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August 23, 2023 

 

 

 

Ms. Holly Wood, Administrator  

Berlin Health & Rehab Ctr 

98 Hospitality Drive 

Barre, VT  05641-5360 

         Provider ID #: 475020 

 

Dear Ms. Wood: 

 

As a result of the revisit conducted on August 8, 2023, we found that all the deficiencies cited at the May 

25, 2023, Life Safety Code survey have been corrected. 

 

If you have any questions concerning this letter, please contact me at (802) 241-0480. 

 

Sincerely, 

 
Tammy Wehmeyer 

Administrative Services Manager 
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