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January 12, 2023

Mr. Bruce Kimball, Administrator
Springfield Health & Rehab
105 Chester Rd
Springfield, VT 05156-2106
Provider ID #: 475025

Dear Mr. Kimball:

On January 3, 2023, we conducted a revisit to the survey of October 20, 2022 to verify that your
facility had achieved compliance with the tags cited at that survey. Based on our revisit, we found that
your facility has corrected those deficiencies.

If you have any questions concerning this letter please contact me at (802) 241-0480.

Sincerely,

Mﬂmm

Pamela Cota, RN
Licensing Chief

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