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Renewal Application and Instructions for:

PLANNED PARENTHOOD OF SOUTHERN NEW ENGLAND |

License Number: FAS01025
Profession: - Freestanding Amb. Surg. Center
License Type: Freestanding Amb. Surg. Center

PLANNED PARENTHOOD OF SOUTHERN NEW ENGLAND |

345 WHITNEY AVENUE
NEW HAVEN CT 06511-1059

R

L
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R | DO NOT DUPLICATE THIS FORM
PLEASE DO NOT REMOVE ANY FULL PAGES FROM THIS BOOKLET

3 Capitol Hill - Room 306 .




‘ INSTRUCTIONS

e Please answer all questions. Indicate any changes to current or missing informafion. Do not ieave blanks. incomplete forms will be retumed to you and
your license/permit will not be renawed. Piease use g balt point pen.

#  |fyou have any questions conceming this renewal application, call the Office of Facilities Regulation at (401} 222 - 2566.

% Licensure application materials are public records as mandated by Rhode Island law and may be made available to the public, unless otherwise
prohibited by State or Federal law.

& There is no fee for this renewal.

& Please mail completed application with attachments to: Rhode Island Depariment of Health, Faciliies Regulation, Room 308, 8 Capitol Hill,
Providence, RI 02808-5097. .

*  Please do not hand deliver this booklet fo the Department of Health.

You must attach a current printed list of all direct and indirect owners whether individual partnership, limited partnership, limited liability
company, or corporation with percent of ownership. i a corporation, this list must also include all officers, directors and other persons of any
subsidary corporation owning stock. '

Attachments:if you have been requested to submit attachment(s)with this application, please label and staple each separate attachment and securely
affix any and all attachments to this appiication. Please attach evidence of Accreditation if applicable.
Paostage:The amourit of postage required for mail delivery will vary depending upen the total weight of vour attachment(s} and application. Please be

careful io include the appropriate pestage necessary to mail your completed application.

Please review the information beiow from your last renewal and make changes as appropriate:

Federal Provider Number: : |
Federat Provider Number:, ' :

{Leave blank if N/A)

License Sub-Type: )
yp Non-Profit : Change: 1 Profit Neo Change E

Piease select one D
Nen-Profit

Medical Director Informatlon: -

Nare: Chramge: -No..Chargg__/ZD
Please provide the name of the TIMOTHY PATRICK SPURRELL

Medical Diractor for this facility.

License Numbar
NOTE: This section musi be
completed as a reguirement MD10385
of your license renewal.
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Department of Health

Facility Na?ne:

1he facdity (Ba known 1o the

Piaame pm?dﬂ the hame of
public),

Nama:

i
Facility Cohtact Parson:

1
FPleaga pmyide the name
and lalophdne number of a
persen we can centadct
coneemihg this fackily.

MHame: z g?ggy—!g Eﬂ:ﬂdi zﬁﬂl — (‘ ﬂﬂ

Phone Number: _[2/3. "7 4522 =282 S

|

Facility Majfing
Infmnaﬁnl:):

Flazse pro fide he mailing
Infcitnation [for el

Address Lne 1 (’?‘b‘d‘c‘:- )——J.L sz‘h_,; -;.(J ,,)"?&.J.uf__..

Axidresg Ling 2

comimunication regarding Address Liae 3 .
e Toense Addrass City, Slale, ZIpGods }L/ H} [LJ Dlps” })
{Not publlshed on
HEALTH w:ﬂhs}te), Addrass Gountry
! ohons:_ (AR 252 ~aR873 A .
fwe L2 BY IR o~ R
l Emal) Address: 12IQrm] Lm JMS,!}_I;) P’ﬁ"_‘:a@j..,l AT )l 9
i
P . 71. :
il sssomtine 1 LI Pasiea? S B
Plopsa prolide the location | Address Lira 2
infafmationl for this Facllity.
i Address LJha 3 I) / ’L)
7
(Publisheg on HERLTH | ) rasa Gy, Ste, ZipGode Prodisle na 9. Kl e
!
| Address Country
1
\ | Phune:{""“')f}j\ "7{2/‘-9/9‘;2,7‘:) :
I: Fm;u("/v’p\_ ) D) — D lolres
‘! Emwil Addresys;
{
Ownership Type: grt?orpomt!an D Limfted Liablily-Company
Flesse ONE I:] Govermmuenta) Entity D Sale Proprletorship
£l Parinership 0 Limitad Partnaehlp
i L] Paringr : —
Cronership infermakion: ‘ﬁ ! ) ; Lz%&ﬂ). )m mnr:mU n)>2 <2 /\),-t . T”:‘ 4 .
{LIcense Ngma: o i 7
Plense provide ownership (Licensze Holder)
infermatioh for the Sola
Froprielorship, Farnership,
Limlled Pjnnership, DBA: .

Corporatign, Limllad Liablity
Companylor Govarmmantal

Eniity. _|
i

i
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Ownershig Add ; AL \ ,
Inforr‘:nr:ﬁtﬁﬁ: A Address Line 1MMJ
Plodsea pkn:flde Ihergddress | Addressline 2
ond telephdne number(s) of _
the Sole Propgelorshlg, Address Line 3 CT [
o merehi: Eomon Addrss City, State, Zip cods : ’
Parinership, Bomorabion, - .
Limlted L;:ﬁ Nity Company or Phone {m &_ﬂ‘sw"f}\sg
Govemfsenfzl Enlity. . g =

}. Fax'—"-C'SCE_Z), Lﬁ% ~ !i'?)%

' Etnsll Address:

|
Parent Organization,
Group Affitiation:

Flease con:'lplel,a this secilon
il there is any parent -
organizatich, group
affiiation of olher entity that
Is on the top of tha
Faciifty/ag ey control

I

|

Corporation Typa —..

Name of Organlzallpn == =~

Address Line 1
Address Lna 2
Addres-s Lna 3
Address<Clty, State, Zipcode:
Phone:

Fax

Emzil Address:

LandlEuilx!iing Info:

If the: uwms’}r of the land and
butlding is other than lhe

T O e A LY TSI G e, WG

Addrasz Line 1AD L,\M_\T\W\gl K.\.“‘IBN @ANS!

|

aperator of this Addrexs | Ine 2
agantyifaciily, please
complele I]_'te fllowing: Address Line 3 — .
,- rasrara Ot it 210 cea D TR AN | VA
j (LTS ELOS ~ DI,
; Phona .
i
Numbet n‘l’ Operating MNumber of Oparating Rdoms:
Rooms;
(Measa wiita the rumber of r La ,Q
cperating foomsa In your .
facllty)
I v
Number J,f Retovery Number of Restvery Beds:

Beds: |

(Fleasnwh}: the nurmier of
treatmentistatons In your
iy}

o)

I )
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—
v . Surgleal: Neon-Surgical:
Hervices Iia’ovided: 1 D
: i Orrthopedic Radiology

Fieave check whic) M il

setvicea ate provided i Plastic Nursing Services

your tadllty. ’ D D
] ' Unology Arsslhesia
i
H u £ar, Nose and Throat ;m‘ Lonatjous Sedalign
l D Ophthalmology ] Lebotalory
! M Other: List Addillonat Sarvices [l Other; L5t Additions] Sarvices
] e

E E j. g"‘v—J ""-3 il "_L_"‘z‘_ /

: e et e ure £
i ﬁ?}i:ﬂmégthV*”ﬁﬁwiﬁ:Z:iEfﬁbm'""'"m"” i T B
: fhe LAy A
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AR R Acknowledgements
11 am avare of Chapter 23-17-10 of the General Laws of Rhode istend, 1488, ag amended, end the standards, rules and
regulatione prescribed thereunder, which regulate the oparation of this facliity.

| acknowledge that authorized representative of tha Licensing Agency shall, In conformity with the sutharity sontinued
under Chapter 23-17-10 of the General Laws of Rhode Jsiand, 8§ amendad, have the right fo enter wilhout prior nollce 1o

Inepect tha entire premises and services, including all records of any fachily/residence.,
i

& Rtiods [sland General Laws, ug sanded, any parsan applying for or

FEIN Nuthizer: Pursuanl 1o Chapter 76 of Tiie § of th
! . renewing anvy licerse, permil, or ather suthority to condudl r business ot accupation within Rhioda lsfand must
-§ {Fadera) Employar kave [led afl raquired state tax retums and pald alf kxes due the shate gr must have sntered Into 8 wiilten
Identificdllon Numies) Inslallment agreement to pay delinguent stale taxes that Is satisfactory Lo Lhe Tax Adminlsirator-
i Hots; If fau srea sole
propristdr tis pumler Fianzs provide below BSR/FEINTor (NS NGEEE:

may be Saslal

Security Number. SENFELN, Number: &
:
Aﬂi‘davminf Applicant AFFIDAVIT AND S1IGKATURE
Read, sfdn, and dals this ‘'his Application Must be Sighed
atfifavil.
i i have read arefully the questions in the foregaing application and have answerad them

completely, without reservations of any kind, and | declare under penalty of perjury that
my answers and all statements made by me hereln are true and correct Should | furmish
ahy false Infarmation in this application, ! hereby agree that such ael shall constiiute
cauise for denial, suspension of revocation of this License in the State of Rhode Island.

) understand that this Is a continuing application and that | have an affirmative duty to
Infarm the Rhode fsland Department of Health of any clrange in the answers o these
! questions aftor this application and thls
| Affidavit I signed.

i | heraby declare, under penalty of perjury, that | have filed all required state tax retarns
i and have elther pald all taxes dus the state or hava enteted Into a written instaliment
i reament with tha Rbode laland Division of Taxation. o

C f /i . Lafr29

; ignatiye of thcrlzefl Person ' Bate uféignature
: _— HMNIDEY,

: P y T bsari— Lo

] Ptintad Naine of Authorized Person

: : : CE

i . Title of Authorized Person

Furnishing the SSN andfor FEIN s mandatory. The SSN and/ar FEIN will ba transmitied
io the Rhode Island Division of Taxation pursuant to Chapter 75 of Titie 5 of the Rhode

island General Laws, as amepded,

[T ——

- e B
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r[j Planned Parenthood’

of Southern New England, Inc.

Serving Connecticut & Rhode Island

BOARD OF DIRECTORS, 2012-2013

OFFICERS!

Amelia Renkert-Thomas, Chair
Mancy Hutson, Vice Chair
Sandra Arnold, Secretary

Siw de Gysser, Treasurer

Niloy Sanyal, Assistant Traasurer

BOARD oF DIRECTORS!
Adriana Arreola-Joseph
Leigh Bonney

Erica Buchshaum
Karen Dubois-Walton
Sue Hesse

Simone P, Joyaux
Susann Mark
Nadesha Mijoba
fronna Moffly

John R. Morton, M,D.
Shannon Perry

Susan Ross

Fahd Vahidy

Sandra Wagenfeld

rev. 5/2012
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371058
12/31/2012

S State of Rhode Island and Providence Plantations

Renewal Application for PLANNED PARENTHOOD OF SOUTHERN NEW ENGLAND INC
Freestanding Amb. Surg. Center Non-Profit

Facility Name:

PLANNED PARENTHOCD OF SOUTHERN NEW ENGLAND i

Name:

Piease provide the name of No Change 5[\
the facility (as known to the J

ublic) for which you are |
P ) o Y Change:
renewing this license

Name
Facility Contact Person: Name: :
Change: No Change !i |
Please provide the name MARY BAWZA COO
and telephone number of
a person we can contact Phone Number:
congerning this facility. . . .
eR) 758 - A T30
Facility Mailing
Information: . No Change
345 WHITNEY AVENUE Change: g m

Please provide the mailing NEW HAVEN CT 06511-1059 '
information for all communication

regarding this license.

Note: Fax and e-mail fields are Phone: 2037522832

required. Fax: 2037523258

Email Address: MARY . BAWZA@FPPSNE.ORG
(Not published on HEALTH
website).
il i jion: . No Change

Facility Location Information: 111 POINT STREET Change: fiang @

Please provide the location
informaticn for this facility.

PROVIDENCE RI 02940

Note: Fax and e-mail fields are Phone: 4014219620
required. Fax: 4014219668
Email Address:
(Published on HEALTH
website).
Ownership Type: Corporation D Limited Liability Company

Please check ONE

Governmental Entity

Partnership

:

Partner

D Sole Proprietorship

D Limited Partnarship

Ownership information:

Please provide the cwnership
information for the Scle
Proprigtorship, Partnership,
Limited Parinership, Limited
Liability Company or Corporation,
Governmental Entity.

Yy ]
7 .
Name: 5})/-\(}\%& L i; ﬁf.ﬁ.‘r ‘waﬂ’"}/lj“)m_r&‘:{

1}/) QE} A A ; ey b -




371058 - 12/31/2012

Ownership Address
Information:

Please provide the address
and telephone number(s) of
the Sole Proprietorship,
Partnership, Limited
Parinership, Corporation,

Limited Liahility Company or

Governmental Entity.

Address Line 1

Address Line 2

Address Line 3

Address City, State and Zipcode

Phone:

Fax:

Email Address:

Parent Organization,
Group Affiliation:

Please complete this section
if there is any parent
organization, group
affiliation or other entity that
is on the top of the
Fagcility/agency control

Corporation Type

Name of Organization

Address Line t

Address Line 2

Address Line 3

Address City, State and Zipcode

Phone:

Fax:

Email Address:

Land/Building info:

If the owner of the land and
building is other than the
operator of this
agency/facility, please
complate the foliowing:

Name of Organization

Address Line 1

Address Line 2

Address Line 3

Address City, State and Zipcode

Phene:

Number of Operating
Rooms:

(Please writa the number of
operating rooms in your
facility)

Number of Operating Rooms:

&, PN

Number of Recovery
Beds:

{Please write the number of
recovery beds in your
facility)

Number of Recovery Beds:




371058 - 12/31/2012

" Services Provided:

Please check which
services are provided by
your employees or through
written agreement with
others.

Surgical: Non-Surgical:

D Orthopedic D Radiology

D Plastic D Nursing Services

D Urology - E Anesthesia

D Ear, Nose and Throat E Consciocus Sedation

D Ophthalmology D Laboratory

E Other: List Addition | Seryice(s) D gther: Lis.t/AddEtiona,I Service(sz

a2

Campliance with
conditions of Approval

Please check Yes or No.

This facility/agency is in compliance with all conditions of approval (j.e. relative to Certificate of Need, Change of
Effective Control, Initial Licensure and/or Licensure renswal).

\Qi Yes

1 No

Acknowledgements

[ am aware of Chapter 23-17 of the General Laws of Rhods Island, 1958, as amended, and the standards, rules and regulations prescribed thereunder, .
which regulate the operations of Freestanding Amb. Surg. Center.

| acknowledge that authorized representative of the Licensing Agency shall, in conformity with the authority continued under Chapter 23-17 of the
~General Laws of Rhode Island, as amended, have the right to enter without prior notice to inspect the entire premises and services, including all records

of any facility/residence.

FEIN Number;

(Federal Employer
Identification Number}

Note: If you are a sole
preprietor this number

| may be your Social

security Number.

Pursuant to Chapter 75 of Title 5 of Rhode Island General Laws, as amended, any person applying for or
renewing any license, permit, or other authority to conduct a business or occupation within Rhode Island
must have filed all required state tax returns and paid all taxes due the state or must have entered into written
installment agreement to pay deliﬁquent state taxes that is satisfactory to the Tax Administrator.

If the below SSN/FEIN is missing or incerrect, please provide;

SSN.F.E.LLN. Number: 060263565 SS8N/F.E.I.N. Number:

Affidavit of Applicant:

Read, sign and date
this affidavit.

AFFIDAVIT AND SIGNATURE
This Application Must be Signed

I have read carefully the questions in the foregoing applications and have answered them completely, without
reservations of any kind, and | declare under penalty of perjury that my answers and all statements made by me
herein are true and correct. Should | furnish any false information in this application, | hereby agree that such act
shall constitute cause for denial, suspension or revocation of this License in the State of Rhode Island.

| understand that this is a continuing application and that | have an affirmative duty to inform the Rhode Island
Department of Health of any changes in the answers to these questions after this Affidavit is signed.

1 hereby declare, under penalty of perjury, that | have filed all required state tax returns and have either paid all
taxes dur to state or have entered into a written installment agreement with the Rhode Island Division of Taxation.

)
Quicly, Talva~ Wz l12
Signét'l’.xre of@uthorize_d Person Date of éignature
— I {MM/DD/YY)

bt

Printed Namd of Authorized Person

Piesidert 4 CEO

Title of Authorized Person

Furnishing the SSN and/or FEIN is mandatory. The SSN and/or FEIN will be transmitted to the Rhode Island
Division of Taxation pursuant to Chapter 75 of Title 5 of the Rhode Island General Laws, as amended.




