/\O"\ VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

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

November 16, 2022

Andrea Patrick-Baudet,

Franklin County Home Health Agency
3 Home Health Circle, Suite 1

St. Albans, Vermont 05478

Provider: #477016
Dear Ms. Baudet:

The Division of Licensing and Protection completed a complaint investigation at your facility on October 31,
2022. The purpose of the investigation was to determine if your agency was in compliance with Regulations
for Home Health Agencies. There were no regulatory violations as a result of this investigation.

If you have any questions regarding this report, please feel free to contact this office at (802) 241-0480.
Sincerely,
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Suzanne Leavitt, RN, MS
Assistant Division Director
Director State Survey Agency

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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