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April 1, 2016

Jill Berry Bowan, Administrator
Northwestern Medical Center Inc
133 Fairfield Street

Saint Albans, VT 05478-1726

Provider #: 470024
Dear Ms. Berry Bowan:

The Division of Licensing and Protection conducted an onsite complaint investigation on
March 29, 2016. 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 March 29, 2016 and there were no regulatory violations
related to the complaint allegations.

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

Disability and Aging Services Blind and Visually Impaired
Licensinge and Protection Vocational Rehabilitation
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An unannounced on-site survey was completed
by the Vermont Division of Licensing and
Protection on 3/29/16, as authorized by the
| Federal Centers for Medicare and Medicaid
: Services. The purpose of the survey was to
investigate a hospital complaint. There were no ‘
regulatory violations found as a result of the
| investigation. |
|
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