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 6, 2026

Ms. Tabitha Davis-Barron, Administrator
Bennington Health & Rehab

2 Blackberry Lane

Bennington, VT 05201

Dear Ms. Davis-Barron:

AGENcY oF HUMAN SERVICES

Provider ID #: 475027

On May 4, 2026, we conducted a revisit to the survey of April 6, 2026, 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 Title 42, Code of Federal Regulations as of April

10, 2026.

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

Sincerely,

M_QN

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


http://www.dlp.vermont.gov

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/06/2026
FORM APPROVED
OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA

STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS

475027

(X2) MULTIPLE CONSTRUCTION

B. WING

A. BUILDING 05/04/2026

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER

Bennington Health & Rehab

STREET ADDRESS, CITY, STATE, ZIP CODE

2 Blackberry Lane , Bennington, Vermont, 05201

PROVIDER'S PLAN OF CORRECTION

The Division of Licensing and Protection conducted
an unannounced, onsite revisit survey at the facility
on the date indicated in the upper right-hand corner
of this form. The violations previously identified
have been corrected.
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