DEPARTMENT OF HEALTH AND HUMAN SERVICES
N\ HEALTH DIVISION
S \\\; N/ BUREAL QR CARE QUALITY AND CON

STATE OF NEVADA

PERMIT A‘“PPLIC"ATI*
~ (THIS APPLICATION MUST BE TYPED OR FILLED OUT LEGIBLY IN INK)
WNITJAL PERMIT [JCHANGE OF NAME FOR THE PERMITTED ENTITY OQOUI L7L

[ JCHANGE OF OWNERSHIP (indicate date of the change of ownership):
A change of ownership application must be filed immediately in accordance with R179- 09 S€C.™Y" (15 vieAs, NEVADA
Ch'\nge of ownushlp apphcanons must be complete no more than 45 days after the change occurs

wovr\o\n’{‘o O omeTT U u\%ﬂ U
THE ENTITY'SDBA NaME > A T ALE WOMEN %iz—ﬁ

(D.B.A. = Doing Business As)

STREET ADDRESS 25994 S EASTERN ANE.

(Physxcal location of the entity's operation)

cry A% N ﬁ(yAS cOUNTY £ AT sTaTE N \A e £4169
TELEPHONE__ FOZ 53] 54 00 FAX 7’0’2— 73 €4 OA'r
EMAIL ADDRESS: ___ A V\V\&’L‘f‘l/d&m’\/@ Yd hoo. com *

THE ENTITY'S MAILING ADDRESS

(If different from above)
CITY COUNTY STATE _____ZIP
OWNER OF THE ENTITY (ApplicantLicense) 12 - AN NA C,ON‘TOV\/I ' T IZO g

1f owner is a natural person, IS THE OWNER 21 YEARS OR OLDER? }XYES D NO (r179-09 sec. 9)

aopress 53252 W DESERET (WIV D # 20713

(1f owner is a corporation, give corporate office address, otherwise indicate owner’s address)

CITY \.,A% VW county C LA state __TVV e 4146
TELEPHONE 102 22\ b2} rax 302 221 b%:/'e?—

FOR ALL PARTNERSHIPS AND CORPORATIONS: LIST EACH OFFICER AND DIRECTOR AND

PERSON HAVING A DIRECT OR INDIRECT OWNERSHIP INTEREST IN THE ENTITY OF 10%
OR MORE:

WOMAN TO WOMAN GYNECOLOGT EC _
ANNA  CONVTDMITROS MD. — 100/ oW N EALSHI Y

NAME OF PERSON IN CHARGE OF THE FACILITY

DI ANVNA conTo MU TEOS

NAME OF ACC'RED“[TING ORGANIZATION

CENSURE AND CERTIFICATION




ADDRESS

crry LAS \/@ o ‘ &‘11 9
pHoNe _ FOZ~ F3% 9220 x| FoZ F%2 4742

S

Nevada Revised Statute 449442 requires a permit before offering services of sedation or general anesthesia to a
patient. LCB File No. R179-09 authorize non-refundable fees (See Attached Fee Schedule). An application is
valid for one year after the date on which the application is submitted. The application must be typed or filled

out in ink. The application will not be considered complete until all required attachments are received. See the

attached instruction sheet for the required attachments.
' o RECEIVED

Return your completed application to an office of the:

HEALTH DIVISION o : M0
BUREAU OF HEALTH CARE QUALTIY AND COMPLIANCE SEP 30 2010
1550 E. College Pkwy. Ste. 158, Carson City, Nevada 89706 BUREA F LICENSURE AND CERTIFICATICN
.. LASVEGAS, NEVADR

| HAVE READ THE FOREGOING QUESTIONS AND ANSWERED EACH AS INDICATED. THE

ANSWERS ARE TRUE AND A COMPLETE REPRESENTATION TO THE BEST OF MY KNOWLEDGE.
| HAVE READ, UNDERSTAND AND AGREE TO COMPLY WITH THE RULES AND REGULATIONS
PERTAINING TO THE SPECIFIC STATUTORY TYPE OF ENTITY FOR WHICH THIS APPLICATION IS
HEREIN MADE. ! AUTHORIZE RELEASE OF SUCH MATION AS MAY PERTAIN TO THE
PURPOSE OF THIS APPLICATION. '

SIGNATURE OF REPRESENTATIVE OR OWNER

PRINTED NAME OF REPRESENTATIVE OR OWNER

TITLE OF PERSON SIGNING APPLICATION

' TH
SUBSCRIBED AND SWORN BEFORE ME THIS 30 DAY OF 2MDeY 0 1O
[ 4
W‘—/ IN AND FOR THE

NOTARY PUBLIC SIGNATURE

COUNTY OF _Q_J:,Pi&ﬁ/ , STATE OF NEVADA. N sy
oo, Notary Public - State of Nevaday
County of Glark
JAY A. ROBINSON
My Appaintment Expires

No.O7 20061 ___February 8, 2011
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