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Agency of Human Services Secretary Hal Cohen Presents Budget Proposal for 2016 
The Agency of Human Services Secretary Hal Cohen presented the fiscal year 2016 budget proposal for 
the Agency to the House Committee on Appropriations.  The AHS budget calls for a general fund 
increase of $24.5 million, which is a 3.9% increase. However if the one-time funds in fiscal year 2015 are 
subtracted, the real increase is 1.9% in general fund. 
 
The Medicaid cost shift will be addressed by with a 2.5% Medicaid rate increase that would go into 
effect January 1, 2016.  In the central office they are reducing funding by one half for the work of the 
field service directors who use the funds for service coordination and direct service allocations to 
individuals and families.   
 
There will be funding added for the Department of Vermont Health Access for utilization and caseload 
increases, as well as to increase Blueprint reimbursement for primary care physicians.  
 
Here are highlights from the Governor’s budget proposal for 2016. The first figure is general fund and 
the second figure is global commitment (Medicaid match included). () indicate reductions.  For further 
detail please see the Joint Fiscal Office link on the state legislative web site: www.leg.state.vt.us 
 
Department of Health VDH  
ADAP Residential Treatment Utilization       (682,592)         (1,517,884)        
Treatment OP/IOP/CM           616,505           1,370,926        
Care Alliance for opioid Addiction (hubs and spokes)    2,247,132         4,996,958         
 
Department of Mental Health  
ISB/Waivers Caseload          554,585          1,233,233        
Pathways to Housing           382,245             850,000            
Soteria House ‐ Additional 6 Months of Funding        224,850             500,000            
Alyssum and Residential - due to under-utilization      (240,590)           (535,000)            
Department of Mental Health Housing Vouchers                   (224,850)           (500,000)            
Vermont Psychiatric Care Survivors                      (89,940)            (200,000)             
Washington County M H Collaborative Solutions Integration Project           (60,984)            (135,610)             
HCRS Sparrow                                                                                                           (84,904)           (188,801)             
Children's non‐categorical services                                                                     (171,450)           (381,255)             
Enhanced Family Treatment ‐ lower variance allowance                                   (15,740)          (35,000)               
Wellness Workforce Coalition                                                                                   (8,994)           (20,000)               
 
Department of Disabilities, Aging and Independent Living DAIL ‐ DS 
DS Caseload (Including High School graduates) 354 Individuals @ 30,158 =  
$10,675,932‐$4,098,165 (Estimated equity) =$6,577,767                                2,958,022         6,577,767          
DS Public Safety/Act 248 Caseload 33 individuals @$75,329                            1,117,890        2,485,857          
Underutilization in SFI remaining allocation                                                         (129,149)          (287,190)         
DAIL ‐ TBI TBI Caseload Pressure (7 individuals x $75K)                                       236,093            525,000              
DAIL ‐ DS Initiatives to absorb DS only caseload pressure                                 (882,912)          (1,963,335) 
         



 
 
2.5 % Medicaid Rate Increase for 6 Months 
VDH ‐ ADAP                                                                                                             182,691            406,250 
DMH          758,701            1,687,  
DAIL DS          937,259            2,084,187         
 
House Health Care Learns about Mental Health 
Jaskanwar Batra, the Medical Director for the Department of Mental Health presented to the House 
Health Care Committee.  He said that without mental health integration, we can't reduce health care 
costs.  The Triple Aim is the goal. The bottom line is that Triple Aim (improved health care experience, 
better health outcomes and reduced health care costs) can be achieved by promoting, not rationing 
mental health care. He recommended the following: 
1. Adoption of Vermont family based approach statewide 
2. Health behavior change as primary, secondary and tertiary prevention of chronic disease 
3. Screening for mental illness and providing treatment via a collaborative, integrated health care 
system 
 
SAMHSA sees integrated care in steps: 

1. Coordination 
2. Collaboration 
3. Integration 

 
As a society we have prioritized individual health over population health.  An example is the heroic 
efforts and expenditures for individuals at the end of life.  Chronic disease is the biggest component of 
the cost of care, accounting for 75% of expenditures.  Alcohol related diseases and depression are 
among the most expensive chronic conditions in our country.  The best approach to change the 
outcomes of these diseases is to change behaviors. Social circumstances and behavior patterns are the 
greatest determinants of early death in the US. 
 
A huge determinant of future illness is related to adverse childhood experiences (ACE).  1 in 8 kids suffer 
from chronic disease.  Children with three or more adverse childhood experiences have a higher risk of 
not engaging in school, exhibiting resilience or flourishing.   
 
Only 1/3 of people who suffer from depression seek treatment. There are costs from low productivity, 
as well as costs for treatment.  People with anxiety show a three-fold increase in the prevalence of 
coronary heart disease. Depression is a primary risk factor for ischemic heart disease.  COPD and Obesity 
also are correlated with mental health conditions.  You are more likely to be re-hospitalized, or use 
emergency rooms, if you have a mental illness than if you don’t have a mental illness.   
 
Solutions: 

1. Promote good family health, don’t just treat children for mental health conditions   
2. Use motivational interviewing to assist people to adopt healthier behaviors 
3. Cognitive behavioral therapy and token economy are also effective behavior change therapies 

 
Treating co-occurring illness can make a big difference.  Outpatient mental health treatment has been 
shown to reduce inappropriate use of emergency rooms.  This information really interested the 
Committee, who is well aware of the challenge to access mental health treatment.   



 
Dr. Batra described the medical home model and suggested that each medical home should have a 
behavior change therapist imbedded in it. Referrals should then be made for more intensive specialty 
care as needed.  There should be pre-established relationships with specialists, including mental health 
specialists. 
 
How to pay for this?  Redirect funds from the last 6 months of life to enhance quality of life, behavior 
change. If we truly had mental health parity, we could invest in proactive behavior change/education.  
 
Julie Tessler gave an overview of the Vermont Care Partners, the designated and specialized services 
agencies, our services, our outcomes, and our role in health care.  Recommendations for improving 
service delivery, integration and value-based payment methodologies were made.  A copy of the 
presentation and Jaskanwar Batra’s presentations can be found at: 
http://legislature.vermont.gov/committee/document/2016/15/Date/2-3-2015  
 
 
Commissioner Susan Wehry testifies at House Human Services 
The Commissioner of the Department of Disabilities Aging and Independent Living, Susan Wehry, 
reviewed the fiscal year 2016 budget proposal for the Department.  The developmental services (DS) 
base appropriation is $178 million in fiscal year 2015.  The proposal is to raise it to $188 million in fiscal 
year 2016.  This is based on a three year average and responds to a caseload pressure of $9 million.  She 
said the $1.96 million savings incentive for developmental services will be offset by 2.5% Medicaid rate 
increase for providers. 
 
The Commissioner reviewed the initiatives to reduce spending in DS.  She said there is agreement about 
housing; young adults prefer to live in supervised housing, not shared living.  Affordable housing is hard 
to find. The DS directors have identified 30 people who would like to move into supervised housing, this 
could create $15,000 to $30,000 in savings per person; adding up to $450,000 in total savings.  
Currently, there are a number of people living in staffed living arrangements.  These people with 
complex needs may live in an apartment with two on one staff costing $150,000 per year.  Moving just 
one of these people to a shared living or supervised apartment could save $100,000.  
 
A second savings initiative involves better management of expenditures.  Susan Wehry mentioned the 
auditor’s report and noted that sometime people are billing for services inappropriately or fail to return 
funds that go unused. 
 
A third potential for savings comes from the underutilization of funds which is occurring in 2015 and 
could also occur in 2016.  The DS caseload is currently running at 1.8 million under budget.  Even with a 
reduction in excess caseload in the budget adjustment act for 2015, the Commissioner expects that 
there will be a $1.6 million carry forward. 
 
The Commissioner reviewed many of the positive outcomes of DS services.  She did mention that for the 
question of choice and control of services, only 80% of people served gave positive responses, so this 
might be an area to focus on in the future. 
 
House Appropriations Committee listens to the Alcohol and Drug Abuse Program Budget 
Deputy Commissioner for Alcohol and Drug Abuse Programs Barbara Cimaglio reviewed outcomes.  
More people are receiving treatment for prescription medications than alcohol now.  The use of 

http://legislature.vermont.gov/committee/document/2016/15/Date/2-3-2015


prescription drugs, particularly by 18-25 year olds is going down significantly over the last couple of 
years. Barbara reviewed prevention strategies and intervention programs. Intervention programs 
include: SBIRT, Project Crash, school based services, Project Rocking Horse for high risk mothers, 
prescription monitoring program, public inebriate program and the Narcan program. During fiscal year 
2014 10,642 people received treatment from the outpatient, residential, intensive outpatient and opioid 
treatment hubs. Barbara would like to see providers give more focus to adolescents.  Nearly 2,000 
people were served in recovery centers in fiscal year 2014.  There is a major initiative to coordinate 
screening and assessment across all departments of the Agency of Human Services. Includes DOC, DCF, 
DCHA, DAIL, VDH and AHS regional offices and IFS. 75% of clients served in ADAP programs are Medicaid 
eligible.   
 
The number one goal of ADAP is to improve access to opiate treatment.  Barbara is proud that private 
insurers are covering Hub services.   
 
Overall VT and all of New England has high substance abuse rates, but in Vermont our numbers are 
going in the right direction.  They are looking at a more in depth analysis of the Hubs and Spokes.  
Preliminary data shows reduction of medical costs and improved functioning upon completion of 
treatment.  Currently, 6,188 Vermonters have diagnoses of opioid dependence and 4,155 are receiving 
treatment. 10% of the population have an alcohol or drug problem.  There is a wait list for hubs and 
spokes: Chittenden County has 236 people waiting and there is a total of 361 people waiting for 
treatment statewide. 
 
House Human Services Reviews Implementation of Pre-Trial Services Act 
Michelle Childs of the Legislative Council presented on Act 195, the pre-trial services, risk assessments 
and criminal justice program legislation which was passed last year.  The goal is to reduce recidivism into 
correctional facilities as part of the broader justice reinvestment initiatives.  Justice reinvestment is 
about investing resources to improve public safety, reduce corrections expenditures and improve the 
outcomes for individuals and communities. There are multiple intersect points that can be used to direct 
people away from criminal justice services. To date, Vermont is making good progress in reducing the 
growth in corrections. 
 
Vermont had a high rate of detention for people pretrial; this legislation gives the court better 
information to determine if the person should be released back in the community through use of a 
voluntary risk assessment of failure to appear in court and/or if they meet pre-trial restrictions such as 
no drug or alcohol use.  There is also a ‘needs screening’ for mental health and substance abuse.  The 
person may then be referred for clinical assessment. 
 
This Act is for interventions for individuals who are arrested or cited, but has not yet seen a judge.  They 
may then voluntarily take the risk assessment and needs screening for mental health and substance 
abuse.  The State’s attorneys are charged with addressing the defendants’ needs and public needs.   
 
Annie Ramniceanu said 11 pre-trial monitors will administer the risk assessment and needs screening.  
There are 22,000 arrests each year of people who could be potentially eligible to participate in the 
program.  There could be 1,000 potential defendants per monitor.  We don’t know how many people 
will consent to participate. 
 
Representative Troiano questioned the level of expertise of the monitors to do the screening.  Based on 
his experience with the population this is a complex analysis which requires extensive training, expertise 



and experience to do well.  Annie replied that the screening consists of administering a simple tool.  The 
risk assessment tool only has 7 questions, of which many are very concrete and mostly include 
objectives.   
 
Mike Mrowicki spoke about the amazing outcomes of the Sparrow Program. Annie said the funding for 
the program is very tight and it might be a fiscal year 2017 issue. 
 
Bobby Sand said this is about the pre-charge environment which is managed by the State’s Attorneys.  
The monitors will work on both pre-charge with State’s Attorneys who choose to develop Rapid 
intervention programs and the monitors can work with people whose case has moved into the court.  
People in the pre-charge program are likely to avoid going to court.  Once the case goes to court, it is 
more likely to go to trial and result in a conviction.  Throughout Vermont we have some great court 
diversion and pre-trial programs.  This is an effort to improve access to pre-trial services statewide and 
make Vermont’s criminal justices system more equitable. 
 
ADAP Deputy Commissioner Barbara Cimaglio talked about the collaborative development of the bill.  
The Governor’s budget for fiscal year 2016 calls for $4.6 million to expand opiate treatment.  There are 
also additional funds for outpatient substance abuse in an attempt to keep up with demand.  This is 
more of a challenge is some communities than others.  The screenings will lead individuals to be 
referred for clinical assessment at a community provider where they will be directed to the programs to 
meet their needs.  The criminal justice core team is mapping all of the services in each area, so that the 
local programs can better determine how they can work together so individuals don’t get lost. Barbara 
emphasized that the community services need to be connected.   
 
Margaret Joyal, the director of outpatient services at Washington County Mental Health Services and 
Chair of the Adult Outpatient group of the Council spoke about how Act 195 could impact those 
programs and the people involved in criminal justice.  Our outpatient programs are increasingly serving 
individuals coming out the correctional system.  The programs have grown and changed.  We see people 
at multiple points in the sequential intercept from initial arrest to reentry.  She briefly mentioned the 
need to continue funding for the Collaborative Systems Integration Project (CSIP), the Sparrow program 
at HCRS and the HC criminal justice programs. All three programs are slated to have the entire budgets 
eliminated in the fiscal year 2016. 
 
CSIP does community outreach which provides intensive case management and outreach, including to 
people who are homeless, based on the APIC model.  They work closely with Central Vermont Substance 
Abuse Services.  All CSIP clinicians are co-occurring trained.  95% of clients had prior engagement in the 
criminal justice system, all of them had co-occurring mental health and substance use disorders, many 
also have traumatic brain injuries.  The recidivism rate of the people served is extremely low: only 2% 
had new violations and 4% had violations of conditions of release. Margaret read a few letters from 
people who participated.  Please continue to fund the program. People talked about going from 
hopelessness to employment, healthy relationships, responsible, goals in life, fit, healthy and sober.   
 
How does it connect to Act 195?  The pretrial services will generate referrals for assessments and 
treatment.  Many of our most important services for working with this population, such as outreach and 
engagement are not billable. The grant helps to fund these unbillable services.  
 
Julie Tessler spoke about how the demand by people who are uninsured and underinsured is likely to 
increase. These programs are already under great financial strain in meeting needs.  Margaret added 



that the new ability to bill for case management through Medicaid is essential.  Unfortunately, outreach 
to people in prisons is still not billable. 
 
House Human Services Considers Medicaid Funding for Independent LADCs 
Margaret Joyal shared some questions about licensed alcohol and drug counselors (LADCs) billing 
Medicaid. One unintended consequences is that preferred providers, will have a greater proportion of 
people who won’t be able to pay due to uninsured and underinsured, as they will become a higher 
proportion of those people who are served.  Currently, funding for adult outpatient services is 
insufficient. 
 
The Council outpatient group is happy to have LADCs bill, but should be held to the same standards.   
Clinicians in private practice have no requirements for:  care planning, diagnosis and evaluation, audits 
and other oversight.  She thinks this documentation and oversight is important for quality of care. 
The historic reasoning is that DVHA reimbursement is so much lower for privates.  However, they have 
gotten an increase and the differential in pay is minimal.  Margaret also spoke about the RBA process 
and how it has helped us to address quality. 
 
Barbara Cimaglio was asked to speak to LADC Medicaid billing analysis sent to House Human Services 
Committee.  The issue at present is that private practitioner Licensed Alcohol and Drug Abuse 
Counselors (LADCs) cannot bill Medicaid for treating clients with primary substance abuse disorders.  
She believes that LADCs can help to handle some of the new referrals generated by Act 195. The license 
is equivalent to Masters level mental health clinicians. 
 
Barbara also pointed out that the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) 
requires that mental health and substance abuse services be at parity with medical/surgical services. 
The Affordable Care Act (ACA) requires the application of MHPAEA to Medicaid programs.   
Substance Abuse Issues are Common; 10% of Vermonters age 12+ can be diagnosed with alcohol or drug 
dependence or abuse. Medicaid beneficiaries are currently waiting for substance abuse treatment.   
 
When asked about Margaret’s concerns about quality and oversight, Barbara said she doesn’t disagree. 
Preferred providers have a broader program, including wrap around services and do have standards that 
they have to meet.  It’s a legitimate topic for discussion.  This bill is about fairness, to allow dually 
licensed people to bill Medicaid.  Private insurers do allow LADCs to bill.  If there are complaints the 
Office of Professional Regulation handles it.  Complaints have been minimal.   
 
The cost estimate for FY 2016 of this bill is $159,000.  The Department of Vermont Health Access says it 
can absorb this into their budget.  Barbara assumes that it will take some time before it is fully up and 
running.  When asked if there be a cost shift away from designated agencies, Barbara thinks 
independent clinicians are currently billing under mental health codes.  This legislation will not have a 
big impact because of this.  The reimbursement rates are the same for either mental health or substance 
abuse services. 
 
Barbara also pointed out the workforce perspective, pointing out that it is difficult to entice individuals 
to pursue LADC licensure when they cannot receive payment for their service.   
Recommendations include: Update the Medicaid State Plan to allow private practitioner LADCs to bill 
Medicaid; Include the cost to include private practitioner LADCs, estimated at $159,000 dollars using the 
mental health rate structure, in the Medicaid budget. 
 



The Committee then chose to wait to hear from DVHA to vote on the bill.  It appears that most of the 
members are in favor of the bill.  They passed a similar bill three times last year.   
 
Susan Wehry Presents to House Appropriations Committee 
Commissioner Wehry presented the Department of Disabilities, Aging and Independent Living fiscal year 
2016 budget request to the House Appropriations Committee.  There was a mention of the federal 
government’s new requirement to serve more youth in the vocational rehabilitation program.  
 
The Disability Services division serves 4,600 people. Results show high satisfaction with their lives and 
how well the services are delivered.  We also need to ask about how well we are doing as fiscal 
stewards.  Relative to the region and the country our per capita spending is right in the middle of the 
New England region.  Representative Hooper wanted to know how many eligible people are served. 
Commissioner Wehry said we serve 30% of the eligible population.   
 
Diane Lanpher asked, who are we not serving? Who falls off the cliff?  Commissioner Wehry said we are 
not serving people who just need a little to achieve independence.  This is a critical piece of the system 
of care plan approval process.  The task forces and summer study group looked at this. 
 
Commissioner Wehry said that the state fiscal audit found we could be doing a better job of tracking 
where the money is going and how it is being spent.  The Department is addressing the need for 
stronger fiscal management.  
 
The base funding for developmental services in fiscal year in 2015 was $178 million.  The new caseload is 
determined by a 3 year average and that makes up the caseload pressure and subtracts the funds that 
come back during the year.  This year $6,577,766 is needed for new people and people who have new 
needs.   The public safety need is for $2,485,857. 
 
Susan Wehry said the range of what is considered public safety risk is different around the state.  It is up 
to the local team to determine.  Her question is, “should we be in the public safety business?”  
Representative Hooper asked if we could standardize this.  The Commissioner said, “Yes – we are now 
managing with a little stricter adherence. The flexibility has sometimes led to more spending than is 
absolutely necessary.”   
 
In speaking about the $1.96 million in savings initiatives, Susan said the System of Care Plan to date has 
only allowed funding to be reduced by doing rescissions of funds from current services.  At this point in 
fiscal year 2015, we are underutilizing DS caseload funds by $2 million. She believes that $600,000 could 
be carried forward and going into fiscal year 2016 we could save more, up to $2 million.   
 
Commissioner Wehry said she has support from the advocacy community to increase supervised 
apartments.  The DS directors looked at the pool of people in shared living and have identified 30 people 
who could move to supervised apartments.  Self-advocates are keen on this living option to enhance 
self-sufficiency.  Susan said we could save $15,000 for each person moved from shared living to 
supervised living apartments.  We have a lot of work to do on this to secure housing.  We might have 
some new tools to solve this problem.  If we took one person from 2 on one staffing in a staffed 
apartment and moved them to a supervised apartment, we could save $100,000. From the providers 
stand point, the Medicaid rate increase of 2.5% will off-set the impact of the 1.1% caseload reduction on 
the workers.   
 



Bill Kelly, the finance director for DAIL said they will give an increase on July 1 at half the 2.5% proposed 
rate increase. 
 
Developmental Services Appropriation SFY15 Base Appropriation  $178,044,952 GC  
Caseload - general and high school graduates     $6,577,767  
Caseload - Public Safety/Act                    $2,485,857 
Initiatives to reduce spending       ($1,963,335) 
2.5% Medicaid Rate increase for 6 months     $2,084,187  
 
 
Commissioner Paul Dupre Presents Mental Health Budget to House Appropriations Committee 
Paul Dupre reviewed a number of grants and line items that are up for reductions and/or increases in 
the fiscal year 2016 budget. 
 
The Youth in Transition (YIT) federal grant is ending. The budget calls for a reduction of $264,920 in total 
funds. All of the federal funds have ceased, and this reduction removes the unnecessary federal 
spending authority.  The current appropriation is equal to nine months of previous program funding 
levels.  Impact: Program will continue to operate in FY 2016 at a reduced funding level.   
 
Housing Vouchers are slated for a reduction of $500,000 in total funds or $224,850 general fund. The 
rationale is that the funds are used to provide housing subsidies to individuals living with or recovering 
from mental illness for the purpose of fostering stable and appropriate living conditions. A decrease in 
funding will allow us to continue to support current vouchers; it will decrease the rate of the availability 
of new vouchers. Impact: A decrease in vouchers requires that the mentally ill population transitioning 
from inpatient care is the priority for remaining resources to assure timely access to acute hospital care. 
    
WCMHS Collaborative Solutions Integration Project is up for a reduction of $135,610 total funds or 
$60,984 in general fund.  The rationale is that the Washington County project was originally funded 
through a Vermont Judiciary Grant and has been supported by DMH for a number of years with the goal 
of strengthening community supports to individuals involved with the criminal justice system. This year 
there are two state-wide initiatives focusing on individuals with mental health and/or substance issues 
involved with the criminal justice system: 1) Vermont was awarded the Second Chance Act 
Implementation grant to support efforts state-wide to decrease recidivism of offenders released to 
furlough through Act 195.  2) Act 195 passed this year focuses on developing and maintaining programs 
to decrease recidivism for individuals with mental health and/or substance use disorders. It is time to 
integrate this local initiative with the state-wide initiatives. Additionally, through enhanced funding and 
non-categorical case management, billable services can be reimbursed by Medicaid fee-for-service 
through outpatient services. The impact is that there may be some discontinuity of services during the 
transition from local grant funding.   
 
HCRS Sparrow Project is slated for a reduction of $188,801 in total funds or $84,904 in general funds.  
The rationale is that this HCRS project is designed to develop an integrated approach to serving the 
needs of individuals with co-occurring mental health and substance use disorders who come in contact 
with the criminal justice system. Similar to the rationale for eliminating the CSIP grant, there are now 2 
state-wide initiatives – Second Chance Act Implementation grant and Act 195 – that have similar goals 
with a state-wide focus. It is time to integrate this local project with the state-wide initiatives. 
Additionally, billable services can be reimbursed through Medicaid fee for service through outpatient 



services. The impact of this reduction is that there may be some discontinuity of services during the 
transition from local grant funding. 
 
Pathways to Housing and Soteria are up for increases in funding, while Alyssum and Hilltop will have 
decreases due to the underutilization in fiscal year 2015.  Children’s non-categorical case management is 
also up for a decrease in funding. 
 
The 2.5% Medicaid Rate Increase for mental health services is equal to $1,687,126 in total funds or 
$758,701 in total funds. 
 
 
Dr. Jim Hudziak Presents ACES to House Health and Human Services Committees 
Adverse childhood experiences (ACES) affects 47.9% of children nationwide and 50.3% of children in 
Vermont.  Children who endure ACES come from all socioeconomic strata. They have parents who are 
less well and are more stressed. These children struggle at school, home and in the community.  ACES 
are associated with a wide variety of negative health outcomes that account for the vast majority of the 
health care costs to our nation and state. He said that ACES are by definition preventable. 
 
Numerous studies show that ACES place us at increased risk for: obesity, substance use disorders, 
diabetes, emotional behavioral disorders, hypertension, and criminal behavior.  These outcomes 
account for the majority of our healthcare expenditures. Dr. Hudziak recommends taking an evidenced 
based, child and family focused approach to health promotion, illness and ACES prevention.  He says 
that integrated intervention will lead to improved health and decreased costs. 
 
He said it is vexing that the Blueprint does not talk to the ACES researchers at the University of Vermont. 
He believes that the legislature needs better information and advice on how to support children and 
families and he is concerned that the Blueprint is not child and family focused. 
 
He reference the Integrated Family Services pilots in Addison and Franklin counties.  He believes they 
will save money.  The problem is that everything is a medical model.  Parent education is a better 
prescription than any medicine and less costly by far. 
 
 
To take action or for more information, including the weekly committee schedules: 
•        Legislative home page: http://www.leg.state.vt.us 
•        Sergeant-at-Arms Office: (802) 828-2228 or (800) 322-5616 
•        State House fax (to reach any member): (802) 828-2424 
•        State House mailing address (to reach any member):       
                                    Your Legislator 
                                    State House 
                                    115 State Street, Drawer 33 
                                    Montpelier, VT  05633-5501 
•        Email, home address and phone: Legislators' email addresses and home contacts may be found on 
the Legislature home page at http://www.leg.state.vt.us 
•        Governor Peter Shumlin (802) 828-3333 or http://governor.vermont.gov/ 
 
 



The purpose of the legislative update is to inform individuals who are interested in developmental, 
mental health and substance abuse services about legislative advocacy, policy development and 
activities that occur in the State Legislature. The Vermont Council is a non-profit trade association 
whose membership consists of 16 designated developmental and mental health agencies. 
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