
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

March 24, 2022

Brian Labelle, Administrator
Union House Nursing Home
3086 Glover Street
Glover, VT  05839-9701

Provider #: 475036

Dear Mr. Labelle:

The Division of Licensing and Protection conducted an onsite complaint investigation on
March 2, 2022. The purpose of the investigation was to determine if your facility was in
compliance with Federal participation requirements of the Medicare/Medicaid Program.    

The investigation was completed on   March 2, 2022   and there were no regulatory violations
related to the complaint allegations.

Sincerely,

   
Pamela M. Cota, RN
Licensing Chief
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 The Division of Licensing and Protection 

conducted an unannounced onsite investigation 

of 1 facility reported incident (FRI) on 03/02/2022.  

There were no regulatory violations as a result.
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