[
/\'\VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING
Division of Licensing and Protection
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Voice/TTY (802) 871-3317
To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

March 11, 2014

Teresa Voci, Administrator
Berlin Health & Rehab Ctr
98 Hospitality Drive

Barre, VT 05641-5360

Provider #: 475020
Dear Ms. Voci:
The Division of Licensing and Protection conducted an onsite complaint investigation on
February 18, 2014. The purpose of the investigation was to determine if your facility was in
compliance with Federal participation requirements of the Medicare/Medicaid Program. The
investigation was completed on February 18, 2014 and there were no regulatory violations

related to the complaint allegations.

Sincerely,

YNNI\

Pamela M. Cota, RN
Licensing Chief
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were no regulatory viclations as a result.
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