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May 20, 2016

Melissa Jackson, Administrator
Vermont Veterans' Home

325 North Street

Bennington, VT 05201-5014

Provider #: 475032
Dear Ms. Jackson:
The Division of Licensing and Protection conducted an onsite complaint investigation on May
12, 2016. 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 and there were no regulatory violations related to the complaint

allegations.

Sincerely,

SNONRIYN

Pamela M. Cota, RN
Licensing Chief
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