7~ _VERMONT

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

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

April 7, 2016

Mr. William Peck

North Country Ob/gyn Services
81 Medical Village Drive Suite 2
Newport, VT 05855

Dear Mr. Peck:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March
22, 2016. Please post this document in a prominent place in your facility.

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,

L Ll )

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
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An unannounced on-site recertification survey
was completed on 3/22/16 by the Vermaont
Divislon of Licensalng and Protection. The
following regulatory violation was found.
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Any daflclancy statemeant ending with an asterlsk (*) deotes a deficiancy which the institution may be excused from dﬂactlng providing It ts determinad that
other safeguards provide sufficient protection to the patients, (See inslruetions.) Excapt for nureing homes, the findings stated gbove are disclosable 90 days
follawlng the dale of survey whether or nat a plan of corraction is provided. Far nursing homes, he above findings and plans of corraction are dis¢losakle 14
days following Lhe date thase dacuments are made available to the facility. If deficlencles are cited, an approved plan of carrection is requisite lo conlinued

program parllcipation.
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