2. 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:/fwww .dail.vermont.gov
Voice/TTY (802) 871-3317

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

November 27, 2013

Marc Hunter, Administrator
Rowan Court Health & Rehab
378 Prospect Street

Barre, VT 05641-5421

Provider #: 475037

Dear Mr. Hunter:

The Division of Licensing and Protection conducted a partial extended survey at your facility
on November 25, 2013. As a result of this extended survey no additional regulatory
violations were cited.

Sincerely,

I./ o ¢f}: Ry f{t / FVL AT Y

Frances! L. Keeler, RN, MSN, DBA
Assistant Division Director
Director State Survey Agency
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