7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury VT 05671-2306
http://www.dail.vermont,gov
Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

November 23, 2015

Ms. Patricia Horn, Administrator
Cedar Hill Health Care Center
46 Cedar Hill Drive
Windsor, VT 05089-9470
Provider ID #: 475046

Dear Ms. Horn:

The Division of Licensing and Protection completed a survey at your facility on October 27, 2015. The
purpose of the survey was to determine if your facility was in compliance with Federal participation
requirements for nursing homes participating in the Medicare/Medicaid programs. This survey found
that your facility was in substantial compliance with the participation requirements. Congratulations to
you and your staff.

Please sign the enclosed CMS 2567 and return to this office by December 3, 2015.
Sincerely,
k";><€ |!E WICGTLQ\ !

Pamela M. Cota, RN
Licensing Chief
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