. 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) 871-3317
To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

February 9, 2012

Ms. Linda Minsinger, Administrator
Menig Extended Care
44 South Main Street
Randolph, VT 05060
Provider ID #: 475058

Dear Ms. Minsinger:

The Division of Licensing and Protection completed a survey at your facility on February 8, 2012. 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 May 17, 2012.
Sincerely,

Pamela M. Cota, RN, MS

Licensing Chief
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Enclosure

Disability and Aging Services - Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation




PRINTED: 10/01/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (62} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING
475058 B WING 02/08/2012
NAME OF PRCVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GCDE

44 SOUTH MAIN STREET

MENIG EXTENDED CAR
I ENDE E RANDOLPH, VT 05060

{(X8) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTICN SHCULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY) )

F 000 . INITIAL COMMENTS F 000
|
. An unannounced onsite recertification survey
was conducted by the Division of Licensing and
' Protection from 2/6/12-2/8/12. The facility was
: found to be in substantial compliance with
regulatory requirements,

;

LABORATORY DIRECTCR'S CR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
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