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December 27, 2022 
 
 
 
Ms. Alyssa Maker-Lawal, Administrator  
St Johnsbury Health & Rehab 
1248 Hospital Drive 
Saint Johnsbury, VT  05819-9248 
         Provider ID #: 475019 
 
Dear Ms. Maker-Lawal: 
 
On December 13, 2022, we conducted a revisit to the recertification survey of August 24, 2022 and to 
the investigation of October 17, 2022 to verify that your facility had achieved compliance with the tags 
cited at those surveys. Based on our revisit, we found that your facility has corrected the deficiencies. 
 
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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