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

Division of Licensing and Protection
103 South Main Street, Ladd Hall
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

September 11, 2012

Kathleen Demars, Administrator

Lamoille Home Health & Hospice

54 Farr Avenue

Morrisville, VT 05661

Provider ID #:477015

Dear Ms. Demars:

Enclosed is a.copy of your acceptable plans of correction for the survey conducted on August 8, 2012,

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

S Ll )

Pamela M. Cota, RN
Licensing Chief
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Any deﬁciencyétatement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection te the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
foilowing the date of survey whether or not a plan of cosrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made availabie to the faciiity. 1f deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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indicating if the wound was draining, size, color pr
integrity. In addition, on 04/05/12 the nurse wrote
"[client's spouse] recently stopped giving patient

miralax related to loose stools". There is no
written docuimientation that the physician was

notified that medication was not being given as

ordered,
Per interview on 08/15/12 at 10:15 AM the

Administrator confirmed that the physician was

not notified of the stopped medication and
nursing did not assess the skin integrity as
ordered.
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