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August 18, 2014

Mr. Dane Rank, Administrator
Thompson House Nursing Home
80 Maple Street
Brattleboro, VT 05302-6551
Provider ID #: 475050

Dear Mr. Rank:

The Department of Public Safety completed a Life Safety Code Survey at your facility on July 21, 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
August 28, 2014.

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

Sincerely,

S Lt e 1)

Pamela M. Cota, RN
Licensing Chief

PC3l

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation



PRINTED: 08/18/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 CDMPLETED
475050 B WING 07/21/2014
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COPE

80 MAPLE STREET

THOMPSON HOUSE NURSING HOME BRATTLEBORO, VT 05302

(X&) 1D ! SUMMARY STATEMENT OF DEFICIENCIES ' o PROVIDER'S PLAN OF CORRECTION (*5)
PREFIX i (EACH DEFICIENCY MUST BE PRECEDED BY FULL © PREFIX | (FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TG | CROSS-REFERENCED TO THE APPROPRIATE DATE
! : : DEFICIENCY)
. ; |
N |
K000 INITIAL COMMENTS K 000! 1

. An unannpunced onsite Life Safety Code

- inspection was completed by the Division of Fire

. Safety pn July 21, 2014. The facility was found to
. be in substantial compliance with applicabie Life

: Safety Code requirements.
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