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

June 4, 2026

Mr. Travis Bergeron, Administrator
Pines Rehab & Health Center

601 Red Village Road
Lyndonville, VT 05851

Dear Mr. Bergeron:

AGENcY oF HUMAN SERVICES

Provider ID #: 475044

The Division of Licensing and Protection conducted an onsite complaint investigation on June 1,
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 June 1, 2026, and there were no regulatory violations related to the complaint

allegations.

Sincerely,

Lmcd o Vet RN

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

Pines Rehab & Health Center

STREET ADDRESS, CITY, STATE, ZIP CODE
601 Red Village Road , Lyndonville, Vermont, 05851

PROVIDER'S PLAN OF CORRECTION

The Division of Licensing and Protection conducted
an unannounced, onsite investigation of 1 facility
reported incident, including report #3013342 on
6/1/26 to determine compliance with 42 CFR Part
483 requirements for Long Term Care Facilities.
There were no regulatory deficiencies identified.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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