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Division of Licensing and Protection

280 State Drive/HC 2 South

Waterbury, VT 05671-2060

www.dlp.vermont.gov

March 2, 2026

Ms. Teresa Isabelle, Administrator
Mountain View Center Genesis Healthcare
9 Haywood Avenue

Rutland, VT 05701

Dear Ms. Isabelle:

AGENcY oF HUMAN SERVICES

Provider ID #: 475012

On February 23, 2026, the Division of Licensing & Protection conducted a revisit to the survey of
December 1, 2025, to verify that your facility had achieved substantial compliance. Based on our
revisit, we found that your facility is in substantial compliance with participation requirements found in
the State of Vermont Licensing and Operating Rules for Nursing Homes.

If you have any questions concerning this letter please contact me at (802) 241-0480.

Sincerely,

Mcw

Pamela M. Cota, RN, BS
Assistant Division Director
State Survey Agency Director
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