Senator Doñate has described it, but we have about 

60 members that are interested in going through the process. The biggest 

barrier for them is the cost. We fully support this bill, and we do hope that you 

support it.  

 

OLIVIA TANAGER (Sierra Club Toiyabe Chapter): 

We believe that eliminating barriers for street food vendors would help alleviate 

some of the food deserts that we see across the State. This would ultimately 

make our community much healthier and happier. People can get food more 

locally, and they do not necessarily have to drive. It promotes walkable cities 

and promotes more tight-knit communities as well. We are in full support. 

 

RONALD NAJARRO (Americans for Prosperity): 

We stand here in strong support of S.B. 295, a bill that would make small 

business entrepreneurship in the food services more attainable. I have submitted 

my written testimony (Exhibit P) on behalf of Americans for Prosperity in 

Nevada. We stand in strong support of S.B. 295 to reduce harmful burdens in 

our cottage and street food industry. Many of our fellow Nevadans, like 

Mr. Gonzalez, are seeking opportunities to improve their lives, their families’ 

lives and those in our communities. We urge you to support S.B. 295.  

 

TEODORA TEPETZI SERRANO (Make the Road Nevada): 

I am using a translator for my testimony. I am a street vendor and a proud 

member of Se Hace el Camino Nevada [Make the Road Nevada]. To sell food 

legally in Nevada has been a constant struggle. Although I only sell snacks and 
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prepacked foods, the health district demands that I rent a commercial kitchen 

and pay for inspections that can be very expensive, between $300 and $500. 

This is very difficult to cover for a salesperson like me who is just beginning, 

besides the fact that the process is full of obstacles and language barriers. A lot 

of times I am told that the forms are available in Spanish, but when I go to ask 

for them, they only have them in English or they are incomplete, which makes 

me feel confused and discouraged. Without assistance, it is impossible to go 

through the system. That's why I support S.B. 295, which would eliminate 

unnecessary hindrances for those of us who sell prepackaged foods. It would 

allow us to use kitchens in churches and restaurants. It would make the process 

easier to facilitate using carts that are preapproved by the health district. This 

bill would also allow us to have our voices heard. Senate Bill 295 is a real 

solution.  

 

EDDIE DIAZ (The LIBRE Initiative): 

The LIBRE Initiative is a local and national organization dedicated to empowering 

the Latino community through policies that promote economic opportunity and 

personal freedom. I have submitted my written testimony (Exhibit Q). We stand 

in strong support of S.B. 295. 

 

MR. ROJAS: 

There are a lot of street vendors in our area. Coming from a different angle as a 

neighborhood watch person, I see a lot of people out on the street. I can tell 

you there's a lot of support for these vendors. People have a lot of sympathy on 

both sides of the equation, not only Latino but also non-Latino. I am very active 

on social media addressing some of these issues. I missed it but … 

[unintelligible statement] … those carts. We need the price to be reduced. But I 

also want to clarify that there is an ordinance here in Clark County that you 

cannot be on the sidewalk. One of the ladies was talking about street vendors, 

and the Senator was talking about sidewalk vendors. I hope he clarifies that 

because we do not want to have any hatred towards these people that are out 

there working. It should be more along of the lines of mobile street vendors, and 

I think that will be an appropriate title. I am in total support of this bill. 

 

FERNANDO PEREZ (Make the Road Nevada): 

I am using a translator for my testimony. I am a resident of Las Vegas and a 

street vendor of slushies and corn on the cob. I am a member of Se Hace el 

Camino Nevada. I am here to express my absolute support for S.B. 295. To 

work legally as a street vendor has been very difficult. Rent and commissary 
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fees cost hundreds of dollars a month, and many times, as shared by my 

colleagues, daily sales do not even reach $80. For those of us who sell very 

simple products, those expenses are almost impossible. 

 

Senate Bill 295 would alleviate that burden, and it would eliminate excessive 

requirements for prepackaged foods. It would allow us to sell food in more 

accessible places and prepare these foods in the kitchens of churches or 

restaurants. But it is not only about this kind of access; we also need 

community kitchens that are truly low cost, adapted for a street vendor so that 

the street vendor can pay. That would be the best for us. A valuable element of 

S.B. 295 includes a working group of street vendors who represent different 

zones so that decisions can be made based on real experience, not rules made 

from an office. I ask you with all my heart to say yes to S.B. 295. We only 

want to work with dignity, without fear, and [have] opportunities for all—

regardless of our roots. 

 

CYRUS HOJJATY: 

I support this bill. It makes it easier for people to start businesses, get their foot 

in the door and build experience. I echo the comments made that it would 

encourage more walkable cities because that is what we really need, to make 

cities more alive and bring some flavor in, because I am the team leader of the 

local chapter, Strong Towns Las Vegas. 

 

NICHOLAS DOWELL (The LIBRE Initiative): 

I am a student-volunteer activist with The LIBRE Initiative, and one thing The 

LIBRE Initiative is big on is breaking down barriers, which I agree with. When it 

comes to S.B. 295, the barriers are tremendous. I believe that if we break them 

down, that will be integral for improving not only our community, but also our 

food economy. I believe only good things can come from this. 

 

VANESSA RAMIREZ: 

I am a proud Latina student here in Nevada. I am here today to voice my strong 

support for S.B. 295. Street vendors are part of the soul of our community. 

They are mothers, fathers, grandparents, and many of them are immigrants who 

work long hours in the hot sun just to feed their families. They share their 

culture with us through food. 

 

For many Latinos, vending is one of the only ways to make an honest living. 

Right now, these hardworking people live in fear of fines, harassment and even 
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arrest just for selling tacos or fruit cups. This bill does not just provide an easier 

path to legal vending, it restores dignity to people who have given so much to 

our neighborhoods. As a Latina, I know what it is like to watch our community 

struggle. This bill is a step forward toward more opportunities for our 

community. Please pass S.B. 295. 

 

PETER SABA (Nevada Restaurant Association): 

We are testifying in opposition today. The Nevada Restaurant Association is 

concerned with the lack of required food handler training under S.B. 295, which 

poses a risk to public health, especially as vendors may not be equipped with 

the knowledge to handle food safely in high-heat environments. We're 

particularly troubled by the allowance of certain dairy products, as they can 

quickly become hazardous if left out too long in the extreme Southern Nevada 

heat. However, we thank Senator Doñate for his openness and willingness to 

engage with us on these issues, and we remain hopeful that through continued 

collaboration, we can move to a neutral position by the time of the work 

session. 

 

BYRON COLLINS (Senior Environmental Health Specialist, Northern Nevada Public 

Health): 

We appreciate the bill sponsor’s intent to support economic opportunities for 

street food vendors and value their contributions to our communities. However, 

we respectfully express our opposition to S.B. 295 due to the bill's proposed 

decrease in food safety standards which raises serious public health concerns. 

Loosening food safety regulations, especially those around temperature control, 

handwashing and equipment requirements, puts our communities at risk. 

Foodborne illnesses do not discriminate based on business size or model. The 

notion that that food safety is the primary barrier to vendor success is 

misleading. 

 

The bill sponsor mentioned several financial barriers which NNPH has worked 

hard to address while providing support in meaningful and accessible ways. We 

have implemented a permit fee payment plan, clarified our applications and 

developed guidance documents in both English and Spanish. We launched a 

dedicated Spanish language website for food vendors and hired additional 

bilingual staff to facilitate translation. 

 

Last year, we hosted a food vendor permitting fair with 19 local partners. It 

included the fire department, business license agencies, immigrant justice, small 
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business advocacy organizations and cart manufacturers. Vendors received 

hands-on help with their application. Fifteen mobile carts/trucks received free 

pre-inspections. 

 

We're proud to share that a similar event is being planned for May 15, 2025. 

We've also awarded $100,000 to Make the Road Nevada to assist vendors with 

permits and licensing costs, cart construction, access to education and business 

development resources. We are committed to helping vendors succeed without 

compromising the safety of our community. We urge you to preserve core food 

safety standards and recognize that thoughtful, inclusive solutions are already in 

motion at the local level. 

 

JOELLE GUTMAN DODSON (Washoe County): 

I thank Senator Doñate for engaging in discussions with us on this bill, and 

while we have made progress, we remain opposed to this bill due to significant 

public health concerns. In environmental health, our priority for street food 

vendors and anyone seeking permits is to uphold public health standards, not 

weaken food safety requirements. Senate Bill No. 92 of the 82nd Session was 

designed to ensure vendors operate safely while creating opportunities for small 

businesses to thrive through our collaborative efforts with cities, counties, law 

enforcement advocacy groups and street food vendors. The task force for safe 

sidewalk vending advocated for solutions that support vendors while also 

meeting health standards rather than lowering them. 

 

Both NNPH and Southern Nevada Health District (SNHD) work closely with food 

cart vendors to help them successfully navigate the permitting process. Our goal 

is to ensure vendors have the knowledge and resources to meet health and 

safety requirements. We provide technical assistance, educational materials and 

step-by-step guidance to help vendors comply with food safety standards. 

However, S.B. 295 expands cottage food laws to allow more foods to be made 

in home kitchens without the oversight required for licensed commercial 

kitchens. Unlike the limited nonperishable foods currently allowed under cottage 

food, these foods proposed in the bill require stricter safety measures. Home 

kitchens lack essential infrastructure such as proper ventilation, temperature 

control and sanitation systems, posing a real risk to public health. Instead of 

lowering food safety standards, we should continue supporting vendors through 

structured permitting processes and focus on solutions like the one unanimous 

recommendation brought forth from the task force. 
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NICHOLAS SCHNEIDER (Vegas Chamber): 

We are here in opposition to S.B. 295. We echo the comments of my colleagues 

who spoke before me. We want to add that through the proposed amendment, 

we think that section 3 and section 8 are concerns and will be addressed 

through that. We're still receiving feedback on section 11, subsection 1 and 

want to add that we do have concerns around section 11, subsection 3. It is 

the Chamber's belief that all participants in an industry deserve a level playing 

field, and part of that is parity in their licensure and registration process. 

 

NICK VASSILIADIS (Nevada Resort Association): 

We stand opposed to this bill as drafted. Last session we worked hard with the 

coalition of stakeholders to move a food vendors’ bill. There is concern by the 

industry that we are coming back in the very next session and expanding before 

there's an opportunity for localities to really get their hands around this and 

have it in a structured way that not only helps food vendors but protects our 

visitors that come through Nevada every year. 

 

BRADLEY MAYER (Southern Nevada Health District): 

Food regulation is really a partnership between SNHD and businesses. We have 

a lot of very committed food safety professionals at SNHD who play a major 

role in our community and for the 45 million plus visitors who come to 

Las Vegas each year. We want them to have a great experience eating at our 

restaurants. Those regulations are informed by the U.S. Food and Drug 

Administration guidelines and practical experience that inspires confidence in 

food establishments amongst customers but also benefits food entrepreneurs to 

succeed. We submitted a detailed letter (Exhibit R) outlining concerns with each 

section of the bill. 

 

MS. JACOB: 

We are opposed to the bill as written in section 11, which really did overrule our 

local authority to regulate this industry. We spent a significant amount of work 

implementing this. Not only did we hold multiple workshops with the vendors in 

Spanish and English, but our director of business licenses sat on the statewide 

task force. The unanimous recommendation for Ms. Gutman Dodson was for a 

publicly funded commissary in both Washoe and Clark Counties, recognizing 

that is one of the barriers. That was a unanimous recommendation from the 

business community, the vendors that sat in, the advocates and the licensing 

representatives. 

 

http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Senate/HHS/SHHS374R.pdf
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We have some other concerns, really echoing the comments from my colleague 

with the health district. There is a reason our health standards are high in 

Southern Nevada. Our economy is really driven by those high health standards. 

We struggled with equal protection in trying to craft our ordinance when you 

have people who meet those requirements, and that was of concern. We are 

continuing the discussion with Senator Doñate on this as we did last session. 

 

DAREN WINKELMAN (Administrator, Central Nevada Health District): 

We are in opposition to S.B. 295. Due to the population cap, our agency is not 

included in this bill but is indirectly affected by the bill. This bill will cause 

confusion with vendors operating in jurisdictions and then trying to operate 

within our area. Also, many of the items in the bill would create challenges 

when it comes to permitting and enforcement. We also agree with other 

comments made by the other districts. 

 

JACOB BILLINGS (Environmental Health Supervisor, Southern Nevada Health 

District): 

I am the senior environmental health specialist of the office that oversees the 

permitting of sidewalk vendors at SNHD. I am here today to testify in opposition 

to S.B. 295. Although SNHD appreciates the intent behind this legislation to 

bring more sidewalk vendors into compliance, we have concerns about the 

requirements imposed on the district. Since the passage of S.B. No. 92 of the 

82nd Session, we have permitted 13 sidewalk vendors. Of those 13 vendors 

who have received their routine inspections, all have received their “A” grade 

showing the current system and regulations are working and ensuring safe food 

is being served in our community. 

 

Southern Nevada Health District has hosted and attended over a dozen 

workshops, town halls and council meetings to help provide education on the 

permitting process to vendors. Our office currently offers free consultations to 

prospective vendors where they can discuss their menu and exact requirements. 

I have personally met with all our local vendors to discuss the requirements and 

make myself readily available via email, phone and in-person meetings. 

 

While it is not common practice to discuss the cost of carts with permit holders, 

I have been informed by both vendors and permit holders that the average price 

of a cart can be as low as $4,000 to $6,000. We oppose the proposal to 

bypass the plan review process. During this process, our inspectors not only 

inspect the carts but provide valuable food safety training and give vendors a 
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chance to ask additional questions. Southern Nevada Health District currently 

offers applications for permits in both English and Spanish and provides bilingual 

staff to ensure that language is never a barrier. We support small businesses 

and provide education and guidance to operators throughout their entire 

permitting process and beyond. We strive to ensure our community is being 

served safe food and feel S.B. 295 as written will deprive our vendors and 

public of this. 

 

SENATOR DOÑATE: 

I do want to respond to some of the opposition comments. First and foremost, 

I want to thank Ms. McDonald, of course, for helping present this bill with me 

and Mr. Gonzalez for coming forward and talking about his experience. It is sad 

that it took him six months to go through the difficult process; and I was with 

him as we were going through that process. The frustrating thing is that you'll 

hear the health district say, “To update our regulations as you are requiring, it is 

going to take us two years.” Well, the bill was passed two years ago. So why 

haven’t they gotten to work yet? That is one of the things that we always 

question ourselves. 

 

I am open to having conversations about food handler requirements and safer 

certifications as that is one of the requirements that we want to continue—and, 

of course, limiting items that are purchased directly from the grocery stores. 

These vendors are not making cheese in their home; they are purchasing items 

directly from the grocery store and using them that day. 

 

There's a conversation about preserving public health and whether this bill 

reduces the ability to do so. As someone who's also trained in public health, 

I see the reverse. For public health to work, we must meet the community 

where they are at and use that as an opportunity. Instead of penalizing them, 

[we want] to educate them in terms of the requirements of how the State 

operates. You know, I am working on a similar bill. Senate Bill 130 looks at the 

licensing requirements for contractors. 

 

SENATE BILL 130: Increases the value of certain work a licensed contractor 

may perform for which the contractor does not have the proper license. 

(BDR 54-628) 

 

One of the things that I talked about in that bill was why are so many folks 

operating in the illicit market versus coming into compliance with the licensing 

https://www.leg.state.nv.us/App/NELIS/REL/83rd2025/Bill/12075/Overview/
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that we have via state law? The ultimate answer to that is because we made 

the requirements too strict for them to follow. We are looking at how we can 

reduce that so folks can have a pathway to go through. This is the same 

conversation we are having with street food vendors. 

 

I asked the county and the health district to give me recommendations about a 

year ago as to how we can help with the enforcement issues of the provisions 

of this bill. Yet to this day, they have not brought me any recommendations as 

to what they see fit in terms of what is accessible. Saying that carts are $4,000 

to $6,000 per cart—that is not accessible that does not lower the barriers for 

many of these street food vendors. They do not have the ability to do so as 

they are only making $100, if they are lucky, in a day. 

 

The last thing that I want to talk about is, obviously, to clarify that the bill does 

not supersede the requirements of local jurisdictions to regulate time, place and 

manner. I was the one who brought it to the local counties and jurisdictions that 

there was a potential issue with the bill. They did not catch it. I was the one 

who told them about it, and I fixed it in my amendment. So, I want to make 

sure, and I want to make it clear that was not our intention. We are only 

specifically looking to the health district. I know there is opposition to the bill, 

and I would love for the opposition to meet with me because many of them 

came to me before this bill hearing. But clearly, they've had the language for 

over a year now. I want to make sure that we work with them because they 

know where my office is and they have my contact information. We have 

60 vendors that are very, very ready to get licensed, and I hope that we can 

work together to get that done. 

 

VICE CHAIR TAYLOR: 

We will now close the hearing on S.B. 295 and open the hearing on S.B. 329. 

 

SENATE BILL 329: Requires certain persons to complete training on dementia 

and cognitive impairments. (BDR 40-1086) 

 

SENATOR EDGAR FLORES (Senatorial District No. 2): 

I am joined by Mr. Benjamín Challinor, who is the director of public policy for 

the Alzheimer's Association, and we are both here to proudly present S.B. 329. 

Before I hand it over to our subject matter expert, I will provide the committee 

with some understanding of where the genesis of the bill comes from. 

https://www.leg.state.nv.us/App/NELIS/REL/83rd2025/Bill/12576/Overview/
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It is estimated that about 7 million older Americans are living with Alzheimer's 

or dementia. Estimates say there are about 55,000 people in Nevada living with 

dementia. Of particular importance to me, in Senate District 2 where I have a 

demographic that is majorly minority, is to acknowledge that our African 

American community is two times more likely to suffer from Alzheimer's or 

dementia than our White counterpart community. When it comes to Latinos, it is 

about one to one and a half more times likely. Obviously, this is important. I 

personally have family members who suffer and understand what it is like for 

everyday tasks—how difficult it can become going to the restroom, participating 

in church functions and family functions. It impacts every aspect of your life. 

 

Mr. Challinor informed me that he does this work throughout the State, and it 

involves specialized training. Different police departments in Nevada had 

reached out to him. Specifically, the association said, “We would like to expand 

on our training and/or look at the training that we now have and evolve it.” That 

is where the genesis of this bill comes from. Mr. Challinor said, if we already 

have agencies reaching out, what if we create an almost statewide standard 

with the flexibility of knowing that not everybody will approach it the same 

way. That is the origin of S.B. 329. The bill is very much exactly what I just 

indicated, which is expanding training so that individuals who are often dealing 

with these populations are adequately trained to de-escalate scenarios that may 

involve folks with dementia or Alzheimer's. He will walk us through a little more 

of the work they are doing and how we intend for this to be implemented 

statewide. 

 

BENJAMÍN CHALLINOR (Director of Public Policy, Alzheimer’s Association): 

Before I continue, I want to provide clarification on dementia and Alzheimer's. 

I may be using both terms, but dementia is an umbrella term for all types of 

dementia—Alzheimer's being the majority of those cases, about 60 percent to 

80 percent. Other types of dementia include Lewy body dementia, frontal 

temporal dementia, Huntington's, mixed dementia, as well as dementia from 

Parkinson's. I want to make sure that I make that distinction right now. As 

Senator Flores mentioned, there are about 55,000 older Nevadans that have 

Alzheimer's or dementia, and only about half of those are diagnosed. We are 

trying to go out and make sure that we are finding those gaps. We can make 

sure that those caregivers are providing care to them and don't face additional 

barriers or additional instances where more stress is added on to them. About 

70 percent of caregivers across the nation have said that they face stress in 

coordinating care. 
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This bill looks to ensure that if they have to call 911 while they are with their 

loved one, or with the one they are caring for, the additional stress of having 

first responders come is not added on. Alzheimer's and dementia often cause an 

individual to exhibit disruptive behaviors. About six in ten people with dementia 

will also wander. A person with Alzheimer's may not remember his or her name 

or address and may become disoriented, even in familiar places. When 

individuals with dementia are lost, they may show signs of anxiety, fear or 

hostility, all of which can escalate to more aggressive behaviors. This is because 

Alzheimer's and dementia affect cognitive behavior. 

 

Oftentimes it is lumped in with behavioral health; it is often mental health. But 

that is not the case—Alzheimer's and dementia affect the brain, specifically 

Alzheimer's. It is an amyloid plaque that gets on the brain, and it disrupts 

cognitive ability. That is why these behaviors may show up. It is not because 

they are trying to be aggressive or anything like that, it is just because that is 

their cognitive ability. As the disease progresses, individuals with dementia 

forget their family members or societal norms; there may be cases of false 

reports or victimizations, indecent exposure and shoplifting. There are a couple 

of cases across the country where folks with dementia and Alzheimer's have 

been arrested for shoplifting. Rather than being able to de-escalate the situation, 

they were arrested. Senate Bill 329 looks to make sure that Alzheimer's and 

dementia-specific training is included for first responders. 

 

Section 1 of the bill looks at training for firefighters. Section 2 addresses 

paramedics, emergency medical technicians (EMT) and advanced EMTs. 

Section 4 addresses law enforcement. Section 3 of this bill was modeled off 

A.B. No. 129 of the 80th Session. In that process, agencies were looking for 

some coverage or ability to ensure that they are not being held to a higher 

standard for being able to identify folks who have developmental disabilities, 

and that is carried over to this bill as well. Lastly, section 5 looks at the 

implementation. 

 

We brought this bill forward because we have had a couple of different agencies 

both in the north and the south reach out to us. Specifically, the city of Reno 

reached out to us to provide them with a presentation and train their cadets. In 

the south, the city of Henderson [asked for training] as well—not just for their 

officers but also for their civilian employees. So, we have been reached out to, 

and we want to make sure that the training is streamlined across the board and 

that we are addressing this. Additionally, we have had Red Rock Search and 
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Rescue reach out to us to provide training to their folks, their volunteers. They 

are often being called out, not just for search and rescue in Red Rock and the 

surrounding areas but also in the urban areas in the Las Vegas Valley.  

 

The bill language is kept high level as we wanted to make sure that those who 

are implementing the training have the ability to work on that. The bill language 

includes developing trainings with a nationally recognized organization that 

works in dementia, higher education and our state or federal government. This 

mirrors what is already in NRS and the Nevada Administrative Code for certain 

healthcare facilities and residential facilities. Regarding what those are, the 

Alzheimer’s Association and others are nationally recognized organizations that 

focus on dementia and turn to higher education. At UNR [University of Nevada, 

Reno] our amazing partners have a dementia-friendly DEER program, which 

stands for dementia engagement and education research program. They also 

provide free trainings. 

 

We have also talked with the Nevada Commission on Peace Officer Standards 

and Training (POST) about working with them to develop their curriculum to 

make sure it is something that would not be an extra cost to them, to provide 

that expertise to them and to make sure that is being implemented across the 

board. We understand that there's some training already in place, specific to 

geriatrics. In a 2017 study evaluating geriatric training programs specific to 

police, there was a 20 percent increase—from 62 percent to 82 percent—in 

confidence on interacting with and responding to calls with someone with 

dementia after dementia-specific training was provided. This bill looks to make 

sure we are providing that additional training—dementia-specific training. We 

want to make sure that we are being proactive and not reactive. That is why 

this bill is here. We understand that there are some folks that have been in 

opposition, and we want to make sure they know that we are willing to work 

with them. 

 

SENATOR FLORES: 

We do want to clarify that some folks had reached out to us and asked if we 

could postpone implementation of the bill to give them time to change or modify 

what they are already doing now and implement that in October 2026. We 

thought that was completely reasonable and makes a lot of sense. So that 

would be the small amendment that we would be proposing just based on some 

of the feedback we got. 
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SENATOR TITUS: 

Dementia is something, as you had clarified, that's an umbrella term for many 

other diseases underneath that umbrella. My question is, if so many of these 

agencies are already doing this, recognizing that change of mentation, people 

must be aware of that. And if somebody's confused, the responders have to go 

through determining if it’s low blood sugar, is it dementia—all these things that 

we as providers and certainly the paramedics and first responders already do. If 

they are reaching out to you for your specific program, which sounds like an 

excellent program, it is not clear to me why you are now mandating and putting 

it into NRS. During your testimony, you had pointed out all these agencies that 

have been coming to you to ask you to help them. 

 

MR. CHALLINOR: 

We want to make sure that rather than having each agency come to us 

individually, we are making it the same across the board.  

 

We could only provide so many in-person trainings or work with so many 

different organizations, so we wanted to make sure we are setting that standard 

at the head training level and ensuring that it is the same. While, yes, we are 

providing that training to this handful of agencies that have reached out to us 

we want to make sure that, again, we are being preemptive on this and not 

being reactive. We want to get ahead of the ball on this, dementia specifically, 

here in Nevada. We are likely to see a 30 percent increase from 2020 numbers 

in the next four to five years. So, we want to make sure that we can address 

the needs of our communities beforehand.  

 

SENATOR FLORES: 

Ultimately, when it comes to training, I do appreciate the idea of having a 

standard across the State. Now, that is not always possible. But for me, it just 

seemed like such a good opportunity; we know that some agencies are 

understanding and seeing the value of the training, so we said, “Perfect. Let's 

ensure that we are doing it across the board throughout the entire State. We are 

collectively approaching this important topic through the same lens.” I would 

hate for us to have one agency approaching it one way versus a different 

agency when we understand that we should allow the umbrella expert of this 

conversation to come in and say this is collectively how we are going to 

approach this in the State. 
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SENATOR TITUS: 

My concern about cognitive impairment and dementia confusion is it can appear 

to be a lot of things that can cause many symptoms. We had somebody last 

week who was having multiple syncopal [fainting] episodes, and everybody said 

to me, “What do you think? Is it her heart or whatever?” And I said, “Listen, the 

workup for syncope is so vast,” right? But as a provider you go through that. 

When somebody's unconscious, you go through is it heart, lung, blood sugars, 

et cetera? 

 

I am just anxious that when we specifically say, okay, you are going to be 

trained for this, then that is really narrow. Are we going to have to put in a 

paragraph for every single potential disease or cognitive malfunction versus 

change in mentation? Or if you come across somebody that is confused, this is 

how you respond to that person regardless of why they are confused. 

I understand that we want to be compassionate. You want to get in front of it, 

and your training is fantastic. But again, when we list individual diseases, I get 

very anxious about that, and that is the concern I have. 

 

SENATOR STONE: 

I really support what you are trying to do. I have personal experience with my 

dad who had dementia. I got a phone call from a police officer who was very 

compassionate and understanding that there was something that was just not 

right with my dad, and he suspected there might have been some issues of 

dementia. You also alluded to the fact that in NRS there is already a curriculum 

for this. Or is there a curriculum that is going to be developed maybe by your 

association that will be homogeneously provided statewide so that we stay on 

the same playing field? And then, is this course going to be taken just one time, 

or is this a course that is going to be recurring every few years?  

 

MR. CHALLINOR: 

Yes, it is a part of continuing education. It would be continuing the course that 

is already in NRS—that is training requirements for healthcare facilities and 

residential facilities. That is separate from what is needed here. The curriculum 

would be developed in coordination with us or higher education; it would be 

developed in coordination with POST or anyone else that develops that training 

for the different agencies and where they receive that training. 
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SENATOR STONE: 

To follow up, that training will be one time, or is it a training that is going to 

happen every few years? 

 

MR. CHALLINOR: 

It would be part of the academies’ training and then part of their continuing 

education. Right now, the way it is written, it is one time. I have heard from 

some folks that if there are any changes or anything like that from some 

stakeholders that they must redo that training. The intention is to, yes, make 

sure that it is up to date and any additional trainings that may be required follow 

that. But as it is written, at the very least, it is the initial training for academies 

and then the initial training to continue to be licensed. 

 

SENATOR TAYLOR: 

I am going to try to get through this without getting too emotional. My mother 

is in this position right now. To me, when you put that with the percentage of 

African Americans—we lead in that. And you know what else we lead in? 

Getting mistreated by law enforcement because there is no understanding. You 

put those two things together, and that is an equation that we can do 

something about. It is important to have this done with best practices. People 

can certainly do it and I get all that; but to do it with those who are the experts 

in it, makes a difference.  

 

It is important to have something like this in statute because right now, it is 

based upon the leadership of these agencies who think it is important to reach 

out. But that person is not always going to be the leader. Another leader may 

come along and might not think it is important. So then what happens? We wait 

until we have a problem, and I would hate to see that happen. Part of what is 

going on now in terms of you being asked to come out we do not know if it is 

mandatory. It could be, Hey, whoever wants to, come in. Great. Fantastic. We 

may not get everybody; but on this, it is important to get everyone. As my 

colleague mentioned, there are a lot of reasons why people may be cognitively 

off. I certainly get that, but none of those reasons are growing as fast as 

Alzheimer's or dementia. So why this one? That's why.  

 

When you look at the percentage of the growth in the population in our State, 

we have more people who will deal with that. I would argue that any of the 

other reasons can certainly apply, but none of them are growing at that same 

rate. And so, I just want to thank you for coming forward with this because so 
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many things can happen to so many people, and the number is increasing; it is 

not decreasing. I can imagine what it is like to know you have dementia. If we 

have an opportunity to make a difference for that person, then this is a game 

changer to me. 

 

JESSICA PADRON (AARP): 

We are the nation's leading organization advocating for older folks. We are 

advocates particularly when it comes to caregivers and a lot of the work that 

this bill directly touches on. On behalf of AARP Nevada, we strongly support 

S.B. 329 which mandates dementia and cognitive impairment training for 

first responders. We have submitted our written testimony (Exhibit S) in support 

of this legislation. 

 

MS. SCHNUR: 

On behalf of the Nevada Psychiatric Association (NPA), we offer our support for 

S.B. 329. On a personal note, as Sabrina Schnur and not NPA, I want to thank 

Senator Taylor. I also have a personal story that I am not as ready to share, but 

I appreciate her testimony.  

 

MARCO RAUDA: 

I am testifying on my own behalf and strongly support this bill. My great uncle 

is 84 years old, and he has early dementia. I am always worried about what is 

going to happen to him if he ever gets lost. I have a lot of friends, and with their 

parents, it’s the same story. I respect first responders and believe they are very 

well-intentioned individuals with very stressful jobs. But I also believe that a 

little more training can go a long way, not only to protect people like my uncle 

but also others, including the first responders. 

 

MR. ROJAS: 

I am in support of this bill for the following reasons. First, I am doing a lot of 

neighborhood watches and cleaning up a lot of the homeless issues that are on 

the east side of Las Vegas. I run into people with all kinds of problems. I am not 

a mental expert, but I do believe, as an electronics engineer, that there is a 

procedure to diagnose something. Now, you may say well that may be good for 

the physical sciences but what about the biological and the medical sciences?  

 

I know about eyes because I have eye problems. So, I know how to diagnose 

many of the eye problems. I do it for some friends and I have a good idea of 

what their eye problems are. I have had some teeth problems I had to have 

http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Senate/HHS/SHHS374S.pdf
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diagnosed. When you have a cracked tooth, you do not know what is causing 

it. So, there is a procedure to narrow these things down. That should also be 

the case for people with dementia. I would like to see the procedure. 

 

For somebody who is a novice like me who's out there, if I am dealing with 

somebody who is hostile because of dementia, I want to have an idea of what 

is going on. I do believe there should be a standard procedure to diagnose this 

disease. I believe there should be a standard procedure for both the 

professionals and the novices, and for those that are out there on the streets 

trying to deal with homelessness. I am in total support of this bill.  

 

CATHERINE NIELSEN (Executive Director, Governor's Council on Developmental 

Disabilities): 

Many individuals with developmental disabilities go on to develop dementia and 

other cognitive diseases like it. We wholeheartedly support this measure. On a 

personal note, in 2022, my husband had a quarter of his brain removed due to a 

debilitating disease that is similar to frontotemporal dementia. They took out his 

amygdala, hippocampus and right temporal lobe. Unfortunately, we have had 

interactions with law enforcement, and we hope that this measure passes 

because on a personal measure, it would significantly benefit my family. 

 

MS. MARTINEZ: 

I would like to ditto the remarks by Ms. Nielsen and my representative, 

Senator Taylor. They hit the nail on the head. 

 

CONSTANCE MCMULLEN (Senior Coalition of Washoe County): 

Many of our membership deal with training of this sort, such as the Sanford 

Center for Aging, the Center for Healthy Aging and the Alzheimer's Association. 

We are proud that this bill came forward and fully support it. In 1995, I served 

as the volunteer senior advocate ombudsman for the city of Reno. In that first 

year that I was there, the city of Reno's police department began to put their 

rank and file through this type of training. Well, lo and behold, here we are. 

There's been a change in leadership, and now have to do this again. 

 

When they started going through this, I thought they were going to continue. At 

least I hoped so because this is important. When we find people that are often 

wandering, they do not know where they are, they are afraid and lost—they 

may act out. This training is so important and so critical in a time when this 

population is increasing. 
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RYAN BEAMAN (Professional Fire Fighters of Nevada): 

We're in opposition to this proposed legislation as currently written. We did 

have some concerns with regards to the training. We know that this is 

important training that takes place. As firefighters, we are licensed through 

SNHD. Part of the curriculum that we go through from EMT, to advanced EMT, 

to paramedic is a national standard that is already approved. The health district 

approves those type of things, but this training is from the National Highway 

Traffic Safety Administration. It requires us to cover neurological diseases, 

specifically dementia and Alzheimer's because it is recognized that we do need 

that type of training. We do go through that initial training, and then we also go 

through recertification. When we do propose any recertification training, SNHD 

looks at it and makes sure it meets all those standards across the board. 

 

We did have some of the same concerns or questions that were asked here 

today. What requirements would the training process include regarding the 

certification or recertification, and within what period of time? Are there any 

other set parameters on what the training should cover or the duration or how 

in-depth the training is? And what is the criteria for a nationally recognized 

organization? As I said, we already have a nationally recognized organization for 

firefighters to be licensed; we use that criteria when we do our certification. We 

will continue to talk to the Senator about our concerns and work with him. 

 

JOHN ABEL (Las Vegas Police Protective Association): 

Obviously, we all know officers need training when encountering dementia 

patients. I have been an officer for 18 years. I was a field training officer with 

the LVMPD. I know exactly what to do when I encounter someone with 

dementia. I have encountered many people with dementia while working patrol. 

I have trained officers on what to do when encountering someone with 

dementia. I know all of this because it is training that we already do on a yearly 

basis. So, nothing against the person bringing this bill; I understand it is a very 

much needed training. I would never want anybody to get abused by a law 

enforcement officer. That's why it is very important that we have this training, 

but I do not want to get to the point where we are putting an officer in front of 

a computer screen for training more than we have them out there on the 

streets. When we are out there on the streets, it enables us to find them 

quicker. And if we can't find them quicker, it means we are behind a computer 

screen with this training. That is the reason that we oppose it. We are more 

than happy to hear amendments if they are willing to [bring them]. 
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HARRISON PORTER (Las Vegas Metro Police Managers and Supervisors 

Association): 

Our association represents the sergeants, lieutenants and captains of the 

LVMPD, and we oppose S.B. 329. To echo what John Abel said, we receive a 

lot of mandatory training specifically at the LVMPD. We get several hours of 

training for people in medical crisis. This bill would give us repeat training and 

put more on our plate when we could be spending time on other variations of 

training as well as addressing violent crime or engaging in community events. 

 

MS. MATIJEVICH: 

Quite frankly, it is uncomfortable to be here in opposition to this bill, but we do 

not support the bill and amendments as drafted. We do appreciate 

Senator Flores considering and indicating his willingness to extend the effective 

date. I echo some of the things that Mr. Beaman said about looking for greater 

specificity regarding the training format—duration, things regarding 

recertification, how long this has to be across our organization for the Washoe 

County Sheriff’s Office. For our alternative sentencing, we do training on this. 

We feel like it can be incorporated into that, but we would just be looking for 

greater specificity. We look forward to working with the Senator on that. 

 

MS. JACOB: 

I concur with the comments from my colleague with Washoe County, and we 

are also opposed at this time. When we are dealing with training requirements, 

and especially additional training, we are looking for some parameters. Are we 

looking at training that is four hours or one hour? Clark County has multiple 

POST-certified positions. We would want to ensure compliance and coverage 

for services,—also whether the training that we already have could be enhanced 

or if this was additional training. We do appreciate the conversations we have 

had with Senator Flores and the bill proponent. We will continue to work on it 

and see if we can tighten it up a little bit. 

 

BRIAN E. WILLIAMS, SR. (Deputy Director of Operations, Nevada Department of 

Corrections): 

I have listened to both sides, the positives and the negatives, and the Nevada 

Department of Corrections’ stance is neutral. I am definitely willing to listen to 

the different amendments if there are any to this bill to see what direction we 

could necessarily go whether it be positive or negative. 
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MR. CHALLINOR: 

One thing I did want to mention is I also have the pleasure of serving as chair of 

the Nevada Task Force on Alzheimer's Disease. This dementia training is 

specifically included in our biennial State plan that has been submitted to the 

Legislative Counsel Bureau and to all the Legislators, and this is included in that. 

We do look forward to working with folks to make sure that we are able to get 

as many people in support.  

 

CHAIR DOÑATE: 

In addition to the testimony heard on S.B. 329, our committee secretary 

received one letter in support (Exhibit T). I am going to go ahead and close this 

hearing on S.B. 329 and move on to our last agenda item, which is public 

comment.  

 

MR. ROJAS: 

Some of you know that I have been having a lot of success with neighborhood 

watch programs. We had a lot of homeless and I want to bring attention to a 

clause that I would like to add and how it can help us clear up a lot of the 

homeless and a lot of the home invasions that we are having in Clark County. 

I live in an area with a homeowners’ association (HOA), and we had a lot of 

homeless people coming in and a lot of robberies. We had the LVMPD come 

down and do a neighborhood watch program. We created three neighborhood 

watch captain positions, and they told us how to break up our … [unintelligible 

statement] … And in two and a half weeks, we cleared out the whole thing. We 

got all our problems solved. We created a Facebook page. We texted each 

other. We identified people who are troublemakers, and we got them all out 

with the help of the LVMPD and through collaboration. We were happy with the 

HOA and with the Neighborhood Watch Program, which is the national program. 

 

Two years later, we had a bunch of homeless people come onto our HOA 

landscaped area where we all get together. We found out that the policy was 

that a homeless person can go … [unintelligible statement] … We knew we had 

to expand our presence. In about two and a half weeks we networked with just 

about every business and every HOA in our area, which is about 14 businesses 

like Albertsons, McDonalds, Walmart, Walgreens, a couple of property 

management companies and all the [unintelligible]. So anyway, they are 

successful.  

http://www.leg.state.nv.us/Session/83rd2025/Exhibits/Senate/HHS/SHHS374T.pdf
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What I am trying to tell you is that one of the things that we are having an issue 

with all these HOAs—we need a document … [unintelligible statement] … that 

allows us to present to the LVMPD to get people off community property.  

 

CHAIR DOÑATE: 

Before we conclude, I want to recognize our Senate intern, Fernanda Ramos. 

She was sitting with us throughout this meeting. This is her first time being 

here in person. She is usually behind the scenes, helping me keep notes on 

what and where the bills are, and I want to publicly extend my thanks to her. 

 

Having no further business in this committee, we are adjourned at 7:11 p.m. 
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