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May 9, 2024

Thomas Frank, Administrator

North Country Hospital and Health Center
189 Prouty Drive

Newport, VT 05855

Dear Mr. Frank:

The Division of Licensing and Protection completed an investigation survey at your facility on April 18, 2024.
The purpose of the survey was to determine if your facility met the conditions of participation for Critical
Access Hospitals found in 42 CFR Part 485, Subpart F including the special requirements for swing bed
providers. This survey found that your facility was in substantial compliance with the participation
requirements.

Please sign the enclosed CMS-2567 and return to this office by May 19, 2024.
Sincerely,

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

Encl
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