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November 16, 2023 

 

 

Linda Rossi, Administrator  

Brattleboro Retreat 

Anna Marsh Lane Po Box 803 

Brattleboro, VT  05301-0803 

        Provider ID #: 474001 

 

Dear Ms. Rossi: 

 

The Division of Licensing and Protection completed a complaint investigation at your facility on November 7, 

2023.  The purpose of the survey was to determine if the PPS psychiatric unit met the conditions of participation 

42 CFR 412.25. This survey found that your facility was in substantial compliance with the participation 

requirements.  

 

Congratulations!  

 

Please sign the enclosed CMS-2567 and return to this office by November 26, 2023. 

 

Sincerely, 

 
Suzanne Leavitt, RN, MS 

State Survey Agency Director 

Assistant Director, Division of Licensing & Protection 

 

Enc. 
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A 000 INITIAL COMMENTS A 000

 An unannounced on-site complaints 

investigations #22396 and #22229 were 

conducted at Brattleboro Retreat on 11/7/23 by 

the Division of Licensing and Protection as 

authorized by the Centers for Medicare and 

Medicaid to determine compliance with the 42 

CFR Part 482 Conditions of Participation for 

Hospitals: Patient Rights and Nursing Services. 

There were no regulatory violations identified.
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