7~ 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

June 9, 2025

Anthony Trujillo, Administrator
Bel Aire Center

35 Bel-Aire Drive

Newport, VT 05855-4953

Dear Mr. Truijillo:

[phone] 802-241-0344 AGENCY OF HUMAN SERVICES
[fax] 802-241-0343

Provider #: 475049

The Division of Licensing and Protection conducted an onsite complaint investigation on May 28,
2025. 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 May 28, 2025, and there were no regulatory violations related to the complaint

allegations.

Sincerely,
MM?LCL-LA,@V
Pamela M. Cota, RN, BS
Assistant Division Director

State Survey Agency Director
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The Division of Licensing and Protection
conducted an unannounced, onsite investigation
of two complaints and one FRI [facility reported
incident], including reports #[23772, 24057, and
23844] on 5/28/25 to determine compliance with
42 CFR Part 483 requirements for Long Term
Care Facilities. There were no federal regulatory
violations identified as a result.
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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
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program participation.
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