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Survey and Certification Reporting Line (888) 700-5330
To Report Adult Abuse: (800) 564-1612

June 9, 2016

Mr. Phillip Condon, Administrator
Franklin County Rehab Center LL.C
110 Fairfax Road
St Albans, VT 05478-6299
Provider 1D #: 475047

Dear Mr. Condon:

The Division of Licensing and Protection completed a survey at your facility on June 7, 2016. The
purpose of the survey was to determine if your facility was in compliance with Federal participation
requirements for nursing homes participating in the Medicare/Medicaid programs. This survey found

that your facility was in substantial compliance with the participation requirements.

Congratulations to you and your staff.

Sincerely,

SR\

Pamecla M. Cota, RN
Licensing Chiel

Enclosure
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The Division of Licensing and Protection
conducted an unannounced onsite annual ;
recertification survey 6/6/16 - 6/7/16. There were
no regulatory violations as a result. A facility
self-report was also investigated with no
regulatory violations cited. ! |
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