~VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802)-241-2358

February 8, 2011

Theresa Southworth, Administrator
Gill Odd Fellows Home
8 Gill Terrace
Ludlow, VT 05149
Provider ID #:475052

‘Dear Ms. Southworth:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 27, 2011.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

QQWMM\)

Pamela M. Cota, RN

Licensing Chief
PC:jl
Enclosure
Disability and Aging Services Blind and Visually Impaired

Licensing and Protection Vocational Rehabilitation
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