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March 6, 2014 

Ms. Debra Clemmer, Administrator 
Lakeview Community Care Home 
322 St Paul Street 
Burlington, VT 05401 

Dear Ms. Clemmer: 

The Division of Licensing and Protection conducted an onsite investigation of six facility self-reports 
on February 24, 2014. The purpose of this investigation was to determine if your facility was in 
compliance with Federal participation requirements of the Medicare/Medicaid Program. The 
investigation was completed on February 25, 2014 and there were no regulatory violations related to 
the complaint allegations. 

On February 24, 2014 the annual survey was done for this facilty also. Thank you for the cooperation 
you gave our surveyor during this part of the survey of your facility. 

Enclosed is the Residential Care Home Survey Statement indicating that your facility is in substantial 
compliance with the current regulatory requirements. Congratulations to you and your staff 

If you have any questions regarding this report, please feel free to contact this office at (802) 871-3317. 

Sincerely, 

Pamela Cota, RN 
Licensing Chief 
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R100 Initial Comments: 

An unannounced onsite re-licensing survey was 
conducted on 2/24/14. Additionally, 6 facility 
self-reports were investigated. There were no 
regulatory violations as a result. 
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