AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING
Division of Licensing and Protection
103 South Main Street
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

January 9, 2015

Ms. Deborah Hodge, Administrator
Valley View Home For The Retired
Rt 5, 69 Qaklane, Apt 1,

PO Box 93

Fairlee, VT 05045-0093

Dear Ms. Hodge:

Thank you for the cooperation you gave our surveyor during the January 6, 2015 annual 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,

SVUNRITANCN

Pamela Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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