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July 11, 2024 

  

Ms. Sara King, Director 

VNA & Hospice of Southwest Region, Inc. 

335 Main Street 104 Office C 

Bennington, VT 05201 

  

                                                                   Provider Number:  471507 

  

Dear Ms. King: 

  

On July 3, 2024, staff from the Division of Licensing and Protection conducted a complaint investigation at 

VNA & Hospice of Southwest Region, Inc. The purpose of the investigation was to determine if your agency 

was in compliance with Federal participation requirements for a Home Health Agency participating in the 

Medicare/Medicaid programs. This survey found that your facility was in substantial compliance with the 

participation requirements. 

  

Please sign and date the enclosed CMS 2567 and return to our office by July 21, 2024. Please keep a copy for 

your records. 

  

Sincerely, 

 
 

Suzanne Leavitt, RN, MS 

State Survey Agency Director 

Assistant Division Director 

  

Enclosure 
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An unannounced on-site complaint investigation was 
conducted by the Division of Licensing & Protection on
7/1/24 and completed on 7/3/24. As a result of the 
investigation, no regulatory violations were 
identified. 
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