2~ VERMONT

Department of Disabilities, Aging and
Independent Living

Division of Licensing and Protection
280 State Drive/HC 2 South

Waterbury, VT 05671-2060
www.dlp.vermont.gov

[phone] 802-241-0344
[fax] 802-241-0343

May 11, 2026

Mr. Richard Kelly Barber, Administrator
Woodridge Nursing Home

142 Woodridge Drive

PO Box 550

Barre, VT 05641

Dear Mr. Kelly Barber:

AGENcY oF HUMAN SERVICES

Provider ID #: 475045

The Division of Licensing and Protection conducted an onsite complaint investigation on April 28,
2026. The purpose of the investigation was to determine if your facility was in compliance with
Federal participation requirements of the Medicare/Medicaid Program. The investigation was
completed on April 28, 2026, and there were no regulatory violations related to the complaint

allegations.

Sincerely,

LoV ote RN

Pamela M. Cota, RN, BS
Assistant Division Director
State Survey Agency Director
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NAME OF PROVIDER OR SUPPLIER

Woodridge Nursing Home

STREET ADDRESS, CITY, STATE, ZIP CODE

142 Woodridge Drive PO Box 550, Barre, Vermont, 05641

PROVIDER'S PLAN OF CORRECTION

The Division of Licensing and Protection conducted
an unannounced, onsite complaint investigation of
intake #2731189 and investigations of two facility
reported incidents # 2595277 and #2980814 on
4/28/2026 to determine compliance with 42 CFR Part
483 requirements for Long Term Care Facilities. The
facility was found to be in substantial regulatory
compliance related to these investigations.
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