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Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

April 18,2019

Steven Gordon, CEO
Brattleboro Memorial Hospital
17 Belmont Ave

Brattleboro, VT 05301-3498

Dear Mr. Gordon:

The Division of Licensing and Protection completed a complaint investigation at your facility on April
16, 2019. The purpose of the investigation was to determine if your facility met the conditions of
participation for Acute Care Hospitals found in 42 CFR Part 482. This investigation found that your
facility was in substantial compliance with the participation requirements.

Sincerely,

Suzanne Leavitt, RN, MS
State Survey Agency Director
Assistant Director, Licensing & Protection

Enc.

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection ' Vocational Rehabilitation
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