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August 11, 2016

Ms. Theresa Southworth,
Gill Odd Fellows Home
8 Gill Terrace
Ludlow, VT 05149-1004
Provider [D #: 475052

Dear Ms. Southworth:

The Division of Licensing and Protection completed a survey at your facility on August 10, 2016. 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.

Sincerely,

0«@& NI IZN

Pamela M. Cota, RN
Licensing Chief
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