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DEPARTMENT OF DISABILITIES, AGINWmW@ BivNG
Waterbury VT 05671-2060
http://www.dail.vermont.gcov
Survey and Certification Voice/TTY (802) 241-0480
To Report Adult Abuse: (800) 564-1612
Survey and Certification Fax (802) 241-0343
Survey and Certification Reporting Line: (888) 700-5330

November 30, 2018

Ms. Lyne Limoges, Director
Orleans /essex Vna & Hospice
46 Lakemont Road

Newport, VT 05855

Dear Ms. Limoges:

The Division of Licensing and Protection completed a complaint investigation at your facility on
November 14, 2018. The purpose of the investigation was to determine if your agency was in
compliance with Regulations for the Designation and Operation of 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,

\'%Q%‘ ((?M@}ﬁ%

Suzanne Leavitt, RN, MS
Assistant Division Director
Director State Survey Agency

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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An unannounced onsite complaint investigation
was conducted by the Division of Licensing and
Protection on 11/14/18. There were no regulatory |
deficiencies cited. '
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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