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MITT ROMNEY
GOVERNOR ; December 29, 2003
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RONALD PRESTON
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COMMISSIONER
Carol Belding
President
Four Women, Inc.
150 Emory St.
Attleboro, MA 02703

Dear Ms. Belding:

This letter is in iesponse to correspondence regarding waivers
for Four Women, Inc., located at 150 Emory St,‘Attleboro, MA 02703

140.609(n) : The request for a waiver of the requirement to
provide routine pathology is conditionally approved. Tniiilbien Sof - the
requirement, information submitted to the Department in support of the
waiver indicated that a gross examination of all tissue Specimens must
be performed by the clinician who performed the procedure before the
patient leaves the Eaciddtys In addition, ali findings must be
recorded in the chart and a policy for tissue evaluation maintained.

Waiver (s) will be evaluated at the time of on-site facility
Surveys, and the Department reserves the right to revoke approval (s)
if deficiencies are cited which indicate waiver approval (s) adversely
affect patient health and safety.

If you have any questions, please call Barbara McCready at (617)
753-8226. T '
g - //_,
Very truleyburs,

-

Sbé?;;;/RC{;Bhnes

séistant Director
fer
Ce: Jill Mazzola Paul f. Drever. ‘Ph [,
Barbara McCready Director
Daniel GCent
Facility File
Waiver File
FourWomenwaiverQ3r



The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Department of Public Health
Division of Health Care Quality
10 West Street, 5" Floor, Boston, MA 02111

JANE SWIFT (617) 753-8000
GOVERNOR
ROBERT P. GITTENS
SECRETARY Geteober 371, 2002

HOWARD K. KOH,M.D.,MPH
COMMISSIONER

Carol Belding
President

Four Women, Inc.
150 Emory Street
Attleboro, MA 02703

Dear Ms. Belding:

This letter is in response to correspondence regarding physical
plant waivers of the A.I.A "Guidelines” for Four Women, Tne. at 150
Emory Street, Attleboro, MA 02703.

9.5.D2: The request for a waiver of the requirement to provide a
separate waiting room, handicapped toilet and bottled water dispenser
from the physician’s practice is°® approved. In 1lieu of the
requirement, information submitted to the Department in support of the
waiver indicated that the hours of operation are not the same as the
physician practice. 1In addition, signage will be placed indicating a
different provider, and arrangements have been made for bottled water
supplies and the cleaning of the space after the clinic’s use.

9.5.D4: The request for a waiver -of the requirement to provide
separate administrative offices from the reception and pre-operative
room is approved. In lieu of the requirement, information submitted
to the Department in support of the waiver indicated that the clinic
hours of operations are not the same as the physician’s practice. The
functional program does not impact upon patient confidentiality and
safety.

9.5.D5: The request for a waiver of the requirement to provide a
multipurpose room is approved. Enelaieu S of s Rt requirement,
information submitted to the Department in support of the waiver
indicated that, per agreement, the space is available within the
physician’'s office areas for any meetings or counseling, as the
physician’s office is a part time practice, and patients will not be
affected.

9.5.D6: The request for a waiver of the requirement to provide a
medical records room is approved. In dieuof the requirement, inform-
ation submitted to the Department in support of the waiver indicated
that the medical records for the day will be stored in a locked File
cabinet. The medical records are stored in a locked storage cabinet
located in the reception area.



Waivers Continued:
Page 2

9.5.F2.e: The request for a waiver of the requirement to provide
an X-ray film illuminator is approved. In lieu of the requirement,
information submitted to the Department in support of the waiver
indicated that radiology is not part of the functional program.

Department Policy: The request for a waiver of the requirement
to provide a nurses call button is approved. e dbdien “of  Ehe
requirement, information submitted to the Department in support of the
waiver indicated that a nurse or medical assistant would be in the
recovery room anytime a patient is present.

9.5.F4: The request for a waiver of the requirement to provide a
step-down recovery area is approved. In lieu of the requirement,
information submitted to the Department in support of the waiver
indicated that the clinic’s functional program does not require an
extended recovery period.

9.5.F5.m: The request for a waiver of the requirement to provide
a housekeeping room is approved. In lieu of the requirement,
information submitted to the Department in support of the waiver
indicated that there is ‘a professional cleaning service agreement and
access to cleaning equipment for minor spills while the clinic is in
operation.

9.5.F5.p: The request for a waiver of the requirement to provide
a high-speed sterilizer is approved. In lieu of the requirement,
information submitted to the Department in support of the waiver
indicated that there is a sterilizer available for flash sterilization
of additional instruments needed during a clinic session.

9.5.Hl.a: The request for a waiver of the requirement to provide
8'-0” wide operating suite corridors and 5'-0" wide general public
corridors are approved. Fn ldeu  of  the requirement, information
submitted to the Department in support of the waiver indicated that
there is adequate stretcher, wheelchair and recovery room access
through the corridors.

9.31.E5: The request for a waiver of the reguirement to provide
two class B oxygen and vacuum systems is approved. In lieu of the
requirement, information submitted to the Department in support of the
waiver indicated that the clinic’s functional program does not require
a prolonged oxygen and vacuum system. In addition, the clinic has a
portable gastric suction machine and oxXygen tank to be ready for
emergency use, and checked at the beginning of each day.

9.31.E5-Table 9.2: The request for a waiver of the requirement
to provide class A oxygen and vacuum for each post-anesthesia recovery
room bed is approved. In JTieu of the reqguirement, information
submitted to the Department in support of the waiver indicated that
the clinic’s functional program does not require prolonged sedation
and that portable gastric suction and oxygen is readily available, in
the case of an emergency.
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9.31.E5-Table 9.2: The request for a waiver of the requirement to
provide class B oxygen and vacuum for each post-anesthesia recovery
room bed is approved. In  lieuw of  the requirement, information
submitted to the Department in support of the waiver indicated that
the clinic’s functional program does not require prolonged sedation
and that portable gastric suction and oxygen is readily available, in
the case of an emergency.

9.31.E5-Table 9.2: The request for a waiver of the requirement to
provide class A oxygen and vacuum for minor surgery 1is approved. In
lieu of the requirement, information submitted to the Department in
support of the waiver indicated that the clinic’s functional program
does not require prolonged sedation and that portable gastric suction
and oxygen is readily available, in the case of an emergency.

Waiver(s) will be evaluated at the time of on-site facility
surveys, and the Department reserves the right to revoke approval(s)
if deficiencies are cited which indicate waiver approval (s) adversely
affect patient health and safety.

If you have any - questions, please call Emile Gy ak (617)
753 -8178

Very truly yours,

\ % '
(?;%%szJ%S%fD%iKQ

Jean Pontikas

Assistant Director
for

Paul I. Dreyer, Ph.D.

Director

(ealn Nina Edwards
Richard Cardarelli
Donna Allen
Barbara McCready
Emile Guy _
Facility File
Waiver File
4women waiver let02
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The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Department of Public Health
Division of Health Care Quality

10 West Street, 5 Floor, Boston, MA 02111

JANE SWIFT (617) 753-8000

ROBERT P. GITTENS
SECRETARY

HOWARD K. KOH,M.D.,MPH
COMMISSIONER

September 11, 2002

Carol Belding
President

Four Women, Inc.
150 Emory Street

Attleboro, MA 02703
RE: DoN Project #5-4885

and DoN .308 Exemption
Dear Ms. Belding:

I am pleased to inform you that the support documentation which
you and your architect, Richard Cardarelli, AIA, submitted for Four
Women, Inc. a Proposed new single—specialty freestanding ambulatory
gynecological surgery center with two operating rooms, to be located
at 150 Emory Street, Attleboro, Ma 02703, has been reviewed and meets
the Department's criteria for plan approval Unider  our "scli-
certification" process.

Based on the affidavit!, the  rediested woivers and the
architect's checklistl, the plans submitted to this office on dadiy 5
2002 with revisions received on August 29, 2002 and September 6, 2002
ate appreved.  This approval is rot based on an actual plan review by
this Department. i

The requested waivers of the shared functional dFeds Ewaih
pPhysician’s practice; the combined reception/administrative office
Space; the multipurpose room; the medical records Loomy. the x-ray film
illuminator; the nurse call signals at each Lecovery bed; fthe step
down recovery area; the housekeeping room size; the high Speed
sterilizer: the corridor width; and medical gas outlets will be
addressed Separately. Plan approval is contingent upon EECed ving
waiver approval and meeting the waiver approval conditions.

You are reminded that it is your responsibility and that of your
design representatives to design and construct the fEcility in Secor-
dance with the Department's applicable physical plant requirements.
If &5t & later date this Department either reviews the plans or
inspects the completed project and physical plant deficiencies are

' The submitted forms were for compliance with the . 2001 Edition of the AaIa
Guidelines for Design and Construction of Hospital and Health Care Facilities.
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Four Women, Inc.- DoN Project #5-4885 & DoN .308 Exemption cont. Page 2

cited, . it will be your responsibility to correct the areas of concern
and to comply with the referenced regulations.

This plan approval format is for the Department of Bubliie
Health's Regulations only. Te s oE ] e responsibility to have
the plans reviewed by the Department of Public Safety and the
Attleboro Building Inspector.

This approval is limited to project development and does not
provide for occupancy or uktllization of the completed project.

I. PLAN APPROVAL CONDITIONS: PHYSICAL PLANT

This approval is contingent upon providing the required locked
cabinets and medication refrigerator at the drug distribution
stations.

You should also be aware that additional revisions to the plans
may be needed to ensure compliance with the Accessibility Guidelines
of the Americans with Disabilities Act (ADA) . Thas office, however,
is not responsible for enforcing these guidelines.

Please note that, for Medicare/Medicaid Certification, it is the
responsibility of the facility's owners and of their design represen-—

Edition) and the applicable relatedrstandards contained in the appen-
dices of the Code.

II. PLAN APPROVAL CONDITIONS: DETERMINATION OF NEED

ihe Follewing arec conditions to plan approval, for compliance
with Determination of Need approval conditions:

A, Pursuant to DON Regulation 105 ' CcMR 100.551 (1), firm figures
specifying the actual capital cost for this project must be
submitted to the Determination of Need Program Director no later
than 180 days after the receipt of this letter. This submission
ef Einal figures shall Eomsist of: (1] & completed Form 4
(Capital Cost Estimate) and (2) Documentation (i.e., executed
construction contract, équipment purchase agreement, etc.) of the
major costs listed on Form 4.

Note: Division of Health Care Finance and Policy approval of
the project's costs and charges cannot be obtained without
submission of these final figures: oo the mey Program
Director. shopld weil fail to submit these final figures
within the specified time perpiods fipal approved project
costs shall be deemed to be Chose set fTorth in the Notles @if
Determination of Need and any of its subsequent amendments,
with the addition of inflation to the date of final plan
approval. :
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B Any amendment request for a Ccost increase must be submitted to

approval letter.

@. Construction of this project must commence no later than '‘Ehe
expiration date for the Determination of Need authorization
period.

i8) Contract change orders which alter or modify the scope of work as

contained in the Notice of Determination of Need must be
submitted to this office for prior approval.

B A Construction Status Report form (copy enclosed) must be
submitted to this office as follows:
i The initial report is due no later than 30 days after
receipt of this letter.
2 A quarkcrly report is due on a calendar basis, elq
ENCIEy Janvary dst, BApril ist, July dst, and October
1 st
30 The final report is due upon completion of the project.

For your convenience, you should reproduce a sufficient number of
copies of the Construction Status Report form to cover the Eull
period of construction.

III. SURVEY AND LICENSURE PROCESS

In order to initiate the survey and licensure process, it is your
best interest to Retify this Division in writing at least four (4)
months before the anticipated dates of completion of construction and
of oecupancy of the pew Facility. This notification should be
addressed to David Brown, Program Coordinator, Division of Health Care
Quality, Department of Public Health, 10 West Street, 5th Fleor,
Boston, MA 02111.

If you have any questions, please call at t617) ‘U53-8178.

Very truly yours,

%

Emile J. Guy
Project Engineer

Bhnes

cc: Nina Edwards
Richard Cardarelli
Barbara McCready
David Brown
Clingie  Fillic



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11” sheets must be provided for clarification, as needed.

Four Women, INc, 150 Emory Street, Attleboro, MA 02703

Facili'y's Licensed Name or Proposed Name Address, including zip code
if hospital or clinic satellite, name Address, including zip code
Regulation or "Guideline” section number-Complete one form for each waiver request ; 9.5.D4

105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regu!ations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.LA. "Guidelines for Design and Construction of Hospitals and Health Care Facilities™®

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimurm dimension 4'6" vs. &', part or entire requirement):
Administrative Offices share space with reception and pre-op rm

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

During most of the work week this space is empty. Staff can use

this space to answer phones, book appointments, take messages.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

There will be no patients in the building when this space is
Delng used for admimistrative purposes. TIf a supervisor needs
brivacy in speaking to a staff member, they can close a door

Im the pre-op Couliseling rooms.

Again, this cannot impact on patients as they will not be there.

c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

Medical record cabinets are to be placed behind the reception
desK. These will be locked whHen not under the direct super-
vision of a staff person. A sign is planned to indicate this
1s a stalitf only area.

Signature of the facility's clinical representative

Representative’s Name CArol Belding Tile_ President Tel# 508-222_

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

e - a
Proj. Eng:_¢ - /7'“’[‘//0}/ L/LQ%’)%Approval O Approval w/conditions U Denial
Pro. Adm: e g Approval [ Approval w/conditions 1 Denial
Asst. Dir: __{__1__ U Approval T Approval w/conditions I Deniial

July 2001 “Attachments must include the facility’s name and the referenced regulation number. PAGEC& OF1_¥



Four Women, Inc. i Waiver #2
150 Emery Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver aprzroval to allow the administrative and business
offices to be combine-s with the reception and pre-op areas sl Ll =iEL feiE
having separate functional areas away from public and patient areas.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000
Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. :
Plans on 8% x 11” sheets must be provided for clarification, as needed.

: Four Women, Inc., 150 Emory Street Attlebore,—MA—02703
Facility's Licensed Name or Proposed Name Address, incleing zip code g

It hospital or clinic satellite, name : Address, including zip code

Regulation or "Guideline" section number-Com plete one form for each waiver request : 9.5. D5

105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations”; A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" @'

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs. 5’ part or entire requirement):

Multi purpose room

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

The surgery center operates with limited hours,-Wed and Fri
evening and Saturday a.m. To rent additional space when there

e—rFroeom—rnoaot-lbhain v
=TT o T De TR S ec—1 st cESSarys

N Nee €58 r“-/"1'\

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

Staff meetings take place when the entire office is empty.
Patients are not affected 3in any way. The physican office
located next door is 'a part time.practice, We will schedule
a staff meeting when there are no patients scheduled.
Four Women does not provide group counseling or group grief
Sessions at this time.
c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

Meetings will not_he held anywhere_inside the surgical suite .
Pre-clinic announcements may be made individually or a memo posted

in the ctaff changinag racm
LR~ - == \—llu‘;\j-‘_il\-‘j LTI

If at a later date patient educational sessions were needed,

il g S 3 3
dilermatrve space would be Cated_ for, the purpose.
Signature of the facility's clinical representative ;

Representative’s Name____Carol Beldina Title Prp*:'ir'h:ni“é Teld s0p.225 9ok

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

. , . 3
Proj. Eng: %?@d/d“,?/ Va /Y E Approval [J Approval w/conditions [] Denial
et ;

Pro. Adm: [__/___[J Approval [] Approval w/conditions ] Denial

Asst. Dir: __J/___I___[1 Approval [] Approval w/conditions [] Denial

July 2001 *Attachments must include the facility's name and the referenced regulation number. PAGE.‘ ; OFJ_}f



Four Women, Inc. Waiver #3
150 Emory Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of not providing a multipurpose room.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%" x 11" sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request ; 9.5.D6
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Qut-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations™; 105 CMR 130.000 "Hospital Licensure Regulations"; A.LA. "Guidelines for Design and Construction of Hospitals and Health Care Facilities” °'

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs. 5, part or entire requirement):

Medical records room

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

It is too costly to have another room for a limited number of

medical records.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility’s capacity to give adequate care. (Attach additional pages as necessary.*)

Lack_of separate room will not ieapardize patient health or
safety or confidentiality. Offsite medical records can be

accessed-in-time_ for an abnr+1nh_appnlntmant’ which are-made —

a day to a week ahead of time. All records on site will be secure

PP P Pl i

';-‘;thh tocked-cabinets—Charts—are numbered angd-have 1Mo names,
ey are out of ach of ien i i
c) Specify compens%ling features that wiﬁ-ge insmuted.Qi&a%l?ac%ﬁon%ﬁ%‘bgsdas ‘?160%?5%5.*)1“ staff area.

Two locking 36 inch wide medical record storage cabines will be
placed in the recpe‘tion area. They hold 3,300 typical abortion
patient charts. This is approximately a yvear's worth_of _charts fo
Four Women. Because the majority of women may only visit us one
—————————— -t—i—meraﬂ-d-—c—ha-lﬂts*mﬁs%ﬁbe heldfor mafty—years; charts—wiit th‘?ﬂlbe

Signature of théEARRLIMSFHO5ELRgE0 Massachusetts regulations. CasiRay

Representative’s Name__carol_ Beldi ng TRe  pe e aere - Tel MCpE S0 =ecr
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proi. Eng._ 2770 L/ iz iﬁ;ﬁj Approval [] Approval wiconditions [] Denial
Pro. Adm: — /I [ Approval (] Approval w/conditions [] Denial
Asst. Dir: __ /[ Approval [J Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGE%; OF_L\(



Four Women, Inc. ST Waiver #4
150 Emery Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval to allow the medical records to be stored
within locked cabinets in the -reception area in lieu of having a
separate medical reccrds storage area.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
T
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11" sheets must be provided for clarification, as needed.
Four Women, Inc., 150 Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for sach waiver request: 9.5.F2..¢e e
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" °*

Specific physical plant condition to be waived (e-g. room area 98 SF vs. 100 SF, minimum dimension 4'6” vs. 5, part or entire requirement);
X-ray film illuminator

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 1563.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

This adds unnecessary and unused equipment to an OR.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

Pt o + o P i | = _ I =
TAdCLITITES WAL T'T [PLW L S &) — iy - §

in abortion care.

£ £
T

c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

None, there is no need for X-ray film illuminator. There is

a light table in the dirty room that could be cleaned and

used in some odd emergency, but that should not be the case.

Signature of the facility's clinical representative ( . &‘E—Lﬁ‘\—\;’
Representative’s Name Carol Belding Title_ President Tel# 508-222-7555

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

=
Proj. Eng: L%?%[’ ﬂ“‘% S_L?"t Jg{j Approval [J Approval w/conditions [] Denial
Vi
Pro. Adm:_ /__/___ [ Approval [J Approval w/conditions [ Denial

Asst. Dir: —/___/___[1 Approval [J Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGF_{OF_l_q



Four Women, Inc. ' Waiver #5
150 Emory Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of not having x-ray film illuminators in
the ORs as x-rays are not used in the abortion process.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Depariment reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and c below. Incomplete forms
will be returned.

Plans on 8%;” x 11" sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name Address, including zip code

; T : : 95 B3 s
Regulation or "Guideline" section number-Complete one form for each waiver request : i =
105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.LA. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" %'

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6” vs. 5, part or entire requirement).

Nurses call button at each bed

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics: 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

This kind of service is not usually found in abortion facilities

It adds to expense and complicates an already uncomplicated

PN P PPy P <
pLroucTuurTanna .LE\—UVC-L_Y.

b) Specify how non-compliance does not Jjeopardize the health or safety of the patients and does not limit the
facility’s capacity to give adequate care. (Attach additional pages as necessary.*)

The recovery room is not very large. There is designated

Space ror five recumb&nt chairs. There is a nurse and usually

a medical assistant with patients at all times. (The nurse

cannot leave the room without the float nurse covering her,)

No patient is outr of hearﬁ_‘i ng or_sidnT. If curtain s_are—closedg

they are closed to thes‘v“fo'en next to a patient, not the nurses.
¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*f

Women in our recovery room are under constant supervision. They

are-—usuvally-alert-and-sitting ups—FPhey canr-telt—us—ifthey are
in distress. We can provide a bell or -semething that can alert
staff If the patient needs Help. |SIES ATt
See attached policy, for the recovery room -
Signature of the facility's clinical representative Q QZA"&@/(%CUJ»_(/
Representative’s Name__Carol Belding TitlePresident Tel.#%nﬂl??%-?rﬁf,

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: E/"M ;%1- i/Y_P L Approval [] Approval w/conditions [] Denial
g y 7@
Pro. Adm: ) /___/___[1 Approval [] Approval w/conditions [ ] Denial

Asst. Dir; _/___/___[ Approval [] Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’'s name and the referenced regulation number. PAGE _&_ OF_L\('



Four Women, Inc. Waiver #6
150 Emeory Streee
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of the policy requiring a nurse eall
sending station at each recovery.bed.



FOUR WOMEN, INC.
TEPLE: RECOVERY ROOM STAFFING/ SAFETY
PURPOSE:  To maintain patient safety during recovery period.
POEICY:: 1. Location ‘

It is the policy of Four Women, Inc. to maintain the safety of all
patients. The recovery room has designated space for five
recumbent chairs. The recovery room layout at Four Women, Inc.
provides an unobstructed view of all patients, therefore women in
the recovery room are under constant supervision.

When privacy becomes necessary for a patient, the curtain between
the recumbent chairs can be drawn. Although the closing of
curtains between patients maintains the privacy of the women in
the recovery room, it does not obstruct the staff’s view of the other
patients.

II. Staff
The recovery room staff consists of at least one R.N. and a medical
assistant for up to 5 patients. The R.N. must remain in the

recovery room at all times, unless relieved by another R.N. or other
licensed staff.

Four Women, Inc. 03/03

b a



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11" sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name : Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request:_ 2 . 5. F4
105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Qut-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations”; A.L A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" °'

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4’6" vs. 5, part or entire requirement);
Step-down recovery area

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

It is not customary for a step down recovery area to
be used in abortion care. Space is expensive and it
would get little or no use.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility’s capacity to give adequate care. (Attach additional pages as necessary.*)

Again, it is not customary for a step down recovery
lounge to be used in abortion care. A woman spends
approximately 45 minutes in_the recovery room chair and
leaves on her own, not in a wheel chair.
A ::t':y down luu.u\:;t: is—not—heeded—in-aber
c) Specify compensgt%nrg?ea%usf'esl}ﬁa %f%ﬂéﬁt&é’& ?Etrach additional pages as necessary.*)
All women receive refreshment in their recovery room chair.
They spend all the tTime they need in that chair. THis gives
a person a feeling of well-being as they have one nurse. When
a woman is discharged she is able to dress herself and walk
out the door.

Signature of the facility's clinical representative QQ_{"BM-NQ

Representative’s Name_Carol Belding Titte___ President Tel# 508-222-" 7i5$

SOOI

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
; % / E
Proj. Eng: /%(9’ : e }/_ ? = Approval [] Approval w/conditions [] Denial
— —/ﬁ
Pro. Adm: /___/___[1 Approval [] Approval w/conditions [] Denial

Asst. Dir: [/ [ Approval [] Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGE 1 OF_lr



Four Women, Inc. ' Waiver #7
150 Emory Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of not providing a step down recovery area
as it is nor required by the service as described by the kFacility.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5" Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' heaith and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11” sheets must be provided for clarification, as needed.

Four Women, Inc. 150 Emorv Street. Attleboro, MA 02703

Facilty's Licensed Name or Proposed Name Address, including zip code
If hospital or clinic satellite, name : Address, including zip code
9 5 ES om

Regulation or "Guideline" section number-Complete one form for each waiver request :
105 CMR 150.000 "Licensing of Long Term Care Facilities™ 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" ©'

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 46" vs. 5', part or entire requirement):

Housekeeping room

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics: 1563.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

Space for the center is at a premium and an entire room

could not be dedicated for housekeeping. It was too

costly.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

Patients will not be affected by the lack of a housekeeping room

Other housekeeping facilities will be provided, see below.

The housekeeping equipment is used for touch ups and small cleaninﬁiab‘-
Professional—cileaners come im with heavy equipment and supplies

c) Specify comtbgns%tlrr?gaf‘gatgrlag fatwifl Eginyﬂ&éé '(Atta%ﬁ g&’dﬁl&%l %@&%Ee&g’s’%rﬁ)leariii ,\Ech,_;b &Ebly_ogrlf-]%z;mt -

Two_smaller housekeeping closets are provided. Sinks are
in each closet, racks will be provided to hang mops, brooms
ather honsekeeping supnlies A raolline buyalkaf caaiag e o0 oo

5 ™ j' D) vl L BT~ —a= == 3 ‘j E A g TEET LA L g LJ\A.-LM«
to fit under the sink.

Signature of the facility's clinical representative C\Q{O—Mu_?

Representative's NameCarol Belding Title_Pregsident TLI.#__E,Q&_,ZQQ_;;_555

, and
hased

For DPH - Division of Health Care Quality use only: (comments/conditions of appraval on back of form)

Proj. Enqu/ﬂ/ﬂf% 2 K P gk Approval [] Approval w/conditions ] Denial

Pro. Adm: /___/__[J Approval (] Approval w/conditions [] Denial

Asst. Dir: —_/___/___[JApproval [] Approval w/conditions [] Denial

July 2001 "Attachments must include the facility’s name and the referenced regulation number. PAGE & OF__L\(



Four Women, Inc. Waiver #8
150" Emory SEtrect
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of allowing housekeeping closets in lieu
of having a housekeering room contingent upon all cleaning equipment
being stored in the closets and not inappropriately stored elsewhere
in the building.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5 Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11" sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Ea_c_ilif-,r's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request : 9.5.F5.P
105 CMR 150.000 "Licensing of Long Term Care Facilities™; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations”; A.LA. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" °'

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6” vs. 5', part or entire requirement):
High Speed Sterilizer

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics: 153.031(B), Long
Term Care Fagilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

This is an added expense and it is not usually found in an
dabortion center.

b) Specify how non-compliance does not jecpardize the health or safety of the patients and does not limit the
facility’s capacity to give adequate care. (Attach additional pages as necessary.*)

Women would not be affected by the lack of a high speed sterilizey:

There are ample sterile instruments to be used in any given clinic.

c¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

More sets are kept in storage than are needed in any day. If
more patiénts Show up than there are sterile wrapped sets, we
can run several sets through the sterilizer and "flash" them.
Each set consists of the same instruments they are all inter-

changeable. ' Specialty items®™ Gd T1ss have
Signature of the facility's clinical representative (}(‘E’Mv—'{ extra items paCkﬁ 1\' sl
Representative’s Name Carol Belding Tite____Pres i\den t Tel# 508-222-7555 gl
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
/ .
Proj. Eng: %"&’Q{;ﬂ/ : A ?31 Approval [J Approval w/conditions [] Denial
¥
Pro. Adm: — /[ Approval (J Approval w/conditions [] Denial
Asst. Dir: —/__ /[ Approval [J Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGE:& OFi*



Four Women, Inc. e Waiver #9
150 Emory Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of not having a high speed sterilizer as
noted inMihics faea ity Bss peaquest



T R TPmm g

PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5" Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8'.” x 11” sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703
Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request:_Corridor width 9.5.H1. 3
105 CMR 150.000 "Licensing of Long Term Care Facilifies”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations”; A.I.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" '
Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs. 5, part or entire requirement):

8 foot corridor width in OR suite, 5 feet in other areas
(1]

. . . ] mn p
Physical plant re&ﬁgrﬁ)&lféoélay Iéev%iviélt? gurgfjjérq(?o %%r (ﬁ\ﬂﬁi ?%%S&QIoépilgls; 1%89997 Cl|9nics,p 1]5':3‘.851‘]?5,1%9
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

Space is expensive and at a premium. We feel patients can

be safely transported or escorted (as they are walking) to the
tecovery room with hallway widths as drawn. The new reception/

2881 Ri8hTREL¥e 2o, 15,583°12u8,20d has ample room SheB2Ehghts-

Create a vibration sound. It would be better for patients to

b) Specify how hanzeompliance does not jeopardize the health or safety of the patients and does not limit the

facility's capacity to give adequate care. (Attach additional pages as necessary.*) have a doorr‘}sggr quiet.
Ia

Most patients go to the recovery room walking with a medical
statff person. Those who have had Iight sedation are groggy, but
awake and are in a wheel chair, again escorted to the recovery
room. g

FThere—is prenty-ofroomto get someone safely out of the building
11 an emergency. = -
c) Specify compensating features that will be instituted, (Attach additional pages as necessary.*)

The majority of the OR corridor is 8 feet. There is a short six
foot—corridortothe Lecovery room with a 36 inch door ForF sound
privacy. We can remove the door from the plans if you so desire.

All space will be tested with wheel chair/strgtche7recovery room

oh 3= 4 = T - o -] Lish ]
AP ¥ = g i LU DT ST e [ S i } CGDL.L_Y [=3 CoTrDIeES
Signature of the facility's clinical representative W‘ﬂ%’—?

Representative’s Name__Carol Belding Titte_ President Tel,)_5_0_8_:222;7_555_

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
PMEm:Zg%%%/' ij:ﬂdﬁ%mmemmmwwMMMDDmm
Pro. Adm: /___/___[ Approval [] Approval w/conditions [ Denial

Asst. Dir: —/__I_[] Approval [J Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGELQ OF_L



Four Women, Inc. : Waiver #10
150 Emory Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend having a 7797 corridor width in lieu of the required 8’0"
leading from the ORs to the recovery room along side of the reception
desk.



S —

PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000
Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11” sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline” section number-Complete one form for each waiver request 2 - 31+ E5 and table 9.2

105 CMR 150.000 “Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units: 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations”; A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities” °*
Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 46" vs. 5" part or entire requirement).

2 OX & 2 YAC Elass B intermediate surgery (sedation)

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics: 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

The cost of installing a full piped in oxygen and Vacuum system
was estimated to be approximately 3500,000 by Coast to Coast
Medical in Fall River, MA. This is not an affordable option.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

A typical surgical abortion takes five minutes for the surgeon to
perrorm. Due to the nature of abortion surgery, and fasting
before hand, emergency gastric suctioning is incredibly rare
Oxygen dosing is more often but is of short duration.

¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

We have at least one oxygen tank to be placed next to the procedur«
table in the OR.  This W1ll be ready for immediafe emergency
use and checked at the beginning of each surgical day.

A portable gastric suction machine will be placed next to the

OR-table-and immediatiy—avaitable im—case of—emergency- :
Signature of the facility's clinical representative = ‘ﬁg_ra&ciﬁw%
Representative’s Name_Carol Belding Tite___ President Tel.#_ﬁgg__zgg_j;%
For DPH - Diyision of Health Care Quality use only: (comments/conditions of approval on back of form)
Proi. Eng: 277»@[@ e #}%’Approvai O Approval w/conditions [ Denial
Pro. Adm: e e Approval [] Approval w/conditions [] Denial
Asst. Dir: —/___/___ [ Approval [] Approval w/conditions [ Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGE LL OF_L\f



Four Women, Inc. Waiver #11
150 Emory StErect
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of the piped in medical gases atjgh, Sclals:
operating rooms and in the recovery room contingent upon providing the
portable tanks and suction equipment as outlined in the waiver

request.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000
Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients’ health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8% x 11” sheets must be provided for clarification, as needed.
Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name : Address, including zip code

. S . : 9. 31.E5 table
Regulation or "Guideline" section number-Complete one form for each waiver request :
105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure 9 « 2
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations”; A.LA. "Guidelines for Design and Construction of Hospitals and Health Care Facilities™ %!

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6” vs. &', part or entire requirement):
1 OX & 1 VAC for each bed, Class A: Post-anesthesia recovery rm.

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

The cost of installing a full piped in oxygen and suction system
was $oUU,UU00 Trom Coast to Toast Medical: (approximate) This
is not an affordable option.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

After a local abortion procedure women walk with an attendant
inmtothe recovery room: They recover inma sitting positicm ani
are awake and alert the entire time. An oxygen tank (portable)
and a gastric suction machine (portable) will be placed next to
each chair and readily available in the case of an emergency.

c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

<] :-i—:i—nd :bo\vn B den - +anle = 3 i an—mmacahin etk rt_
T Lol = == oy = ey L= 3 VT AT U.{\I‘_:’L.LJ COaTiox (=g Eiw) o S CTIOUAT lllCl.D.l.!J.l.l.(:' O TIT p\j
able will be placed next to each recovery room chair. These
are perfect and safe for a simpie procedure such s am abortion.

emergency back up

Signature of the facility's clinical representative er\m 5t

Representative’'s Name__ Carol Belding Tile__President Tel # 508*252—7555
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proj. Eng: A )Zézj : d 175‘5 Approval [] Approval w/conditions [] Denial
Pro. Adm: /1 [ Approval [J Approval w/conditions [ ] Denial
Asst. Dir: __/___I___[ Approval [] Approval w/conditions [] Denial

July 2001 “Attachments must include the facility’s name and the referenced regulation number. PAGE LZOF+\(



Four Women, Inc. Waiver #12
150 Emory Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of the piped in medical gases in the
operating rooms and in the recovery room contingent upon providing the
portable tanks and  suction .equipment as outlined - in - the waiver

request.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5" Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and c below. Incomplete forms
will be returned.

Plans on 8'%” x 11” sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request : 9.41.E5 and Table 9.2
105 CMR 150.000 "Licensing of Long Term Care Facilities”, 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations”; A.|.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities” o

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6” vs. 5, part or entire requirement):
1 OX & 1 VAC for each bed, Class B: Post-anesthesia recovery room

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)
The cost of installing a fully piped in oxygen and vacuum
————system—was—estimated—to be—$500;000by €Coast—to CoastMedical
in Fall River, MA.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

Abortion patients vecover very quickly. The women are
in the recovery room for usually 45 minutes or less. They
are_sitting upright or .gently reclined. —There are no beds in
abortion recovery rooms. Due to the short nature of the

- procedure--and fast-aeting-anesthesiafsedation—drugs; womemr—are

awake and alert much mo i i
c) Specify compensating features that wilirge ?nstitute .e {Aﬁe‘a’éﬁ %clj{d]ﬁignatl-';l}aaggs alg%g&sg,a%;?erles i

At least one portable oxygen tank will be placed next to each re-
cumb&nt—recovery room chair.—A portable gastric suction machine
will also be placed next to each chair.

Both will be ready to be used in the case of a rare emergency.

Signature of the facility's clinical representative

Representative’s Name___Carol Belding Title___ president——— Tel#_ L= _2‘2 S g
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
¢4 =l o - ~
Proj. Eng: i _7_ /__IJ & Approval [] Approval w/conditions [] Denial
7T
Pro. Adm: /|1 Approval [J Approval w/conditions [] Denial
Asst. Dir: __/__I___[]Approval (] Approval w/conditions [J Denial

July 2001 *Attachments must include the facility’'s name and the referenced regulation number. PAGE & OFW



Four Women, Inc. o Waiver #13
150 Emory Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of the piped in medical gases in the
operating rooms and in the recovery room contingent upon providing the
portable tanks and suction equipment as outlined in the waiver
request.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11” sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

ﬁmspﬁtal or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request: 9. 31 .E5 and Table 9.2
105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations”; A.LA. "Guidelines for Design and Construction of Hospitals and Health Care Facilities” o

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs. &', part or entire requirement).

1. 0X & 1 VAC Class A: minor surgery (local_anesthesia)

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

The cost of installing a full piped in oxygen and vac wm system
was estimated to be approximately $500,000 by Coast to Coast Medicak
in Fall River, MA,., This is not an affordable option.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

A typical surgical abortion takes five minutes for the surgeon
to perform. Due to the nature of abortion surgery, . and fasting
before hand, emergency gastric suctioning is incredibly rare,
Oxygen dosing is more often but is of short duration.

¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.”)

Thexe There will be at least one portable oxygen tank next to the
procedure table in the OR. This will be ready for immediete
emergency use and checked at the beginning of each surgical day.

A portable gastric suction machine will be set up next to
the OR _table.

Signature of the facility's clinical representative C&ﬁ%@*@j‘”‘?

Representative’s Name__Carol Belding Title President Tel.# RHR\,7Q7-7RR_5

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: _%’”Z/% 3 _?_/ _};f’ Eﬁll Approval [J] Approval w/conditions [] Denial

Pro. Adm: /___/___[J Approval [] Approval w/conditions [] Denial

Asst. Dir: __ /| [JApproval [J Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGE l_(% OF_L{



Four Women, Inc. e Waiver #14
150 Emory Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of the piped, insaedicalyigases Traiha
operating rooms and in the Irecovery room contingent upon providing the
portable tanks and suction equipment as outlined in the waiver
reguest.
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o ARCHITECT AND LICENSEE's AFFIDAVIT
. (Check ADpropriats Facllity Type)

L1LONG TERM CARE FACILITY' g3 cLinge? L] CLINIC SATELLTE? !

(JHOsPiTAL® HOSPITAL SATEL j7E* LI DIALYSIS FACILITY*

The undarsigneg Architect hereby certifieg:
1.t has created the architectura) plans snd 3peciiications aliached heretn as Aftachmant 1 the "Llans”) ra
P'ant iMprovamants  (#%sse now « e Hator ST
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2. The plang have heen reviswed against Tegu'ations outlined in applicable Massachysetts Department of Puplic Hgalth

icensure regulations '105 cpe 150.000 et seq., or “106 CMR 140 095 8t.Seq.. or *105 CMR 130 00 ol s6a. or "105 CMR
'45.000 et seq, and the @pplicabie sections of the == &4 544y Edition of thg Guidelines for Design and Cepstruction of
Hospital and Hezaith Care Facilitios as Eppropriata to thg factity type.

3. To the undersigned's knoMBdgc, information and belief, the Plans meet the reéquirsments of the above referenced coras
and regulations jn all materiat 8spects, except for the nen-conforming itemsg {list reguiation numbers) for whick Waivers wili be

Architert's Stamp
ot e

Sy

e _Sole Prop,

———— e s i

Date:_¢7g, 742&;43 £— Revision Dmes:___/‘;é&_é’ Q___‘____'____H_uﬁ____- =

4. The undersigned Licensge ro licensge undsrstands ang agrees thaj notwithstarding the- ar Eprens; seifs
Centification or abbreviated Teview procesg underaken bursusnt to this gang the accempanying documeé s o of
Health Care Quality of the Department of Public Hegith ({tha "Division™) ahaj have continuing authority to (a) revigy the plans
Submitted here itk and/or ingpact the WOrk with regard thereto, and {b) withdraw itg approval therefg,

o i 4 e shell have g continuing obligation i0 make any
changes required by the Division 1o “omply with the abeve mentoned cocdag and regulations whether or not Fhysical elant
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Date ’;’j j}: I_L’_f_ﬁ___,__m,___“‘“__ Withess:___




ARCHITECT AND LICENSEE'S AFFIDAVIT

(Check Appropriate Facility Type)

[1LONG TERM CARE FACILITY' 3 CLINIC? [J CLINIC SATELLITE?
[JHOSPITAL® [ HOSPITAL SATELLITE® [] DIALYSIS FACILITY*

The undersigned Architect hereby certifies:
1. It has created the architectural plans and specifications attached hereto as Attachment 1 (the "plans") regarding physical

- te 2 brief 3 5 :
plant improvements gj';:jfd"e‘;;;h;f) _ambul atory-surgical center _______ at(Note the facility's licensed
or proposed licensed name.)

oy Four Women, Inc sroed20 Emory St., Attlehoro, L 35 ) SR D e
facility's licensed name or proposed name address cﬂfn‘lown 2ip code
iThospilal or clinic sateliite, name T~ ——— T e e e T T T Gyriown Zip code

2. The plans have been reviewed against regulations outlined in applicable Massachusetts Department of Public Health
licensure regulations '105 CMR 150.000 et seq., or 2105 CMR 140.000 et seq., or 105 CMR 130.000 et seq., or “105 CMR
145.000 et seq. and the applicable sections of the >3 &4 2001 Edition of the Guidelines for Design_and Construction of
Hospital and Health Care Facilities as appropriate to the facility type.

3. To the undersigned's knowledge, information and belief, the plans meet the requirements of the above referenced codes
and regulations in all material aspects, except for the non-conforming items (list regulation numbers) for which waivers will be
required, separate waiver forms are attached for each item:

9.5.F5.p 9.5.F5.m 9500y
corridor width 9.5.F2 & 9 5. NG
9.5.D5 1-9 30..E5, table9. D Y502
9,5.F4 n

Architectural Firm Name:__ Richard J. Cardarelli, A.I.A. e

Signature:__

Name:,ﬁ___ﬂigllard_J_k,Carda_telJ_iﬂ_ AL R
Title: Sole Prop. .

Date: Revision Dates;

4. The undersigned Licensee/proposed licensee understands and agrees that notwithstanding the plan approval self-
certification or abbreviated review process undertaken pursuant to this and the accompanying documents, the Division of
Health Care Quality of the Department of Public Health (the "Division") shall have continuing authority to (a) review the plans
submitted herewith and/or inspect the work with regard thereto, and (b) withdraw its approval thereto.

5. The facility, __Four Women . shall have a continuing obligation to make any
changes required by the Division to comply with the above mentioned codes and regulations whether or not physical plant
construction or alterations have been completed. (Note the facility's licensed or proposed licensed name and if it is a hospital
or clinic satellite note both the parent and satellite’s name.)

Facility Fou Authorized C A 2
Namie: I wOmen, _I_Nc. B Signature: O\_(‘Q—Q/f.:_,-%,
mddiecs S 190 WMoRy BET - r,iame:___%_Q_q;_ql__gg;_q_ikgg‘_____j___
Attleboro, MA 02703 Title: P;esident
Date: A } l’_l“‘ == o et Witness: RN /;/3/ ez L

/

e PLEASE SUBMIT THE ORIGINAL AFFIDAVIT, NOT A COPY.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable Supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11” sheets must be provided for clarification, as needed.

Four Women, Inc._,h‘_]SO Eglgfy Skreat, Attleboi:o_, MA 02703

Facilit;s Licensed Name or Proposed Name Address, incfucﬁng}i?code
ﬁEEH&?EM&T%E?“““‘""%“7_“_*"“_“&??57@5&55 zZipcode s s

Regulation or "Guideline” section number-Complete one form for each waiver request: Corridor wi dth SR
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Out-of-Hospital Dialysis Units: 105 CMR 140.000 “Clinic Licensuge
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations”; A | A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" %!
Specific Pphysical plant condition fo be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs. 5 part or entire requirement):
- .0 fook corrigor w 1dth in OR suite, 5 fee t in other areas

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following;
a) Specify how compliance would cause undue hardship. (Attach additional Pages as necessary.*)

Space is eéxpensive and at a Premium. We feel patients can
e fely transported or &g EEE_t*er_TaE“EEE;‘éFé walking) to the
_____ﬁ_____JeLCQ_\LeLL_LQQmﬁmLthH_haUMa;L_mid_ths__as_dLamn_

Abortion care can be noisy as there are suction machines that

Ccreate a vibration sound. It would be better for patients to
b) Specify how hanla:nipliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional Pages as necessary.*) have a doori er quiet.

C10S e
Most patients go to the recovery room walking with g medical
““““““““ﬁaff‘ﬁéi‘s%ﬁ. Those who have had ‘Iight sedation are groggy, but
1§Eﬂ<ﬁ§_§ﬁ@_ﬁ§£e‘j:9_‘é__‘ibéﬁ_l_ﬁ&fla‘il"#ﬁiga_i[l escorted to the recovery

ﬁ_—*h“'jlfhere_‘iS"“pientTUf“TUUm*“tU“gEt‘sﬁmEUﬂE‘“SE_fely out of the buildi ng
Il an emergency.
c) Specify compensating featuregthat will be instituted. (Attach additional pages as necessary.*)
The majority of the OR corridor is 8 feet - There is a short six
—-““-—*fcc:t“cvrr'rdcr‘“tc“th?‘ﬁe‘c‘ﬁ?‘érTz " TOOH with & 3b inof door for sound
- Bliveoy, A8 09 remove the door From Ehe plans dir yon o desire.

Signature of the facility's clinical representative L____ﬁ__ﬁ___*,—QﬂQ'M&'-—?

Representative’s Name__Carol Beldin g9 e Bresident . = ny iliQB.:ZZZ;lS.S.&

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: Ll Aphmval ] Approval w/conditions [] Denial
e el N e

Pro. Adm: [__I___[7 Approval [J Approval w/conditions [ Denial

Asst. Dir: — [ [l Appreval[] Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. BAGELL ‘@ it
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COMPLIANCE CHECKLIST
== SIANGE CHECKLIST

Qutpatient Surgical Facilities

P9 following Checklist is for plan review o
derived from the AIAJHHS Guidelines for Design and Construction of Hospital and Health Care Facilities, 2001 Edition
(Scction 9.5), appropriately modified to respond to DPH requirements for projects in Massachusetts which include Hospital

Other jurisdictions, regulations and codes may have additional requirements which are notincluded in this checklist, such as:
= NFPA 101 Life Safety Code and applicable related Standards contained in the appendices of the Code.

« 708 CMR, the State Building Code.

= Joint Commission on the Accreditation of Health Care Organizations. ;

«  CDC Guidelines for Preventing the Transmission of Mycobacterium Tuberculosis in Health Care Facilities,

Architectural Access Board.
v Local Authorities having jurisdiction.

Instructions:

1. The Checklist must be filled out completely with each application.

2 Each requirement line () of this Checklist must be filled in with one of the following codes, unless otherwise
directed. If an entire Checklist section is affected by a renovation project, “E” for existing conditions may be indicated
on the requirement line (__) next to the section title. If more than Oone space serves a given required function (e.q.
patient room or exam room), two codes Separated by a slash may be used (e.g. "BE/X").  Clarification should be
provided in that regard in the Project Narrative,

X = Requirement is met. M= Check this box under selected checklist section titles
or individual requirements for services that are not
«included in the project,

E = Functional space or area is existing and not affected by W = Waiver requested for Guidelines, Regulation or Policy

the construction project; this category does not apply i requirement that is not met (for each waiver request,
the existing space or area will serve a new or relocated complete separate waiver form & list the requirement
service or if the facility is currently not licensed & ref. # on the affidavit).

applying for licensure.,

3, Mechanical, plumbing and electrical requirements are only parlially_mentioned in this checkiist,
4, Oxygen, vacuum & medical air outlets are identified respectively by the abbreviations "OX", "VAC" & "MA".
5 ltems in italic, if included, refer to selected recommendations of the Appendix of the Guidelines, adopted by policy.

6. Requirements referred to as "Palicies” are DPH interpretations of the AlA Guidelines or of the Regulations.
Facility Name: Four Women, Inc. Dates: 2/5/02 ‘7':1 [ oz

Facility Address: 15 Emory Street Revis[ons:.‘..............‘.v......‘.....,.;.l.g.l.g...z.:.n
Attleboro,MA02703 G

Satellite Name: (if applicable) DON Identification: (if applicable)
Satellite Address: (if applicable)

Project Reference: Building/Floor Loecation:

OPTIONAL ASSOCIATED SERVICES IN PROJECT (CHECKLISTS ATTACHED)
[ Medical Clinics / Hosp. OutpatientDegts (] Outpatient Diagnostic Facilities ] Endoscopy Suites

MASS. DPHDHCQ 07/01 OP10




Compliance Checklist: Outpatient Surqica Facilities

9.5.A/
Policy

9.5.C

140.209

dhigre - o

9.5.D1
9.5.D2

9.5.D3

9.5.04

9.5.D5
9.5.D06
9.5.07
9.5.08

9.5.E X

9.5.E1

9.5.E2

9.5.E3

MASS. DPHDHCQ

ARCHITECTURAL REQUIREMENTS

GENERAL
-x_ Facilities designed far max. 23 hrs patient stay

—3 Surgical suite divided into 3 contiguous areas:

x unrestricted (control point monitoring general access

—x Semi-restrictec (peripheral Support spaces)
—s¢ restricted (ope-ating rooms & immediate support
spaces) :

PARKING

—x_ 4 spaces per procedure room

X 1 space for each staff member

—x Spaces near the entrance for pickup
—x Handicapped parking

ADMINISTRATION & PUBLIC AREAS
—3x Covered entrance for patient pickup
- Lobby area:

_ W waiting area

_X convenient wheelchair storage

—x. reception/information desk

- W handicapped public toilets

—__ public telephone. or _ x convenient office
telephone

_ drinking fountain - or W _ bottled water
dispepser

__xInterview space
_x sight/sound privacy
__ X Administrative offices:
—x- Separate from public and patient areas
—3¢ Provide for confidentiality of records
< enclose offices for consultation
W Kﬁtipurpose room(s)
-y Medical records room
—_xlockable staff storage
_x General storage

STERILIZING FACILITIES
check if service provided off-site

X Soiled workroom:
-xwork surface
x Washer/sterilizer decontaminators

X Clean assembly/workroom
_x.. terminal sterilization equipment
—s¢ Space for carts

X Clean/sterile supplies

Page 2 of 6
MECHANICAL/PLUMBING/
ELECTRICAL REQUIREMENTS

_x Lighting of parking lot &
approaches to building

— ¥ Handwashing station
— Vent. min. 10 air ch./hr (exhaust)

___xHandwashing station

—xClinical flushing-rim sink

__XVent. min. 10 air ch./hr (exhaust)
__X negative pressure

—X Handwashing station

_X Vent. min. 4 air/ch./hr
X positive pressure
LbtE Temperature/humidity control

07/01 OP10



Compliance Checklist: Outpatient Surgical Facilities

9 5B S

CHE =

9.5.E2.b

9.5.F3

7.7B2
Policy

9.5.F2.c

9.5.F3
7.7B2
Policy

MASS. DPHDHCQ

ARCHITECTURAL REQUIREMENTS

CLINICAL FACILITIES
_x Pre-operative area
___ separate pediatric pre-operative space
check if no pediatric surgery is performed

—x Exam/testing room
_x min. 80 sf
_x charting counter/shelf
_x sight/sound privacy

x Operating rooms/ Post-anesthesia recovery rooms

Class A: minor surgery (local anesthesia)
check if service not included in project

—X Operating rooms
—x min. 120 sf
—x 10-0" minimum dimension
min. 3-0"clearance on all sides of operating table
e X-ray film illuminator

X Post-anesthesia recovery room

—X min. 1 recovery station per OR

—x min. 2'-8" clearance on sides and end of beds

_x Cubicle curtains

—3¢ beds located for direct observation from nurses
station .

—_ separate pediatric recovery space

check if no pediatric surgery is performed

—__ space for parents

Class B: intermediate surgery (sedation)
check if service not included in project

__x Operating rooms
—xsole access through restricted corridof
_x_ min. 250 sf
—x 15-0" minimum dimension
—3x Min. 3-6"clearance on all sides of operating table
W X-ray film illuminator

X Post-anesthesia recovery room
—x- Min. 2 recovery stations per OR
—x_ min. 3-0" clearance on sides and end of beds
_x_ sight/sound privacy
3 beds located for direct observation from nurses
station
Separate pediatric recovery space
[X check if no pediatric surgery is performed
—__ space for parents

Page 3 of 6

MECHANICAL/PLUMBING/
ELECTRICAL REQUIREMENTS

kel kk bk ks be ke b o

k|=

ok ke

A £ =[]

Handwashing station

Vent. min. 6 air ch./hr
Portable or fixed exam light
Min. 2 el. duplex receptacles

10X & 1VAC

Vent. min. 8 air ch./hr

_ X positive pressure
Portable or fixed exam light

Handwashing station

Access to bedpan cleaning
equipment

1 OX & 1 VAC for each bed
Nurses call button at each bed
Vent. min. 6 air ch./hr

20X & 2 VAC

Vent. min. 15 air ch./hr

_x Ppositive pressure

—x 2 remote return registers near
floor level

Portable or fixed exam light

8 elec. duplex receptacles

(36" AFF)

Lighting, all receptacles & fixed

equipment on emergency power

Emergency communication

Handwashing station

Access to bedpan cleaning
equipment

1 OX & 1 VAC for each bed
Nurses call button at each bed
Vent. min. 6 air ch./hr

07/01 OP10



Compliance Checklist; Qutpatient Surgical Facilities
ARCHITECTURAL REQUIREMENTS

Class C: major surgery (regional or general anesthesia)
kI check if service not included in project

9.5F2d Operating rooms
___ sole access through restricted corridor
—__ min, 400 sf
—_ 18-0" minimum dimension
min. 4'-0"clearance on all sides of operating table
X-ray film illuminator

9.5F3 — _ Post-anesthesia recovery room
7.7B2 —_ min. 3 recovery stations per OR
Policy — min. 4'-0" clearance on sides and end of beds

sight/sound privacy
— beds located for direct observation from nurses
station
Separate pediatric recovery space
check if no pediatric surgery is performed

—— space for parents

9.5.F4 _W_ Step-down recovery area
number of stations is at least half the number of
stations required for post-anesthesia recovery
control station

space for family members

provisions for privacy

convenient toilet room

— sized for patient & assistant

—_ nourishment facilities

MASS. DPHDHCQ

Page 4 of 6

MECHANICAL/PLUMBING/
ELECTRICAL REQUIREMENTS

20X & 3 VAC

Vent. min. 15 air ch./hr

—_ Ppositive pressure

—_ 2 remote return registers near
floor level

Portable or fixed exam light

8 elec. duplex receptacles

(36" AFF)

Lighting, all receptacles & fixed

equipment on emergency power

Emergency communication

Handwashing station

Access to bedpan cleaning
equipment

10X & 1 VAC for each bed
Nurses call button at each bed
Vent. min. 6 air ch./hr

Handwashing station
Vent. min. 10 air ch./hr (exhaust)
Handwashing station

07/01 OP10
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Compliance Checklist: Outpatient Surgical Facilities

ARCHITECTURAL REQUIREMENTS

9.5.F5 —X SUPPORT SERVICES
2L PPURT SERVICES

9.5.F5.a —x Control station at entrance of operating suite
9.5.F5.b —x Drug distribution station

_x__ refrigerator

_3. double locked storage

9.5.F5¢ X Scrub stations
X near each OR entrance
-X_ each serves not more than 2 OR's

9.5.F5d X Soiled workroom(s)
x Work counter
x Waste receptacle

9.5 F5.e x soiled workroom(s) convenient té OR's

9.5E3 x Clean/sterile supplies

9.5 F5f —__ Anesthesia workroom for Class G surgery
check if function & Class C surgery not included in
project

— work counter(s) & racks for cylinders
— Separate storage for clean & soiled items
— case cart & equipt storage

Medical gas supply & reserve storage
Equipment and stretcher storage

9.5F59g
9.5Fs5h

9.5 F5.i

bk L L

Staff change areas

__ X lockers

__X showers

iy toilets

—3 Space for donning scrub suits and booties
—x One-way traffic directly into surgical suite

9.5.F5 __X Outpatient surgery change areas
_x_ waiting room
_x_ lockers
3 toilets
—¢ Clothing change areas

space for administerin edications
—x— Spa ministering medication

9.5.F5.k X Stretcher storage
9.5:F51 X Staff lounge
_x_ Staff toilets
__x off surgical suite
X near recovery area
9.5.F5.m W Housekeeping room

955 ESin Wheelchair storage

X
8.5F5.0 —x_ Access to crash carts for surgery & recovery
9.5.F5p - High-speed sterilizer

MASS. DPHDHCQ

Page 5 of 6

MECHANICAL]PLUMBINGI
ELECTRICAL REQUIREMENTS

—~

4

1T e

Handwashing station

Kneeffoot controls

or

Electronic sensor controls on’
emergency power (Policy)
Handwashing station

Clinical flushing-rim sink

Vent. min. 10 air ch./hr (exhaust)
—X_ negative pressure

Vent. min. 6 air ch./hr
Temperature/humidity control

10X & 1 MA

Sink(s)

Vent. min. 8 air ch./hr

— all air exhausted to outdoors

Vent. min. 8 air ch./hr
—x_ all air exhausted to outdoors

x Handwashing stations
x Vent. min. 10 air ch./hr (exhaust)

—sexHandwashing stations

X

Vent. min. 10 air ch./hr (exhaust)

x Handwashing station
x Vent. min. 10 air ch./hr (exhaust)

X
-

Service sink
Vent. min. 10 air ch./hr (exhaust)

07/01 OP10



Compliance Checklist: Outpatient Surgical Facilities

GENERAL STANDARDS
Details and Finishes
Corridor width:
_W min. 8-0" corridor width in surgical suite
___xmin. 50" corridor width in other patient areas
Staff corridors
___xmin. corridor width 44"
Two remote exits from each outp. facility suite & floor
Fixed & portable equipment recessed does not reduce
required corridor width (9.2.H1 c)
Work alcoves include standing space that does not
interfere with corridor width
[J check if service not included in project
Doors:
__x doors min. 3'-0" wide (9.2.H1.d)
—x all doors are swing-type (Palicy)
—x doors do not swing into corridor (Policy)
Patient toilet room doors
__x outswinging or on pivots
—x can be opened by staff in an emergency
X Glazing (9.2.H1.e):
_x safety glazing or no glazing under 60" AFF &
within 12" of door jamb
Thresholds & expansion joints flush with floor surface
Handwashing stations located for proper use & operation
(9.2.H1.9)
—x min. 15” from centerline to side wall (Policy)
Vertical clearances (9.2.H1.j):
—x ceiling height min. 7-10", except:
3¢ 7-8"in corridors, toilet rooms, storage rooms
—x sufficient for ceiling mounted equipment
_x_min. clearance 6'-8"under suspended pipes/tracks
Floors (9.2.H2.¢):
floors easily cleanable & wear-resistant
washable flooring in rooms equipped with
handwashing stations (Policy)
non-slip floors in wet areas
wet cleaned flooring resists detergents
_3x. monolithic floors & integral bases in operating rms
Walls (9.2.H2.d):
_x_ wall finishes are washable
—x. smooth/water-resist. finishes at plumbing fixtures
Ceilings:
Restricted areas (operating rooms)
—x monolithic ceilings (7.28.B8)
Semi-restricted areas
monolithic ceilings or _x washable ceiling tiles

% % e

ke k

k k

* &

(7.28.B8) with gasketed &
clipped down joints
ELEVATORS
Provide at least or X Each floor has an

one elevator in

multistory facility

____ wheelchair accessible

___ each elevator meets
9.30.B requirements

entrance located at
outside grade level or
HC accessible by
ramp from outside
grade level

MASS. DPHDHCQ
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Mechanical (9.31.D)

Mech. ventilation provided per Table 7.2

Exhaust fans located at discharge end

Fresh air intakes located at least 25 ft from exhaust
outlet or other source of noxious fumes
Contaminated exhaust outlets located above roof
Ventilation openings at least 3" above floor

Central HVAC system filters provided per Table 9.1

fF I o4k

Plumbing (9.31.E)
Handwashing station equipment
_x_ handwashing sink
_x hot & cold water
_s¢ single lever or wrist blades faucet
_x_ soap dispenser
_x_ hand drying facilities
Sink controls (9.31.E1):
X bhands-free controls at all handwashing sinks
_x_ blade handles max. 44" long
—x_ blade handles at scrub, clinical sinks min 6" long
W Medical gas outlets provided per 9.31.E5 & Table 9.2
__X No flammable anesthetics

Electrical (9.32)

s All occupied building areas shall have artificial lighting
(9.32.D3)

x_ Emergency power complies with NFPA 99, NFPA 101 &
NFPA 110 (9.32.H)

07/01 OP10



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5'" Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11” sheets must be provided for clarification, as needed.

__________ ﬁFouLJoIome,nv__l;nsﬁT—l 50“Emgry~8t—reet?— ttleboro,—MA—02703 A

Facility's Licensed Name or Proposed Name Address, including zip code

i

(¢}

If hospital or clinic satellite, name Address, including zip code

1
)
Regulation or "Guideline" section number-Complete one form for each waiver request : 9.5.D5 \*’ ;
105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-cf-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations”: Al A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" 9!
Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6” vs, 5, part or entire requirement):

Multipurpose roam
j 8 i et

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

The_ surgery (*en;t_e;__ope:;atpc with limited hour-su,—-Wed—and—Ezi—~
evening and Saturday a.m. To rent additional space when there
—————————1S-adeguate-reom-pot being-used-is urf’CE‘deLy.

un Nec eSSM‘j

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*) )

Staff meetings take place when thﬁgje_g;tj_liémc-)}f-iréer is emr.;t;.— . 3
Patients are not affected in any way. The physican office \
o located next door is a part time practice. We will schedule §

a staff meeting when there are no patients scheduled.

c) Specify compensating features that will be ihstituted. (Attach additional pages as necessary.*)
Meetings will not_be held anywhere_inside the surgical suite_

Pre-clinic announcements may be made individually or a memo posted
_ﬁ_____kﬁ_infthe—-staf-f-—changi RY—FOOHt:

Signature of the facility's clinical representative Wﬂ"‘?

Representative’s Name Carol Belding Tifle__Preside nj;l_“__ Tel#t. cag 955 - 555
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proj. Eng: — /[ Approval [] Approval w/conditions [ Denial
Pro. Adm: —/__ /[ Approval [] Approval w/conditions [ Denial
Asst. Dir: —__/___[JApproval [] Approval w/conditions (] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGE ' OF .



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5'" Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and r
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap- v
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the 3
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms )

will be returned.
Plans on 8%” x 11” sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703 }
Facility's Licensed Name or Proposed Name Address, including zip code ry
\, L
If hospital or clinic satellite, name Address, including zip cod(?‘/ ﬁﬁ

s

: 7
Regulation or "Guideline" section number-Complete one form for each waiver request :__{ 91‘ >.D2
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Out-of-Hospital Dialysis Unﬁsl',-‘105 CMR 140.000 “Clinic Licensure

Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations”; Al A. "Guidelines for Design and Constn)stigyaf‘Hospitals and Health Care Facilities" '
Specific physical plant condition to be waived {e.g. room area 98 SF vs. 100 SF, minimum dimension 4’6" vs. §', part or entire requirement).

Shared waiting room; handicapped toilet; bottled water

with physician practice
Physical plant requirements may be waived pursuant to 105 C 130.050, Hospitals; 140.099, Clinics: 153.031(B), Long

Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

The surgery center only operates limited hours, (Wed. & Fri.
evening, Saturday morning.) ~To renE additional space for waiting
rooms would be very expensive for such limited use.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
_ facility’s capacity to give adequate care. (Attach additional pages as necessary.*)

Because the space is not used at t}?é’_égrin'é_ﬁeré';?m§gmaﬁ'_"' e

practice there will be no adverse impact on patients.  The Foom
will be tHroughly cleaned BeEfween each use.~

\-»—_.__., e

i

T N f: L ) Ao [/ )

c) Specify compensating features that will be instituted. (Attach additional pages as necessary.:)\‘~—~~~--—r"”'

Each provider will have a Sseparate reception area. Siknage will
Clearly indicate the dirferent providers. And a guard will be on
duty during surgical abortion clinics. Neither provider will be
open at the same time.

Signature of the facility's clinical representative M\/f

Representative’s Name__Carol Belding Title Presidentl Tel# 508-222-7555

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: — /IO Approval [] Approval w/conditions [ Denial
Pro. Adm: — /[ Approval [] Approval w/conditions (] Denial
Asst. Dir: —/__/__[J Approval [] Approval w/conditions [ Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGE __ OF___



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5" Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the

request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 84" x 11” sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name

Address, including zip code

If hospital or clinic satellite, name

Address, including zip code

Regulation or "Guideline” section number-Complete one form for each waiver request ; 9.5.D6
105 CMR 150.000 "Licensing of Long Term Care Facilities™, 105 CMR 145.000 "Out-
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.LA. "Guidel

Specific physical plant condition to be waived (e. g. room area 98 S

of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
ines for Design and Construction of Hospitals and Health Care Facilities" °'

£ vs. 100 SF, minimum dimension 4'6" vs. 5', part or entire requirement).;
Medical records_room

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics: 153.031(B), Long
Term Care Facilities, contingent upon the following:

a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*) r

It is too costly to have another room for a limited number of

i
]
medical records. %
H
|
%
iy
b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the i;f
_facility's capacity to give adequate care.

(Attach additional pages as necessary.*) j
Lack_of separate room will not jempardize patient health or : /
safety or confidentiality. Offsite medical records can be o
accessed . _in time for _an abortion ,appGi%MHtT—whiehmﬂadéi‘“""'"“" 4
a day to a week ahead of time. All records on site will be secure

with-—Jlecked cabinetss e =— o O] L
(’Qf., T |2 /
c) Specify compensating features that will be instituted. (Attach additional pages as necessary,’)— “!

e
s P : e e {
Two locking 36 inch_wide medical »e€6rd storage cabines will be
placed in the/

(recpegion arear” They hold 3,300 typical abertion
patient charts=This 3is approximately a year's worth of charfe—fs

Four Women. Because the majority of women may only visit us one
——————+time,and-charts-must-be—held £ will—then be

AL a Tor matry-yearss;

Signature ofthesfiérﬁtﬁ%(airﬁc%ﬁ@ﬁgs%ﬁtgﬁvgo Massachusetts regulations.

Representative's Name__Carpl Beldin g Tite___p

.

1
wilalrl

resident 6% 568-222-7555
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: /[ [ Approval [J Approval w/conditions O Denial
Pro. Adm: — /[ Approval (] Approval w/conditions [] Denial
Asst. Dir:

__/__/___[1Approval [J Approval w/conditions [] Denial

*Attachments must include the facility’s name and the referenced regulation number.

July 2001 PAGE ___ OF___



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to reveke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients’ health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and c below. Incomplete forms
will be returned.

Plans on 8" x 11” sheets must be provided for clarification, as needed. P /
oot
Four Women, Inc., 150 Attleboro, MA 02703 4
{ |
________________ el e 'fr‘" e ? il
Facility's Licensed Name or Proposed Name Address, including zip code .j' i //{
gl

Eﬂg&-:;it;ﬂ){ clinigs:;?alile, name i Address, including zip code . — { CEEe =

Regulation or "Guideline” section number-Complete one form for each waiver request : 9.5.F2.b, 9.5.F2 G e

105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hosgital Dialysis Unifs; 105 CMR 140,000 "Clinia Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations™ A.LA. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" !
Specific physical plant condition to be waived (e.g. room area 98 SF vs, 100 SF, minimum dimension 4%6" vs, 5/ part or entire requirement):

X-ray film illuminator

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

This adds unnecessary and unused equipment to an OR.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility’s capacity to give adequate care. (Attach additional pages as necessary.*)

T T Patients—will-net-be affeeted.—X_Ra ySs—are-not—used
in abortion care.

¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

None, there is no need for X-ray film illuminator. There is

a light table in the dirty room that could be cleaned and

used in some odd emergency, but that should not be the case.

N
1
Signature of the facility's clinical representative C Nm—f‘

Representative’s Name__ Carol Belding Title President Tel.#_5308—222—7555

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: — /I [JApproval [] Approval w/conditions [] Denial
Pro. Adm: L [ Appievalfl Approval w/conditions [] Denial
Asst. Dir: et [l Approval] Approval w/conditions [ ] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGE ___ OF___



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%"” x 11" sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attlebereo, MA " 02703

Facility's Licensed Name or Proposed Name Address, including zip code

ﬁhospﬁal or clinic satellite, name Address, including zip code / |
. . 2 H 5 & E:‘ = '- : ‘) f o 4

Regulation or "Guideline" section number-Complete one form for each waiver request : = { / /

105 CMR 150.000 "Licensing of Long Term Care Facilities™, 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic LicensugF /

Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations”; A.I.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities” I

Specific physical plant condition to be waived (e.g. room area 98 SE vs. 100 SF, minimum dimension 4°6” vs. 5', part or entire requirement).

S

7/

Nurses call button at each bed

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

This kind of service is not usually found in abortion facilities

It adds to experise and complicates an already uncomplicated
- procedure—and recover ¥

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

T e recovery room is ho’ff\f@rfy"ﬂl'e?;fé'é. _ Theve s designacess s

Space 1or five Tecumb&nt chairs.  There is a nurse and usually

a medical assistant with patients at all times. (The nurse

cannot leave the room without the float nurse covering her,)

No patient is out_of hearing or signT. —If curtain S-are closed,

they are closed to theSWomen next ‘to a patient, not the nurses.
c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*f

Women in our Tecovery room are under constant supervision. They
= are {:}S—Hai—]:y-ﬁ:113f—t—*aﬁd-*sftt—j:ﬁq*ﬁ‘p—.‘“—ThE‘y*tau teli—us—4f they are

in distress. We can provide a bell or ‘semething that can alert

staff if the patient needs help. YU ZT e
Signature of the facility's clinical representative ( OL(M,QJ_.._P
Representative’s Name__Carol Belding TilePresident Tel#508 J? 22-75585

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: — /[ Approval [] Approval w/conditions [] Denial
Pro. Adm: — /[ Approval [] Approval w/conditions [ Denial
Asst. Dir; 2 S Appreoval [E] Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’'s name and the referenced regulation number, PAGEZ S QF: =



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11" sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attlebore, MA 02703

Facility's Licensed Name or Proposed Narn—ek Address, including ziga;dg

If hospital or clinic satcllite,?é%_e Address, including zip cocﬂa

Regulation or "Guideline” section number-Complete one form for each waiver request :M‘_Q_;5 -F5.P =

105 CMR 150.000 "Licensing of Long Term Care Facilities™ 105 CMR 145.000. "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 “Hospital Licensure Regulations™ A.LA. "Guidelines for Design and Construction of Hospitals and Health Care Facilities™ °'
Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs. 5, part or entire requirement):

High Speed Sterilizer

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

This is an added expense and it is not usually found in an
"ab(ﬁ:“ti‘@ﬁ"f:énter &

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

Women would not be affected by the lack of a high speed sterilizer

c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

More sets are kept in storage than are needed in any day. If
More patients Show up than there are sterile wrapped sets, we
can run several sets through the sterilizer and "flash" them,

Signature of the facility’s clinical representative me‘l—v—{ extra items packed

3 A lr\d‘dlcl'
Representative’s Narne Carol Belding Title PI‘QSJ\dent Tel# 508-222-7555 wolie

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: — /[ Approval [] Approval w/conditions [] Denial
Pro. Adm: — /1 [OApproval [J Approval w/conditions [] Denial
Asst. Dir: —/__/__[ Approval [] Approval w/conditions [1 Denial

July 2001 *Attachments must include the facility's name and the referenced regulation number, PAGE ___ OF___
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PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients’ health and safety. Waiver requests must clearly state the nature of the

request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%"” x 11” sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Faufity‘s L_icensed Name or Proposed Name Address, inclucﬁ;ﬁg zip E&!e

it hospital or clinic satellite, name Address, inauding zip code

() ;} e s

- - < 3 : Z ﬁ-B—-5~—-F2—b—~ o . =
Regulation or "Guideline” section number-Complete one form for each waiver request : s = 1 B ( AV S
105 CMR 150.000 “Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 “Clinic Licensure \ \
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A 1A, "Guidelines for Design and Construction of Hospitals and Health Care Facilities" °' ) \

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6” vs. 5', part or entire requirement):

e & Ve elnac A'_minoL_sm_geLykl_local_anesthein)

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals: 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:

a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the

facility's capacity to give adequate care. (Attach additional pages as necessary.*)

A typical surg:gcil__apqgf:jic-)ni‘tarkréS—Ei_\:eﬂirﬁ-__i-ﬂﬁ;és- for _tﬁe_éuiraio?

~to perform. Due o the nature of abortion SUEgeLy, . <nd F55ting
e before hand, emergency gastric suctioning is incredibly rare,
Oxygen dosing is more often but is of short duration.

c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

Thexe There will be at least one portable oxygen tank next to the
brocedure table in the OR.  This will be rTeady for immedate
P emergency use and checked at the beginning of each surgical day.

A portable gastric suction machine will be set up next to
the OR table

Signature of the facility's clinical representative M’f

Representative's Name__Carol Belding Title President Tel. #_5Q8L22,2:_7_55.5
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proj. Eng: —/_ /[ Approval [] Approval w/canditions [] Denial
Pro. Adm: —/— /[ Approval [] Approval w/conditions [ Denial
Asst. Dir: . —/__/___[7J Approval [] Approval w/conditions 1 Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGE — OF



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

will be returned,
Plans on 8%"” x 11” sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attlebora, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic sateliite, name _Address, including zip Eode { |
- 9—85—FI ¢ S L e )

Regulation or "Guideline" section number-Complete one form for each waiver request:  — 7+ 2. -C B

105 CMR 150.000 “Licensing of Long Term Care/EacElitieg'; 105 CMR 145.000 "Qut-of-Haspital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licengute Regulatioh“s*l;_@.l.A‘ "Guidelines for Design and Construction of Hospitals and Health Care Facilities" !

Specific physical plant condition to be waived (e.g. roomagea 98 SF vs. 100 SF, minimum dimension 4'6” vs. 5', part or entire requirement); ()
{ : : ; Y
2 OX & 2 VAC|Class B: 3 Eg_r_lgﬁe_qiaﬁgg__itp_rg_gf_z (sedation) i

Physical plant requirements may be aiVEd“BU-ESUéﬁt'E) TOECMR T3U.U50, Hospitals; 140.099, Clinics; 153.031(B), Lor’{g
Term Care Facilities, contingent upon the :

a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*) 77\

[\

o\
b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the &
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

A typical surgical abortion takes five minutes for the surgeon to

S EN,  Dhe to the natire o f abortion s urgery, and fasti ng

ot before han d“L‘_e,mQ‘zg_e_rgﬁcx‘ga‘s_t_r_:iﬁc_:__spgi:_i_g,uigg,isgnqﬁdihuhmmh
Oxygen dosing is more often but is of short duration.

c¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*

We have at least one oxygen tank to be placed next to the procedure
Cabler Tl thei WR = 1y = willl 'be ready Tor immediate emergency

A portable gastric suction machine will be pPlaced next to the
—_— —ta—h}e—ﬂﬂémi—mmed—i—atfl-y—kavai—}abi@*i—nktaSE‘of-emerg ENCy.
Signature of the facility's clinical representative = Q{l )

<{ =

Representative’s Name__CaLQl_Bﬁldingﬁ_______% Tile__President _____ Tel. #_5%-;2?23-i55—5

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: el F [VFApprevalls) Approval w/conditions 1 Denial
Pro. Adm: —t /. [ Approval[] Approval w/conditions [1 Denial
Asst. Dir: = I ARpIOValE] Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number, PAGE ___ OF___



facility's capacity to give adequate care. (Attach additional pag

PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11” sheets must be provided for clarification, as needed.

Four Women, e, 150 Emory Street, Attleboro, MA 02703

[

Facility's Lic—ensed Name or FTrcT;);sed Name Address,i-ncluding zip code ; .\\
; : \
!/g"/ (\. , \ :
If hospital or clinic satelite, name B St Address, including zip cade 5 oy
: / % £ £ h
Regulation or "Guideline” section number-Com Plete one form for each waiver request’_ ~9. 5+F3- \‘ A

105 CMR 150.000 "Licensing of Long Term Care Facilities™; 105 CMR 145.000 "Dut-of—Hospibaf Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations” A.LA. "Guidelines for Design ipd Construction of Hospitals and Health Care Facilities" !
Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, m nimum dimension 4'6” vs. §', part or entire requirement);

1 OX & 1 VAC for each bed, f €lass B: Post-anesthesia recovery room

Physical plant requirements may be waived pursuant to 105 CMR 130}._05(“), Hospitals; 140.099, Clinics: 153.031(B), Long
Term Care Facilities, contingent upon the following: e
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

The cost of installing a fully piped in OxXygen and vacuum

i —“7~——ﬁystem*waﬁ*est*ifnated—to—ﬁe—ﬁ%ﬁﬂr&(}e—by-“eoastﬁto“eoast—rﬁedica-l
: 1R gy River, MA.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
es as necessary.*)

The women
. They

arc sitting Wpright - -gent l¥_redimd_-_The:&—M£_A&beds—im

abortion tE€covery rooms. - Due to the short nature of the

S _k__.__-prace_dure—andffﬂast‘aet%agkaﬂesH}esia%seda%ieﬁ—ﬁrugs-;——women—ar =

awake and alert m m i i
c) Specify compensating features that will bgﬁgtitugzﬁem%%ﬂi gc]iqd;ilﬁgnaﬁ:p})]a%gs ﬂ%gésssa}ly;?erles E
At least one portable OXygen tank will be placed next to each re-

—~—~————f~—1:ﬁfnb£nt——rECovery-Toom"‘cfra-irr—“ﬁr“pvrtHbTe—@aFtrT@“SFCt‘f On machine
will also be placed next to each chair.

< T
Signature of the facility's clinical representative CQ(G'Q’Q%MN\D

Abortion patients vecover verl__qgi;:kri;:

Representative’s Wewe Cgenmgiaeng Tle— president ———Tel #—501%;2%&555
For DPH - Division of Health Care Quality use only; (comments/conditions of approval on back of form)
Proj. Eng: — LI T]Appreval] Approval w/conditions [J Denial
Pro. Adm: — /[ Approval (] Approval w/conditions [] Denial
Asst. Dir: —/__/_[J Approval [] Approval w/conditions 1 Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number, PAGE __ OF __



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%,” x 11” sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guidefine” section number-Complete one form for each waiver request :
105 CMR 150.000 "Licensing of Long Term Care Facilities™: 105 CMR 145.000 "Out-of-Hogpital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations"; A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities” *
Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4’6" vs. 5, part or entire requirement);

A

( 2l o - 1 A
9523 9,3.9> /(T)_

1 OX & 1 VAC for each bed, Class A: Post-anesthesia recovery rm,

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

ihe cost of dnstial Fing 4 full piped in oxygen and suction system
was 3500, 000 Trom Coast to Coast Medicatl: (approximate) This
is net an affordable option.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

e - After a local abortion proceduré women walk with an attendant
imto—the recovery room: Ihey Tecover imd sitting positicmani
are awake and alert the entire time. An oxygen tank (portable)
and a gastric suction machine (portable) will be placed next to
each chair and readily availablé in the case of an_emergency.

c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

ated-above
e

z + 1-
ated-abevey; ygen—tank

3z Bl redian ~~h
Ay YgeIT alrr—suaCc Tt oh—macn

o]
Q

1
T

o]

5 ¥ in 7 oth purt—
able will be placed next to each recovery room chair. These

are perfect-and safe for-a simpie procedure such as arn abortion.
emergency back up

Signature of the facility's clinical representative @(ﬁ%

Representative’s Name__Carol Belding Title President Tel # 508—252—7555

e
1

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: —/___/___[Approval (] Approval w/conditions [] Denial
Pro. Adm: —/__ /[ Approval [] Approval w/conditions [] Denial
Asst. Dir; _/%_I__E}lApproval [ Approval w/conditions [] Denial

July 2001 *Aﬁachments must include the facility’s name and the referenced regulation number. PAGE ___OF
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PHYSICAL P']iANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate g waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms

Plans on 8%, x 11~ sheets must be provided for clarification, as needed.
Four Women, Inc. + 150 Emory Street, Attleboro, MA 02703

Facirily'; LTcgnsgd— Ne;n;;r P‘rcT;JEseEN;n;e:— 3 Address,;)agt:?}lgz;;c)_de-—

f’
/

e R R

s

If hospital or clinic Ea?&i;];ﬁq?““__“—“_“"_‘7"“ﬁ—“_‘/?ci‘d_rés'sﬁﬁaﬁeﬁﬁg;— zipcode

Regulation or "Guideline” section number-Complete one form for each waiver request ;_

105 CMR 150.000 "Licensing of Long Term Garg Facililies; 105 CMR 145,000 *Out-of-Hospita] Dialysis Units: ;OTS—EKA—RkT‘;()fEDBﬁ%ﬁ;E-J(?eE;L}e
Regulations™; 105 CMR 130.000 "Hospital Licensure Regulations”; A1 A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" '
Specific physical plant condition to pe waived (e.g. room area 98 SF v8. 100 SF, minimum dimension 46" ys. 9., part or entire requirement):

‘,__H__,_,__Medj_cal_ga,s_Qlltlet&_pmY_Ldﬁd__peJ:_B_L3_1J_E5__&__T*§Ql§__k9ﬁ-,2_h__,_*___

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics: 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)
We are asking for waivers for piped in OXygen and vacuum system.
T T A medical— —'syste-anUtrld—*be—useﬁ—t)ﬂiyfiﬁ*%he-aﬁe‘&the’&i&*WGI k
room.and it is unclear whether the work room is even required for
‘7_“7_—7“7“‘Ciéfé_shﬁvéh_affléfégfl?_§F6Eéafﬁfé—§_. %
h“__‘__ﬁ__j:h_akg_gs‘t_gﬁ__rne_clig__1__9§§_k_i_n§t_éLl_éiii_o_l}__i_§__£>£9Dki_b_iimi_‘@_-_hﬂ?_f_%n hav

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

Again, it is not Clear that the work room is needed for anesthesi

Medical gases are not used in abortion care, except for oxygen,

¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

______________ Q &gggm__tamkhw;l_l__be_mp_lzg_‘/_i_t_i_qd_,LRQ‘rﬁt_@,b_l_e_l__i;fur_?tkewc__e_s_%é_l:y_ki_fl,ﬂ_@,_

anesthesia work room i1f that room is required,

VG X 5

Signature of the facility's glinical representative SRR e e :;'_‘_‘;__,'_,______,___,;-_H__,‘,ﬁ__ R N /
Representative’s Neme__Caropl R aldipnges - ﬂ'ﬂekaz;es_i_denj;ﬁ__,“ Tel. #__51]_8:4222:_7_55,5

r For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: — /[ Approval [ Approval w/conditions [ Denial
Pro. Adm:___w_ﬁ_ﬁ_g_ﬁ_ﬁ_¥ — /[ Approval LI Approval wiconditions [] Denial

e ] Approval [] Approval w/conditions (] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number, PAGE _ oF._ .



WAIVER REQUEST FORM
DPH - CQAC - DHCQ, 99 Chauncy Street, 2nd Floor, Boston, MA 02111

PLAN - at Springfield Technical Community College, 1 Armory Square, Bld 20/Suite 320, Springfield MA 01105

Address, including zip code e

Faility's Licensed Name or | Proposed Name

If Hospital/Clinic Satelite, Nama Address, including zip code =

Hospital/Clinic Department

1.A: FOUND AT: 105CMR (Section E) 140.560
(Regulation/Requirement Bhation] - et~

1.B: THAT REQUIRES (Text of Regulation/Requirement):

2) Records on outreach Patients shall be maintained on the premises of parent clinic. Records shall not be stored at the outreach site.

3) Medications shall not be stored or administered at the outreach site.

4) Mental Health regulations, 140.560 do not permit onsite lab tests.

We would also like to collect v
antibodies, syphil

Form continues on Page 2



Page 2
PLAN: A Planned Parenthood Express Center at SEEC 1 Armory Sq. Bld 20, Suite 320, Springfield MA 01105

Facility's Licensed Name or Proposed Name Address, including zip code e
Regulatioanequirement Citation: ST S i .
3: PROV!DER’S_E:XPLANAT!QN OF HOW MEETING THE REQUIREMENT AS WRITTEN WOULD CAUSE UNDUE - HARDSHIP:

| 2) Storing medical records on site at STCC allows the Planned Parenthood clinician to efficiently review medical history in order to \
| provide quality care for patients through walk-in visits.

| 3) Planned Parenthood dispenses hormonal contraception, emergency contraception and treatment for gonnorrhea and chlamydia on-sjte at
| all four of our health centers in the state. Contraceptive consultations with clinicians will be the primary service offered at the pew PLAN |
Express Center at STCC and on-site dispensing is an integral part of this service to meet patient needs from a convenience perspective. I
4) Providing on-site pregnancy, urine and blood testing for gonnorrhea, chlamydia, herpes antibodies, syphilis and hep B & C will enable |

|
|
|

LL_E(‘#—_&_%‘_% 4
KR
4. PROVIDER’S ASSURANCE THAT APPROVAL OF THE WAIVER: (A) WILL NOT LIMIT THE CAPACITY TO PROVIDE ADEQUATE

CARE; AND, (B) DOES NOT JEOPARDIZE/AFFECT PATIENT OR RESIDENT HEALTH AND SAFETY:
_\(\—\\R__ﬁk
[N |

|

|

|
|
il e

B e 0 RS D ST e e R
FACILITY AUTHORIZED REPRESENTATIVE: FACILITY CLINICAL REPRESENTATIVE:
Name: Meagan Gallagher Name: Karen Loeb Lifford, MD
Title: Chief Operatin Officer/Vice President Title: Medical Director
Mailing Address: 1055 Commonwealth Avenue Tel#: 617-616-1620

e e R
Boston, MA 02215-1001
—\L__“———\_____—__‘

Signature: Signature:

For DPH Use Only: The waiver identified above is approved, approved with conditions or denied as indicated below.

Evaluated by: S gy D Approved D Approved w/Conditions D Denied
e

Reviewed by: i = Approved [ ] Approved w/Conditions [ ] Denied
CONDITIONS:

Note: This waiver may be evaluated during on-site visits by Department staff gt the facility. The Department reserves the right to revoke the waiver
approvals if deficiencies are cited that indicate that the waivers adversely affect patient or resident health and safety.
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Page 1 of 3
COMPLIANCE CHECKLIST

- Mental Health Clinics
~ental Health Clinics
A separate Checklist must be completed for each outpatient suite.

The following Checklist is for plan review of clinics and hospital outpatient facilities, and is derived from the AIA/HHS
Guidelines for Design and Construction of Hospital and Health Care Facilities, 2001 Edition (specific sections indicated
below), appropriately modified to respond to DPH .-requirements for projects in Massachusetts which include Hospital
Licensure Regulations 105 CMR 130.000 and Clinic Licensure Regulations 105 CMR 140.000. Applicants must verify project
compliance with all the requirements of the Guidelines, Licensure Regulations & Palicies when filling out this Checklist, and
must include the DPH Affidavit when submitting project documents for self-certification or abbreviated review.

Architectural Access Board.
Local Authorities having jurisdiction.

Instructions:

ik The Checklist must be filled out completely with each application.

2, Each requirement line (__) of this Checklist must be filled in with one of the following codes, unless otherwise
directed. If an entire Checklist section is affected by a renovation project, “E” for existing conditions may be indicated
on the requirement line (__) next to the section title. If more than one Space serves a given required function (e.g.
patient room or exam room), two codes separated by a slash may be used (e.g. “E/X”). Clarification should be
provided in that regard in the Project Narrative.

X = Requirement is met. X = Check this box under selected checklist section titles
or individual requirements for services that are not
included in the project.

E = Functional space or area is existing and not affected by W = Waiver requested for Guidelines, Regulation or Policy

the construction project; this category does not apply if requirement that is not met (for each waiver request,
the existing space or area will serve a new or relocated complete separate waiver form & list the requirement
service or if the facility is currently not licensed & ref. # on the affidavit).
applying for licensure.
3. Mechanical, plumbing and electrical requirements are only part?ally mentioned in this checklist.
4. ltems in italic, if included, refer to selected recommendations of the Appendix of the Guidelines, adopted by policy.
S, Requirements referred to as "Policies" are DPH interpretations of the AIA Guidelines or of the Regulations.
= Teru Cs Moty Coukae
Facility Name: SPRNGFIELL [echmeac Cammy ¢ = Dates:
DEPeRTMET of Heac Seaviees it
Facility Address: ;i Revisions:
LACMORY SpusRe B 2o/sumE 320
Satellite Name: (if applicable) DON Identification: (if applicable)
Satellite Address: (if applicable)
Project Reference: Building/Floor Location:
MASS. DPHDHCQ 07/01 OP5



————

Compliance Checklist: Mental Health Clinics
ARCHITECTURAL REQUIREMENTS

OUTPATIENT SUPPORT AREAS
Note: Compliance Checklist OP1 must.be completed and
attached to this Checklist.

9281 - X CO!li[NSELlNG ROOMS

140.203 : A min. 80 sf

9.1H _X_ ensure sight & sound privacy between each counseling
room and adjacent areas

9286 K DRUG DISTRIBUTION STATION
DRUG DISTRIBUTION STATION

check if service not included in project
_X_ work counter
X_ locked storage
_X refrigerator

Palicy _X under visual Supervision from staff station
s TESTING
9.2D _X_ Urine collection station
check if service not included in project
9.2.D1 X _ work counter
9.2.03 ) storage cabinets
9.2.D4 _X_ urine collection toilet room

_A_ equipped with shelf
i Blood collection station
" check if service not included in project
A __ patient seating space
¥ work counter
2 storage cabinets

Policy __ DAY TREATMENT PROGRAM

El check if service not included in project
total number used for compliance with following space
requirements = number of patients per day

7.6.B7 Social Spaces:
S ngisy activity/dining room(s)
___ quiet activity room(s)
—__ min. combined area 40 sf/patient
____ min. area each Space 120 sf

7.6.B8 Group therapy space:
__ GT separate room or __ max. 12 patients per day
___ min. 225 sf and
___ quiet activity room min.
225 sf
—_ GT combined with
quiet activity
7.6.B12 Therapy/multfpurpose space:
____ separate room or ___ max. 12 patients per day
___ min. 15 sf/patient —__ Noisy activity room meets
min. 200 sf [7.6.B6] + 10 sf/patient

—___ noisy activity & therapy
functions are combined
within one room

work counter, storage, and display

MASS. DPHDHCQ

MECHANICAL/PLUMBING/

Page 2 of 3

ELECTRICAL REQUIREMENTS

_A_ Vent. min. 6 air ch hr

X Handwashing station
X Duplex receptacle(s)

X Handwashing station

Handwashing station

X
A Vent. min. 10 air ch./hr (exhaust)

Handwashing stations

P
I Vent. min. 6 air ch./hr (exhaust)

Vent. min. 6 air ch./hr
Vent. min. 6 air ch./hr

Vent. Min. 6 air ch./hr

Vent. min. 6 air ch./hr

—__Handwashing station

07/01 OP5



Compliance Checklist: Mental Health Clinics Page 3 of 3

ARCHITECTURAL REQUIREMENTS MECHANICAL/PLUMBING/
: ELECTRICAL REQUIREMENTS
(DAY TREATMENT PROGRAM Continued)

7.2.B15 __ Nourishment area:
__ work counter —__ Handwashing station conveniently
___ storage cabinets accessible
___ refrigerator —_ Vent. min. 4 air ch./hr

equipment for hot nourishment
space for holding dietary trays

7.6B3 used by patients or — not used by patients
staff control of
heating/cooking

devices
GENERAL STANDARDS
Details and Finishes Mechanical (9.31.D)
Outpatient corridors (9.2.H1.a) _¥_ Mech. ventilation provided per Table 7.2
_ A min. corridor width 5'-0" _%_ Exhaust fans located at discharge end
Staff corridors ¥ Fresh air intakes located at least 25 ft from exhaust
_¥ min. corridor width 44” - outlet or other source of noxious fumes
_X_ Two remote exits from each outp. facility suite & floor Contaminated exhaust outlets located above roof
X Fixed & portable equipment recessed does not reduce > Ventilation openings at least 3" above floor
required corridor width (9.2/H1:c) _¥ Central HVAC system filters provided per Table 9.1
_X_ Work alcoves include standing space that does not
interfere with corridor width Plumbing (9.31.E)
[J check if function not included in project Handwashing station equipment
Doors: & handwashing sink
2 doors min. 30" wide (9.2.H1.d) : _2 hot & cold water
A all doors are swing-type (Policy) _X_single lever or wrist blades faucet
doors do not swing into corridor (Policy) i soap dispenser
A Glazing (9.2.H1.e): X hand drying facilities
_?j safety glazing or no glazing under 60" AFF & Sink controls (9531 Ei1):
within 12" of door jamb —__ hands-free controls at all handwashing sinks
)_(_ safety glazing or no glazing in recreation rooms _#_ blade handles max. 414" long
X_ Thresholds & expansion joints flush with floor surface 3
Vertical clearances (9.2.H1,j):
R ceiling height min. 7'-10", except: Electrical (9.32)
& _ 7'-8"in corridors, toilet rooms, storage rooms ‘X_ All occupied building areas shall have artificial lighting
Floors (9.2.H2.¢): (9.32.D3)
_A floors easily cleanable & wear-resistant % Emergency power complies with NFPA 99, NFPA 101 &
K washable flooring in rooms equipped with NFPA 110 (9.32.H)

handwashing stations (Policy)
_X non-slip floors in wet areas
_X_ wet cleaned flooring resists detergents
Walls (9.2,H2.d):
wall finishes are washable

smooth/water-resist. finishes at plumbing fixtures

MASS. DPHDHCQ 07/01 OP5



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms

Wwbm Lnc . ; ! « T ; Wl O2 203

Facility's Licensed Name or Proposed Name

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guidefine" section number-Complete one form for each waiver request -

4S5 . b

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals: 140.099, Clinics: 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional Pages as necessary .*)

e e iR clbs
= % Si\zﬁ —[-. W\” Lﬁe a K = A =

A Aty ¢ we .
c) Specify Compensating features that wilj be instituted. (Attach additional Pages as necessary.*)
L AAABAPI Bad 4 I -
Signature of the facility’s clinical representative: i-a

Representative’s Name Co o \ %g a9 1# Title e i ik el# SO¥ - 2220-7555

i
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proj. Eng: e e F ] ABproval [1Approval w/conditions [ ] Denial
S e = B L G G

Pro. Adm: ] []1 Approval| Approval w/conditions [ 1 Denial
e O LB SN G
Asst. Dir: e [] Approval[ ] Approval w/conditions [] Denial

Apr. 1999 *Attachments must include the facility's name and the referenced regulation number, PAGE OET




PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
th& Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms
- —————— =1 TH o0aN Valver Request Forms

ity's Licensed Name or F"roposed Name Address, in@g Zip code

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline” section number-Complete one form for each waiver request :
105 CMR 150.000 “Licensing of Long Term Care Facilities”; 105 CMR 145.000 Out-of-Hospital Dialysis Units; 105 CMR 140.000 Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; Al A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities"?”

Specific regulation jtemn fo be waived (e.g. room area 9§ SF vs. 100 SF, minimum dimension 46" vs. &) part or entire requirement): 4 | |
saten : ComidevWidth, 45 S 4 b doet width

Physical plant requirements may D& waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 1 53.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary *)

< M‘%@W

- "Sap hMAq\)k—)

%Egm,%. SO Ewmeows St H’—!ﬁa({om,’ WA oz7¢

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*) '

W2 ank ttaf COcridevr (Ot W at U To

c) Specify Compensating features that will be instituted. (Attach additional pages as necessary.*

\*lﬁ\ﬂ/.v(_ { lace MW(U—QL .
St1e.4 AAg ()S‘w \‘L‘”‘“‘\ﬂl\y

Signature of the facility's clinical representative: W
Representative’s Name Cami %g d I\I:P Title A’ d V\b nis W@L# SO¥- 120755

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: : ey L] Approval [ ] Approval w/conditions []Denial

Pro. Adm: Sl ST Approvai[_] Approval w/conditions [] Denial
el L D

Asst. Dir; 1 i ] Approvall Approval w/conditions [ ] Denial
e T e

Apr. 1999 *Attachments must include the facility's name and the referenced regulation number. EAGES 15 OF



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must Clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and c below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms

bvvcome. Tt IS0 Emovu St Attleboo | A 2702
Facility's Licensed Name or Proposed Name Address, including zip ‘vade
If hospital or clinic satellite, name Address, including zip code
Regulation or "Guideline” section number-Complete one form for each waiver request ; Co li . -

105 CMR 150.000 “Licensing of Long Term Care Facilites"; 105 CMR 145.000 "Out-of-Hospital Dialysis its; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations”; A.L.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities"”

Specific regulation item to be waived (e-g. room area 98 SF vs. 100 SF, minimum dimension 4°6" vs. 5', part or entire requirement)_# | 5

h (throws —~ e conntd ham &NW%@M?M

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

U cont 1o §Qﬁzg:m\, 1D treos do W Uil cvown (oo

M%@“ﬂé(hu&ﬁ‘ tb);z wow el Lodee &:)AM%'—I‘

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

__ Mot wowe . uho hade @W daals ([ R N @na
uheed chasy Upevd ool loe M&M %WWU vl
Conk. .cara . Seog st Ex AL D wWhoas Huy 3, o Ao .

¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

\_} L 4
Signature of the facility's clinical representative: @m

Representative’s Name (240 TP::QlAA\V\S(‘__ Title vai *‘-& trfoteis SO&-2227 SS§
For DPH - Division of Health Care Qualig{I use only: (comments/conditions of approval on back of form)
Proj. Eng: =l . Pl Approvalpl Approval w/conditions [] Denial
Pro. Adm: oL B T Approvall] Approval w/conditions [] Denial
Asst. Dir: =L ] ApprovalT Approval w/conditions (] Denial

Apr. 1999 “Attachments must include the facility's name and the referenced regulation number. BAGEL L GE =



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility’s on-site survey and
th& Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms
_,___“m—u_g,%_.____l_____m——hm__u—ﬁ.;_%m¥_
Fowur Women, Tnc : 150 Emory St. Attleloovo, it 02753
Facility's Licensed Name or Proposed Name Address, including‘z&p}code
If hospital or clinic satellite, name Address, including zip cade

Regulation or "Guideline” section number-Complete one form for each waiver request : <0 "'_4@‘! 3eee Checl [iyT- O.S.F.
105 CMR 150.000 “Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations"; A.l.A. "Guidelines for Design and Construction of Hospitals and Heaith Care Facilities"?”

Specific regulation item to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4’6" vs. 5, part or entire requirement)._4 |
94.5.0% Mu.(-h'k,w%&rom ~ wae oCher pownr .
U

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary )

-SSP'BCQ. fS ll'm:‘l‘eli_. Som 5(373/::14(1"‘\93{- Cc'v-(& be uasasd 0a

D muii\‘fun@ox OO dge rar‘dﬁ waed .

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*) :

D o sl Gas od- %Qﬁcj [ty Stenn o
sl in — -)
%(5& bi % sufpzu_ waa ,

¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

A’é—%&ﬁ_ é&pw 13 a«)a.ilefb—&z Ao 9ducaponal,
%cmg_,wi‘:‘og >

Signature of the facility's clinical representative: CD-H}Q
Representative’s Name (Ca(d] Beld ¢ /\f}’ Title HCLMM'\S{‘W Tel# SO0& 222 755%
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proj. Eng: 2o AT ] Approval ] Approval w/conditions [] Denial
Pro. Adm: = b L L APprovallT] Approval w/conditions [ ] Denial
Asst. Dir: —/__/__ [] Approval] Approval w/conditions [ ] Denial

Apr. 1999 *Attachments must include the facility's name and the referenced regulation number. PAGES . OF5



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms
four Women, The. 52 Emonn St At ledoovo, MA 02703

Facility's Licensed Name or Propased Name \Alddress. including zip code

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request ; COMLN i 2 aeo cheeleli st: O.5.F.
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Out-of-Hospital Dialysis ‘ﬂnits; 105 CMR 140.000 “"Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.|.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities"®”

Specific regulation item to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 46" vs. 5', part or entire requirerment). 4. 2.

9.5-El  Pass “Houa 'ufcmsoilu?( T 0 ear v . Mhent 6an oo &%‘;W—W‘t

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

S22 naraahun L ey y loiedhion of Waluen
QO O

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*) ’

we L MM Sepanaf{e dw_/SDf[ﬂJk Ko VN
éec)maa-c_o c.ﬁu:!s':. gwi“amtaszi\‘a-\ 5

¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.”)

See a ot ¢ narrahoe.

Signature of the facility's clinical representative: W‘-’—?

Representative’s Name CB ) —E)e’{fi ‘\\0}7 Title H.cl.m} -‘L;S}W Tel# 50 5:222- 7555
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proj. Eng: L ] Approvali Approval w/conditions [ ] Denial
Pro. Adm: b f L T ApprovallT] Approval w/conditions [ ] Denial
Asst. Dir: — 1 [] Approval[] Approval w/conditions L] Denial

Apr. 1999 *Attachments must include the facility's name and the referenced regulation number. PAGE _ OF
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PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms
—_— —_—N—-_—m:‘_ﬁg_—%;ﬁ:‘—g

Four Women,The. 15Q. Emory ST. Attle bovo, m# 02703
Facility's Licensed Name or Proposed Name Addme)s. including zip code
If hospital or clinic satellite, name Address, including zip code

Regulation or “Guideline” section number-Complete one form for each waiver request : COMP Lia nee chhaocl i sT:. O sSF-
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 “Out-of-Hospital Dialysis L}h{ts; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations™ A.|.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities"s”

Specific regulation item to be walved (e.g. room area 98 SF vs. 100 SF, minimum dimension 4’6" vs. 5" part or entire requirement).
15 E1 4 1.5€3 posihye ¢ Nagahve ALt uan
v i

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as.necessary.”)

SHe Wit od Maé’ both clese 4 sS04 led topas GAL. cl_ncu.lw_ﬂ""”
\‘m%naw\ﬁjt\'aﬁ, Ao cost a(ﬂ%%&-.‘ﬂ MM&WS%

&

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*) ¢

Sﬁ(%m safa L))f)’\.‘/t;hﬂ-:\ o~ hoedo . SOIILA’/STU\«;{-I'LLG(
?ns’www—iq.u Fraah ad, M_L\MMT} Wi Il e wu-vbu:r

¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

S22 naAara N R 1 abous.,

Signature of the facility's clinical representative: W’

Representative’s Name C'am { B e Ld ;‘Yk-q; Title "ﬁ'cl—ha\i Ais el DY Tel# 50%-221-7S SS
For DPH - Division of Health Care Quality :Jse only: (comments/conditions of approval on back of form)
Proj. Eng: — 1/ [1Approval [] Approval w/conditions ["] Denial
Pro. Adm: — 17 []Approval[ ] Approval w/conditions []1Denial
Asst. Dir: 1 [] Approval["] Approval w/conditions [[] Denial

Apr. 1999 *Attachments must include the facility's name and the referenced regulation number. PAGE. S ORI



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
tht Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients’ health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

me.yﬁwf’,!j:l}ﬂjggris@@*&ﬂsl@zﬁ&m@E{E@ﬂaﬂygﬁjgu_eﬂfﬂnﬁ

Fowr omes Toe. 1S5S0 Emovu 5t Athe bovo, MA 02703
Facility's Licensed Name or Proposed Name Address, inq]g_ding zip code
If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request: Comeplizeee checlelist ; o.s. £
105 CMR 150.000 “Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Uhits: 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations™ A.|.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities"s?

Specific regulation item to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4’6" vs. 5, part or entire requirement); ¢k

9563 ‘}'ﬁh—ﬁawiw /Wum'é'-*ﬁ Cowh«:r{// Posiio DlT-‘HU‘—J:‘?W ~ noa echora™
Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

%{o W%scbaos 6(; aSL;-éwb_ WOQ,,C;_J.‘M'
We ane cane el — ad u.nuﬂlmm 21 haw T -foq'fuzc?nj;rgicbz..

%\’B}Mgm waaod mfvﬂﬁkahxm\ $24 narAAN e -
S =
b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*) :

Set dbowad darrati n .

¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

I hawaT Yo onfride isawm'w -

) .
Signature of the fa cility's clinical representative:

Representative’s Name_(C 2p | Boed d ; F—Q‘ Tite A med i M’ Tel# SO .22 71SYS

For DPH - Division of Health Care Quality use 6nly: (comments/conditions of approval on back of form)
Proj. Eng: —/_ 1 []Approval [] Approval w/conditions [ Denial
Pro. Adm: — I []Approval["] Approval w/conditions [_] Denial
L Asst. Dir; Lk LT Approvall ] Approval w/conditions [] Denial

Apr. 1999 “Attachments must include the facility's name and the referenced regulation number. RAGE S OF =




PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
th& Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and c below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms

Four Women, The . : 15@ Emony St. Attle bhoro, A 02703
Facility's Licensed Name or Proposed Name Address, i‘nctudiag)zip code
If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request : €D Ni‘oum chock st : OS.F.
105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations™ A.l.A. “"Guidelines for Design and Construction of Hospitals and Health Care Fagilities"®’

Specific reguiation item to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4’6" vs. 5, part or entire requirement); =t S
ngZ‘ %m’,\ﬂ/ Pmd_u,\l‘ []m,‘. - 3260 SQ‘:/GL—f 'IV l#gsg_,,(;zﬂ'-
J i U‘J U U

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

s roow o ra,rti.a:)u-fan.d ad(mxa(ur s&:mis
not nuedad seo  NarAaty gx.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*) :

E)Ir%«_;ﬁ oo omd 200 sc{_j&uT- .
D Shwpdo Ov.if@a-i' Arstadint  not albdomival &%-
o%wuabwkm/&oitﬁm 11 Mans . haut swedQq L 0 VR NUN

) Specify compensating features that will be instituted. (Attach additional pages as necessary.*) W :j

S22 nenva hun 4 seo closy -

Signature of the facility's clinical representative:

Representative’s Name CSrD | E)Q {d¢ A_ﬁ‘ Title 'ﬂd \M-\‘\:s“il\-./ﬁr( Tel# SO¥ 22275 % ¥,

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proj. Eng: — /I []Approval [] Approval w/conditions [] Denial
Pro. Adm: —/_/_ [T]Approval["] Approval w/conditions (] Denial
| Asst. Dir: /I [] Approval["] Approval w/conditions [] Denial

Apr. 1999 *Attachments must include the facility's name and the referenced regulation number. PAGE. @QEE



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility’s on-site survey and
th® Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms

fowr tlomen s 150 € rona St Athieloown . wt 02703
Facility's Licensed Name or Proposed Name Address, including zip code
If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request : COM lia nee <heck! e T

105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis L}ﬂits; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations": A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities"®”

Specific regulation item to be waived (6.9. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs. 5" part or entire requirement);_1& Lo
9. S.F2 ){.% ﬁlw... L grepov — AdT waed Leng .

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics: 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

T e s nnosn e waed

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*) ‘

bt & e (ndicatisn {%w—rmof:w&loo(‘f\mmu
We v ke had xnAy § -

¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

We harm [ uminefrdk boyas Jo oo
S/i()wc,im—v-v—} heat car D tioed .

Signature of the facility's clinical representative: C@—«‘mw“"f

Representative’s Name Cavo | Bedd i'ﬁq) Title A M*‘df stefor 7o SVUE.222.7STS
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proj. Eng: —f o - ~[] ApprovalF] Approval w/conditions [ ] Denial
Pro. Adm: /1 []Approval[] Approval w/conditions [_] Denial
Asst. Dir: /I [] Approval["] Approval w/conditions (] Denial

Apr. 1999 *Attachments must include the facility's name and the referenced regulation number. RAGE. i@



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms

_?vuxujo»mdil"ﬂ. SO € g U"“””"""QM ©2703
FaE:ility's Licensed Name or Proposed Name Address, incl—L'de'ng zip code
If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline” section number-Complete one form for each waiver request :_Covwh ligvece clre ehAldsT : 0.5.F |
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Out-of-Hospital Dialysis &rl"ifs; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations”; A.1.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities"?”

Specific regulation item to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 46" vs. 5', part or entire requirement); ¥ -

1.5.F2 VAc. fer ol o cheadd Tealo bortirte Jacwu. S‘ijﬁ*“-’\-

Physical plant requirements may be waived pursuant to 105 CMR 130.05 » Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

A N

PRSE

— ¢
UiuMnuij kﬁn one Jocuw m G)uwag Schyco Tne -
O*WM%MLL Os Machisn . moel 13p

wae co— 4‘25.”4‘ LS /QN' rﬂ'c.ggw.:\)ru—ow_ .

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

saﬁf’w_— a-b\_a_qcﬂ:_\) c place ard pareley wqod .
S®_narnah o 1 - -

c) Specify compensating features that will be instituted. (Attach additional bages as necessary.*)
Yrelin vard suctar  (pohs ona i nfedapd
: = O N
“guaﬁ) J .
‘z)j\rui hae (\o ey
Signature of the facility's clinical representative: éﬂﬂm

Representative’s Name C oD | ?-.)-e/(-zL? f\ﬂ{ Title Aﬂ_mtlwisi\d#’rﬂeﬁ# SO¥ 222, 7555

For DPH - Division of Health Care Quality u;e only: (comments/conditions of approval on back of form)
Proj. Eng: — /1 [T]Approval [] Approval w/conditions [ 1 Denial
Pro. Adm: —/__I__ [T] Approval[] Approval w/conditions [ ] Denial
Asst. Dir: —/_/___ [] Approval[] Approval w/conditions [ ] Denial

Apr. 1999 *Attachments must include the facility's name and the referenced regulation number. BAGE. TR T8



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and

request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms

four Womsn , T, . . 150 Svovu St. Attlebovo, mp 02703
Facility's Licensed Name or Proposed Name Address, inchﬂ.iing Zip code
If hospital or clinic satellite, name Address, including zip code

= = : " = . ke
Regulation or "Guideline” section number-Complete one form for each waiver request: €0 o liavee Chaeh list: 0.C.F.
105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units: 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations™ A.|A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities"s”

Specific regulation item to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4°6" vs. 5, part or entire requirement): k. &~
‘L =
Q-';'F C?P/tu)uz,fp-r — rawd hoOd_ Vacuuwmaohiratfoes 4 It‘ﬁfh—’r‘.'ﬂ
U U

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, !’.‘,Iinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

%@*‘Aﬂ-;fvvs WMQA:\) 248 S pai . Yloag o, am&f%.‘l-’?
7% pntistes tacki e Dt e (nearie Frey an
_)wi(“sgia_. \ S22 narad e -

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

I§ e oo Mm% wle wow't do caqag

c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

“""E‘:’)MW"‘T LY Uy aaetotsly -

O

Signature of the facility's clinical representative: (M%L’Zi“‘f

Representative’s Name_Cayp | TRe Ld i Aqi Title Pk mfdisze!.# SVE-22 1S5S
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proj. Eng: — 1/ []Approval [] Approval w/conditions [] Denial
Pro. Adm: g Ayl Approval w/conditions [] Denial
Asst. Dir: /[ [] Approval["] Approval w/conditions [] Denial

Apr. 1999 *Attachments must include the facility’s name and the referenced regulation number. BAGE ~ ~OF

N



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms

el e U ae. 158 Emons 5§t Atfleborn. mA o203
Facility's Licensed Name or Proposed Name Address, int‘l‘dding Zip code
If hospital ar clinic satellite, name Address, including zip code

Regulation or "Guideline” section number-Complete one form for each waiver request ; COpg Basee cheee list: DS.F :
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations”; A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities"?’

Specific regulation item to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs. &', part or entire requirement); =t

15.¢3 ¥ecovwv, loom Beda — o chairs

Physical plant requirementsﬁﬁgy be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the fallowing:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

Bata minW/@r powtiae 2bovhion cane, ~

Ueon \
we haor  chedrx ‘*Hﬂuabhtwt TV‘W
(,OO?;I Rowing -

( 1 .
b) Specify hcﬁoxncn-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*) ‘

e reconing voon chadia e e shodand of cann |
J J

c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

$22 naarafN e 1 Ser alnue,

Signature of the facility's clinical representative: Cﬂ—(b—{,'%eid_«,_?

Representative’s Name_ C_axp| 1D e LdN\{-{ Title Bd Mf‘f\—& shafovr Tel# 50%-222.76 S

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proj. Eng: — /4 []Approval [] Approval w/conditions [] Denial
Pro. Adm: _ — 1 []Approval[] Approval w/conditions [ ] Denial
Asst. Dir: 11 [] Approval(] Approval w/conditions [] Denial

Apr. 1999 *Attachments must include the facility’s name and the referenced regulation number. PAGE " TGO



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms
—_——e e TIPINA’S - D ==

S
o o Tine. 15D Emonn §t. Attelbbow Wt 02703
Facility's Licensed Name or Proposed Name Address, hcjghing zip code
If hospital or clinic satellite, name Address, including zip code

Regulation or “Guideline" section number-Complete one form for each waiver request - Comb li prez Chatt [ist.0 S.F

105 CMR 150.000 “Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Out-of-Hospital Dialysis Ung; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations™; A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities"”

Specific regulation item to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs, &', part or entire requirement). -8 ;O
G568 ¢ Nndcot FIM“*“""{"* Sinde — G\A.ﬁJ.J\OVLQ__ l‘nofwl-‘f‘v\
Physical plant requirements may be waived pursuant to 105 CMR 130.050, h’gspitals; 140.099, Clinics; 1)53.031(8), Long

Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

a0 es lif O SBALT = Y Siaks dng x/sc(jmldt g

%9_ MMW%SM NoO—, 20%Waa. o
\"Lé . U

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*) ‘

R nema I 1 alrvu -

¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

Al matiniats ane deaed LV th Carne ftloy for

Signature of the facility's clinical representative:

Representative’s Name 2.4 | BDelds y\_q‘ Title A’dfmin'“bw Tel# SOR 21721555
For DPH - Division of Health Care Quality'use only: (comments/conditions of approval on back of form)
Proj. Eng: bl ] Appraval Y Approval w/conditions [ ] Denial
Pro. Adm: — /1 []Approval[] Approval w/conditions [] Denial
Asst. Dir: ~ =+ Bl Appravali Approval w/conditions [ ] Denial

Apr. 1999 “Attachments must include the facility's name and the referenced regulation number, PAGE . OF



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
tht Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients’ health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms
— T —n = L

FOM (AJDM e : 50 EWS# 15'“}-40070. ma o2
Facility's Licensed Name or Proposed Name Address, including zipebde Z
If hospital or clinic satellite, name Address, including zip code

Reguiation or "Guideline” section number-Complete one form for each waiver request :
105 CMR 150.000 “Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations"; Al A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities""

Specific regulation item to be waived (e.g. room area 98 SE vs. 160 SF, minimum dimension 4’6" vs. 5, part or entire requirement):__ 3 1}

q.5.F¢ WW- M/mecwﬂj,m’smdam"/ v

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*

gqbt_a«m oA o Conn & 23 WW; s
510 mid\-‘%.lwow—rﬂ‘ //\9-4.'40\)‘\)\_ 'Q/Q,d;_,b,\ 5 I'f' '-‘4

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

"AAM L _unxh fhad'«Ts Covoav e, — Yy dowg
not CovHhmmie $ear Care at all Q)
S€e2 parrahu—
©) Specify compensating features that will be instituted. (Atiach additional pages as necessary.*)
e namaf o 1 aloeos . I vwe o to Ov_ N eoT iy
Dtwe Hal o w0 egoinhd £ oh Ld . Amnda
el s - : v ot

Signature of the facflir;’E)ciinicai representative: M—?

Representative’s Name C}’(D | %‘-*LQL‘—-\»—?\ Title Aal i rJ_i’S afol 704 SOZ-222-755 5

For DPH - Division of Health Care Quality u‘se only: (comments/conditions of approval 6n back of form)
Proj. Eng: — /1 []Approval [] Approval w/conditions ] Denial
Pro. Adm: — /1 [7]Approval[_] Approval w/conditions []1 Denial
Asst. Dir: —/_J/__  [] Approval[] Approval w/conditions [_] Denial

Apr. 1999 *Attachments must include the facility’'s name and the referenced regulation number, BAGE - \OF @



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.
Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms
e DA WYaIVEr Request Forms

—_——

e v, LTe.. ‘ IS0 Emer St Al ovp, M4 02
Facility's Licensed Name or Pmpésed Name Address, including z&p.el)de =
If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline” section number-Complete one form for each waiver request
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities™"

Specific reguiation item to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs. &', part or entire requirement).__ 3 1]

- o
1.5.¢% * locoyrn oo, - M/\%owﬂ-j Mo “5tap dovwgn/ 1.
Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary .*

‘&ﬁx_w el o Cone & 3 QM/MM}_ unta 00,
5210 micefro , Wowe — /N—tw({f\_, '4/&2’;}!«&"\ s @by ~

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages .as necessary.*)

NUree. U wsh bahasTo v — Yoy dowy,
L) . f
382 parrahuw
c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)
e namahon talseon | {)U':m._...._aw*fb Ow_ Mo es AL
Dt Pt o wntl 23 wAhd_ 1 o ‘flz%n_d . ’A@%

: S ERE e
&E B_-S ta $5 her . :
Signature of the facility’s clinical representative: C&(ﬁ%—?

Representative’s Name C}TD | %‘-/Ld—&—v—?\ Title -Ael Y V').TK WT&L# SD¥-222-759 %

For DPH - Division of Health Care Quality ulse only: (comments/conditions of approval on back of form)
Proj. Eng: I/ [JApproval[] Approval w/conditions [ ] Denial
Pro. Adm; L 4 T ApprovalT Approval w/conditions [] Denial
Asst. Dir; —/__{__ [ Approval"] Approval w/conditions [] Denial

Apr. 1999 *Attachments must include the facility's name and the referenced regulation number. PAGE . OF



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an.approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients’ health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. Plans must be provided for clarification, as needed.

Only Use DPH-DHCQ Originals - Do Not Fax or Computer Scan Waiver Request Forms

Fowr A Ometan ve (SO em-évv\\sf- Atle bovo, A 02703
Facility's Licensed Name or Proposed Name Address.,_ii]cluding Zip code 3
If hospital or clinic satellite, name Address, inciuding zip code

Regulation or "Guideline" section number-Complete one form for each waiver request :
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.I.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities"®’

Specific regulation item to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 46" vs, 5 part or entire requirement). gk |2
~
A5.F5.4. Avmfhes e Wpderos— ‘}‘D aattesta  wodk area -

Physical planr)requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

mgﬂiaw A, v 1 i o S—Cf‘uﬂp
g‘fﬁm,ﬁmmitﬁ'—- % %1441%&5%, Cow~r
JMALW NnaseeNc ,a,a_o?\ S g

rofw .
b) Specify how non-compliance does not jeopardize the heaith or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*) ‘

S Ao 2ed oo .

©

Signature of the facility's clinical representative:

Representative’s Name (| A DI Md‘ﬁ? Title_ P warns g LﬂMeﬁ# S08-22-755KX

For DPH - Division of Health Care Qualit,y use only: (comments/conditions of approval on back of form)
Proj. Eng: — I []Approval [ ] Approval w/conditions [1Denial
Pro. Adm: —__I___ [[]Approval[_] Approval w/conditions [] Denial
Asst. Dir: — /[T Approval[] Approval w/conditions (] Denial

Apr. 1999 "Attachments must include the facility'’s name and the referenced regulation number. PAGE * OF%



COMMONWEALTH OF MASSACHUSETTS
EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES
DIVISION OF HEALTH CARE QUALITY
10 WEST STREET
BOSTON, MA 02111-1212
(617) 753-8000

APPLICATION FOR CLINIC LICENSE
Date: 4|11 [ 2 00€

In accordance with the “Regulations for the Licensure of Clinic, 105 CMR 1407, the undersigned hereby
applies for a license to establish and/or maintain a clinic at the premises set forth below under provisions
of the General Laws, Chapter 111, Section 51-and 56.

1. NAME OF LICENSEE P anirwdt Ppirerttnood Li“ﬁ'“‘v@ ‘/& AA
2. - NAME OF CLINIC Planned Prarentin ol / ﬂr‘ﬁ.W Hea[+h Serviwee

; y (if same, write same) o 1(\ [/}’Lom:(-&/ A0St~
3. ADDRESS 035 Lé/n prveealth Ave  Pochim mA 02215
Street City or Town Zip Code

4. TELEPHONE (»[7]-lo|ly -1 OO

5. LICENSE TYPE:

p e
(A) RENEWAL LICENSE:—-—\[—— Date current license expires LLfili’i’ig

(B) ORIGINAL LICENSE:

a) Initial Establishment: Projected opéning date:
b) Change of Location: Projected move date:
¢) Transfer of ownership: Date:

d) Determination of Need Project Number:

Date Approved:
6. SERVICES (check all that apply)
Medical 4 Alcoholism Dental
Surgical -——\[—-é Physical Rehabilitation ——— Mental Health
Birth Center
DPHCQ 136

02/22/05



COMMONWEALTH OF MASSACHUSETTS
DEPARTMENT OF PUBLIC HEALTH
DIVISION OF HEALTH CARE QUALITY
10 WEST STREET - 5TH FLOOR

~ BOSTON, MA 02111
TELEPHONE:  (617) 753-8000

APPLICATION FOR CLINIC LICENSE

Date: (l IZLI ‘CL) ,

In accordance with the "Regulations for the Licensure of Clinics, 105 CMR 140",
the undersigned hereby applies for a license to establish and/or maintain a
clinic at the premises set forth below under provisions of the General Iaws,

Chapter 111, Sections 51 and S6.

Jir

s e

e,

NAME OF APPLICANT Foy)R- WOM‘E'M‘ 2 2
NAME OF cLINIC FoUR. WoOmm N
aopress 1S5S0 BEmex Y St

ebavyn 02763
Street City or Town Zip Code

TELEPHONE 508 222-T556

LICENSE TYPE:

(if same, ite same)
P

(A) RENEWAL LICENSE: A Date current license expires \Li i E'{;‘-\
(B) ORIGINAL LICENSE: \Zlulo'z, . :
a) Initiz;ll Establishment: . Projected opening date:
b) Change of Location N‘}Pc Projected move date: M/Pt
c) . Transfer of Ownership: pate: 2004 S%% 4w Cﬂf’LCl ]?)el!l(-l\-ﬁ
d) Determin.ation of Need Project Number: & L{%@%
i Date Approved: IZ,]_ 14 \C@

SERVICES (check all that apply)

Medical i Mental Health Dental
Surgical ‘/ Physical Rehabilitation Alcoholism
Birth Center

NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTATNED UNDER LICENSE:

NAME OF OF CLINIC ADMINISTRATOR:
Mo UL S iy WwsAn



o doo4s011

COMMONWEALTH OF MASSACHUSETTS
Department of Public Health ¢
DIVISION OF HEALTH CARE QUALITY
99 Chauncy Street
BOSTON, MA 02111-1212
(617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL
.Date: 223507

In accordance with the “Regulations for the Licensure of Clinic, 105 CMR 1407, the undersignec hereby
applies for a license to establish ar d/or maintain a clinic at the premises set forth below under provisions
of the General Laws, Chapter 111, Section 51 and 56.

Fowr Women, Tne

1.  NAME OF LICENSEE

Four Women

(if same, write ;ame)

3 ADbEEss 15D EW“”‘-’\ STred, Odtlebow, A 02703

Street City or Town Zip Code
4. TELEPHONE g 22155 5

(]

NAME OF CLINIC

(v

LICENSE TYPE:

; I yl ,:
(A) RENEWAL LICENSE ......_.‘.{._ Date current license expires *?’”‘ TEAS

=

SERVICES (check all that apply)

Medical —-—--l/—- Alccholism Dental

et

Surgical =—————— Physical Rehabilitation -~ Mental Health

Birth Center =——————— Mobile Medical Transfusion
Pharmacy MR] Radiology

Carmn| Beld iag, Molly Fianeselin

7. NAME OF CLINIC ADMINISTRATOR 5 PR, RN C
h

DPHCQ 136
Rev. 10:05/05



COMMONWEALTH OF MASSACHUSETTS
DEPARTMENT OF PUBLIC HEALTH
DIVISION OF HFALTH CARE QUALITY
10 WEST STREET - 5TH FLOOR
BOSTON, MA 02111
TELEPHONE: (617) 753-8000

APPLICATION FOR CLINIC LICENSE

Date: (l I?—q ]DL!,

In accordance with the "Regulations for the Licensure of Clinics, 105 QMR 140",
the urdersigned hereby applies for a license to establish and/or maintain a
clinic at the premises set forth below under provisions of the General Laws,

Chapter 111, Sections 51 and 56.

11

2.

NAME OF APPLICANT FoO)R- WONEJ\I_ | > "
NaME OF cLINIC FoUR Wom e
aopress S0 Emnen Y L

(1f same W(r_‘lte same)
boyn D2 763

Street ' City or Town Zip Code
e EPHONE S 0% 22.2- 1556
LICENSE TYPE:
(A) RENERAL LICENSE:___ A Date current license expires e ly H“DL*\
(8) ORTGINAL Licenst: _ ) 2|1|0; -
a) Initiél Establ ishment: \ Projected opening date:
b) Change of Location N}ﬁ Projected move date: N/A
c) . Transfer of Ownership' _ pate: 200d 5% +o Ccu-u;;l Belldu’\\:ﬂ
d) Db o Need Project Number: S5-Heeos

Date Approved: |Z,\. 14 \OD

SERVICES (check all that apply)
Medical _ ik Mental Health : Dental
Surgical v Physical Rehabilitation Alcoholism
Birth Center .

NAME AND ADDRESS OF ALL SATEILITE LOCATICNS MATNTAINED UNDER LICENSE:

T

NAME OF OF CLINIC ADMINISTRATCR:
Mo Ly Flinesedn



COMMONWEALTH OF MASSACHUSETTS
DEPARTMENT OF PUBLIC HEALTH
DIVISION OF HEALTH CARE QUALITY
10 WEST™ STREET - 5TH FLOOR
BOSTON, MA 02111
TELEPHONE: (617) 753-8000

APPLICATION FOR CLINIC LICENSE -

et e

In accordance with the "Regulations for the Licensure of Clinics, 105 QR 140",
the undersigned hEﬂ;"eby applies far a license to establish and/cr maintain a
clinic at the premises set forth below under _pro'visions of the General laws,

_ Chapter 111, sections 51 and 56. : i : 3
L. seve oF eI [lonned Daventhovd League ol Ma. (PPM)
2. NAME OF CLINIC Epame Pyl P;’(i7:_ﬁf,7m:f@} Ll oF UbsiEg AKSS .
e S SSElne o GrEMIE s >
% -~ street " City «or Town Zip Code

(A) RENEPIAL LICENSE Date current license expires 4

(B) ORIGINAL LICENSE: . _' : : % -
a) Initiel Establishment: ___ Projected opening date:
: b). Change of Locatlon Vv Projected move date: o ’ 2
c) 'Iransfef of Ownership: _- Date: e :
d) Determi—f;étion Of. Need I.’rOjectl Nunber: ' No number provide
. ) =

Date Approved: 1: 2 0L

%

6. SERVICES (check all that apply)

Medical ; Mental Health __ Dental

Surgical
Birth Center
NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTAINED UNDER LICENSE:

Physical Rehabilitation ___ - Aleshsliem = - o,

NAME OF OF CLINIC ADMINISTRATOR:



COMMONWEALTH OF MASSACHUSETTS
Department of Public Health 5
DIVISION OF HEALTH CARE QUALITY i =
99 Chauncy Street Tl =Lt
BOSTON, MA 02111-1212

(617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL it
Date: _‘-f I 9 }) ‘SrehEn,

[n accordance with the “Regulations for the Licensure of Clinic, 105 CMR 1407, the undersi gned hereby
applies for a license to establish and/or maintain a clinic at the premises set forth below under provisions
of the General Laws, Chapter 111, Section 51 and 56.

) S A "
o NNEA Fer2nT he O Haape o1 |/ /A

. NAME OF LICENSEE

o e it o s e
: T LB X T a rea Y b o We'ltrem  [reallh e i £7
2. NaMEOFcLnie Llenne & Vacethopo ot | = ’ —
(if same, write same) Gt C:*i’\ LA € :))4 SRS
3.. ADDRESS 1055  ( avnon w et e \ 3 STo e Tied o
Street City or Town % Zip Code
4. TELEPHONE lil-bie- -t Loe
5. LICENSE TYPE:
4 f - 35 2 ‘ 2 e
(A) RENEWAL LICENSE -—L’.;_ Date current license expires Y L ’t_ ceo]
6. SERVICES (check all that apply)
Medical — Y ___  Ajcoholism Bleniilias o
Sl e s oo Physical Rehabilitation —— Mental Health —____
Birth Center Mobile Medical Transfusion
Pharmacy MRI Radiology
7. NAME OF CLINIC ADMINISTRATOR —LM P 1 ( gy o

DPHCQ 136
Rev. 10,05,05



!\J

Clinic Name P

jtuﬂna-k  alea Lot
N

Apphcation Date U

G

2y

|

8. NAME AND ADDRESS OF ALL SATELLITE LOC

SATELLITES:

—

ATIONS MAINTAINED ( NDER LICENSE B

5 L\(‘ - 4 Brs e ! !,,(;_1
i Name of Clinjc- gy (-i&__g.;f-i 4 i
_(‘i\ /'\”' EQlr o VA Coster A L a0 N
Street: ~ Suite #Floor City/Zin Code
¢ { S 3¢ . : NeP i P A
Felephone Numberg 142 \'!” ——=< Days and Hours of Operation: =2€_<i4 e
}\'% Py - : 4 \ e ‘
Services offered: LA ”{"‘»"'(_% o -’_1&'. (e
s MMz F2upb 2 - e
DPS Issued ’] il LI O q_ Fire Issued L 3 i
_\.)I anned lz Cert i\ 0 L,,\ {,;‘f wophie O+ "Lfi
Name of Clinje: Lot St : & }, d g
= ”;-..- b > € “:\‘ "'/,» 7 2 O if . 2 “2 &5 {) g i A g e
5530 Tan Mleet #944 P .,m..{'xe,\ o FUE O Flery
Slreet: Suite #TToor !

{Zea . 2y Il 273 ° b )
lelephone Number: 13 153 1 Zi_, Days and Hours of () eration:
P - Y P

g
L

City/Zip Code ;

At acle 4

{ A #} -
el il {
Services offered:  _/ | ¢ i LeaX |

\j o/ ‘."_’1’), { £ “——é’f
DPS Issued hL/ A ,/OCI

1= b i
Fire [ssued 31580 (200 ~Zu
Name of Clinie: —— SR ——

Slreet:

~ Stite #FFToot

- Cilly’Zip Code
Telephone Number- Ry

— Days and Hours of Operation:
————

Services o tfered:

DPS Issued:

o Fire Issued-

{Attach addendum for additionai sites, afupplicablc)

(]

A



Clinic Name Sl nne & Pa.cnthoog e

- i
Application Date ,// L7
9. Number of patients per year:

Less than 5 000 e
5,000 - 25 000

—_7h_
25,000 - 100,000 N

100,000 -

10. I certify under the penalties of perjury that I, to my best knowledge and belief, have filed al] state tax
returns and paid all state taxes required under law

O 129 8497
Social Security Number (Voluntary)
or Federa] Identification Number

filing or tax payment obligations. Licensees who fail to correct their non-filing or delinquency will be subject
to license suspension or revocation. This request is made under the authority of Mass. G. [, c.62C s.49A.

1. Signature and Seal:

—

I 1/\ lenin ¢ i v ! = d

, being first duly sworn on oath depose and
say that the statements contained fn this license application are true, complete and correct to the best of
my knowledge. *

[ §
— o) A o g
) ¢+ A ) i\ il . = { L1
Clanng A Youenth Lo ’{,,.{’«'-. HIE O ¢ (A

L]

Signature of Applicant (Individual or Person authorized

act in behalf of the Individual Applicant) or Corporate
Name

/

_ By:Corpofaté O%ﬁcer (if applic'ablc)
Subscribed and sworn to before me on thls___'_’__‘v__ day of { !,:'? ;'; — 20 5 4
My commission expireg on __ AN i' - 20 ":”;
UV ehs p VY| L) (Seal)
Notary Public

*Note: All information contajned in this application must be kept current.



The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Department of Public Health
Division of Health Care Quality
99 Chauncy Street, Boston, MA 02111
617-753-8000

DEVAL L. PATRICK
GOVERNOR

TIMOTHY P. MURRAY
LIEUTENANT GOVERNOR

JUDYANN BIGBY, MD
SECRETARY

JOHN AUERBACH
COMMISSIONER

June 20, 2007

S. Howey

P.O. Box 870037
Milton, MA 02187-0037

Dear Ms. Howey:

In response to your request, enclosed please find copies of applications of all types submitted by Planned Parenthood League
of Massachusetts and Four Women of Attleboro.

Should you have any questions, please feel free to contact me at 617-753-8140.

Public Information Officer

C: J. Hugg
PI-07-303



The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Department of Public Health
Division of Health Care Quality
10 West Street, Boston, MA 0211 1-1212
617-753-8000

MITT ROMNEY
GOVERNOR ; December 29, 2003

KERRY HEALEY
LIEUTENANT GOVERNOR

RONALD PRESTON
SECRETARY

CHRISTINE C. FERGUSON
COMMISSIONER
Carol Belding
President
Four Women, Inc.
150 Emory St.
Attleboro, MA 02703

Dear Ms. Belding:

This letter is in iesponse to correspondence regarding waivers
for Four Women, Inc., located at 150 Emory St,‘Attleboro, MA 02703

140.609(n) : The request for a waiver of the requirement to
provide routine pathology is conditionally approved. Tniiilbien Sof - the
requirement, information submitted to the Department in support of the
waiver indicated that a gross examination of all tissue Specimens must
be performed by the clinician who performed the procedure before the
patient leaves the Eaciddtys In addition, ali findings must be
recorded in the chart and a policy for tissue evaluation maintained.

Waiver (s) will be evaluated at the time of on-site facility
Surveys, and the Department reserves the right to revoke approval (s)
if deficiencies are cited which indicate waiver approval (s) adversely
affect patient health and safety.

If you have any questions, please call Barbara McCready at (617)
753-8226. T '
g - //_,
Very truleyburs,

-

Sbé?;;;/RC{;Bhnes

séistant Director
fer
Ce: Jill Mazzola Paul f. Drever. ‘Ph [,
Barbara McCready Director
Daniel GCent
Facility File
Waiver File
FourWomenwaiverQ3r



The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Department of Public Health
Division of Health Care Quality
10 West Street, 5" Floor, Boston, MA 02111

JANE SWIFT (617) 753-8000
GOVERNOR
ROBERT P. GITTENS
SECRETARY Geteober 371, 2002

HOWARD K. KOH,M.D.,MPH
COMMISSIONER

Carol Belding
President

Four Women, Inc.
150 Emory Street
Attleboro, MA 02703

Dear Ms. Belding:

This letter is in response to correspondence regarding physical
plant waivers of the A.I.A "Guidelines” for Four Women, Tne. at 150
Emory Street, Attleboro, MA 02703.

9.5.D2: The request for a waiver of the requirement to provide a
separate waiting room, handicapped toilet and bottled water dispenser
from the physician’s practice is°® approved. In 1lieu of the
requirement, information submitted to the Department in support of the
waiver indicated that the hours of operation are not the same as the
physician practice. 1In addition, signage will be placed indicating a
different provider, and arrangements have been made for bottled water
supplies and the cleaning of the space after the clinic’s use.

9.5.D4: The request for a waiver -of the requirement to provide
separate administrative offices from the reception and pre-operative
room is approved. In lieu of the requirement, information submitted
to the Department in support of the waiver indicated that the clinic
hours of operations are not the same as the physician’s practice. The
functional program does not impact upon patient confidentiality and
safety.

9.5.D5: The request for a waiver of the requirement to provide a
multipurpose room is approved. Enelaieu S of s Rt requirement,
information submitted to the Department in support of the waiver
indicated that, per agreement, the space is available within the
physician’'s office areas for any meetings or counseling, as the
physician’s office is a part time practice, and patients will not be
affected.

9.5.D6: The request for a waiver of the requirement to provide a
medical records room is approved. In dieuof the requirement, inform-
ation submitted to the Department in support of the waiver indicated
that the medical records for the day will be stored in a locked File
cabinet. The medical records are stored in a locked storage cabinet
located in the reception area.



Waivers Continued:
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9.5.F2.e: The request for a waiver of the requirement to provide
an X-ray film illuminator is approved. In lieu of the requirement,
information submitted to the Department in support of the waiver
indicated that radiology is not part of the functional program.

Department Policy: The request for a waiver of the requirement
to provide a nurses call button is approved. e dbdien “of  Ehe
requirement, information submitted to the Department in support of the
waiver indicated that a nurse or medical assistant would be in the
recovery room anytime a patient is present.

9.5.F4: The request for a waiver of the requirement to provide a
step-down recovery area is approved. In lieu of the requirement,
information submitted to the Department in support of the waiver
indicated that the clinic’s functional program does not require an
extended recovery period.

9.5.F5.m: The request for a waiver of the requirement to provide
a housekeeping room is approved. In lieu of the requirement,
information submitted to the Department in support of the waiver
indicated that there is ‘a professional cleaning service agreement and
access to cleaning equipment for minor spills while the clinic is in
operation.

9.5.F5.p: The request for a waiver of the requirement to provide
a high-speed sterilizer is approved. In lieu of the requirement,
information submitted to the Department in support of the waiver
indicated that there is a sterilizer available for flash sterilization
of additional instruments needed during a clinic session.

9.5.Hl.a: The request for a waiver of the requirement to provide
8'-0” wide operating suite corridors and 5'-0" wide general public
corridors are approved. Fn ldeu  of  the requirement, information
submitted to the Department in support of the waiver indicated that
there is adequate stretcher, wheelchair and recovery room access
through the corridors.

9.31.E5: The request for a waiver of the reguirement to provide
two class B oxygen and vacuum systems is approved. In lieu of the
requirement, information submitted to the Department in support of the
waiver indicated that the clinic’s functional program does not require
a prolonged oxygen and vacuum system. In addition, the clinic has a
portable gastric suction machine and oxXygen tank to be ready for
emergency use, and checked at the beginning of each day.

9.31.E5-Table 9.2: The request for a waiver of the requirement
to provide class A oxygen and vacuum for each post-anesthesia recovery
room bed is approved. In JTieu of the reqguirement, information
submitted to the Department in support of the waiver indicated that
the clinic’s functional program does not require prolonged sedation
and that portable gastric suction and oxygen is readily available, in
the case of an emergency.
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9.31.E5-Table 9.2: The request for a waiver of the requirement to
provide class B oxygen and vacuum for each post-anesthesia recovery
room bed is approved. In  lieuw of  the requirement, information
submitted to the Department in support of the waiver indicated that
the clinic’s functional program does not require prolonged sedation
and that portable gastric suction and oxygen is readily available, in
the case of an emergency.

9.31.E5-Table 9.2: The request for a waiver of the requirement to
provide class A oxygen and vacuum for minor surgery 1is approved. In
lieu of the requirement, information submitted to the Department in
support of the waiver indicated that the clinic’s functional program
does not require prolonged sedation and that portable gastric suction
and oxygen is readily available, in the case of an emergency.

Waiver(s) will be evaluated at the time of on-site facility
surveys, and the Department reserves the right to revoke approval(s)
if deficiencies are cited which indicate waiver approval (s) adversely
affect patient health and safety.

If you have any - questions, please call Emile Gy ak (617)
753 -8178

Very truly yours,

\ % '
(?;%%szJ%S%fD%iKQ

Jean Pontikas

Assistant Director
for

Paul I. Dreyer, Ph.D.

Director

(ealn Nina Edwards
Richard Cardarelli
Donna Allen
Barbara McCready
Emile Guy _
Facility File
Waiver File
4women waiver let02
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The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Department of Public Health
Division of Health Care Quality

10 West Street, 5 Floor, Boston, MA 02111

JANE SWIFT (617) 753-8000

ROBERT P. GITTENS
SECRETARY

HOWARD K. KOH,M.D.,MPH
COMMISSIONER

September 11, 2002

Carol Belding
President

Four Women, Inc.
150 Emory Street

Attleboro, MA 02703
RE: DoN Project #5-4885

and DoN .308 Exemption
Dear Ms. Belding:

I am pleased to inform you that the support documentation which
you and your architect, Richard Cardarelli, AIA, submitted for Four
Women, Inc. a Proposed new single—specialty freestanding ambulatory
gynecological surgery center with two operating rooms, to be located
at 150 Emory Street, Attleboro, Ma 02703, has been reviewed and meets
the Department's criteria for plan approval Unider  our "scli-
certification" process.

Based on the affidavit!, the  rediested woivers and the
architect's checklistl, the plans submitted to this office on dadiy 5
2002 with revisions received on August 29, 2002 and September 6, 2002
ate appreved.  This approval is rot based on an actual plan review by
this Department. i

The requested waivers of the shared functional dFeds Ewaih
pPhysician’s practice; the combined reception/administrative office
Space; the multipurpose room; the medical records Loomy. the x-ray film
illuminator; the nurse call signals at each Lecovery bed; fthe step
down recovery area; the housekeeping room size; the high Speed
sterilizer: the corridor width; and medical gas outlets will be
addressed Separately. Plan approval is contingent upon EECed ving
waiver approval and meeting the waiver approval conditions.

You are reminded that it is your responsibility and that of your
design representatives to design and construct the fEcility in Secor-
dance with the Department's applicable physical plant requirements.
If &5t & later date this Department either reviews the plans or
inspects the completed project and physical plant deficiencies are

' The submitted forms were for compliance with the . 2001 Edition of the AaIa
Guidelines for Design and Construction of Hospital and Health Care Facilities.
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Four Women, Inc.- DoN Project #5-4885 & DoN .308 Exemption cont. Page 2

cited, . it will be your responsibility to correct the areas of concern
and to comply with the referenced regulations.

This plan approval format is for the Department of Bubliie
Health's Regulations only. Te s oE ] e responsibility to have
the plans reviewed by the Department of Public Safety and the
Attleboro Building Inspector.

This approval is limited to project development and does not
provide for occupancy or uktllization of the completed project.

I. PLAN APPROVAL CONDITIONS: PHYSICAL PLANT

This approval is contingent upon providing the required locked
cabinets and medication refrigerator at the drug distribution
stations.

You should also be aware that additional revisions to the plans
may be needed to ensure compliance with the Accessibility Guidelines
of the Americans with Disabilities Act (ADA) . Thas office, however,
is not responsible for enforcing these guidelines.

Please note that, for Medicare/Medicaid Certification, it is the
responsibility of the facility's owners and of their design represen-—

Edition) and the applicable relatedrstandards contained in the appen-
dices of the Code.

II. PLAN APPROVAL CONDITIONS: DETERMINATION OF NEED

ihe Follewing arec conditions to plan approval, for compliance
with Determination of Need approval conditions:

A, Pursuant to DON Regulation 105 ' CcMR 100.551 (1), firm figures
specifying the actual capital cost for this project must be
submitted to the Determination of Need Program Director no later
than 180 days after the receipt of this letter. This submission
ef Einal figures shall Eomsist of: (1] & completed Form 4
(Capital Cost Estimate) and (2) Documentation (i.e., executed
construction contract, équipment purchase agreement, etc.) of the
major costs listed on Form 4.

Note: Division of Health Care Finance and Policy approval of
the project's costs and charges cannot be obtained without
submission of these final figures: oo the mey Program
Director. shopld weil fail to submit these final figures
within the specified time perpiods fipal approved project
costs shall be deemed to be Chose set fTorth in the Notles @if
Determination of Need and any of its subsequent amendments,
with the addition of inflation to the date of final plan
approval. :
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B Any amendment request for a Ccost increase must be submitted to

approval letter.

@. Construction of this project must commence no later than '‘Ehe
expiration date for the Determination of Need authorization
period.

i8) Contract change orders which alter or modify the scope of work as

contained in the Notice of Determination of Need must be
submitted to this office for prior approval.

B A Construction Status Report form (copy enclosed) must be
submitted to this office as follows:
i The initial report is due no later than 30 days after
receipt of this letter.
2 A quarkcrly report is due on a calendar basis, elq
ENCIEy Janvary dst, BApril ist, July dst, and October
1 st
30 The final report is due upon completion of the project.

For your convenience, you should reproduce a sufficient number of
copies of the Construction Status Report form to cover the Eull
period of construction.

III. SURVEY AND LICENSURE PROCESS

In order to initiate the survey and licensure process, it is your
best interest to Retify this Division in writing at least four (4)
months before the anticipated dates of completion of construction and
of oecupancy of the pew Facility. This notification should be
addressed to David Brown, Program Coordinator, Division of Health Care
Quality, Department of Public Health, 10 West Street, 5th Fleor,
Boston, MA 02111.

If you have any questions, please call at t617) ‘U53-8178.

Very truly yours,

%

Emile J. Guy
Project Engineer

Bhnes

cc: Nina Edwards
Richard Cardarelli
Barbara McCready
David Brown
Clingie  Fillic



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11” sheets must be provided for clarification, as needed.

Four Women, INc, 150 Emory Street, Attleboro, MA 02703

Facili'y's Licensed Name or Proposed Name Address, including zip code
if hospital or clinic satellite, name Address, including zip code
Regulation or "Guideline” section number-Complete one form for each waiver request ; 9.5.D4

105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regu!ations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.LA. "Guidelines for Design and Construction of Hospitals and Health Care Facilities™®

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimurm dimension 4'6" vs. &', part or entire requirement):
Administrative Offices share space with reception and pre-op rm

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

During most of the work week this space is empty. Staff can use

this space to answer phones, book appointments, take messages.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

There will be no patients in the building when this space is
Delng used for admimistrative purposes. TIf a supervisor needs
brivacy in speaking to a staff member, they can close a door

Im the pre-op Couliseling rooms.

Again, this cannot impact on patients as they will not be there.

c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

Medical record cabinets are to be placed behind the reception
desK. These will be locked whHen not under the direct super-
vision of a staff person. A sign is planned to indicate this
1s a stalitf only area.

Signature of the facility's clinical representative

Representative’s Name CArol Belding Tile_ President Tel# 508-222_

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

e - a
Proj. Eng:_¢ - /7'“’[‘//0}/ L/LQ%’)%Approval O Approval w/conditions U Denial
Pro. Adm: e g Approval [ Approval w/conditions 1 Denial
Asst. Dir: __{__1__ U Approval T Approval w/conditions I Deniial

July 2001 “Attachments must include the facility’s name and the referenced regulation number. PAGEC& OF1_¥



Four Women, Inc. i Waiver #2
150 Emery Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver aprzroval to allow the administrative and business
offices to be combine-s with the reception and pre-op areas sl Ll =iEL feiE
having separate functional areas away from public and patient areas.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000
Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned. :
Plans on 8% x 11” sheets must be provided for clarification, as needed.

: Four Women, Inc., 150 Emory Street Attlebore,—MA—02703
Facility's Licensed Name or Proposed Name Address, incleing zip code g

It hospital or clinic satellite, name : Address, including zip code

Regulation or "Guideline" section number-Com plete one form for each waiver request : 9.5. D5

105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations”; A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" @'

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs. 5’ part or entire requirement):

Multi purpose room

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

The surgery center operates with limited hours,-Wed and Fri
evening and Saturday a.m. To rent additional space when there

e—rFroeom—rnoaot-lbhain v
=TT o T De TR S ec—1 st cESSarys

N Nee €58 r“-/"1'\

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

Staff meetings take place when the entire office is empty.
Patients are not affected 3in any way. The physican office
located next door is 'a part time.practice, We will schedule
a staff meeting when there are no patients scheduled.
Four Women does not provide group counseling or group grief
Sessions at this time.
c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

Meetings will not_he held anywhere_inside the surgical suite .
Pre-clinic announcements may be made individually or a memo posted

in the ctaff changinag racm
LR~ - == \—llu‘;\j-‘_il\-‘j LTI

If at a later date patient educational sessions were needed,

il g S 3 3
dilermatrve space would be Cated_ for, the purpose.
Signature of the facility's clinical representative ;

Representative’s Name____Carol Beldina Title Prp*:'ir'h:ni“é Teld s0p.225 9ok

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

. , . 3
Proj. Eng: %?@d/d“,?/ Va /Y E Approval [J Approval w/conditions [] Denial
et ;

Pro. Adm: [__/___[J Approval [] Approval w/conditions ] Denial

Asst. Dir: __J/___I___[1 Approval [] Approval w/conditions [] Denial

July 2001 *Attachments must include the facility's name and the referenced regulation number. PAGE.‘ ; OFJ_}f



Four Women, Inc. Waiver #3
150 Emory Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of not providing a multipurpose room.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%" x 11" sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request ; 9.5.D6
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Qut-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations™; 105 CMR 130.000 "Hospital Licensure Regulations"; A.LA. "Guidelines for Design and Construction of Hospitals and Health Care Facilities” °'

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6" vs. 5, part or entire requirement):

Medical records room

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

It is too costly to have another room for a limited number of

medical records.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility’s capacity to give adequate care. (Attach additional pages as necessary.*)

Lack_of separate room will not ieapardize patient health or
safety or confidentiality. Offsite medical records can be

accessed-in-time_ for an abnr+1nh_appnlntmant’ which are-made —

a day to a week ahead of time. All records on site will be secure

PP P Pl i

';-‘;thh tocked-cabinets—Charts—are numbered angd-have 1Mo names,
ey are out of ach of ien i i
c) Specify compens%ling features that wiﬁ-ge insmuted.Qi&a%l?ac%ﬁon%ﬁ%‘bgsdas ‘?160%?5%5.*)1“ staff area.

Two locking 36 inch wide medical record storage cabines will be
placed in the recpe‘tion area. They hold 3,300 typical abortion
patient charts. This is approximately a yvear's worth_of _charts fo
Four Women. Because the majority of women may only visit us one
—————————— -t—i—meraﬂ-d-—c—ha-lﬂts*mﬁs%ﬁbe heldfor mafty—years; charts—wiit th‘?ﬂlbe

Signature of théEARRLIMSFHO5ELRgE0 Massachusetts regulations. CasiRay

Representative’s Name__carol_ Beldi ng TRe  pe e aere - Tel MCpE S0 =ecr
For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
Proi. Eng._ 2770 L/ iz iﬁ;ﬁj Approval [] Approval wiconditions [] Denial
Pro. Adm: — /I [ Approval (] Approval w/conditions [] Denial
Asst. Dir: __ /[ Approval [J Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGE%; OF_L\(



Four Women, Inc. ST Waiver #4
150 Emery Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval to allow the medical records to be stored
within locked cabinets in the -reception area in lieu of having a
separate medical reccrds storage area.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
T
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11" sheets must be provided for clarification, as needed.
Four Women, Inc., 150 Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name Address, including zip code

Regulation or "Guideline" section number-Complete one form for sach waiver request: 9.5.F2..¢e e
105 CMR 150.000 "Licensing of Long Term Care Facilities"; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" °*

Specific physical plant condition to be waived (e-g. room area 98 SF vs. 100 SF, minimum dimension 4'6” vs. 5, part or entire requirement);
X-ray film illuminator

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 1563.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

This adds unnecessary and unused equipment to an OR.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

Pt o + o P i | = _ I =
TAdCLITITES WAL T'T [PLW L S &) — iy - §

in abortion care.

£ £
T

c) Specify compensating features that will be instituted. (Attach additional pages as necessary.*)

None, there is no need for X-ray film illuminator. There is

a light table in the dirty room that could be cleaned and

used in some odd emergency, but that should not be the case.

Signature of the facility's clinical representative ( . &‘E—Lﬁ‘\—\;’
Representative’s Name Carol Belding Title_ President Tel# 508-222-7555

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

=
Proj. Eng: L%?%[’ ﬂ“‘% S_L?"t Jg{j Approval [J Approval w/conditions [] Denial
Vi
Pro. Adm:_ /__/___ [ Approval [J Approval w/conditions [ Denial

Asst. Dir: —/___/___[1 Approval [J Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGF_{OF_l_q



Four Women, Inc. ' Waiver #5
150 Emory Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of not having x-ray film illuminators in
the ORs as x-rays are not used in the abortion process.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Depariment reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and c below. Incomplete forms
will be returned.

Plans on 8%;” x 11" sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name Address, including zip code

; T : : 95 B3 s
Regulation or "Guideline" section number-Complete one form for each waiver request : i =
105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.LA. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" %'

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4'6” vs. 5, part or entire requirement).

Nurses call button at each bed

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics: 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

This kind of service is not usually found in abortion facilities

It adds to expense and complicates an already uncomplicated

PN P PPy P <
pLroucTuurTanna .LE\—UVC-L_Y.

b) Specify how non-compliance does not Jjeopardize the health or safety of the patients and does not limit the
facility’s capacity to give adequate care. (Attach additional pages as necessary.*)

The recovery room is not very large. There is designated

Space ror five recumb&nt chairs. There is a nurse and usually

a medical assistant with patients at all times. (The nurse

cannot leave the room without the float nurse covering her,)

No patient is outr of hearﬁ_‘i ng or_sidnT. If curtain s_are—closedg

they are closed to thes‘v“fo'en next to a patient, not the nurses.
¢) Specify compensating features that will be instituted. (Attach additional pages as necessary.*f

Women in our recovery room are under constant supervision. They

are-—usuvally-alert-and-sitting ups—FPhey canr-telt—us—ifthey are
in distress. We can provide a bell or -semething that can alert
staff If the patient needs Help. |SIES ATt
See attached policy, for the recovery room -
Signature of the facility's clinical representative Q QZA"&@/(%CUJ»_(/
Representative’s Name__Carol Belding TitlePresident Tel.#%nﬂl??%-?rﬁf,

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)

Proj. Eng: E/"M ;%1- i/Y_P L Approval [] Approval w/conditions [] Denial
g y 7@
Pro. Adm: ) /___/___[1 Approval [] Approval w/conditions [ ] Denial

Asst. Dir; _/___/___[ Approval [] Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’'s name and the referenced regulation number. PAGE _&_ OF_L\('



Four Women, Inc. Waiver #6
150 Emeory Streee
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of the policy requiring a nurse eall
sending station at each recovery.bed.



FOUR WOMEN, INC.
TEPLE: RECOVERY ROOM STAFFING/ SAFETY
PURPOSE:  To maintain patient safety during recovery period.
POEICY:: 1. Location ‘

It is the policy of Four Women, Inc. to maintain the safety of all
patients. The recovery room has designated space for five
recumbent chairs. The recovery room layout at Four Women, Inc.
provides an unobstructed view of all patients, therefore women in
the recovery room are under constant supervision.

When privacy becomes necessary for a patient, the curtain between
the recumbent chairs can be drawn. Although the closing of
curtains between patients maintains the privacy of the women in
the recovery room, it does not obstruct the staff’s view of the other
patients.

II. Staff
The recovery room staff consists of at least one R.N. and a medical
assistant for up to 5 patients. The R.N. must remain in the

recovery room at all times, unless relieved by another R.N. or other
licensed staff.

Four Women, Inc. 03/03
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PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5™ Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' health and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11" sheets must be provided for clarification, as needed.

Four Women, Inc., 150 Emory Street, Attleboro, MA 02703

Facility's Licensed Name or Proposed Name Address, including zip code

If hospital or clinic satellite, name : Address, including zip code

Regulation or "Guideline" section number-Complete one form for each waiver request:_ 2 . 5. F4
105 CMR 150.000 "Licensing of Long Term Care Facilities”; 105 CMR 145.000 "Qut-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations”; 105 CMR 130.000 "Hospital Licensure Regulations”; A.L A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" °'

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 4’6" vs. 5, part or entire requirement);
Step-down recovery area

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics; 153.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

It is not customary for a step down recovery area to
be used in abortion care. Space is expensive and it
would get little or no use.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility’s capacity to give adequate care. (Attach additional pages as necessary.*)

Again, it is not customary for a step down recovery
lounge to be used in abortion care. A woman spends
approximately 45 minutes in_the recovery room chair and
leaves on her own, not in a wheel chair.
A ::t':y down luu.u\:;t: is—not—heeded—in-aber
c) Specify compensgt%nrg?ea%usf'esl}ﬁa %f%ﬂéﬁt&é’& ?Etrach additional pages as necessary.*)
All women receive refreshment in their recovery room chair.
They spend all the tTime they need in that chair. THis gives
a person a feeling of well-being as they have one nurse. When
a woman is discharged she is able to dress herself and walk
out the door.

Signature of the facility's clinical representative QQ_{"BM-NQ

Representative’s Name_Carol Belding Titte___ President Tel# 508-222-" 7i5$

SOOI

For DPH - Division of Health Care Quality use only: (comments/conditions of approval on back of form)
; % / E
Proj. Eng: /%(9’ : e }/_ ? = Approval [] Approval w/conditions [] Denial
— —/ﬁ
Pro. Adm: /___/___[1 Approval [] Approval w/conditions [] Denial

Asst. Dir: [/ [ Approval [] Approval w/conditions [] Denial

July 2001 *Attachments must include the facility’s name and the referenced regulation number. PAGE 1 OF_lr



Four Women, Inc. ' Waiver #7
150 Emory Street
Attleboro, MA 02703

Project Engineer’s Waiver Comments/Conditions:

I recommend waiver approval of not providing a step down recovery area
as it is nor required by the service as described by the kFacility.



PHYSICAL PLANT WAIVER REQUEST FORM

Massachusetts Department of Public Health - Division of Health Care Quality
10 West Street, 5" Floor, Boston, MA 02111 - (617) 753-8000

Please note: Any waivers which are approved will be evaluated at the time of the facility's on-site survey and
the Department reserves the right to revoke an approval if deficiencies are cited that indicate a waiver ap-
proval adversely affects the patients' heaith and safety. Waiver requests must clearly state the nature of the
request and provide suitable supporting documentation under parts a, b, and ¢ below. Incomplete forms
will be returned.

Plans on 8%” x 11” sheets must be provided for clarification, as needed.

Four Women, Inc. 150 Emorv Street. Attleboro, MA 02703

Facilty's Licensed Name or Proposed Name Address, including zip code
If hospital or clinic satellite, name : Address, including zip code
9 5 ES om

Regulation or "Guideline" section number-Complete one form for each waiver request :
105 CMR 150.000 "Licensing of Long Term Care Facilities™ 105 CMR 145.000 "Out-of-Hospital Dialysis Units; 105 CMR 140.000 "Clinic Licensure
Regulations"; 105 CMR 130.000 "Hospital Licensure Regulations"; A.l.A. "Guidelines for Design and Construction of Hospitals and Health Care Facilities" ©'

Specific physical plant condition to be waived (e.g. room area 98 SF vs. 100 SF, minimum dimension 46" vs. 5', part or entire requirement):

Housekeeping room

Physical plant requirements may be waived pursuant to 105 CMR 130.050, Hospitals; 140.099, Clinics: 1563.031(B), Long
Term Care Facilities, contingent upon the following:
a) Specify how compliance would cause undue hardship. (Attach additional pages as necessary.*)

Space for the center is at a premium and an entire room

could not be dedicated for housekeeping. It was too

costly.

b) Specify how non-compliance does not jeopardize the health or safety of the patients and does not limit the
facility's capacity to give adequate care. (Attach additional pages as necessary.*)

Patients will not be affected by the lack of a housekeeping room

Other housekeeping facilities will be provided, see below.

The housekeeping equipment is used for touch ups and small cleaninﬁiab‘-
Professional—cileaners come im with heavy equipment and supplies

c) Specify comtbgns%tlrr?gaf‘gatgrlag fatwifl Eginyﬂ&éé '(Atta%ﬁ g&’dﬁl&%l %@&%Ee&g’s’%rﬁ)leariii ,\Ech,_;b &Ebly_ogrlf-]%z;mt -

Two_smaller housekeeping closets are provided. Sinks are
in each closet, racks will be provided to hang mops, brooms
ather honsekeeping supnlies A raolline buyalkaf caaiag e o0 oo

5 ™ j' D) vl L BT~ —a= == 3 ‘j E A g TEET LA L g LJ\A.-LM«
to fit under the sink.

Signature of the facility's clinical representative C\Q{O—Mu_?

Representative's NameCarol Belding Title_Pregsident TLI.#__E,Q&_,ZQQ_;;_555

, and
hased

For DPH - Division of Health Care Quality use only: (comments/conditions of appraval on back of form)

Proj. Enqu/ﬂ/ﬂf% 2 K P gk Approval [] Approval w/conditions ] Denial

Pro. Adm: /___/__[J Approval (] Approval w/conditions [] Denial

Asst. Dir: —_/___/___[JApproval [] Approval w/conditions [] Denial

July 2001 "Attachments must include the facility’s name and the referenced regulation number. PAGE & OF__L\(



