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ABORTIONCLINICS ORG, INC

A 000 Initial Comments A 000

A complaint investigation was conducted at
Abortionclinics Org, Inc on 7/5/18. The complaint
included: interview of the staff; an observational
tour of the physical environment; observation of
bio-hazardous material area; review of the policy
and procedure manual; review of clinical records;
review of professional credentialing; review of
personnel files and review of the quality
assurance and infection control programs.

There were three allegations and all were
unsubstantiated.

Findings in this report are based on data present
at the time of review. The staff was kept informed
of the findings as the complaint progressed. The
staff was given the opportunity to present
information relative to the findings during the
course of the complaint.
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