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September 19, 2014

Ms. Rose Mary Mayhew, Administrator
Belaire Quality Center
35 Bel-Aire Drive

Newport, VT 05855-4953
Provider 1D #: 475049

Dear Ms. Mayhew:

The Department of Public Safety completed a Life Safety Code Survey at your facility on September 4,
2014. This survey found your facility to be in Substantial Compliance with all Fire Safety and ANSI
standards.

Enclosed is the Deficiency Summary Sheet, Form CMS-2567, which requires your signature in
accordance with instructions noted on the form. Please return the form to this office no later than
September 29, 2014,

If you have any questions regarding this report, please do not hesitate to contact me.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief

PCil
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