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STATE OF LOUISIANA
DEPARTMENT OF HEALTH AND HOSRE&EIVE%

Department of
HEALTH and

ABORTION FACILITIES JUL 30 2010 HosPITALS
LICENSE APPLICATION L
_INITIAL }’_/IEE‘!\“EEH'/U. _ OTHER (Specily) Ceeerioeta =

LICENSE NUMBETR C)j EXPIRATION DATLE 8 3‘ ‘:.;J C}' C’
TOTAL FEE AMOUNT INCLUDED W i( ;\_f’_—d- CHECE /MONEY  ORDIER# N (055 S
[

’J check if any change has ogeurred smee last 1)]|ILI£HIII . STATE I ABOOO':L (Q 4‘9,
scnm o nane Ve LYo, CAni G of Baden Lok, e ] g

L FACILITY (DBA) NAME
GroGrAPHICAL ADDRESS 1D W C,C‘ onial DT’\ \N e, %i-t’_, E>
CITY /STATE / ZIP E)O\T‘ N 2& voe LA 10 R0OLe

reiernone NomBEr 225 §7234 - 3-24(3 raxnumper 225 Q24 - 4405

1. MAILING ADDRESS (1F DIFFERENT FROM ABOVE)

Same As  Above

CITY / STATE / ZIP
: .
I11. ADMINISTRATOR 6 '};\J\\/!Q C,t Chl’m

REGISTERED NURSE: PHYSICIAN ASSISTANT:

IV,  TYPLE OF OWNERSHIP:

NON- PROFIT fOR - PROFIT

3 INDIVIDUAL "SOLE PROPRICTOR E INDIVIDUAL " SOLE PROPRIETOR

ﬂ CORPORKATION 4 CORPORATION
Q PARTNERSHIP f.._! PARTNERSHIP
Q RELIGIOUS AFFILIATION g GROUP PRACTICE
{3 UNINCORPORATED ASSOCIATION B OTHER ( Specify)

LLoruer (specify):

| V. ENTITY/CORPORATION NW{'D(’,HFO\ Q\H’\‘ C. ok %&h}r\ K-DUOQE \ N
MAILING ADDRESS (17 DIrreRenty 1o C clonmy C’V\ FD TV e S‘l{- P.)
CITY/STATE / ZIP %‘_,L\\‘;n Qgpﬁ o L a —7 &) C C -
recernons somser (L85 QA - 3242 FAX NUMBLR (%) C‘\Qﬁ- %4&.\4

VIL List name, address, aund telephone numbers for persons or group of persons having direetor indirect ownership ora controlling interest (25%) ol the corporate

MEDICAL DIRECTOR. Mary F (:UJ"d nee
LPN: I\’a"‘{q‘:‘vhm Jj»ﬂc*-

stock or partnersiupinterest or any person or busimess entity which bas o diveet business interest, including, but not hmited to.aowholly owned subsidiary, the details o
any conversion rights which may exist for the benefit of any party and whether such stoek, partnership interest. or ownership being held by the disclosed person o
busmess entity is, in Lact, owned by another person or business entity (A7TTACH ADDITIONAL SHEETS 1F ADDITIONAL SPACE 18 NEEDED).

TELEPHONL # (

WNER NAML ADDRESS

thnsty, M)ri € 1704 N. tarK Drive 230D ol =lZ~-974K
- W.Imingkn, DE 19804 |

OFFICE OF MANAGEMENT AND FINANCE € BUREAU OF HEALTH SERITCES FINANCING € HIZALTIH STANDARDS SECT
S LAUREL STREET- SUITE 10U (70801-181118 P.O. BOX 3767 @ BATON ROUGE, LOWISTANA 7062F3767
PHONE @ VOICE (225)3420138 & FAX (225134225292
"AN FEQUAL OPPORTUNITY EMPLOYER'

THON

NS AH-0F (127084



STATT O LOULSTAN BUREAU OF HEALTH NERVICES FINANCING
f)f PARTMENT OF JEALTH AND HOSPITALY LT STANLARDY SECTION

ABORTION FACILITIES LICENSE APPLICATION

VI I the disclosing entity is « corporation, st name, address and telephone number of the President,

ADDRESS TELEPHONE NUMBER

NAME

ooy TBooHey (TR AN G LT TR

VI Are any owners of the disclosing entity r:;‘.'m owners of other licensed health care facilities? @’1 "E8 Q NO
1f ves, list names, addresses of individualy and Facility provider numbers.

(Proprietorship, Partnership or Board Member).

NAME ADDRESS | X PROVIDER NUMBER
> ,Pori Dr. & 3Zi Mo BPes
I704 N KD 2ic He oy Oore AR

tneu W IVyre. Bl il
J ' v\}klmmg‘mh,DE EERY Lo &3

Q YES a:XN(_)

IX. Has there been a change of ownership or control within the last year?

If ves, pive date,

Ao PROGRAM OPERATIONAL INFORMATION:

DAYS OF OPERATION '\&n fl{*""\ = l’ r ‘CLG‘UJ“ HOURS OF OPERATION q A - 5'.';”1
I

Is tius @ change since last application? J VES ﬁl’\’()

ATTESTATION: I understand thar if the agency licensc is granted, it is granted for one year and shall become void upon change of ownersiip.
1t is my responsibility 1o notify the Department of Health and Hospitals, Burean of Health Services Financing, Health Standards Section in
writing of any changes in the mformation provided in this application. I certify that the information herein is rrue, correct and supporiablz b
documentation 1o the hest of my knowledge. Documentation of the mformation above is avaiiabic upon reguest by the Department of Health

and Hoespituls.

Rety, Hourell -Myles

AUTHORIZEWREPRESENTATIVE NAME (TYPED Ok PRINTED)

o L LY 7132 2010

AUTHORIZED REPRESENTATIVE SIGNATURE DATE

I88-AB-0] (12/08)



LOUISIANA
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STATE OF LOUISIANA
DEPARTMENT OF HEALTH AND HOSPITALS

Department of
HEALTH and

ABORTION FACILITIES jyi 2 ¢ 2000 HOSTIIALS
LICENSE APPLICATION

- =L TH S TANDIRDS
_ INITIAL V' RENEWAL OTHER (Specity) ’:{:-'_"-"TH"-“ bk
LICENSE NUMBER O EXPIRATION DATE 6\5\ \0’9009

o
TOTAL FEE AMOUNT INCLUDED g@ LQC'(..) @"ﬂJOA’EI' ORDER # _7’1 i L‘:|

1)
Q check if any change has occurred since last application i STATE ID#&‘BOOO L_}‘ (__f,_‘ _'_—_t@
L raciury ooy vave_DEVYO, ClimiC oF  Podon Q&,\Q@,: lNC

aeocrarmciz avoress 1O Colomiod Dvive S %
CITY / STATE / ZIP Baton Roude, LA 0804
reLEPHONE NumBER 225 T 2.3- D 2)’42- raxvomper 25 24 -4 WS

1.  MAILING ADDRESS (IF DIFFERENT FROM ABOVE)

CITY /STATE / ZIP @,\J’Y]ﬁ QCQ Oj_b(} 14 ‘e_

I11. ADMINISTRATOR '{j\;\via Cochran MEDICAL DIRECTOR: LY - MOJ" g \(:]a)_ ndc
> O
REGISTERED NURSE: NJOAR PHYSICIAN ASSISTANT: AL LPN: HOP% LG S

IV. TYPE OF OWNERSHIP:

’ NON- PROFIT FOR - PROFIT
r LI INDIVIDUAL 'SOLE PROPRIETOR L INDIVIDUAL 'SOLE PROPRIETOR
LJ corroririon XK corrorarion
(I rarTNERSHIP {2 PARTNERSHIP
L2 RELIGIOUS AFFILIATION L7 Grovr pracricE
L UNINCORPORATED ASSOCIATION L oTHER (Specify)
LloTHER (Specify):

‘ v. enmiryscorvoramion nave 1) €14Q. C lm C obf J_{)Q*Oh \<@QQ c, {V . -
MALING ApDRESS ar pirrzrenty 1D (g C:C'Oh (O] Drl Ve Sie. E
CITY/STATE / ZIP Eod‘()n BOLAC\Q i LQ | O%OUA ) _
TELEPHONE NUMBER 225 9 2 !*-i }%& FAX NUMBER % 9 24‘ - 44(@

VIL List name, address, and telephone numbers for persons or group of persons having direet or indirect ownership or a controlling interest (=3%) of the corporate
stock or partnershipinterestor any person or business entity which has a direct business interest, including, but not limited to, n wholly owned subsidiary. the details of
any conversion rights which may exist for the benefit of any party and whether such stock, partnership interest, or ownership being held by the disclosed person o1
business entity is. in fact, owned by another person or business entity (ATTACH ADDITIONAL SHEETS I1F ADDITIONAL SPACE IS NEEDED),

OWNER NAME ADDRESS TELEPHONE #

Pansy Vir € 104 V. K Dave, #3i0 o) -3 97
S Wi iminaim, DE 10500

OFFICE OF MANAGEMENT AND FINANCE € BEBEAU OF HEALTH SERVICES FINANCING € HEALTH STANDARDS SECTION
SO0 LAUREL STREET- SUITE 100 (70801-18111 P.O. BOX 3767 € BATON ROUGE, LOUISIANA 7082L3767
PHONE @ 1'ONCE (22513420135 @ FAX (225)342-5292
AN EQUAL OPPORTUNITY EMPLOYVER'

SS-AB-07 (12/08)



vl an OF LOUISTANA nBURe W HEALTH NERVICES FINANCING
DEPARTMENT OF HEALTH AND HOSPITALS FEALTH STANDARDY SECTION

ABORTION FACILITIES LICENSE APPLICATION

VIL I the disclosing entity s a corporation. list nume, address and telephone number of the President

NAME ADDRESS TELEPHONE NUMBER

3 i | {
; ' : - {EIeX O 1] ] KOC _ul9 -
leroy TBrinkley [$003A Thomas Ml KO0 (6089 -2y
3 T Ph GO pracd, PA ibxu_g _
VI Are any owners of the disclosing entity also owners of other licensed health carc facilities? ~ YES Cj NO
(Proprictorship, Parinership or Board Member). If yes, list names, addresses of individualy and Fucility provider numbers.

NAME { ADDRESS PROVIDER NUMBER
sy M. M re 04 N oL U & R0 Women's

—

i =y 7 0
. . i e . i Rl

IX. Has there been a change of ownership or control within the last pear? g YES ,&\'() N C L‘A H:-O 3

If ves, give date.

X. PROGRAM OPERATIONAL INFORMATION: M W, 9 ooa — o
pavs or orerarion VON - E HOURS OF OPERATION_ T, T 7124 - ‘E)P

5 5 § / N f
Is this o change since last application? -3 YES NO

ATTESTATION: 1 understand that if the agency license is granted, it is granted for one year and shall become void upon change of o wiership,
1t is my responsibility to notify the Department of Health and H. ospitals, Bureaw of Health Services Financing, Health Standards Section in
writing af any changes in the information provided in this application. I certify that the information herzin is true, correcr and supportable by
documentation to the best of my knowledge. Documentation of the information above is availabic upor request by the Department o Health

and Hospitals.

Dettu Harrell -NMy|€S

AUTHORIZED REPRESENTATIVE NAME (TYPED OR PRINTED)

Tlielaccd

AUTHORIZED REPRESENTATIVE SIGNATURE DATE

JuL 2 2008
HEALTH STANDARDS

\8S-AB-01 (12/08)
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“:\.Jﬁf“ Dﬁﬁ;&ﬂﬁ'ﬁﬂ@NT OF HEALTH AND HCOSPITAL

At

it : N S . okt
HEan . o AP 4 TORY SURGICAL CENTER HEALTH RS Rk,

LICENSE APPLICATI ON

[_ INITIAL x RENEWAL _ OTHEK {speeity) . — l
: ) ~ _K)

LICENSE NUMBEL & 5‘ EXPIRATION DATE S 5l ol L l

TOTAL FEE AMOUNT INCLUDED L" CHECKE / MONEY  ORDEK ¥ l

] checl if any change has ot urred since last application STATE ID# ASDOD _"_” LQ E&
L FACILITY (DBA) .r\rAMEbG.HC\ Clinve ot Baton Qoum_\)e, , Toc

GEOGRAPHICAL ADDRESS 19 CO\C N1 AV, Ste

CITY / STATE / ZIP Batoin R SO L r MNo8tw

reLEpHONE NUMBER @25 _ 92 D- 3242 FAX NUMBER 225 a2y -HoS

TI. MAILING ADDRESS (IF DIFFERENT FROM ABOVE)
Some Uy IR

CITY /STATE / ZIP
. ADMINISTRATORC;\!‘ ViQ A : C(;‘Chrarl DIRECTOR OF NURSING : Dr. N\(’trk.% r 64(1rdn€)
V. LOCATION: [ HOSPITAL BASED [ FREE STANDING
7. TYPE OF OWNERSHIP:
ION- PROFIT FOR - PROFIT GOVERNMENT
:/ INDIVIDUAL / SOLE PROPRIETOR :/ INDIVIDUAL / SOLE PROPRIETOR C/ FEDERAL Cf HOSPITAL DISTRICT
Q\ CORPORATION 1 corroraTion L7 srare D COMBINATION GOV-N-PROFIT
] pARTNERSHIP L[] parTwERSHIP L1 parise 7 orwEr Specify)
DP£L16f0b’.5.~1FFILMTfON D GROUP PRACTICE D CITY / PARISH
j UNINCORPORATED ASSOCIA TION Q OTHER ( Specify) D (LY

D OTHER (Specifv)

V1. ENTITY/CORPORATION NAME:DQ’ H*C\ C,\ ™MC ok /E)Cdbﬁ i‘?\c uwoe |, Lo
MAILING ADDRESS (iF DIFFERENT) 19% CO\ Dnlcx\ D L $ \-v e o) o ' :

CITY /STATE/ ZIP Boten /\ZOM-U\*& LA Toxel

TELEPHONE NUMBER 225 O\B“ 3?_@)1 FAX NUMBER (225 a4 -LH—K_C%

i1, List name, address, and Telephone numbers for persons or group of persons, or the employes identification number (EIN} {or organizations having direct or indirect ownership or a
controlling interest (> 5%) of the corporate stock or partnership inierest or any person or business entiry which has a direct business interest, including, but not limited to, a wholly
owned subsidiary, the details of any conversion rights which may exist for the benefil of any party and whether such stock, partnership interest. or ownership being held by the .
disclosed person or business entity s, in fact. owned by another person or business entity (ATTACH ADDITIONAL SHEETS 1T ADDITIONAL SPACE IS NEEDED).

OWNER NAME ADDRESS EIN

Prm%\l‘ N\\x1 vt IToH N K Drve # 300 ol=(o2 -9 THS
‘V\Hmm%ﬂn DE 1Ggdle

OFFICE OF MANAGEMENT AND FINANCE ® BUREAU OF HEALTH SERVICES FINANCING # HEALTH STANDARDS SECTION
500 LAUREL STREET - SUITE 100 (70801-1811) @ P.0. BOX 3767 ® BATON ROUGE, LOUISIANA 70821-3767
PHONE @ VOICE (225)342-0138 @ FAX (225)342-5252
"AN EQUAL OFPORTUNITY EMPLOYER"




STATE OF LOUISIANA BUREAU OF HEALTH SER VICES FINANCING
DEPARTMENT OF HEALTH AND HOSPITALS HEALTH STANDARDS SECTioN

ABORTION FACILITIES LI CENSE APPLICATION

' VIL If the disclosing entity is ¢ corporation, list name, address and telephone number of the President, ﬁ
NAME ’ '

ADDRESS ’ TELEPHONE NUMBER
] - ) 002 Thomas ) Fyoagj [ ~Lj&2 - S70..
' l/(‘:ij -briﬂ U{_U} ’8('0 nh;ﬂ.’i delping l A 2% 2V5-482- 5 L’
- N 3 T ¥ -
VIIL. Are anp owners of the disclosing entity also owners of other licensed health care Jacilities? & YES D NO
(Proprietorship, Partnership or Board Member). If yes, list names, addresses of individuals anq Facility provider numbers,
L NAME ADDRESS PROVIDER NI

|
sy M Wivre 1704 V. fhrlc = 310
L ‘ Wming,

~
of ownership or control within the last pear? B YES :& NO

) Women's
N DE (T80 | Cenbr, Zioc
- hew Orlenrns,

Lic+# 3

IX. Has there been a change
If yes, give date.

X. PROGRAM OPERA TIONAL INFORMATION-

- I:I’ AOA)  mowsos OPERA Tfonfg Am - 5‘,%\
YES ;ﬂwo N

(TTESTATION: T understand that if the agency license is granted, it is granted Jor one year and shaly become void upon change of
wnership. Itis my responsibility to notify the Department of Health and Hospitals, Bureay of Health Services Financing, Health Standards

ection in writing of any changes in the information provided in this application. T certify that the information herein is true, correcy and
4pportable by documentation 1o the best of my knowiedge. Documentation of the information above is available upon request by the

'epartment of Health and Hospitals.

Betu Harrell - i W eS

\UTHORIZED|REPRESENTATIVE NAME /TYPED OR PRINTED)

LMLy il |og

AUTHORIZED REPRESENTATIVE SIGNATURE DATE

DAYS OF OPERATION

s this a change since last application ?

Dbaée SCr\d Culrrernt [ips 4. Heo |+ Thspe chion !?epa-—?t,

4B-01 (7/03)



107457 10 11153 FHUN-DELTA G1In1c £24-924-4465 T-893 P@2/005 F-291

—_—
LOUISIANA
SIS EAMA

STATE OF LOUISIANA =v=
DEPARTMENT OF HEALTH AND HOSPITALS ===

Department of
FIEALTH and

ABORTION FACILITIES HOSPITALS
LICENSE APPLICATION
_wmur NV REMEWAL  OTHER Gpedty
LICENSE NUMBER h—j EXPIRATION DATE &, / Fi f 077

TOTAL FEE AMOWINCLUDEDQ (»O&)'f @MUNET ORDER # 57(0 ’ -
ﬂ ' check if any ; ange has: rrefl gioce last lication - T TE ID#ABDDU CQ
ey e e DB TR, oF Pt B P42
GEOGRAPHICAL ADDRESSJQL—D CXD‘OI’HC‘Q' )ri VE S{’?
CITY /STATE /ZIP T%Q‘t‘t)h ?\Q(_LQ? LA "0 8 0 (9
reLepuong vumser (229 D23~ 33 25 5; ‘;Q, FAX NUMBER €25 ng = LM(QS

II. MAILING ADDRESS (1F DIFF, Ok ABOVE)
CITY / STATE / 2IF %YLQ_

[l ADMINISTRATOR MEDICAL DIRECTOR:
STERED NURSE: PHYSICIAN ASSISTANT: LPN:
V. TYPE OF OWNERSHIP:
NON- PROFIT FOR - PROFIT
(] INDIVIDUAL /SOLE PROPRIETOR L iNbrvipuar/soLE proPRIETOR
[ ] corrorazron CORPORATION
(] rarTNERSHIP : (1 parrvERSHIP
(7 RELIGIOUS AFFILIATION : {7 crour pracTicE
] UNINCORPORATED ASSOCIATION : - AL OTHER (Specify
JoTHER (Specifyy: 3

7. ENTITY/CORPORATION Nmﬁ) HJ lirue, ot uﬂ» 107 F\Q—LO)@ | L hﬂ
{AILING ADDRESS (IF DIFFERENT) SCU'VLQ_ (1)) @&)G}JU-Q_,

TTY/STATE / ZIP

ELEPHONE NUMBER ( ) FAX NUMBER ( }

L List name, address, and Telephone numbers for persons or group of persons, or the employer identificution number (EYN) for organizations having direst or
direct ownership or 8 controliing interest ( z 5%) of the corporats stoek or partnership interest or any persosi or business antity which has a direct business
terest, including, buf not Lnited to, 3 wholly awned subsidiary, the details of any conversion rights which may cxist for the benefit of sny party and whether

ch steck, parinersbip Interest, or ownership being held by the disclosed person or business entity s, in fact, owned by another person or business entity

T7TA CH ADDITIONAL SHEETS IF ADD!TJONAL SPACE IS NEEDED),

OWNER NAME ,.‘..QDD RB'SS

fmsu Nur:a 1704 1T B e 2300 WJJTE?%E
U.!mﬂaﬁm D9800

OF. FICE OF MANAGEMENT AND FINANCE ¢ BUREAD OF WEALTH m VICES FINANCING ® HEALTH STANDARDS SECTION

500 IAUREL STREET - SUITE 100 (70801-1811)® P.0, BUOX 3767 ® BATON ROUGE, LOUISIANA 70621-3767
NECAMIT - AROR PIN61249 0138 8 BAY (37813405292




4v 4w 2w La.o0 LW pELld LAl L4924 =444 T-U494  PUEZ/B5 F-291

ITATE OF LOUISIANG BUREAL OF HBALTH SERVICES FINANCING
IEFARTMENT OF HEALTI AND HOSPITALY ' HEALTH STANUARDS SECTION

ABORTION FACILITIES LICENSE APPLICATION

L VII. If the disclosing ennly is a corporaiion, list name, address and telephone number of the President 7
f 5 NAME ! ‘ ‘ ADDRESS 5 TELEPHONE NUMBER
e - & =
Vin SO Thomad Mt FooG IRy~ ZA L[

b addieha, '
VIIL. Are any owners of the diselosing entity also awngn! 9 Q:er nsed Mn‘}b cagja‘cﬁm!asa ' YES {Ivo

(Proprigtarsiip, Partnership or Board Member). If pes, list names, addresses of individuals and Facility provider nusmbers,

[ NAME ADDRESS PROVIDER NUMBER

orso L Myre ol Ny Drive. 2310 i pmenls Heodlh
v LWilminotn, Ve 148D Care. Cond
< New Orlean,

IX. Has there been o change of ownership or control within the last pear? B YES MNO L‘}C_, .ﬂ' ’z)
If yes, give date.

X. PROGRAM OPERATIONAL INFORMATION:

DAYS OF orﬁmmnfm_i ) - F?"IC[OJ\A HOURS OF OPERATION q 6D An — 5.' N P)\A

s this a change since last upplication ? @ YES )

i

{ IYHMHON: 1 understand that if the agency license is granted, it is grarned for one year and shall become void upon change of
wm\zrshg’p. Itis my responsibility w notify the Department of Health and Rospitais, Bureau of Health Services Financing, Health Standards
ection in writing of any changes in the information provided in this application. I certify tha the information herein is true , correct and

upportable by documentarion to the best of my knowledge. Documentation of the information above is available upon request by the
lepartment of Heaith and Hospitals. )

Berto Horrea - MyIS

\UTHORIZED REPRESENTATIVE NAME (TYPED OR PRINTED)

AUTHORI REPRESENTATIVE SIGNATURE DATE

AB-0I (7/03)



1d-15-"1@ 11.39 FROM-Delta Clinic 225-924-4465 T-052 PO@4/005 F-291

B
LOUISIANA
—_—— AL

5 i ———
STATE OF LOUISIANA =7=—

DEPARTMENT OF HEALTH AND HOSPITALS ==

T ——— e
Department of

ABORTION FACILITIES HOSPITALS
) LICENSE APPLICA TION
—IvrriAL ¢ RENEWAL ___ OTHER (Specify)

LICENSE NUMBER D7 EXPIRATION DATE 8 306
- s 2207
TOTAL FEE AMOUNT INCLUDED MONEY ORDER % A/ F-K Dx

it e v DOE IS Paten i STATE IO ABIO0 42
GEOGRAPHICAL ADDM{%@ éé/ﬁf?/dy @/’ e (%17—%‘

CITY / STATE 7 ZIP /ﬁ/dﬁ%7‘ém.% (LA FDEDLo ) :

TELEPHONE NUMBERm 4% = Lgﬂlf@—-' FAX NUMBER%— @%'%f

. MAILING ADDRESS (ir pirF FROM ABOVE)

CITY / STATE / ZIp £ .
& Ny s SNCINY .o DY - i s Va3
L Anmmsrmr@y?jjw.& O COan___ MEDICAL DIREGERIR
LGISTERED NURSE: PHYSICIAN ASSISTANT: LPN:
* "YPE OF OWNERSHIP: : _
NON- PROFTT - | FOR - PROFIT

A morvDuAL/SOoLE PROPRIETOR

L mowviuaLssore rrorriETOR
4 corrorarion

CORPORATION
J parTNERSHIP {1 parTnERSHDP
1 RELIGIOUS AFFILLATION 3 L4 Group rracricE
1 unincorrorATED AssOCIATION {1 OTHER (specify) o
20THER (Specipy- o

> ) i i i
. ENTITY/CORFORATION NAME ZL’;{ i mnté, A ﬁm /ﬁ':.’?déﬁffx LA
UILING ADDRESS (IF DIFFERENT) !&JM /24 ‘%ﬁ/ g J

Y/ STATE / Zir

LEPHONE NUMEER (. FAX NUMBER ()

——

» List name, address, and Telephone nombers for pessans or group of persony, or the employer identtfication number (EIN) for organizations bnving direct or
irect owniership or a controlling luterest (2 5%) of the corporate stock or parinership interest or any person or business entity which has » direct boginess
rext, imcinding, but nat Yimited to, 2 wholly owned subsidinry, the detalls of aay conversion rights which may exist for the bencfit of any party and whether

1 stock, partnershlp imterest, or ownership being held by the disclosed person or business entity is, in fact, owned by austher person or business entity
TACH ADDITIONAL SHEETS IF ADDITIONAL SPACE IS NEEDED),

T B IR D g
i / L lnmaton. De [4F7¢

EEL o i e e Yl AFANTASIDASTAPY 4 Ay At aroe . l!l'rh\zjr NI FTTS 47 VY SETPNIFATIE BAVAE 4 AT frm - LFE T O A R 2 B T AT




10-13-'1@ 11.39 FROM-Delta Clinic 225-924-4465 T-092 POES/005 F-291

DEPARTMENT OF MEALTH AND HOSPITALS : HEALTH STANDARDS SECHION

ABORTION FACILITIES LICENSE APPLICATION

VIL. If the disclosing entity Is a corporation, list name, address and telephone number of the President, _‘

. e SO i - ADDRESS __ i TELEPHONE NUMEBER
Leroy 7 Qﬂnﬂ/&}/ 08 _lhomas L Repd 251 972 - 394,17
VI ,4:::3;}' owners of the disclosing emayalloj ﬁféwﬁ% f:dﬁh’eallﬁ;m fncﬂ'mfé mﬁs LIvo

(Proprietorship, Pavinership or Board Member). 1f yes, list names, addvesses of individuals and Fagiliry provider numbers.

P NAME ADDRESS PJ?OVLDER NUMBER

Fﬁﬂiq_ﬂﬂyﬂ& | /FOH- /f/f;’?&fﬁ 'Qﬁm, 430 | Ly
L lmingf2n, De /75706 (e
= {7 yes X’jmo )%JC’&/Z{M; A

IX. Has there been a change of ownership or conrol within the last year?
If yes, give date. ’

X PROGRAM OPERA ﬂiSNAL INFORMATION:

pavs or orerarion L4000 1/ - 71%574’«’(4 HOURS OF OPERATION ?'M A ”de’ﬂ 'ﬁ/ﬁ{_

Uil S seee lensilindast L pme Ovo

Yepartment of Heaith and Hospitals.
Sl Do Chchen
q RIZED REPRESENTATIVE NAME (TYPED OR PRINTED)

_ ,gé/ﬂ; [‘/EMW %7?'/& o

RIZED REPRESENTATIVE SIGNATURE /  DATE

D]CO&& SCr\d Curvent Fipe + Health Lhspe ction I?ep;o}+.

5-AB-07 (7/93)
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STATE OF LOUISIANA
DEPARTMENT OF HEALTH AND HOSPITALS

ABORTION

HEALTH and
HOSPITALS
2T IlALS

FACILITIES

LICENSE APPLICATION

‘ _INITIAL AENEH’AL OTHER (Specify) ‘
‘ LICENSE NUMBER ®1 EXPIRATION DATE S - 3 l‘* 0] 5 !

v —
[ TOTAL FEE AMOUNT IncLupED w00 - ©O

CHECK ' MONEY

3280 |

ORDER #

L FaciLry sy name_Peltee Clinic

check if any change has oceurred since last application

o Roten

|

150
STATE ID# &8000

o4

156

GEOGRAPHICAL ADDRESS

3
Cf-‘OhICL\ Dvive Su,FeB

CUpé, [ he .

CITY/STATE / ZIP

B&Jﬂ’n Rouc}e! LA 70306

TELEPHONE NumBER (229 (123 -324a

Qa4.44¢ 6

%
FAX NUMBER (% 5,)

U. MAHILING ADDRESS (IF DIFFERENT FROM ABO VE)

CITY/STATE / ZIP

A Cochrd n

DMINISTRATOR
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Alan Levine
SECRETARY

Bobby Jindal

GOVERNOR

State of Louisiana
Department of Health and Hospitals
Bureau of Health Services Financing

February 1, 2010
Certified Mail Return Receipt Requested # 7007 2680 0000 8113 6342

Sylvia Cochran, Administrator
Delta Clinic Of Baton Rouge, Inc
756 Colonial Drive

Baton Rouge, LA 70806

Re: Survey 12/07/2009 Plan of Correction

Dear Ms. Cochran:

This letter acknowledges receipt of your facility's plan of correction for deficiencies cited
during the licensing survey of December 7, 2009. The Plan of Correction (PoC)
submitted by your facility is not acceptable and will require the following revisions
before it can be considered acceptable by this Department:

Tag S4405 -The PoC for items #1 and #2 indicates that the facility will collect data at
different intervals during the year, but corrective action will only be addressed annually
when submitted to the governing body. Additionally, item # 1 has an effective date of
12/12/09, but the completion date listed is 12/08/09.

Tag S4409 & S4411 - The PoC for these tags indicates that the office manager will be
responsible for implementing the PoC for a period of one year. How will the facility
ensure that the PoC continues to be followed and ensure that compliance is sustained?

Tag S4415 - The PoC for item #1 indicates that "Delta Clinic acknowledges that
information concerning its patient records managed to reach the Public by way of the
Louisiana Department of Health and Hospitals." This is an incorrect statement. The
Louisiana Department of Health and Hospitals did not release or make public any

Delta Clinic's patient records in any manner. Please delete this statement from the
PoC.

500 Laurel St * Suite 100 (70801-1811) = P.O. Box 3767 « Baton Rouge, Louisiana 70821-3767
Phone #: 225/342-0138 » Fax #: 225/342-5292 « WWW.DHH.LA.GOV
“An Equal Opportunity Emplover”



Page 2
Sylvia Cochran
February 1, 2010

Tag S4419 - The PoC for item #2 indicates that the facility will mix a solution of
Cavacide and water. However, it is not clear that the solution mixture is compliant with
the manufacturer's suggested guidelines. Please submit a copy of the manufacturer's
guidelines and documentation that the solution mixture to be used is compliant with the
requirements.

Tag S4421 - The PoC for item #3 indicates that the physician's standing orders are
dated and signed by the physicians as being approved, but the PoC does not address
how the facility will ensure the physician's standing orders will be timed, dated and
signed by the physician and made specific for each patient and entered into each
patient's chart. An approval as to whether or not the physician’s standing orders
submitted with this PoC were acceptable was not made. This tag was cited for the
facility’s failure to ensure that the physician's standing orders were timed, dated, and
signed by the physician.

Please address the above mentioned item(s) by placing the amended plan of correction
on the enclosed original statement of deficiency report form. Should you need
additional space, you may use additional blank pages referencing each Tag number
followed by the revised plan of correction. The original deficiency report form and
the amended plan of correction must be returned to this office no later than 24
hours after receipt. Please advise this office if you will not be able to meet this
deadline. | have also enclosed the "5 components" for an acceptable Plan of
Correction which must be included in the revised plan of correction.

If you have any questions, please contact me at 225-342-6096.

Sincerely,

Dora Kane, R.N.
Non-Long Term Care Supervisor

Enclosure



Bruce D. Greenstein

Bobby Jindal
P, SECRETARY

GOVERNOR

State of Louisiana

Department of Health and Hospitals
Bureau of Health Services Financing

IMPORTANT NOTICE- PLEASE READ CAREFULLY

DATE: 02/08/2011

TO: ADMINISTRATOR Delta Clinic Of Baton Rouge, Inc
FROM: HEALTH STANDARDS SECTION

RE: ANNUAL LICENSING SURVEY RESULTS

On February 3, 2011, a survey was conducted at your facility by the Department of Health and Hospitals,
Health Standards Section, to determine if your facility was in compliance with licensing standards
established by the State of Louisiana. This survey found deficiencies in your facility whereby corrections
are required to assure compliance with licensing standards.

Enclosed for your completion and prompt response is the STATE FORM (STATEMENT OF
DEFICIENCIES AND PLAN OF CORRECTION (PoC)). A PoC for the deficiencies must be submitted
within 10 working days after your receipt of the STATE FORM. In the column "Completion Date." enter
a projected date of correction. An explicit date must be shown. This date may not exceed 60 days from
the completion of the survey. Please refer to the enclosed memorandum, Required Components for
the Plan of Correction, for guidance in developing your PoC. Failure to submit an acceptable PoC by
the date indicated below may result in the imposition of specified remedies. The STATE FORM must be
signed and dated by the administrator or other authorized official as indicated. The SIGNIFICANT
FINDINGS form, if enclosed, does not require a PoC, but the facility is expected to sign, date, and return
the form.

You have one opportunity to question citations of deficient practice through an Informal Dispute
Resolution process. To be given such an opportunity you must send Your written request, specifying
the deficient practice(s) that you are disputing and why you are questioning these, to: DHH/Health
Standards Section, Attention IDR Program Manager, P.O. Box 3767, Baton Rouge, LA 70821-3767.
The request must be made within 10 days of receipt of vour STATE FORM. Again, this is an informal
dispute resolution and it is not necessary for your attorney to be present, however, if you wish for your
attorney to be included in the informal dispute resolution, please advise this office. Please refer to the
enclosed memorandum, Informal Dispute Resolution Process, for further information.

Please provide this PoC by February 21, 2011. Mail the completed original and properly signed/dated
PoC to: Health Standards Section, Attention Program Manager, P.O. Box 3767, Baton Rouge,
Louisiana 70821-3767.

500 Laurel St * Suite 100 (70801-1811) » P.O. Box 3767 * Baton Rouge, Louisiana 70821-3767
Phone #: 225/342-0138 » Fax #: 225/342-5292 « WWW.DHH.IA.GOV
“An Equal Opportunity Employer”
HSS - PLO1-revised 01/08)



Bruce D. Greenstein
SECRISTARY

Bobby Jindal
GOVERNOR

Department of Health and Hospitals
Bureau of Health Services Financing

02/22/2011

Ms. Sylvia A. Cochran, Administrator
Delta Clinic Of Baton Rouge, Inc
756 Colonial Drive

Baton Rouge, LA 70806

Dear Ms. Cochran:

This letter acknowledges receipt of your facility's plan of correction for deficiencies cited
during the licensing survey of February 3, 2011. The plan of correction submitted by
your facility is not acceptable and will require the following revisions before it can be
considered acceptable by this Department:

1. Tags S4405 and S4415: The plan of correction must specify that prior to an abortion
procedure being performed the M.D. shall ensure that proper consents and reporting
requirments have been met.

Please address the above mentioned item(s) by placing the amended plan of correction
on a seperate sheet of paper. Please identify the tag numbers for each revision made
to the revised Plan of Correction. Please fax the revisions no later than 24 hours after
receipt to 225-342-0157. If you have any questions, please contact me at
225-342-2205.

Sincerely,

Christopher Vincent, RN, BSN
Medical Certification Program Manager
Abortion Facilities, ASCs, and Hospitals

500 Laurel St * Suite 100 (70801-1811) « P.O. Box 3767 « Baton Rouge, Louisiana 70821-3767
Phone #: 225/342-0138 » Fax #: 225/342-5292 « WWW.DHH.LA.GOV
“An Equal Opportunity Employer”



Alan Levine

Hubby Jindal SECRETARY
GOVERNOR x
State of Louigiana
Department of Health and Hospitals
Bureau of Health Services Fmancing
January 20, 2010

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
#7007 2680 0000 8114 3043
Attn: Ms. Sylvia A. Cochran
Delta Clinic of Baton Rouge, Inc.
756 Colonial Drive
Baton Rouge, LA 70806
RE: Delta Clinic Of Baton Rouge, Inc
ID:N/A Medicaid ID:N/A State ID: BO0004642

Dear Ms. Cochran:

On 12/07/2009, a licensure Survey and a survey on complaint #9AB28180 were
conducted at the above referenced facility. At that time it was determined that the
facility was out of compliance with the federal and/or State rules for hospitals
Specifically, the facility had deficient practices, including Immediate Jeopardy, in the

St-S-4400- - Personnel
St- 8 -4419 - - Infection Control
St-B- 459 < Pharmaceutical Services

This office has determined that your facility’s failure to comply with these rules constitutes
separate Class “B” violations pursuant to a final rule published by this Department in July of
2000, in that the above referenced facility's actions or inactions created the substantial
probability that serious harm or death would result to a patient(s) if the situation was not
corrected. As a result of these infractions, we are assessing this facility a Civil Fine of
$1,400.00 for the violations under Tag S-4409, a Civil Fine of $800.00 for the violations
under Tag S-4419, and a Civil Fine of $800.00 for the violations under Tag S-4421, for
these Class "B" violations, as referenced in this letter.

Therefore, the total amount of the Civil Fines assessed against this facility for these
separate Class “B” violations, as referenced in this letter, is $3,000.00.

Further details of these violations are included in the 12/07/2009 survey statement of
deficiencies, "State Form" (Previously received by this facility) which are
500 Laurel 5t * Suite 100 (70801-1811) » P.O. Box 3767 » Baton Rouge, Lousiana 70821-3767
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incorporated by reference herein.

You may request an Informal Reconsideration of this decision to impose a civil fine.
The request for Informal Reconsideration must be in writing and must be forwarded to

the following address:

IDR Program Manager

BHSF, Health Standards Section
P. O. Box 3767

Baton Rouge, LA 70821-3767

Your request for Informal Reconsideration must be received by this office within ten
(10) days from receipt of this notice letter and must include any documentation that you
think demonstrates this determination was made in error. If a timely request for the
Informal Reconsideration is received by this office, an Informal Reconsideration will be
scheduled and you will be notified of the time and place. The reconsideration decision
shall be based upon all documentation and oral testimony furnished by the provider to
the department at the time of the Informal Reconsideration.

You also have the right to an Administrative Appeal regarding this decision. If you
desire to appeal the proposed civil fine, you must file a written request within thirty (30)
days after receipt of this notice letter. Your request for an Administrative Appeal must
be forwarded to the following:

Department of Health and Hospitals
Bureau of Appeals

Post Office Box 4183

Baton Rouge, LA 70821-4183

The Bureau of Appeals will require a party requesting an appeal to (1) post an appeal
bond with the Bureau of Appeals as provided in La. R.S. 40:2199(D), or (2) file a
devolutive appeal wherein the facility pays the civil fine pending the outcome of the
appeal.

The Department’s decision to impose the civil fine becomes final and no administrative
or judicial relief may be obtained if you fail to timely request an Informal
Reconsideration and/or Administrative Appeal.

Please note that the request for an Informal Reconsideration does not constitute a
request for an Administrative Appeal, nor does it extend the time limit for requesting an
Administrative Appeal.

Also, please note that if you do not request an Administrative Reconsideration or an
Administrative Appeal, this letter constitutes notice of this Department's final decision to
impese a sanction. Once the delays for filing for an Administrative Reconsideration
and/or Administrative Appeal have run, the decision to impose this Civil Fine becomes
final and you must remit your payment within ten (10) days to:



La. Department of Health and Hospitals
ATTN: James Taylor, Sanction Desk
Post Office Box 3767

Baton Rouge, LA 70821-3767

Upon remittance, clearly indicate that the check is for payment of a civil monetary
penalty.

If you have any questions regarding this letter, please contact James H. Taylor, Il at
(225) 342-5457 .

Sincerely,
BHSF HealthStandards Section

BY. 5@ K.a,éq_. 2

Erin Rabalais, RN
Section Chief

ERWVHT

cc: File Copy
Hospital Program Desk
Ivory Trent, Bureau of Appeals
Mike Chapman, Financial Management



Bobby Jindal

GOVEDRNOR

Bruce D. Greenstein
SLCRITTARY

State of Louisiana

Department of Health and Hospitals

Bureau of Health Services Financing

February 25 2011
CERTIFIED MAIL

RETURN RECEIPT REQUESTED
# 7007 2680 0000 8269 1413

Delta Clinic of Baton Rouge, Inc

Attn: Ms. Sylvia A. Cochran, Administrator
758 Colonial Drive

Baton Rouge, LA 70806

RE. Delta Clinic of Baton Rouge. Inc
Event ID: MFEU11 D N/A Medicaid 1D N/A
Dear Ms. Cochran:

State ID. BO0004642

On 02/03/2011. a health survey was conducted at the above referenced facility. At that time it

was determined that the facility was out of compliance with the federal and/or state rules for
Abortion Clinics. Specifically, the facility had deficient practices in the following areas:

St- S -4405 - - Governing Body
St- S -4415 - - Patient Records And Reports

UNTE

This office has determined that your facility's failure to comply with these rules constitutes
separate Class "C" violations pursuant to a final rule published by this Department in July of

2000, in that the above referenced facility’s actions or inactions created a potential for harm by s
directly threatening the health, safety, rights or welfare of a patient(s). As a result of these
infractions, we are assessing this facility a Civil Fine of $1,000.00 for the violations

under Tag S-4405 and a Civil Fine of $1,000.00 for the violations under Tag S-4415, as
referenced in this letter.

Therefore, the total amount of the Civil Fines assessed against this facility for these
seperate Class "C" violations, as referenced in this letter, is $2,000.00.

Further details of these violations are included in the 02/03/2011 survey statement of 1
deficiencies, Form CMS-2567 (previously received by this facility) which are incorporated by
reference herein

You may request an Informal Reconsideration of this decision to impose a civil fine. The
request for Informal Reconsideration must be in writing and must be forwarded to the following
address

500 Laurel St * Suite 100 (70801-1811) * P.O. Box 3767 * Baton Rouge, Louisiana 70821-3767
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IDR Program Manager

BHSF, Health Standards Section
P O Box 3767

Baton Rouge, LA 70821-3767

Your request for Informal Reconsideration must be received by this office within ten (10) days
from receipt of this notice letter and must include any documentation that you think
demonstrates this determination was made in error. If a timely request for the Informal
Reconsideration is received by this office, an Informal Reconsideration will be scheduled and
vou will be notified of the time and place. The reconsideration decision shall be based upon all
documentation and oral testimony furnished by the provider to the department at the time of the
Informal Reconsideration

You also have the right to an Administrative Appeal regarding this decision. If you desire to
appeal the proposed cwil fine, you must file a written request within thirty (30) days after receipt
of this notice letter. Your request for an Administrative Appeal must be forwarded to the

following:

Division of Administrative Law
HH Section

Post Office Box 4189

Baton Rouge. LA 70821-4189

You may choose to waive or forego the right to an Administrative Reconsideration and proceed
directly to an Administrative Appeal. If you choose this option. you must file a written request
for an Administrative Appeal within thirty (30) days after receipt of this notice letter. Your
request for an Administrative Appeal must be forwarded to the Division of Administrative Law,
at the address cited in the paragraph above

The Division of Administrative Law will require a party requesting an appeal to (1) post an
appeal bond with the HH Section as provided in La. R.S 40:2199(D), or (2) file a devolutive
appeal wherein the facility pays the civil fine pending the outcome of the appeal

Please note that the request for an Informal Reconsideration does not constitute a request for
an Administrative Appeal. nor does it extend the time limit for requesting an Administrative
Appeal

Also. please note that if you do not request an Administrative Reconsideration or an
Administrative Appeal, this letter constitutes notice of this Department's final decision to impose
a sanction. Once the delays for filing for an Administrative Reconsideration and/or
Administrative Appeal have run, the decision to impose this Civil Fine becomes final and you
must remit your payment within ten (10) days to:

La. Department of Health and Hospitals
ATTN: James Taylor, Sanction Desk
Post Office Box 3767

Baton Rouge, LA 70821-3767

Upon remittance, clearly indicate that the check is for payment of a civil monetary
penalty.



File Copy
Abortion Clinic Program Desk
Mike Chapman Financial Management

ng this letter. please contact James H. Taylor, Ili at
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Sincerely,
<

ISF Health Standards Seciion
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Erin Rabalais, RN
Section Chief
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