
 
 
May 7, 2026
 
 
Ms. Amy Braun, Administrator
Greensboro Nursing Home
47 Maggie's Pond Road
Greensboro, VT 05841
 
                                                                                                      Provider ID #: 475043
 
Dear Ms. Braun:
 
Enclosed is a copy of your acceptable plans of correction for the complaint investigation conducted 
on March 30, 2026.  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, BS
Assistant Division Director
State Survey Agency Director
 
Enclosure
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INITIAL COMMENTS 

The Division of Licensing and Protection conducted an 
unannounced, onsite investigation of one complaint and 
one FRI [Facility Reported Incident] including reports 
#2785790 and #2702007 on 3/30/26 to determine 
compliance with 42 CFR Part 483 requirements for Long 
Term Care Facilities. The following regulatory 
deficiency was identified: 

Resident Records - Identifiable Information 

CFR(s): 483.20(f)(5),483.70(h)(1 )-(5) 

§483.20(f)(5) Resident-identifiable information.

(i) A facility may not release information that is 
resident-identifiable to the public. 

(ii) The facility may release information that is 
resident-identifiable to an agent only in accordance
with a contract under which the agent agrees not to use 
or disclose the information except to the extent the 
facility itself is permitted to do so. 

§483.?0(h) Medical records. 

§483.70(h)(1) In accordance with accepted professional
standards and practices, the facility must maintain
medical records on each resident that are-

(i) Complete; 

(ii) Accurately documented; 

(iii) Readily accessible; and 

(iv) Systematically organized 

§483.70(h)(2) The facility must keep confidential all
information contained in the resident's records,

regardless of the form or storage method of the 
records, except when release is-
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1. Resident #1 was not negatively
affected by the alleged
deficiency practice.

2. Residents in the facility could
have had the potential to be
negatively affected by the
alleged deficiency practice.

3. The facility followed policy and
protocol on the incident
reporting procedures regarding
this alleged event.

4. Education for all LNA's on Falls
and Your Role As an LNA and
documentation was completed
on March 31, 2026

5. Education for Nurses on Fall
Prevention & Documentation in
Skilled Nursing Facilities was
completed on April 7, 2026

6. The DON or designee will
complete audits on charting and
documentation on Falls monthly
for 3 months. This will be
presented to QA on scheduled
QA on 4/29 and in July QA.
Completion date 4/7/2026
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