
 
 
July 2, 2026
 
 
Mr. David Beauregard, Administrator
Pine Heights at Brattleboro Center for Nursing & Rehab
187 Oak Grove Avenue
Brattleboro, VT 05301
 
                                                                                                      Provider ID #: 475023
 
Dear Mr. Beauregard:
 
Enclosed is a copy of your acceptable plans of correction for the complaint investigation conducted 
on June 23, 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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F0000 INITIAL COMMENTS F00OO This plan of correction is the Center's credible allegation 

The Division of Licensing and Protection conducted 
of compliance. The filing of this plan does not constitute 

an unannounced, onsite investigation of one not constitute an admission that the deficiencies did, in 

complaint #2972792, on 6/23/26 to determine fact, exist This plan is filed and executed as evidence of 

compliance with 42 CFR Part 483 requirements for the Center's desire to comply with the provisions of 
Long Term Care Facilities. The following deficiencies federal and state law, and to continue to provide quality 
was cited as a result of this survey. care and services. 

F0628 Discharge Process F0628 Discharge Process 
SS= B 

CFR(s): 483.15(c)(2)(iii)(3)-(6)(8)(d)(1)(2); 483.21(c)(2) No residents were negatively affected by this alleged 

§483.15(c)(2) Documentation.
deficient practice. 

When the facility transfers or discharges a resident 
All discharging residents could be affected. 

under any of the circumstances specified in 
The Administrator spoke with the Ombudsman via paragraphs (c)(l)(i)(A) through (F) of this section, the 

facility must ensure that the transfer or discharge is telephone on June 26, 2026 at approximately 12:20pm to 

documented in the resident's medical record and discuss their preferences for notification. It was 

appropriate information is communicated to the determined that 
receiving health care institution or provider. -Transfer/Discharge Notices will be submitted

(iiQ Information provided to the receiving provider 
electronically - weekly
-30-Day Notices to Discharge would be submitted to the

must include a minimum of the following: Ombudsman's Office prior to issuance

(A) Contact information of the practitioner
-Electronic submissions will be via email:

responsible for the care of the resident. vophelpline@vtlegalaid.org

(B) Resident representative information including Members of the Interdisciplinary/Leadership team were 
contact information provided education related to the discharge process, and 

(C) Advance Directive information
specifically, the requirement to notify the Ombudsman of 
all discharges on June 29, 2026. 

(D) All special instructions or precautions for
The Social Services Director or her designee will 

ongoing care, as appropriate.
complete an audit of discharges weekly to ensure 

(E) Comprehensive care plan goals; Ombudsman Notification occurs as prescribed. 

(F) All other necessary information, including a copy The Social Services Director or her designee with review 
of the resident's discharge summary, consistent the results of the audits monthly at QAPI meeting to 
with §483.21(c)(2) as applicable, and any other identify trends and report findings until the Center 
documentation, as applicable, to ensure a safe and achieves three consecutive months at 100% compliance. 
effective transition of care.

Monthly QAPI results will be monitored by the 

§483.15(c)(3) Notice before transfer. Administrator. 

Completion date 7/17/2026 and Ongoing. 

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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F0628 Continued from page 1 F0628 
SS=B Before a facility transfers or discharges a resident, 

the facility must-

(i) Notify the resident and the resident's 
representative(s) of the transfer or discharge and the 
reasons for the move in writing and in a language
and manner they understand. The facility must send
a copy of the notice to a representative of the Office 
of the State Long-Term Care Ombudsman. 

(ii) Record the reasons for the transfer or discharge 
in the resident's medical record in accordance with 
paragraph (c)(2) of this section; and 

(iii) Include in the notice the items described in 
paragraph (c)(S) of this section.

§483.15(c)(4) liming of the notice. 

(i) Except as specttied in paragraphs (c)(4)(ii) and 
(c)(B) of this section, the notice of transfer or
discharge required under this section must be made
by the facility at least 30 days before the resident is 
transferred or discharged.

(ii) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would be 
endangered under paragraph (c)(l)(i)(C) of this 
section;

(B) The health of individuals in the facility would be
endangered, under paragraph (c)(l)(i)(D) of this 
section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge, under 
paragraph (c)(l)(i)(B) of this section; 

(D) An immediate transfer or discharge is required
by the resident's urgent medical needs, under 
paragraph (c)(l)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30 
days.

--

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

(i) The reason for transfer or discharge;

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 2354C6-Hl Facility ID: 475023 If continuation sheet Page 2 of 5 

Tag F0628 POC accepted on 7/2/26 by
J. Wilder/S. Stem



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

PRINTED: 07/01/2026 

FORM APPROVED 

0MB NO. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS 

{Xl) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING

{X3) DATE SURVEY COMPLETED 

06/23/2026 
475023 

NAME OF PROVIDER OR SUPPLIER 

Pine Heights at Brattleboro Center for Nursing & Rehab 

(X4) ID 
PREFIX 

TAG 

F0628 
SS=B 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued from page 2 
OQ The effective date of transfer or discharge; 

Oii) The location to which the resident is transferred 
or discharged; 

(iv) A statement of the resident's appeal rights, 
including the name, address (mailing and emEµI), and
telephone number of the entity which receives such
requests; and infonnation on how to obtain an
appeal form and assistance in completing the form
and submitting the appeal hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual and 
developmental disabilities or related disabilities, the 
mailing and email address and telephone number of
the agency responsible for the protection and
advocacy of individuals with developmental
disabilities established under Part C of the
Developmental Disabilities Assistance and Bill of
Rights Act of 2000 (Pub. L. 106-402, codified at 42
U.S.C. 15001 et seq.); and

(viij For nursing facility residents with a mental 
disorder or related disabilities, the mailing and email 
address and telephone number of the agency 
responsible for the protection and advocacy of 
individuals with a mental disorder established under 
the Protection and Advocacy for Mentally Ill 
Individuals Act. 

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to 
effecting the transfer or discharge, the facility must 
update the recipients of the notice as soon as 
practicable once the updated information becomes 
available. 

§483.15(c)(8) Notice in advance of facility closure 

ln the case of facility closure, the individual who is 
the administrator of the facility must provide written 
notification prior to the impending closure to the 
State Survey Agency, the Office of the State 
Long-Term Care Ombudsman, residents of the 
facility, and the resident representatives, as well as 
the plan for the transfer and adequate relocation of 
the residents, as required at§ 483.70(1). 
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§483.lS(d) Notice of bed-hold policy and return-

§483.lS{d){l) Notice before transfer. Before a nursing 
facility transfers a resident to a hospital or the 
resident goes on therapeutic leave, the nursing
facility must provide written information to the
resident or resident representative that specifies-

Q) The duration of the state bed-hold policy, if any,
during which the resident is permitted to return and
resume residence in the nursing facility;

(ii} The reserve bed payment policy in the state plan, 
under§ 447.40 of this chapter, if any; 

(iii) The nursing facility's policies regarding 
bed-hold periods, which must be consistent with 
paragraph (e)(l} of this section, permitting a resident 
to return; and 

(iv) The information specified in paragraph (e){l) of
this section.

§483.15(d)(2) Bed-hold notice upon transfer. Al the
time of transfer of a resident for hospitalization or 
therapeutic leave, a nursing facility must provide to 
the resident and the resident representative written 
notice which specifies the duration of the bed-hold 
policy described in paragraph (d){l) of this section.

§483.21(c)(2) Discharge Summary

When the facility anticipates discharge, a resident 
must have a discharge summary that includes, but is 
not limited to, the following: 

(i) A recapitulation of the resident's stay that
includes, but is not limited to, diagnoses, course of
illness/treatment or therapy, and pertinent lab,
radiology, and consultation results.

(iQ A final summary of the resident's status to 
include Items in paragraph (b){l) of §483.20, at the 
time of the discharge that is available for release to 
authorized persons and agencies, with the consent 
of the resident or resident's representative. 

(iii) Reconciliation of all pre-discharge medications 
with the resident's post-discharge medications (both 
prescribed and over-the-counter).

This REQUIREMENT is NOT MET as evidenced by: 
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F0628 Continued from page 4 F0628 
SS=B Based on record review and interview the facility 

failed to notify the long-term care Ombudsman of 
transfer/discharges for 3 of 3 sampled residents. 
Findings include: 

Per record review of Resident #1, Resident #2 and 
Resident #3's medical record, there was no 
documentation that the Ombudsman was notified of 
their transfer/discharge. Per interview on 6/23/26 at 
12:15PM, the Administrator confirmed they do not 
notify the Ombudsman's office for planned 
transfers/discharges to other skilled nursing 
facilities. 
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