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December 31, 2014

Judy Peterson, Administrator
Visiting Nurse Association
1110 Prim Road

Colchester, VT 05446-6405

Provider #: 477000

Dear Ms. Peterson:

The Division of Licensing and Protection conducted an onsite complaint investigation on
December 23, 2014. 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 December 23, 2014 and there were no regulatory violations
related to the complaint allegations.

Sincerely,

Asrnne £ Lt 0, oms

Suzanne Leavitt, RN, MS
Assistant Division Director
Director State Survey Agency
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