
4.i( 	VERMONT 	
AGENCY OF HUMAN SERVICES 

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 

August 21, 2018 

Ms. Tonia Trask, Manager 
Wintergreen Residential Care - North 
540 Town Farm Rd 
Brandon, VT 05733 

Dear Ms. Trask: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on July 
17, 2018. Please post this document in a prominent place in your facility. 

We may follow-up to verify that substantial compliance has been achieved and maintained. If 
we find that your facility has failed to achieve or maintain substantial compliance, remedies 
may be imposed. 

Sincerely, 

Pamela M. Cota, RN 
Licensing Chief 

Disability and Aging Services 	 Blind and Visually Imparied 
Licensing and Protection 	 Vocational Rehabilitation 



08/09/2018 11:4GAM 8024654737 WINTERGREEN UNION PAGE 01/10 

....-r--vERvioN-rr AGENCY OF tIUMAN SERVICEs 

D 

August 17 2018 

Tonia Trask, Manager 
Wintergreen Residential Care - No  
540 Town Farm Rd 
Brandon, VT 05733 
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o DISABILITIES, AGING AND INDEPENDENT LIVING 
Division of Licensing and Protection 	• 

HC 2 South. 280 State Drive 
Waterbury VT 05671-2060 

http _1/www. d 1p.vermont. go v 
Survey and Certification Voice/TTY (802) 24]-0480 

To Report Adult Abuse: (800) 564-1612 
Survey and Certification Fax (802).a.1,0343 

Survey and Certification Reporting Line:(888) 700-5330 
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