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Brattleboro, VT 05301

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0628 Provide the required documentation or notification related to the resident's needs, appeal rights, or
bed-hold policies.
Level of Harm - Potential for

minimal harm Based on record review and interview the facility failed to notify the long-term care Ombudsman of
transfer/discharges for 3 of 3 sampled residents. Findings include:Per record review of Resident #1,
Residents Affected - Some Resident #2 and Resident #3's medical record, there was no documentation that the Ombudsman was

notified of their transfer/discharge. Per interview on 6/23/26 at 12:15PM, the Administrator

confirmed they do not notify the Ombudsman's office for planned transfers/discharges to other skilled
nursing facilities.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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