7~ VERMONT

AGENCY OF HUMAN SERVICES
DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

February 10, 2015

Ms.. Celine McGill,

Bayada Home Health Care

80 Pearl Street

Essex Junction, VT 05452-3668

Dear Ms.. McGill:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 6, 2015. Please post this document in a prominent place in your faciiity.

We may follow-up to verify that substantial compliance has been achieved and maintained. if
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,
Suzanne Leavitt, RN, MS
Assistant Division Director

State Survey Agency Director
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Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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{ Duing Interviaw in e afternoon, the Clinical
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1| sister offices to provide available
i| staff as needs arise.

Interviews are being conducted to
hire a Recruiting Manager to
enhance recruitment efforts
throughout the state. 3/16/15

The Administrator will ensure
compliance by a review of recruiting
needs weeakly with each Director for 2/27/15
2 months, then monthly for 2
months, and quarterly thereafter.
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i An unannpunced, an site investigation ofa

| complaint and an agency self report was
 condycted en G1/08/2015 by the Division pf

I Licensing and Protection. There were no state
| regulatory issues identified.
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