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February 15, 2022 
 
Mr. Shawn Hallisey, Administrator 
Burlington Health & Rehab 
300 Pearl Street 
Burlington, VT  05401-8531 
         Provider ID #: 475014 
 
Dear Mr. Hallisey: 
 
On February 14, 2022, we conducted a revisit to the surveys of September 22, November, 10, December 
20, 2021, and January 11, 2022, to verify that your facility had achieved substantial compliance. Based 
on our revisit, we found that your facility is in substantial compliance with participation requirements 
found in Title 42, Code of Federal Regulations as of February 3, 2022.   
 
If you have any questions concerning this letter please contact me at (802) 241-0480.   
 
Sincerely, 

 
Pamela Cota, RN 
Licensing Chief 
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