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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 15, 2022

Ms. Judy Morton, Administrator
Thompson House Nursing Home
80 Maple Street
Brattleboro, VT 05301
Provider ID #: 475050

Dear Ms. Morton:

On November 7, 2022, we conducted a revisit to the survey of September 14, 2022 to verify that your
facility had achieved substantial compliance. Based on our revisit, we found that your facility is in
substantial compliance with participation requirements found in Title 42, Code of Federal Regulations as
of October 14, 2022.

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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