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The following violations are issued as a result of
the licensure comphanoe Inspectnon oompleted in
02/23!12

OAC. 3701-83-10 (B) Safety & Sanitation -

The HGF shall be maintained in a safe and
sanitary manner,

This Rule is not met as evidenced by:

Based on facility observation and staff interview
and verification, the facility was not maintained in
a safe and sanitary manner.’ The facility provided
services for 1853 patients in the calendar year
2011.

Findings included:

On 02/23/12 between 12:45 P.M. and 2:50 P.M.
tour of the facilly was completed with StaffA, B
and C. Observation of the facility reveaied the
following items with regards to patient safety and
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sanitation. !
{
i A
- 1. The carpet in the patient waiting area was wan (¢ 1 \ ’
' noted to be soiled and stained.  wnithem o
[

; 2. The walls behind patient chairs were noted to
- have a shiny, greasy appearance. Staff present
| on tour verified visitors and patients lean their

]' heads against the wal| while in the waiting room.
; 3. Surfaces in the operati
be dusty with white resid
residue was noted on th
respiratory supply cart,
operating room table a
monitoring equipment,

ng room were noted to
ue. The dusty white

e drawers of the

on the light above the

nd on the tops of

4. A cupboard door in the operating room was
observed to be taped in place with bandage tape
' as the hinge on the door was broken.

S. Privacy curtains in the
i noted to have dried, dark
| marks.

recovery room were
colored stains and spill

| 6. Three large red biohazard barrels

f approximately 32 gallons in size were stored in
| the recovery area. Staff B verified the barrels

| were filled quickly on busy surgical days and

| maintained in the area for convenience.

} Interview of Staff A revealed a contractor had

’ been secured to paint the waiting room wall in the
| very near future. In addition privacy curtains were
‘ ners. Staff B removed the

 to be taken to the clea
' red biohazard barrels from the recovery room.
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, procedures for the storage and use of medical

| gases in accordance with the requirement of the
| national fire protection association (NFPA) 99

| This Rule is not met as evidenced by:

| Based on facility observation and staff interview
; and verification, the facility failed to follow

| policies and procedures for the storage and use
of medical gases in accordance with the

, requirement of the national fire protection
association (NFPA)99. The facility provided
services for 1853 patients in the calendar year
2011,

Findings included:

On 02/23/12 between 12:45 P.M. and 2:50 P.M.
tour of the facility was Completed with Staff A, B
and C. During tour of the operating room,
storage of the medical gases used by the facility
was noted.

Eleven E-sized cylinders of oxygen were noted in
a small closet like storage area. The cylinders
Wwere secured in a holder. Staff Bwas
interviewed regarding the storage of full and
empty cylinders. Staff B had to bend and lean
closely to the cylinder gauges to determine which
oxygen cylinders were empty. Empty oxygen
cylinders were intermingled in the holder with ful|
! oxygen cylinders.

 Observation of the outside of the storage area
' revealed there was no signage noted to indicate
! the storage of oxygen in the area.
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Akron Women’s Medical Group

Original Date: ‘

March 17, 2012

Revised Date:

Page Number:
1

Policy Number:

MISC

Subject:

FACILITY CARPET CLEANING

POLICY

As of March 2012 it shall be the policy of the Akron Women’s Medical clean the carpets in the facility
semi-annually and as necessary

Objectives: (1) To keep the carpets in the facility clean and free from stains and debris

PROCEDURE

A. The front desk person shall call a carpet cleaning company in March and September of each
year to have the carpets cleaned in the facility. Also, if there are any stains or spills that require
cleaning the Carpet company shall be called to come out for additional services to keep the

facility clean.



INVOICE
ANDRE WILLIAMS
MARCH 1, 2012
330-328-0662

Bill To: Akron Women Medical Group
692 East Market St
Akron, Ohio 44304

Carpet Cleaning/Floor Waxing

Total Amt. Due.....$650.00



DANKO'S DECORATING

13113 BANGOR AVE
GARFIELD HTS., OH. 44125
(216) 581-9647

BILL TO

CLEVELAND SURGI-CENTER, INC
4269 Pearl Rd.

Cleveland, Oh. 44109
(216) 295-3330

Attn: Carol Westfall
JOB SITE
Akron Clinic
Akron, OH

WORK DESCRIPTION
-prep & paint the stairways dark blue color
~touch up walls in waiting room
-fill in crack in front office area
-install lock on cabinet
-apply window film to front door
-fix cabinet door in OR
-install 45 ft. on chair railing to waiting room
-prep & paint to match wall

" TOTAL MATERIALS AND LABOR $880.00

*ANY QUESTIONS PLEASE CALL ME
(216) 701-1127

Mark Danko 3-14-2012 /,
N
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Kenny Eberly
721 Allyn Street
Akron, OH 44311

330-329-1292

Invoice for 692 East Market Street

Install door Closures on 5 doors
Fix broken light fixture in biohazard room
Install light bulbs throughout the clinic
Fix front door latch

Change broken door handle in recovery room

Total material and labor $500.00



Akron Women’s Medical Group

Original Date: Revised Date: Page Number:
March 17, 2012 1
Policy Number: Subject:

RECOVERY ROOM CURTAIN CLEANING

MISC

POLICY

As of March 2012 it shall be the policy of the Akron Women’s Medical to clean the curtains in the
Recovery room semi-annually and as necessary.

Objectives: (1) To keep the curtains in the facility clean and free from stains and debris.

PROCEDURE

A. The nursing staff shall call the drapery cleaning company in March and September of each year
to have the drapes cleaned in the facility. Also, if there are any stains or spills that require
cleaning the cleaning company shall come out for additional services to keep the facility
Recovery Room curtains clean.




LISA ROUDEBUSH

3/10/2012

REMOVE AND CLEAN AND RE-HANG CURTAINS IN THE RECOVERY ROOM

AMOUNT DUE $120.00



AKkron Women’s Medical Group

Original Date: Revised Date: Page Number:
March 17, 2012 1
Policy Number: Subject:

MISC BIOHAZARD BARRELS IN RECOVERY ROOM

POLICY

As of March 2012 it shall be the policy of the Akron Women’s Medical to keep only one barrel in the
Recovery Room.

Objectives: (1) To keep the cleanliness in the facility clean and free from biohazard waste.

PROCEDURE

A. The nursing staff shall keep only one BIOHAZARD barrel in the recovery room and also one
non-bichazard trash can. The trash shall be separated and all Biohazard trash shall be kept in
the RED trash can marked biohazard. In case of the can getting filled before the end of clinic,
the employee shall put on the necessary personal protective equipment and remove Biohazard
trash and put in the Biohazard room tapped up in the boxes provided by Stericycle.

W,
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https://www.safetysign.com/order-invoice.phpPorderno=85457963907

Thank You For Your Order, We appreciate Your Business!

Safstysigicem ) Order Invoice | SS457963907

Phone: 800.274.6271 | Fax 800.279.6897 | P. O. Box 467 / 64 Qutwater Ln / Garfield, NJ 07026

PSR B N PR A 9

Print Reciept Close Window

Customer ID Order Date Shipping Method Status
brendarn721@gmail.com March 16, 2012 UPS Ground Processing
Shipping Address Billing Address Pay ment Method

Brenda Harless

Brenda Harless . .
Akron women's Medical Group

Payment Terms:  Creditcard

Akron women's Medical Group 692 East Market Sreet Card Type: Mastercard
692 East Market Sreet Akron. OH 44304 Card No.: TN
Akron, OH 44304 ’
on USA Card Expiration:  08/14
USA 3303287111
(330)328-7111 330-535-9925 Transaction: Approved
brendarn721@gmail.com brendarn721@gmail.com Amount Charged*: $25.78
ltem Image ltem # Description & Size Qty Price Total
7x10"
G5702-BB .055 Plastic 1 $6.75 $6.75
14 x 10"
H3843-BK .055 Plastic 1 $9.90 $9.90
Purchase Order Number Tag/Job Name
Subtotal: $16.65
Shipping Charge: $9.13
Sales Tax: $0.00
Invoice Total: $25.78
Production Time Table . LR
Order Processing: Up to 24 Hours . i X
Ships From Warehouse: Stock ltems ship same or next day, while custom items ship in 3 SRR \
to 5 days, Unless Expedited Shipping Has Been Requested @‘{‘ \L
Please print and save this Receipt for your records ’
The transaction will appear on your bill/statement as "SafetySign.com" \ {
* Your credit card will be charged when your order ships. /\
Changes to your order may result in sales tax {when applicable) and / or shipping rate

adjustments.



Akron Women’s Medical Group

Original Date: Revised Date: Page Number:
March 2012 1
Policy Number: Subject:

MISC STORAGE OF OXYGEN TANKS

POLICY
As of March 2012 it shall be the policy of the Akron Women’s Medical to keep all full oxygen tanks in
the front rows of medical gas storage closet and all empty oxygen tanks in the back rows of the closet.

In order for it to be easier and safer for the employee to change out tanks when necessary.

Objectives: (1) To keep the clinic and employee safe from oxygen tank hazards.

PROCEDURE

1. All oxygen tanks coming into the building by the oxygen company have a seal over the
opening of the oxygen tank to indicate that the tank has not been used before. This seal shall
stay on the oxygen tank until the tank is removed from oxygen storage to use.

2. Once the seal is broken and put back into the oxygen room the tank is considered to be used

and ready to be returned to the oxygen company.

Full and empty oxygen tanks are NEVER to be on the same shelf in the oxygen storage unit.

4. There shall also be signage on the outside of the door stating that Oxygen is in the room and in

use at the facility.

The clinic shall follow NFPA 99 fire rules and regulations as noted below.

6. There shall be no open flames or smoking anywhere at this facility to insure that fire risk is
kept to a minimum.

NFPA 99 Rules see attached by ODH

(98]

Al



The storage requirements for this section have been completely revised as of
1996 for a variety of reasons. Previously, the requirements in Chapter 8 for
the storage of free standing cylinders and containers were referenced with
the same requirements in Chapter 4 for storage rooms for piped gas
systems. This is still the case for storage of cylinders and containers totaling
in excess of 3000 cubic feet. Section 8-3.1.11.2 was created for situations
where the total volume in storage is less than 3000 cubic feet. It should also
be noted that rooms storing liquid oxygen in any volume shall be required to
meet the additional ventilation requirements specified in Chapter 4 due to
the fact that these cylinders are constantly venting gas.

8-3.1.11.1 Storage for nonflammable gases greater than 3000 cubic feet
shall comply with 4-3.1.1.2 and 4-3.5.2.2

8-3.1.11.2 Storage for nonflammable gases less than 3000 cubic feet

(a) Storage locations shall be outdoors in an enclosure or within an
enclosed interior space of noncombustible or limited-combustible
construction, with doors (or gates outdoors) that can be secured
against unauthorized entry.

[Note: Interior doors of storage locations must be equipped with self-
closing devices and positive latching hardware to establish the required
separation. Door must have at least a % hour fire rating when transferring
of liquid oxygen occurs within the storage location. (Explanation added)]

(b) Oxidizing gases, such as oxygen and nitrous oxide, shall not be
stored with any flammable gas liquid or vapor.

(c) Oxidizing gases such as oxygen and nitrous oxide shall be separated
from combustibles or incompatible materials by either:

1. A minimum distance of 20 ft, or

2. A minimum distance of 5 ft if the entire storage location is
protected by an automatic sprinkler system designed in
accordance with NFPA 13, Standard for the Installation of
Sprinkler Systems, or

3. An enclosed cabinet of noncombustible construction having a
minimum fire protection rating of one-half hour for cylinder
storage. An approved flammable liquid storage cabinet shall be
permitted to be used for cylinder storage.




(d)

(e)

()

(9)

(h)

(i)

6))

Liquefied gas container storage shall comply with 4-3.1.1.2(b)4.

4-3.1.1.2(b)4. Locations for supply systems of more than 3000 ft3
total capacity (connected and in storage) shall be vented to the
outside by a dedicated mechanical ventilation system or by natural
venting. If natural venting is used, the vent opening or openings
shall be a minimum of 72 square inches in totai free area.

Cylinder and container storage locations shall meet 4-3.1.1.2(a)11e
with respect to temperature limitations.

4-3.1.1.2(a)11e Where enclosures (interior or exterior) for supply
systems are located near sources of heat, such as furnaces,
incinerators, or boiler rooms, they shall be of construction that
protects cylinders from reaching temperatures exceeding 130°F
(54°C). Open electrical conductors and transformers shall not be
located in close proximity to enclosures. Such enclosures shall not be
located adjacent to storage tanks for flammable or combustible
liquids.

Electrical fixtures in storage locations shall meet 4-3.1.1.2(a) 11d.
4-3.1.1.2(a)11d Ordinary electrical wall fixtures in supply rooms

shall be installed in fixed locations not less than 5 ft (1.5 m) above
the floor to avoid physical damage.

Cylinder protection from mechanical shock shall meet 4-3.5.2.1(b)13.

4-3.5.2.1(b)13 Oxygen cylinders shall be protected from abnormal
mechanical shock, which is liable to damage the cylinder, valve, or
safety device. Such cylinders shall not be stored near elevators,
gangways, or in locations where heavy moving objects will strike
them or fall on them.

Cylinder or container restraint shall meet 4-3.5.2.1(b)27.

4-3.5.2.1(b)27 Freestanding cylinders shall be properly chained or
supported in a proper cylinder stand or cart.

Smoking, open flames, electric heating elements, and other sources
of ignition shall be prohibited within storage locations and within 20
ft of outside storage locations.

Cylinder valve protection caps shall meet 4-3.5.2.1(b)14.

S



4-3.5.2.1(b)14 Cylinder-valve protection caps, where provided,
shall be kept in place and be hand tightened, except when cylinders

are in use or connected for use.

8-3.1.11.3 Signs. A precautionary sign, readable from a distance of 5 ft,
shall be conspicuously displayed on each door or gate of the storage room or
enclosure. The sign shall include the following wording as a minimum:

CAUTION
OXIDIZING GAS (ES) STORED WITHIN
NO SMOKING

Note: Responses to questions are intended to assist providers in their efforts to
comply with the Life Safety Code in a general manner. Terms that are used
may not be well understood by readers who are unfamiliar with building and fire
safety codes. Consultation with qualified fire safety engineers or other qualified
professionals is advisable. Compliance with Life Safety Code requirements is
determined at the time of a survey.
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deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown to the left of each requirement on the survey report form).

AKRON WOMEN'S MEDICAL GROUP ? 692 EAST MARKET STREET
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Correction Correction Correction
Completed Completed Completed
IDPrefec ID Prefix ID Prefix
Reg.# Reg. # Reg.#
LsC Lsc ; LSC
Correction Correction Correction
Completed Completed Completed
IDPrefx ID Prefix ID Prefix
Reg.# : Reg. # Reg. #
tsc : Lsc LsC
Correction § Correction Correction
Completed | Completed Completed
D Prefix . IDPrefx DPrefx
Reg.#  Reg.# Reg. #
tkse : LSC - LSC

Revnewed By o Reviewed By Date | S|gn ure of Surveyo, - Date
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Reviewed By ..... . Reviewed By . Date: Signature of Surveyor: . Date:
CMS RO i ‘ ‘
Followup to Survey Completed on: P Check for any Uncorrected Deficiencies. Was a Summary of
2/23/2012 : Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO
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PATIENT TRANSFER AGREEMENT

This Pavient Transfer Agreement (“Agreement”) is hevedy entered into by and Setwesn Summs

Heaith System Hospitals ("SHSH") and Wormen's Mad Center of Akron ("FACILITY™),

RECITALS
"HEREAS, SHSH 15 2 ron-profit corporstion thst nperates hospiwls to provide access 1o patient
care for the residents of its service 2res; and

.

WHEREAS, FACILITY is an institution estsblished for the purpose of providing patient care for

the residents of 115 service area; and

WHEREAS, . FACTLITY and SHSH mutusily agree that any prior Patieat Transfer
Avreements/Transfer Apseemernts for the movement of patients hetween Akron City Hoepital and

FACILITY and/or Saint Thormas Medical Center and FACILITY and/or SHSH znd FACILITY

1= hereby terminated; and

WHEREAS, FACTLITY and SHSH have determined that it would be in the best interest of
patient care and it would promote the optimum vse 3f facilities 10 emer into a Patiem Transfer

Apresmert for the transfer of patients between the raspective institutions.

NOW, THEREFORE, in consideration of the mutug! covenarts snd sgreements herein contained,
and for other valuable consideration, the receipt and suificiency of which is hersby

acknowledged, FACILITY and SRSH agrec as follows:

Term and Termination:

This Aercemcmt shall commence on %_ZM 23 Zogl. 2006 and shalil
sontirn for 4 term of ane (1) vear therefrom, Unless terminated or etended in accordance with the
provi- ~ns set forth herem. Thereafter, this Agr ' ﬁy" automaticallv be rencwed for an additionsl

pericd of one (1) year yntess erther pafb o0 this Agreement in gocordance \uth ihis |
- To the extent that this Agreement is automatically renowed, ssch such renewal term shall be upon. !he
same ‘erms and conditinns of the immediate, precading renewa! rerm. This Apgreement may be
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054 945

rermisited by either party for any reason by wriften notice to the other party of ar least thirty (30) daye.
o upen mutual apreement evidenced in writmg. It 1e explicitly recognized that in the event of
termination of this Agreement by either party through any cf the occurrences outlined hereig, neither
psriy shall kave ary further chligation hereunder except for obligations secruing prior to the date of

‘eaninztion and for obligations, promises, or cavenants contained herein which are exuress!y made to
xtend beyond the tzrn of this Azreement.

2. Purpose of the Anreement:

. Each institution agrees to transfer te the other fnstitution and to receive from the other
insnition catents in need of ihe care provided by thew respective institutions.

Patient Transfor

\sa

The need for <ransfer of a patient from one institution (o the other ghal! be determined by
the proent's snending physician, The receiving institution agress w accept the patient as promatly a5
possitlz, provided that all conditions af elipbility for admission are met and hed space ‘g avajleble to
Accommodate that patient. Prior to moving the patient, the transferring instifution muys: réceive
confirmazion from the receiving institution that i1 can sccept the patient, V

4. Provision of Information to Eack Institution:

Each i=stitution shall provide the other instinution with the names or classifications of
perser: autharlzgd D oatiate, zonfirm and eccept the transfer of patients on behalf of the receiving
nstitution. The institutiong acree o provide each other wits information shout the vpe of ~ecources

dvaiizhiz to offer services and the types of vatients and health conditions that the receiving instivution
will sccept

(Kl

Patient Records and Persora] Effects:

Each of the institutions aprees to adopt forms for medical and adminietranve information
0 gecompany the patient from one isstitution to the other. The information shall includs, when
approp-ate, the following;

>

Patient’s name, address, hospital number, ape; and name, address and telephone
aumber of the next of kin.

Patienr's Advance Directives.

Patient's third garty billing nformation.

History ofthe injury or i!lness.

Condition at admissiom.

Vital signs including pre-hospital glasgow coma, during sty in the Emergency
Dcpartrnent, and the time of transfer.

[nitia} diagnostic impression.

Treatment provided to the patiect, including medications given and route of
administration.

Lsboratory and x-rey findings.

Fluids given, by type and volume.

Name, address, and phone number of physician refeming patient,

L Name of physician  recciving institution to whom datient is (5 be transferred.
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07695

Each insttution agrees to supplerent the above information us aecessarv for the
maintenance of the patient during transport snd treatment upon arrival at the eeceiving
mstitutier.  ln addition, =ach institution aprees to adept 8 forrn to inventory a patient's
personal cffects and veluables that shall accompany the patient dunmg fransfer. The
rezords descrived sbove shall be placed in the custody of the person in charge of the
transporting medium who shall sign 2 receipt for the medion] records and the pationt’s
valuebles and personal effects and in turn shal! obtri= a receipt from the recefving
institution when it receives the records and the patient's valuables and persona! effecrts.

T

Transfer Consent:

The rransfarring institution shall have the resporsibility for obtaiming the patients
censent ta the wansfer 1o the other institution prior to the transfar, if the patient is competent, If rhe
patient 1s not competent, the Uransferring institution shall chiain a family member's consent; if guch

sonsent i+ not pogaikle, the consent of the patient's physician shell be chtajned by the transferving
insttution.
.

7 Payment for Services:

Each institution shall be responsible for coliecting its own payment for services rendered
© the catient. No clause of this Agreement shafl be interpreted o avthorize either institution to 'ook to
the cther instititior to pav for services rendered to s patient transferred by virtue of this Agreemen,
zxcebt 23 set forth above and lo the extent that suck hahility would exist separate and spart from this
Agresmant

Nothing 1n this Agreement shall be zonstrued as an ofer or payment by one party to the
ciher ooty {or any aTitiate of the other party) of any remuneration for patient referrais, or for
facermiranding o ervanging for the purchase, lease or crder of any item of service for which payment
My o= nade in wholt or i part by Medicare or Medicaid. Any payments made by cither party 1o the
other is intended to represent the fair market valye of the supplies and/or servicer to be rendered by ths
respesiive party hereundes and are ot in any way related to or dependent upon refernt!s by and Setween
the parties. Furthermore it is the stated intent of Soth parties thit nothing contained in this Agreement ig
or shall bu construed to be an endorzetrent for any act of either party.

L3 Transporistion of Patient:

The transferring physician, in consultation with the receiving physician, shall have
resper s hility for arranging transperation of the patient to the other institution, including se-!_ecti‘on of the
mode © transporigiion and providing appropriate health care practitioners to accompany the patient, The
iecRiviry institution's responsibility for the patient's care shall begin when the patient is admitted, either
s an Shservelion patient, an inpatient or an outpatient, to that iastitution.

9, Advertising aad Public Relations:

Neither institution shall uie the name of the other institution in any pmmoh’on&'l or
advertizing material unless review and approval of the intended ad\'eni;ewen! first shall be gb‘umed
from e party whose name i5 1o be used. Both institutions shall dea) with esch m.her pubhcly aqd
privates in an etmosphere of mutusal respect and support, and each institution shell maintain pood public
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and o=iient relations and efficienity handle complaints and inguries with respect o transferred or
transierring patients,

12 [ndependeni Contractor Status:

Aotk inetintions are independem contraciacs. Neither instirurion js authorized or
permited to act ag an agant or employee of the other, Nothing in this Agreement shall in any way glter
the &ecdom enjoyed b vither institution, ror shall it in any weY alter the contrel of the mapagoment,
assets, and afYajrs of the respective ingtitutions, Neither party, by virtue of this Agreement, agsurves any
liabijit for any debts »r abligatiens of either & financial nor a lega! nature incurred by the sther party to
this Apreement,

ML Liabiliy.

Bach institution sha{l be resporsible for its own acty and omissions and shall not be
‘esponiible for the acts and omissions of the other institution.

12. Insurance:

SHSH shal! secure and maintain o1 caue 'o be secured and maintained, with respest to
SHSH, during the 12mm of this Agreement, comprehensive, peneral and profesgional liability insurance,
and pruperty damage insurance or SH3Y shall self insure in an amount adequate o protect SKSH in
carmeing out it duties and responsibilities in sccordance with this Agreomen: IFFACILITY o requests,
SHSH <hall provide FACILITY with evidence of Tuch insuranae coverage,

FACILITY shal! secure and maintaim, or cause to be secured and maintained, with
respect ¢ FACILITY during the term of this Agreement, comprehsnsive, general and prefessional
Hebilii insurance, and property damage insurance providing minimum limits of liability adequate to
protect EACILITY in carrving out its duties and responsibilities pursuant o *his Agreement, If SHSH so
requests, FACILITY shall provide SHSH with evidence of such insurance coverage,

13. Nen-Waiver:
No waiver of any term or condition of this Agreement by cither party shall be deerned or
i coftiruing o7 further waiver of the same term of condition or a waiver of anv other term or condition of
this Ayreement,

14, Governing Law:
Fhis Agreement shall ke inferpreted and enforced in sccordance with the laws of the State of
Ohio.
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S, Assignment:

‘ This Agreement sha!! not be assigned {n whelt or in part 9y either party without the prior
wriaes consent of the other party, exceps that it rasy be assigned o each parh's af}iates.

16, lnvalid Provision:
i In the event that any portion of thix Agreement sha!! be determined 10 be invalid or
unenicrzeable, the remainder of this Agreement shall be ¢eemed o cortinye to be Sinding upon the

AySiac W ; < . : . § [ .
panies Nereto 1 the same manner as if the invalid or unenforceabie provision were not a part of this
Agreament,

7. Amendment:

) This Agrecment may bt amended at ny time by a written agreement sipned by the
Parties hereto.

18, Notice:
Any notice required or aliowed w0 be given hereunder shall be daxmed to have been

given uzon deposit in the United States mail, registered or cenified, with retum reseipt requested and
2ddresced to the party who hag execut=d this Agreement on behalf of the respective parties.

19, Entire Agraement:
This Agreement constitutes the eatire Agreement betwesn the carties and contains all of
*he agraements between them with respect 15 the subject matter horeof and supersedes any and all other
agrzem=nts, either oral or in writing, between the parties hereto with respect to the subject matter hereof.

20, Binding Agreement;
This Agreement ghall be binding wpon the successors or askigms of the pariies herasa,

b Non-Exzlusivity:
This Agreement is non-exclusive. The parties to thil Agreernent reserve the right to
$ater :nio similar agreements with other institutions.

22. Third Party Benzficiary.
The parties do not intend that individuals receiving services pursuant to this Agreement
2¢cupy the position of third parsty beneficiary 1o the Agreemens,
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ES Headicgs:

- . . , :
The headings of the various gections of thiy Agrerment have been inverted for
-eavzrience only and sha!l pot madify, define, limit or EXpAnd express provisions of this Agreeren:.

4 Non—Dis:ﬁminau‘on:

. ) B?Lh parties agree to comply with a}} applicable Federa! and State {awg prohibiting
FreriTinstion against persons on account of race, gex, color, age, religion, nationa! origin, or disability.

(3
o

Cornpliance with tye Law:

‘  in the event that either party and/ar its Agent either 1) becomes Debarred o 2) receives
ashee ~faction ar threat of action with respeet to jis Debarment during the wrm of this Agreement, each
GAITY L7285 10 Notify the other immedistely. In the event that either psx:‘\)' or its Agent becormes Debarred
5 get [noth ahove, thig Agreement relative to such Debarred emity or tndividual's particination hereunder
halt 2omatically rerminare upar receipt of such octice without any further action or nofer: and

o Each party azrees to scr in compliance with ! laws and regylations (insiuding without
nmitation, Medicare and Medjcaid PTOBTAIN requirements as applicable), which refate to its performance
of this 2greement. Each PATTY 8grees o timely notify the other in the event that it has viojatad any sueh
Matulory or regulatory requirements, and the newre of such vinlation, to engble non-violating party fo
'Ake.',':mmp: corrective astion. Eseh party agrees that the other shall hgve e right o automeatically
‘erminate this Agreement in the event that the orher party fails ‘o comply with this provision.

K. Access to Books ard Records:

Latll the expiration of four (4) years afer the furmishing of services pursuant w
“Bis Apsement and upon written request of the Secretary of Health and Hurnan Services, or upon written
‘2quest of the Secretary of Hesith and Human Services, or upon request of the Comptroller General of
the Urited States, or any other duby avthorized representative of the Federa) Government, the parties
shall make available this Agreement and the books, documents and records of the parties hereto

neeessty o certify the nature and extent of costs of services rendered, if any, under the terms of this
Agreement
greement.

)

Debarment Cerifiestion:

Fack party herehy represents and warrants the following:

A That it has not keen deburred, excluded, suspended or otherwise determined 1o
be ineligihle 1o panticipate in federa: health care programs (collectively, "Debarment” or "Debarred”, as
eppiicehie); and

8 That it shalt not knowingly employ or comtract with, with or withour
compensation, any mdividee! or entity (singularly or collectively, "Agent”) listed by a federn! agency as
Debarred. To comply with this provision, each party shall meke reasonable inquiry into the status of any
Agent contracted or arranged by it to fulfiil the terms of this Agreement by reviewing, at a minimum, the
Health and Humsn Services - Office of Iaspector Genersl Cumulative Sapctions  Report
(M_ﬁ_ﬂuw'ﬂrg) and the General Services Administration List of Parties Excluded from
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OHIO DEPARTMENT OF HEALTH

246 North High Street 614/466-3543
Columbus, Ohio 43215 www.odh.ohio.gov
John R. Kasich / Governor Theodore E. Wynmyslo, M.D. / Director of Health

March 7, 2012

Carol Westfall, Director

Akron Women's Medical Group
692 East Market Street

Akron, OH 44305

RE: Akron Women's Medical Group - License: 0969AS
Survey Completed on February 23, 2012

Dear Ms. Westfall:

The Ohio Department of Health, under the authority of Chapter 3702 of the Ohio Revised Code,
inspects Health Care Facilities to determine compliance with the licensure requirements set forth
in Chapter 3701-83 of the Ohio Administrative Code. To attain and maintain licensure, a health
care facility must be in compliance with each licensure requirement and not have any violations
that jeopardize the patients' health and safety or seriously limit the facility's capacity to provide
adequate care and services.

On the date noted above, we completed an inspection of your facility and cited the violation(s)
annotated on the enclosed form. Therefore, in order to recommend your agency for licensure, we
must receive an acceptable plan of correction signed and dated within ten (10) calendar days
after you receive this notice. Failure to provide an acceptable plan of correction may result
in denial, revocation, or non-renewal of your license.

This plan of correction must contain the following at a minimum:

What action(s) will be accomplished to correct the situation(s) or condition(s)
causing or contributing to the noncompliance.

What measures will be put into place or what systemic changes you will make to
ensure that the deficient practice does not recur.

How the corrective action(s) will be monitored to ensure the deficient practice

will not recur; i.e., what quality assurance/improvement program will be put into
place.

LITA £A1D D7t An Bavial Nnnartanito Emnlaver /Pravider



Akron Women's Medical Group
March 7, 2012
Page Two of Two

The Plan of Correction must be written on the enclosed Statement of Deficiency form.

The projected date of correction must not exceed 30 days from the date of inspection exit date
unless approval for an extended period for correction is obtained from this office.

Where documentary evidence of corrective action is appropriate, such evidence should
accompany the plan of correction wherever possible. When this is not possible, these documents
should be provided not later than the latest correction date submitted in your plan of correction
and accepted by this office. Evidence of compliance may include documentation of facility
monitoring, in-service training records, consultant reports, work orders, purchase orders,
invoices, photographs, or other information that would confirm compliance.

Normally, an onsite revisit will be conducted to verify corrective action has been taken per the
plan of correction. However, after our review of the plan of correction and any evidence of
compliance, it is possible that an onsite visit will not be required. If this is the case, you will be
advised by phone that your plan of correction was accepted and that the appropriate licensure
action will be recommended to the licensure administrator.

If you have any questions regarding this notice, please feel free to contact me at (614)
387-0801.

Sincerely,

)

Wanda L. Iacovetta, R.N.

Non Long Term Care Unit Supervisor

Bureau of Community Health Care Facilities and Services
Division of Quality Assurance

WLl/ce

Enclosure: STATE FORM Licensure

HEA 6413 2/11 An Equal Opportunity Employer/Provider



OHIO DEPARTMENT OF HEALTH

2486 North High Street _ 614/466-3543
Columbus, Ohio 43215 www.odh.chio.gov
John R. Kasich / Governor Theodore E. Wymyslo, M.D. / Director of Health

January 13, 2012

Carol A. Westfall, Director
AKRON WOMEN'S MEDICAL GROUP
692 EAST MARKET STREET
AKRON, OH 44305

Facility Type: AMBULATORY SURGICAL FACILITY
Facility ID: 0969AS
Capacity: 1 Operating Rooms

Dear Ms. Westfall:
e

This renewal conff?mat{on letter approves your facility to continue to operate
through April 2013; uiifij) the license is revoked pursuant to Chapter 119. of the

Ohio Revised Code or voided jat your request.

-~
. U

RAKRON WOMEN'S MEDICAL GROUP
692 EAST MARKET STREET
AKRON, OH 44305

For online information regarding the 1licensure process, e.g. forms, rules (Ohio
Administrative Code (OAC)) and regulations (OChio Revised Code (ORC)), visit the
Ohio Department of Health web site at http://www.odh.ohio.gov. Questions
regarding the licensure process may be directed to our e-mail address,

liccert@odh.ohio.gov or by calling Adria Goodwin, Licensure Specialist, at (614)
466-7713.

Sincerely,

Bridgette C. Smith, Licensure Administrator
Bureau of Information and Operational Support
Division of Quality Assurance

cc: BCHCFS
State Fire Marshal's Office
Certification
Licensure File

HEA 6413 2/11 An Equal Opportunity Employer/Provider
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Akron Woman’s Medical Group

692 E. Market, Akron, OH
Procedures

Vacuum aspiration (first trimester) abortion

Medical abortion with Mifeprex (RU486)

Dilation and evacuation (second trimester) abortion
Placement of dilators in preparation for item #3

Ultrasound for determination of gestational age

Blood work (lab) for hematocrit and RH factor

Ultrasound for confirmation of completion of medical abortion



AKRON WOMEN’S MEDICAL GROUP
692 EAST MARKET STREET
AKRON, OHIO 44304
330-535-9191

OWNER
GERALD GROSSMAN

EXECUTIVE DIRECTOR
CAROL WESTFALL

MEDICAL DIRECTOR
M.H. REZAEE, MD

LAB DIRECTOR
RAYMOND ROBINSON, MD

PHYSICIANS ON STAFF
M.H. REZAEE, MD
RAYMOND ROBINSON, MD
L. ANN NUNNALLY, MD PRN PHYSICIAN

DIRECTOR OF NURSING
BRENDA HARLESS, RN

OTHER NURSING STAFF
MEKYSHA CAMPBELL, RN
MARY SCHATZMAN, RN,NP

COUNSELORS AND MEDICAL ASSISTANTS
JANELLE MOORE
ANGEL KING
LISA ROUDEBUSH
TIFFANY GAITLIN



OHIO DEPARTMENT OF HEALTH
DIVISION OF QUALITY ASSURANCE
BUREAU OF COMMUNITY HEALTH CARE FACILITIES
NON LONG TERM CARE QUALITY UNIT

FACILITY INFORMATION DOCUMENT

Facility Name (s 1) m Wwfv//ajcw NPL/ 9270 515 992~

Address L42 & Madeer S5 o

City/County (hr. ( Lot ) (e Zp+d ) cf 2 e
Mailing Address o

City/County ‘ Zip + 4.

EMal Address VP01 (& KW, ) C e g

Administrator

Name ( Ot LL;X/M/Z\»/U

Other Information | Telephone: fz/() 245/ +F =373 ¢ Fax (Q)f_ 265~ 32339
Provider No.: Licensure No..0%/. 4 43" Medicaid
No.:

}t’—' HEALTH SURVEYS

Fiscal Intermediary/Carrier: Name/Address/Phone No.

Facility Type: M1ASC OCAH CCORF OESRD OHHA COHOSPICE OPPS COPTIP
OREHAB ORURALH OX-RAY OMLP 0OHOSP OHCS
ACCREDITED: OYes @No Maternity License Expiration Date:

Fiscal Year_2¢ | 2

Action:  OCertification [Licensure C[JPCR/PSR [OComplaint No. OOther

FACILITY BEDS | TOTAL HOSPITAL HOSPICE PPS PSYCH | PPS REHAB | MATERNAL BEDS | N/B
Total Beds =
Total Census

/7 o0R

Survey Entry Date: Entrance Time: AM.  PM.
DayoftheWeek: M T W Th F Sat Sun
Week oftheMonth: 1 2 3 4

Survey Exit Date: Exit Time: AM. PM.
LSC SURVEYS

Survey Entrance Date: Entrance Time: AM. PM
Number of Buildings: Description of Construction Type:
Construction Dates (each bldg):

Survey Exit Date: Exit Time; AM. PM.

(] Additional Information On Back

Completed By: Date:

QL//&/M;JC/ A~ 23~ 20,2

FacinfodocNLTC, Rev:seés 06/24/2011




