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To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2345

August 9, 2011

Ms. Christine Wallace, Administrator
Beekman House
Route 103, Box 106
'Proctorsville, VT 05153

Dear Ms.Wallace:

Thank you for the cooperation you gave our surveyor during the re-licensure survey
conducted on August 3, 2011 at your facility.

Enclosed is the Therapeutic Community Residence Survey Statement indicating that your
facility is in substantial compliance with the current regulatory requirements.
Congratulations to you and your staff. Please sign and return the Survey Statement no
later than August 19, 2011

If you have any questions regarding this report, please feel free to contact this office at
(802) 241-2345.

Sincerely,

Pamela Cota, RN
Licensing Chief
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An unannounced onsite re-Iicensure survey was
conducted on 8/3/11. There were no regulatory
violations as a result of this survey.
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