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August 5, 2026

Ms. Jessica Jennings, Administrator

Saint Albans Healthcare and Rehabilitation Center
596 Sheldon Road

Saint Albans, VT 05478

Dear Ms. Jennings:

AGENcY oF HUMAN SERVICES

Provider ID #: 475021

On July 31, 2026, we conducted a revisit to the Life Safety Code survey of April 9, 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 May 18, 2026.

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

Sincerely,

Wiy tothamigg en

Tammy Wehmeyer
Administrative Services Manager
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The Division of Fire Safety conducted an
unannounced, onsite revisit survey at the facility on
the date indicated in the upper right hand corner of
this form. The violation(s) previously identified have
been corrected.

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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