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August 19,2016

Ms. Celine McGill, Director
Bayada Hospice

316 Main Street Unit Eh-6
Norwich, VI 05055-4428

Dear Ms, McGill:

The Division of Licensing and Protection completed a complaint investigation at your facility on
August 17, 2016. The purpose of the investigation was to determine if your agency was in compliance
with Regulations for the Designation and Operation of Home Health Agencies. There were no
regulatory violations as a result of this investigation.

If you have any questions regarding this report, please feel free to contact this office at (802) 241-0480.

Sincerely,

Aiagmne £ Lof 0 s

Suzanne Leavitt, RN, MS
Assistant Division Director
Director State Survey Agency
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' An unannbunced, on-site complaint investigation |
was conducted by the Division of Licensing and
Protection on 08/17/2016. There were no
t regulatory deficiencies identified with this
investigation. i
|
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