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To Report Adult Abuse: (800) 564-1612

April 10,2019

Eileen Whalen, CEO

University Of Vermont Medical Center
111 Colchester Ave

Burlington, VT 05401

Dear Ms. Whalen:

The Division of Licensing and Protection completed a complaint investigation at your facility on April
9, 2019. The purpose of the investigation was to determine if your facility met the conditions of
participation for Acute Care Hospitals found in 42 CFR Part 482. This investigation found that your
facility was in substantial compliance with the participation requirements.

Please sign the enclosed CMS-2567 and return to this office by April 24, 2019 .

Sincerely,

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

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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An unannounced on-site investigation of
complaint #17558 was conducted on 4/8/19 - ‘
4/9/19 by the Division of Licensing and Protection \
as authorized by the Centers for Medicare and
| Medicaid to determine compliance with the ‘
following Conditions of Participation: Patient
| Rights; Quality Assurance/Performance
Improvement; and Emergency Services. No
regulatory violations were identified.
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