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September 7, 2023 
 
 
 
Rose Mary Mayhew, Administrator 
Bel Aire Center 
35 Bel-Aire Drive 
Newport, VT  05855-4953 

 
                                                               Provider #: 475049 

 
Dear Ms. Mayhew: 
 
The Division of Licensing and Protection conducted an onsite complaint investigation on September 
5, 2023. 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 September 5, 2023, and there were no regulatory violations related to the complaint 
allegations. 
 
Sincerely, 
 

 
Pamela M. Cota, RN 
Licensing Chief 
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F 000 INITIAL COMMENTS F 000

 The Division of Licensing and Protection 

conducted an unannounced, on-site investigation 

of complaint 22125 on 9/5/23 to determine if the 

facility was in compliance with 42 CFR Part 483, 

Requirements for Long Term Care Facilities. 

There were no regulatory violations identified as a 

result.
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