
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 

September 11, 2014 

Ms. Jayne Placey, Administrator 
Hill Street 
201 Hill Street 
Barre, VT 05641 

Dear Ms. Placey: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on August 
11, 2014. Please post this document in a prominent place in your facility. 

We may follow-up to verify that substantial compliance has been achieved and maintained. If we 
find that your facility has failed to achieve or maintain substantial compliance, remedies may be 
imposed. 

Sincerely, 

Pamela M. Cota, RN 
Licensing Chief 
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August 25, 2014 

To whom it may concern, 

The following is in response to the Plan of Correction required by the Hill St. Group Home as a result of 
the "unannounced investigation" on August 11, 2014. 

R145- 

The Administrator and Nursing RN will implement a clear specific written plan of care for any/all 
residents based on abilities and needs based on their residential assessments. This plan will describe the 

care and supports/services to provide well being of residents. 

This will be done within the next 14 days. 

Jayne Placey.  

Haat 
Administrator Hill St. Group Home 
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