STATE OF CONNECTICUT
Department.of Public Health
LICENSE
LICENSE NO. 000011

Family Planning

In accordance with the provisions of the General Statutes of Connecticut Section 19a-493:
Connecticut Public Health Code Section 19-13-D54:

Planned Parenthood of Southern New England of New Haven CT d/b/a Planned Parent of Southern New
England, Inc. is hereby licensed to maintain and operate an Family Planning.

Planned Parenthood of Southern New England, Inc. is located at 26 Woman’s Way, Meriden, CT 06451

.hjs license expires March 31, 2019 and may be revoked for cause at any time.
Dated at Hartford Connecticut April 1, 2015. RENEWAL

Grsifpstne

Jewel Mullen, MD, MPH, MPA
Commissioner



STATE OF CONNECTICUT
Department of Public Health

LICENSE

License No. 0011

Outpatient Clinic

In accordance with the provisions of the General Statutes of Connecticut Section 19a-493
Connecticut Public Health Code, Section 19-13-D54:

Planned Parenthood Of Connecticut, Inc. of New Haven, CT, d/b/a Planned Parenthood Of Connecticut,
Inc.-Health Center is hereby licensed to maintain and operate a Family Planning Clinic.

Planned Parenthood Of Connecticut, Inc.-Health Center is located at 26 Woman'S Way, Meriden,
CT 06451.

This license expires March 31, 2011 and may be revoked for cause at any time.

Dated at Hartford, Connecticut, April 1, 2007. RENEWAL.

& bt S loiie mD mau.

J. Robert Galvin, M.D., M.P.H., Commissioner



STATE OF CONNECTICUT Page 1 of 4

DEPARTMENT OF PUBLIC HEALTH
FACILITY LICENSE & INVESTIGATIONS SECTION

LICENSURE APPLICATION

[ ] INITIAL M RENEWAL [ ] CHANGE OF OWNERSHIP [ ] RELOCATION

NOTICE: Any nursing home licensee, owner or officer, including,
but not limited to, a director, trustee, limited partner, managing
partner, general partner or any person having at least 10 per cent
(10%) ownership interest, and any administrator, assistant
administrator, medical director, director of nursing or assistant
director of nursing, may be subject to criminal liability, in addition
to civil and administrative sanctions under federal and state law, for
the abuse or neglect of a resident of the nursing home perpetrated
by an employee of the nursing home.

NOTE: A separate application must be completed for each licensed level of care,
whether or not, that level is located at the same address

L _Plonned Parernond o8 uaern hew GWO\\Cmd
Facility “d/b/a” (doing business as) Name

Ao Worens Waw  Meviden v ool 203 23 O,

Business Address 4 City State Zip Code Telephone
Stvrne
Mailing Address (if applicable) City State Zip Code

2. DWW -DRWEYSDS

Federal Employer Identification Number

3. Is the above named entity authorized by the Office of the Secretary of State to transact business in the
State of Connecticut and considered in Good Standing? [\ YES [ ]NO

Phone: (860) 509-7444
! Telephone Device for the Deaf (860) 509-719

410 Capitol Avenue - MS # 12HFL
P.O. Box 340308 Hartford, CT 06134

An Equal Opportunity Employer
FLIS LICAPP —001
Rev: 4/14



In accordance with Section 19a-491 and/or Section 19a-506 of the Connecticut General Statutes, application
is hereby made for a license to operate the following (please check the appropriate box that applies):

Assisted Living Services Agency
Children’s Hospital

Chronic and Convalescent Nursing Home ] Maternity Hospital

Chronic Disease Hospital ] Outpatient Clinic/Primary Care/Dental

] [ ] Infirmary Operated by an Educational Institution
] [
] [

] [
\A Family Planning Clinic [ ] Outpatient Dialysis Unit
] [

] [

] [

] [

] [

] Maternity Home

General Hospital ] Outpatient Surgical Facility

Home Health Care Agency ] Residential Care Home

] Rest Home with Nursing Supervision
] In-Patient Hospice Unit

] Well Child Clinic

[
[
[
[
[
|
[
[ ] Homemaker-Home Health Aide Agency
[ ] Hospice/19a-495-5a & 19-13-D1(C)

[ ] Hospital for Mentally Il Persons

4. Bed Capacity Requested (if applicable). If submitting this application for multiple levels of care,

please list the bed capacity for each level of care being requested.

Beds/

Level of Care Hemodialysis Stations Bassinets (if applicable)
[

. -4 Disclose the legal entity which owns/operates the facility. (Note: The license will be issued to this
entity.)

Planned Paventnond  of Soumnern 1 ewd Eu’\mqvxd

Licensee

MOWnTne Ave e tioven T v 203 BUSSIER
Business Address City State Zip Code Telephone

Sen€
Mailing Address (if applicable)

6. Is the above named legal entity a (please check the box which applies):

[ ] Individual/Sole proprietor [ ] Municipality
[ ] General Partnership [ ] Trust
[ ] Limited Partnership [ ] Profit Corporation. _

] Limited Liability Company

[ ther:
Non-profit Corporation

. 7. Please disclose the name, business address and telephone number of the Agent for Service for the
nsee.
MOV VGG 39S windveu fAve yed Haven, o QuS) 202 BUs S\SE
Name - Address ' Telephone
FLIS LICAPP —001

Rev. 4/14



10.

1

12.

Page. 3of4
Attach an organizational chart which reflects the current ownership structure of the licensee and the

licensee’s relationship with the facility/agency.

Respond to the specific question that reflects the ownership structure of the licensee. The Licensee is
the legal entity which will be issued the license to operate.

A. If the Licensee is a general partnership, limited partnership or limited liability company,
complete Form 1 (attached).

B. If the Licensee is a trust, complete Form 2 (attached) for the Licensee.
i Attach a list including the name, address and telephone number of all trustees.
€. If the Licensee is a corporation (profit or non-profit), complete Form 3 (attached) for the

Licensee. Complete a separate Form 3 for each additional corporate entity having 10% or
greater ownership interest in the Licensee.

i. If the corporation is incorporated in a state other than Connecticut, please attach a
Certificate of Good Standing from the Secretary of State of the state of incorporation.
ii. Attach a list including the name, address and telephone number of all officers and all

directors of the corporation.

Attach a current copy of the facility’s Certificate of malpractice and public liability insurance. (Note:
Information Pages and Insurance Binders are unacceptable. Only Certificates of Insurance will be
accepted.). Please note that All Behavioral Health levels of care, except hospitals, and RCH facilities
are exempt from the malpractice requirement.

Attach evidence of current compliance with the worker’s compensation insurance coverage
requirements in the form of one of the following:

A. a certificate of self-insurance issued by a worker’s compensation commissioner pursuant to
Section 31-284 of the Conn. General Statutes; or

B. a certificate of compliance issued by the Insurance Commissioner pursuant to Section 31-286
of the Conn. General Statutes; or

i a Certificate of Insurance issued by any stock or mutual insurance company or mutual

association authorized to write worker’s compensation insurance in this state. (Note:
Information pages and Insurance Binders are unacceptable. Only Certificates of Insurance will

be accepted.)

O{g{lershlp of Real Property

Stode GE MIeNAET TPINNS
s Sttt \ﬁe 01 MWL h (T B0

Business Address State Zip Code Telephone

FLIS LICAPP —001

Rev. 4/14
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CHECK # AMOUNT §

DATE RECEIVED INITIALS

s o sk 3 ok ok ok ok ok ook ok o ok ok s sk sk ok ok ok ok o ok s ok ok ok ok ok ok ok ok ok ok ok ok ok sk ok sk sk ok ok ok ok ok ok sk ok e ok s sk sk ok sk ok sk ok sk o ok ok ok o sk o sk ok ok ok ok

13.  Annual Fire Marshal’s Certificate of Inspection Form (attached) must be completed by the Local Fire
Marshal. NOTE: Hospitals must have a separate Fire Marshal’s Certificate of Inspection
completed for each building on the hospital’s campus and each satellite listed on the hospital’s
license. Additional forms may be copied if necessary. Each completed Fire Marshal’s
Certificate of Inspection that is submitted must have an original signature. (Not applicable for
Homemaker Home Health and Home Health Agencies).

14.  Affidavit of Owner:

I attest that the information provided within this application is true and accurate and that any changes
in the information submitted will be reported to the Department as required by law.
_Ey%y&?olgf
Date Signed -
Check one as applicable:
[ | Individual/Sole Proprietor
[ ] General/Managing Partner
[ ] President of Corporation
[ ] Secretary of Corporation
[ ] Municipal Officer
[ ] Trustee
State of Connecticut )
County of NMeoo Aff Vb ) SS 213 20 IS
Personally appeared before me the above named j ud i Taberl and made oath
to the truth of the statements contained in his/her answers to the foregoing questions.
)
S”zu&’g Al lo—
Notary Public [ ’]/
Justice of the Peace E ]
Town Clerk ]
Commissioner of the Superior Court | ]
My Commission Expires: . . . R Ay
(If Notary Public) ‘
FLIS LICAPP —001

Rev. 4/14



STATE OF CONNECTICUT Attachment 1
DEPARTMENT OF PUBLIC HEALTH
FACILITY LICENSING & INVESTIGATIONS SECTION

FORM 1

FACILITY/AGENCY NAME:

Form 1 must be completed if the facility/agency is owned/operated by, or the Real Property Owner is, a partnership or a
limited liability company. Please copy additional sheets if necessary.

For each partner or manager with a 10% or greater ownership interest in the Licensee/Real Property Owner, provide the
information requested below. Please complete a separate form for each legal entity listed below that is not an individual.

This information is for: (] Licensee
[] Real Property Owner

1. Name:
Address:
Telephone:
Please indicate the category which best describes this entity:
[ ] Manager [ ] General Partner [ ] Limited Partner

Partner’s/Manager’s percentage of ownership:

2 Name:
Address:
Telephone:
Please indicate the category which best describes this entity:

. [ 1 Manager [ 1 General Partner [ ] Limited Partner

Partner’s/Manager’s percentage of ownership:

3 Name:
Address:
Telephone:
Please indicate the category which best describes this entity:
[ ] Manager [ ] General Partner [ ] Limited Partner

Partner’s/Manager’s percentage of ownership:

4. Name:

Address:

Telephone:

Please indicate the category which best describes this entity:

[ ] Manager [ ] General Partner [ ] Limited Partner

Partner’s/Manager’s percentage of ownership:

[ ] Manager [ ] General Partner [ ] Limited Partner
FLIS LICAPP —001

Rev. 4/14



STATE OF CONNECTICUT Attachment 3
DEPARTMENT OF PUBLIC HEALTH
FACILITY LICENSING & INVESTIGATIONS SECTION

FORM 3

FACILITY/AGENCY NAME:

Form 3 must be completed if the facility/agency or Real Property Owner is owned/operated by a corporation (profit or
non-profit). Please copy additional sheets if necessary.

For each stockholder with a 10% or greater ownership interest in the Licensee, provide the information requested below. If no
owner owns 10% or more of the total shares, please indicate the two largest stockholders. Please complete a separate form for
each legal entity listed below that is not an individual.

This information is for: E{icensee Spms, AN NG d

[] Real Property Owner

1. Name:
Address:
Telephone:
Stockholder’s percentage of ownership:
Stockholder’s occupation with the owner:

2 Name:
Address:
Telephone:
Stockholder’s percentage of ownership:
Stockholder’s occupation with the owner:

3. Name:
Address:
Telephone:
Stockholder’s percentage of ownership:
Stockholder’s occupation with the owner:

4. Name:
Address:
Telephone:
Stockholder’s percentage of ownership:
Stockholder’s occupation with the owner:

FLIS LICAPP —001
Rev. 4/14



—
ACORD CERTIFICATE OF LIABILITY INSURANCE i

.ﬁ: CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS

CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder Is an ADDITIONAL INSURED, the policy(ies) must be endorsed. If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement. A statement on this certificate does not confer rights to the
certificate holder In lieu of such endorsement(s).

PRODUCER CONTACT

Marsh USA, Inc.

1166 Avenue of the Americas e e i lfﬁ‘é Noj):

Now York, NY 10036 ADORESS:

Alin: heallhcare.accountscss@marsh.com Fax: 212-848-1307 -

INSURER(S) AFFORDING COVERAGE NAIC ¥

103210-NIP-CAS-15-16 NEW.C GLPL iNSURER A : New Hampshire Insurance Company 23841
NSUI . National Union Fire Ins. Co. of Piltsburgh, PA 19445
™MEBLANNED PARENTHOOD OF SOUTHERN NEW IMSURER B -

ENGLAND, INC. INSURER C :

AN AFFILIATE OF PLANNED PARENTHOOD {NSURER bt

FEDERATION OF AMERICA, INC. 3

345 WHITNEY AVENUE INSURER E ;

NEW HAVEN, CT 06511 : INSURER F :
COVERAGES CERTIFICATE NUMBER: NYC-005757681-27 REVISION NUMBER: 11

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,

EXCLUSIONS AND CONDITIONS OF SUCH POLICIES, LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

R TYPE OF INSURANCE m POLICY NUMBER WI LIMITS
A | GENERAL LIABILITY (082695195 01012015 J010112016 | EACH OCCURRENCE $ 1,000,000
X | COMMERCIAL GENERAL LIABILITY e s 100,000
| CLAIMS-MADE OCCUR MED EXP (Any one perscn) | §
X [SIR: $100,000 PERSONALA&ADV INJURY | $ 1,000,000
e GENERAL AGGREGATE $ 2,000,000
GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMPIOP AGG | § 2,000,000
 leouer [ 1%% [¥Tice $
A_UTDMOBII.E LIABILITY CEWLE LIMIT s
] anvauro BOOILY INJURY (Per perscn) | §
|| ALSUNED e BODILY INJURY (Per accident) | §
NON-OWNED "PROPERTY DAMAGE s
|| HIRED AUTOS AUTOS (Per accident)
$
| |vmerevavias | | occur EACH OCCURRENCE s
EXCESS LIAB CLAIMS-MADE AGGREGATE $
oep | | ReTenTions :
WORKERS COMPENSATION l WG STATU- l Iom-
AND EMPLOYERS' LIABILITY YIN
ANY PROPRIETOR/PAR E.L EACH ACCIDENT s
EMBER EXCLUDED? NIA
(Mandatory In N E.L DISEASE - EA EMPLOYEE] §
desciibe undo
DESERIBTION OF OPERATIONS below E.L DISEASE - POLICY LIMIT | §
B |MEDICAL PROFESSIONAL 6793286 0100172015 01/01/2016 PER CLAIM $1,000,000
CLAIMS-MADE COVERAGE Program Retro Date: 111176 ‘ r-—-\‘ GREGATE _ $3,000,000
| ey 15 fr

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (Attach ACORD 104, Additional Remarks Schedule, If more space I8 required)

CERTIFICATE HOLDER

CANCELLATION

PLANNED PARENTHOOD OF SOUTHERN NEW
ENGLAND

ATTN: LOUIS DENEGRE

345 WHITNEY AVENUE

NEW HAVEN, CT 06511

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE
of Marsh USA Inc.

Ricki Fitzsimmons Rl o

o—

ACORD 25 (2010/05)

© 1988-2010 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD




j’_“ ® DATE (MM/DD/YYYY)
AL AL CERTIFICATE OF LIABILITY INSURANCE 123172014

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed. If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement. A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).

PRODUCER Y HGE
Marsh USA, Inc T — e TV E— =
1166 Avenue of the Americas [AIC, N: 1. —all | (AIC, No):
New York, NY 10036 E#DAR"ESQ
Attn: healthcare.accountscss@marsh.com Fax: 212-948-1307 e e — E = ——————y - —
INSURER(S) AFFORDING COVERAGE NAIC #
109210-WC-5-5-1516  NEWC wC __ N | msurera:NA _|NA
INSURED INSURER B : ACE American Insurance Compa ny 22667
PLANNED PARENTHOOD OF SOUTHERN NEW A e —— :
ENGLAND, INC., AN AFFILIATE OF PLANNED | nsurerc: VA el i -
PARENTHOOD FEDERATION OF AMERICA, INC ;
345 WHITNEY AVENUE CMSURERD: —_—— =1
NEW HAVEN, CT 06511 INSURERE: = e = A _ |
INSURER F :
COVERAGES CERTIFICATE NUMBER: NYC-006791919-04 REVISION NUMBER: 3

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND COND!TIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

IN?E TADDL/SUBR | POLICY EFF | POLICYEXP | Rt B T —— 1

TYPE OF INSURANCE _INSR | WVD POLICY NUMBER (MMDDIYYYY) (MMDD/YYYY) LIMITS
GENERAL LIABILITY e ‘ EACH OCCURRENCE Ls
i | | | | | | DAMAGE TO RENTED
| | COMMERCIAL GENERAL LIABILITY 1 | PREMISES (Ea occurrence, $ 5]
| | | cCLAMSMADE | | OCCUR ‘ . 1 .: ; | MED EXP (Any one person) | S
— — —_— CHCI— | PERSONAL & ADV INJURY | § ]
i — —— : [ GENERAL AGGREGATE | s -
| GEN'L AGGREGATE LIMIT APPLIES PER [ 4 | PRODUCTS - COMP/OP AGG s
POLICY | FBO: LOC | ‘ s
T T [ COMBINED SINGLE LIMIT
| AUTOMOBILE LiaBILITY [ ] ‘ | ls B
; ! ANY AUTO 7 . BODILY INJURY (Per person) | §
L] AL SHMNED [ :Z:%:::; [ : | BODILY INJURY (Per accident)| § 2 I
‘ PROPERTY DAMA
| |HIREDAUTOS | | AUTOS | (Per acadent) e §
; ] | s
I 1 L | i : ‘
UMBRELLALAB | oocur . ' EACH OCCURRENCE $ N
| | ScEesLian | CLAIMS-MADE ‘ - ; AGGREGATE |s
‘ s S, AIMS-MADE| | [OGUREGTE. &
| DED | RETENTION S | | $
WORKERS COMPENSATION XA | R
AND EMPLOYERS' LIABILITY o LR [ : - L MTS | | . i
B | S rhenmetr e cannidme i | RSC C48128865 01012015 01012016 [ pack acciDENT . 1,000,000
OFFICER/MEMBER EXCLUDED? E |NIA [ | | = e ]
| Mandatory i NH) i ; - EL DISEASE - EA EMPLOYEE § 1,000,000
\ if yes, describe u | - 5 | o e 000000 |
DLEERPTION O OPERATIONS below E.L DISEASE - POLICY LIMIT | § 000,
\
\
\ [ |
|
DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (Attach ACORD 101, Additional Remarks Schedule, if more space is required)
EVIDENCE OF COVERAGE
CERTIFICATE HOLDER CANCELLATION
Ehﬁ‘i’:ﬁ%"&’éﬂmooo OF SOUTHERN NEW SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
. INC. THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN

26 WOMEN'S WAY ACCORDANCE WITH THE POLICY PROVISIONS.
MERIDEN, CT 08451

AUTHORIZED REPRESENTATIVE
of Marsh USA Inc.

Ricki Fitzsimmons Tl =

© 1988-2010 ACORD CORPORATION. All rights reserved.
ACORD 25 (2010/05) The ACORD name and logo are registered marks of ACORD



Department of Public Safety
Division of Fire, Emergency & Building Services
Office of State Fire Marshal

- —
LR
ﬁﬁz
fL
W

STATE OF CONNECTICUT

On (date) _June 19. 2014 , the (town/City) Meriden Office of the Fire Marshal

Conducted an inspection of (name of faciliny ~_Planned Parenthood ;

Located at (address) 26 Women’s Way in the

City/Town of Meriden to determine the degree of compliance with the

Fire safety requirements of Connecticut General Statues Chapter 541 as authorized by

Section 29-305 of the statutes. This facility was evaluated as a frew/existing) existing

(occupancy classification) Business as classified

by the CONNECTICUT FIRE SAFETY CODE. As a result of this inspection, the following

conditions were found.

L. At the time of inspection, no code violations were identified. Certificate of approval
recommended

IL u At the time of inspection, conditions were discovered to be contrary to the minimum
requirements of these codes. Certificate of approval recommended.

III.7 At the time of inspection, conditions were discovered to be contrary to the minimum
requirements of these codes. Certificate of approval not recommended.

IV.[] Based on the extreme hazard to public safety discovered at the time of this inspection,
this office is currently seeking an injunction from the court through our Town/City
Attorney for the purpose of closing or restricting usage of this facility by the public.
Certificate of approval not recommended.

LLofy

Jolin Yacoyino, Deputy Fire Marshal Date

City or Town Meriden
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
FACILITY LICENSING & INVESTIGATIONS SECTION

LICENSURE APPLICATION - ADDITIONAL INFORMATION REQUIRED

OUTPATIENT CLINICS, WELL CHILD CLINICS AND
FAMILY PLANNING CLINICS

Please respond to all of the following questions:

L Plonned Tovenineed B e
Facﬂi(t)y:?f;/?’ﬁ(:iomg busir;{es—s)\as) Name M\m
2o Wiren's Wil Menden, (T Jpds| (28)238-3182

Business Address ‘ City State Zip Code Telephone
2. Check the appropriate box/boxes describing the services to be provided by the clinic:

[ ] Primary Care [)(] Family Planning

[ ] Well Child Clinic [ ] Abortion Procedures

[ ] Dental [ ] Mental Health Services

Be advised that mental health services does NOT include Substance Abuse Services.

5 Somonina. Dooson

Administrator (Your name needs to appear as it is shown on your Professional License).

& LONOEN \D\xv cell, D

Medical Directo? Dental Director (if applicable)
(Your name needs to appear as it is shown on your Professional License).
M -5:20-41S T- ).0D-p'45 W-A:30-4:15
5 Days & Hours of Operation: TH - §' 30-1:45 F-8.30-49:(S S-8° 30-121 15
You MUST notify this agency when ANY change to the noted day/time changes. We accept email and fax.

6 Please provide a list of services that will be provided.

7 Business Fax Number: (QO%)Z%g 5‘572
8.  Business Email Address: BO}’Y\OJ\“H”\C\ ADDSHN O Dpﬁrf OY%

9. Business Cell Phone Number with Texting capabilities of the Administrator:

SOUOBA NS

Signature of Administrator Date Signed

FLIS LICAPP —001
Rev. 4/14



Planned Parenthood of Southern New England
Board of Directors 2014-2015

Officers:

Simone Joyaux, Chair
Gayle Capozzalo, Vice Chair
Karen Dubois Walton, Secretary
Leigh Bonney, Treasurer
Fahd Vahidy, Assistant Treasurer
Board of Directors:

Natalie Adsuar, M.D.
Adriana Arreola-Joseph
Bridget Baird
Erica Buchsbaum
Chris Corcoran
Holland Dunn
Siw de Gysser
Susann Mark
Donna Moffly
John R. Morton, M.D.
Frances Padilla
Amelia Renkert-Thomas

Susan Ross



Planned
Parenthood’

Care. No matter what.

Planned Parenthood of Scuthern New England

Planned Parenthood of Southern New England

Services available:

e Well women's health care
¢ Well men's health care
e Cervical cancer screening
e Breast exams
e Sexually transmitted infection testing and treatment
e HIV testing
e Birth control services
e Pregnancy testing
e Options counseling
. e Pre-conception care
e Medication abortion services
e Health and sexual health education services
e Hepatitis and HPV services
e Transgender services
e Primary Care

Planned Parenthood of Southern New England
Rev 1/15
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STATE OF CONNECTICUT Page 1 of

DEPARTMENT OF PUBLIC HEALTH
FACILITY LICENSE & INVESTIGATIONS SECTION

LICENSURE APPLICATION

[ ] INITIAL %ENEWAL

NOTE: A separate application must be completed for each licensed level of care which is located at a
different address. One (1) application may be submitted for multiple levels of care provided each level
of care has the same name and the same licensee and is located at the same address.

In accordance with Section 19a-491 and/or Section 19a-506 of the Connecticut General Statutes, application
is hereby made for a license to operate the following (please check the appropriate box/boxes that apply):

[ ] Assisted Living Services Agency [ ] Infirmary Operated by an Educational Institution

[ ] Children’s Hospital [ 1 Maternity Home

[ ] Chronic and Convalescent Nursing Home [ ] Maternity Hospital

[ ] Chronic Disease Hospital [ ] Outpatient Clinic

> Family Planning Clinic [ ] Outpatient Dialysis Unit

[ ] General Hospital [ 1 Outpatient Surgical Facility

[ ] Home Health Care Agency [ ] Residential Care Home

[ ] Homemaker-Home Health Aide Agency [ ] Rest Home with Nursing Supervision
. [ ] Hospice [ 1 Well Child Clinic

[ ] Hospital for Mentally 11l Persons [ ] Mental Health Day Treatment .

[ ] Mental Health Psychiatric OutPat. [ ] Mental Health Community Residence

[ ] Mental Health Intermediate Tmt. [ ] Mental Health Residential Living -

[ ey

] Substance Abuse & Dependence

s a2

Fsy

32

—

o 3
Pk D
,5

-

Please respond to all of the following questions:

( Planned OQ/\U/\/\TVULA (A’ &W\i\/\v\w Q&Aﬁ‘

Facility “d/b/a” (doing business as) Name ( W\@Mdﬂ%oj

Ao \wovwen§ Wi Mexaden Cj DlgdS \

Business Address City ) State Zip Code ' Telephone
Sand Al AhwXt.

Mailing Address (if applicable) City State Zip Code

Phone: (860) 509-7444
Telephone Device for the Deaf (860) 509-719

. %‘ 410 Capitol Avenue - MS # 12HFL
P.O. Box 340308 Hartford, CT 06134

An Equal Opportunity Employer

FLIS LICAPP —001
Rev. 3-06



~ Board of Directors

Planned Parenthood of
Southern New England

Planned Parenthood of

Southern New England
(D/B/A)

Licensee

CEO

COO

Health centers: Bridgeport, Danbury, Danielson,
Enfield, Hartford, Manchester, Meriden, New
Britain, New Haven, New London, Norwich, Old
Saybrook, Shelton, Stamford, Torrington,
Waterbury, West Hartford, Willimantic, Providence
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BoARD oF DirecTors, 2011-2012

OFFICERS:

Amelia Renkert-Thomas, Chair
Nancy Hutson, Vice Chalr
Sandra Arnold, Secretary

Slw de Gysser, Treasurer

Niloy Sanyal, Assistant Treasurer

BOARD OF DIRECTORS:
Bennie Fleming
Delores Greenlee
Sue Hessel
Jeannette Ickovics
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Susanh Mark

Kay Maxwell
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John R. Morton, M.D,
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PPSNE B0oARD OF DIRECTORS
May 2010-May 2011

OFFICERS

Kay Maxwell, Chair
Connie Worthington, Vice Chair
Maria Cruz-Saco, Ph.D., Secretary
Amelia Renkert-Thomas, J.D., Treasurer
Sandra Arnold, Assistant Treasurer

BOARD OF DIRECTORS

Charles S. Craig
Siw de Gysser
Bennie Fleming, Ed.D.
Delores Greenlee
Sue Hessel
Nancy Hutson, Ph.D.
Jeannette Ickovics, Ph.D.
Valerie Seiling Jacobs
Simone P. Joyaux, ACFRE
Rev. Maria LaSala
Donna Moffly
John R. Morton, M.D.
Shannon Perry
Niloy Sanyal
Richard Sugarman
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Page 2 of 4

Bed Capacity Requested (if applicable). If submitting this application for multiple levels of care,
please list the bed capacity for each level of care being requested.

Beds/
Level of Care Hemodialysis Stations Bassinets (if applicable)

V3. 0L - 02255
Federal Employer Identification Number
/4. Disclose the legal entity which owns/operates the facility. (Note: The license will be issued to this
entity.)
Plav-v—ed Parveint\co A c‘fp Cocthanin (Ned EBvg\rnak  Ta~c-
Licensee <
245 oWitbey Aue, Newo Hanem | T desi ['2-0 25 - 5( 53
Business Address e City State Zip Code Telephone
(Sanms) -
Mailing Address (if applicable)
0 <o ~3
r-' D
V5. Is the above named legal entity a (please check the box which applies): - ’
y @
[ ] Individual/Sole proprietor [ ] Municipality CE e
[ 1 General Partnership [ ] Trust £ o8 o
[ ] Limited Partnership [ ] Profit Corporation. = - X =2
[ ] Limited Liability Company e, =
[ 1 Other: 8.3 . -
M Non-profit Corporation -
/6. Is the above named entity authorized by the Office of the Secretary of State to transact business in the
State of Connecticut and considered in Good Standing? [V] YES [ INO
3 Please disclose the name, business address and telephone number of the Agent for Service for the
Licensee.
Judy Tabav L Pvres & LED, 245 O\Wihey Ave, Nedtmvuen, T
Name™— Address < Telephone S
(223) 865 -515%
V8. Attach an organizational chart which reflects the current ownership structure of the licensee and the
licensee’s relationship with the facility/agency.
FACILITY FAX # (Léf%) (39 - 5085
FLIS LICAPP 001

Rev. 3-06



Page 3 of 4

9. Respond to the specific question that reflects the ownership structure of the licensee. The Licensee
. is the legal entity which will be issued the license to operate.

A. If the Licensee is a general partnership, limited partnership or limited liability company,
complete Form 1 (attached).

B. If the Licensee is a trust, complete Form 2 (attached) for the Licensee.
. Attach a list including the name, address and telephone number of all trustees.

. If the Licensee is a corporation (profit or non-profit), complete Form 3 (attached) for the
Licensee. Complete a separate Form 3 for each additional corporate entity having 10% or
greater ownership interest in the Licensee.

i If the corporation is incorporated in a state other than Connecticut, please attach a
Certificate of Good Standing from the Secretary of State of the state of incorporation.

. Attach a list including the name, address and telephone number of all officers and all
directors of the corporation.

10.  Attach a current copy of the facility’s Certificate of malpractice and public liability insurance. (Note:
Information Pages and Insurance Binders are unacceptable. Only Certificates of Insurance will be
accepted.). Please note that All Behavioral Health levels of care, except hospitals, and RCH facilities
are exempt from the malpractice requirement.

. A1, Attach evidence of current compliance with the worker’s compensation insurance coverage
requirements in the form of one of the following:
A. a certificate of self-insurance issued by a worker’s compensation commissioner pursuant to .
Section 31-284 of the Conn. General Statutes; or
B. a certificate of compliance issued by the Insurance Commissioner pursuant ta'\Sectlon 31-286
of the Conn. General Statutes; or - 3
= a Certificate of Insurance issued by any stock or mutual insurance company Obmutual

association authorized to write worker’s compensation insurance in this state-(Note( :
Information pages and Insurance Binders are unacceptable. Only Certific cates of Insurance

will be accepted.) ;. _: > o

J12, Ownership of Real Prope i
R NEn A Fawdren Ceindttd * 5

ame

T64a G lo’vw\ 9\”&1 Mutidon, (T HuYS |

Business Address State Zip Code Telephone \ﬁ(’ﬂ ) \ e o

WMot mﬂc A Jadinon

Annual Fire Marshal’s Certificate of lnspecnon Form (attached) must be completed by the Local Fire
Marshal. NOTE: Hospitals must have a separate Fire Marshal’s Certificate of Inspection
completed for each building on the hospital’s campus and each satellite listed on the hospital’s
license. Additional forms may be copied if necessary. Each completed Fire Marshal’s
Certificate of Inspection that is submitted must have an original signature. (Not applicable for

. ALSA’s, Homemaker Home Health and Home Health Agencies).

.--<\ N
o
L

FLIS LICAPP —001
Rev. 3-06
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10.

11.

12.

13.

Page 3 of 4

Respond to the specific question that reflects the ownership structure of the licensee. The Licensee
is the legal entity which will be issued the license to operate.

A. If the Licensee is a general partnership, limited partnership or limited liability company,
complete Form 1 (attached).

B. If the Licensee is a trust, complete Form 2 (attached) for the Licensee.
1. Attach a list including the name, address and telephone number of all trustees.

C. If the Licensee is a corporation (profit or non-profit), complete Form 3 (attached) for the
Licensee. Complete a separate Form 3 for each additional corporate entity having 10% or
greater ownership interest in the Licensee.

i If the corporation is incorporated in a state other than Connecticut, please attach a
Certificate of Good Standing from the Secretary of State of the state of incorporation.

ii. Attach a Jist including the name, address and telephone number of all officers and all
directors of the corporation.

Attach a current copy of the facility’s Certificate of malpractice and public liability insurance. (Note:
Information Pages and Insurance Binders are unacceptable. Only Certificates of Insurance will be
accepted.). Please note that All Behavioral Health levels of care, except hospitals, and RCH facilities
are exempt from the malpractice requirement.

Attach evidence of current compliance with the worker’s compensation insurance coverage
requirements in the form of one of the following:

A. a certificate of self-insurance issued by a worker’s compensation commissioner pursuant to
Section 31-284 of the Conn. General Statutes; or

B. a certificate of compliance issued by the Insurance Commissioner pursuant to Section 31-286
of the Conn. General Statutes; or

e, a Certificate of Insurance issued by any stock or mutual insurance company or mutual
association authorized to write worker’s compensation insurance in this state. (Note:
Information pages and Ins Binders are unacceptab Certificates of Insurance

will be accepted.)

T Rnen nd. Fahwdren  Cendtte
GA  Cdlonn Seer Matidon, (T DuYS|

Business Address J City State Zip Code  Telephone 2- a5Y -9
oA }ﬁma da Fadinen. .

Annual Fire Marshal’s Certificate of Inspection Form (attached) must be completed by the Loca] Fire

Marshal. NOTE: Hospitals must have a separate Fire Marshal’s Certificate of Inspection

completed for each building on the hospital’s campus and each satellite listed on the hospital’s

license. Additional forms may be copied if necessary. Each completed Fire Marshal’s

Certificate of Inspection that is submitted must have an original signature. (Not applicable for

ALSA’s, Homemaker Home Health and Home Health Agencies).

FL1S LICAPP —001

Rev, 3-06



Jul. 18, 2011 12:29PM PPSNE Clinical Services No. 5975 P. 9§

DATE (MMWOO/YYYY)

——y
ACORLD CERTIFICATE OF LIABILITY INSURANCE 12247010

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS

CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES

‘ELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
M

PRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

PORTANT: If the cerlificate holder is an ADDITIONAL INSURED, (he policy(ies) must be endorsed. If SUBROGATION IS WAIVED, subject to
the terms and condillons of the policy, cerlaln pollcles may require an endorsement. A stalement on lhis certilicate does not confer righls to the

cartificale holder In lleu of such endorsement(s).

"R A v %
ars|
1166 Avenue of the Americas 2 ':%:nfg_mh m'ﬂ:}:
New York, NY 10036 ACDRESS:
PRODLCER
INSURER(S) AFFORDING COVERAGE NAIC #
INSURED INSURER  ; Markel Insurance Company 38970
NED P, F e ;
EhAGrL\ND. I':Ig.ENmmD OF SOUTHERN NEW INSURER B Nalional Union Fire Ins, Ca, Ofﬁ“&w@h, PA 19445
AN AFFILIATE OF PLANNED PARENTHOCD INSURERC ;
FEDERATION OF AMERICA, INC.
345 WHITNEY AVENUE INSURER D :
NEW HAVEN, CT 06511 INSURER E :
INSURERF :
COVERAGES CERTIFICATE NUMBER: NYC-004978510-22 REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES QF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

lf?; TYPE OF INSURANCE (T D FOLICY NUMBER Iﬁ‘m (MWDD/YYYY] umTs
A | GENERAL LIABILITY AC40359 01/01/2011 01/01/2012 EACH OCCURRENCE 3 1,000,000
My | ED
X | COMMERCWAL GENERAL LIABILITY PREMISES (Ea ocoyreace) | S 100,000
| cLams.mace E OCCUR MED EXP (Any one pesan) | § 5,000
| X [siR: $100,000 PERSONAL & ADVINJURY | § 1,000,000
GENERAL AGGREGATE s 2,000,000
GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS : COMP/OP AGG | § 2,000,000
. POLICY | f&-& [x] oc s
AUTOMOBILE LIABILITY COMBINED SINGLELMIT | ¢
— : (Ea accident)
i) ANY AUTO BODILY INJURY (Per perzon) | §
4 S DA AITON BODILY INJURY (Per accident) | §
SCHEDULED AUTOS PROPERTY DAMAGE :
| __| HIREDAUTOS (Per accident)
|| NON-OWNED AUTOS $
s
UMBRELLA LIAR ] OCCUR '_EACH OCCURRENCE 3
EXCESS LIAB CLAIMS-MADE AGGREGATE s
| | oEoucTiBLE s
RETENTION _§ 5
WORKERS COMPENSATION ] WC STATU- l ]DTH
AND EMPLOYERS® LIABILITY YIN B =
ANY PROPRIET ARTN Vi
Lt i MO £ cacisoonen s
{Mandatory In NH) E.L. DISEASE - EA EMPLOYEE §
If yes describe under
DESCRIPTION OF OPERATIONS belaw E.L. DISEASE - POLICY LIMIT | §
B |MEDICAL PROFESSIONAL 6703266 01/01/2011 0110172012 PER CLAIM 1,000,000
CLAIMS-MADE CQVERAGE Program Relro: 11/1/76 AGGREGATE 3,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (Allach ACORD 101, Additional Remarks Schedule, If more spaca Is required)

CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN

PLANNED PARENTHOOD OF SOUTHERN NEW
ACCORDANCE WITH THE POLICY PROVISIONS.

GLAND
: LOUIS DENEGRE
HITNEY AVENUE AUTHCRIZED REPRESENTATIVE
NEW HAVEN, CT 06511 of Marsh USA Inc.
Christian Viclerino Chrisht ~ \fh:&:,,.f

|

© 1988-2009 ACORD CORPORATION. All rights reserved.
ACORD 25 (2009/09) The ACORD name and logo are reglstered marks of ACORD
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CERTIFICATE OF LIABILITY INSURANCE

DATE (MMWDD/YYYY)
122372010

CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS

BELOW. = THIS CERTIFICATE OF INSURANCE
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING

INSURER(S), AUTHORIZED

certificate holder in lieu of such endorsement(s).

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed. If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement. A statement on this certificate does not confer rights to the

PRODUCER  ° LONTACT
Marsh USA, lnc. "PHONE FAX
1166 Avenue of the Americas : ) Iwc,nq,—
New York, NY 10036 E-MAIL
AD 5SS
Tn%mnucsn‘
| CUSTOMER ID #:
INSURER(S) AFFORDING COVERAGE NAIC #
INSURED INSURER A : Continental Casualty Company 20443
PLANNED PARENTHOOD OF SOUTHERN NEW
ENGLAND, INC. INSURER B :
AN AFFILIATE OF PLANNED PARENTHOOD | INSURER C :
FEDERATION OF AMERICA, INC. 5
345 WHITNEY AVENUE INSURER D ;
NEW HAVEN, CT 08511 INSURER E :
g e ; INSURER F :
COVERAGES CERTIFICATE NUMBER: NYC-004976174-03 REVISION NUMBER:

THIS 1S TO GERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD -
INDIGATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS -
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES, LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

[ADDL]SUBR]

POLICY EXP

INSR P Y EFF
| LTR TYPE OF INSURANCE INSR | POLICY NUMBER ;u%":':%mm | (MM/DD/YYYY) LIMITS
GENERAL LIABILITY EACH OCCURRENCE s
COMMERCIAL GENERAL LIABILITY ISE: mencel | §
J CLAIMS-MADE OCCUR MED EXP (Any one person) $
| PERSONAL & ADVINJURY | §
| GENERAL AGGREGATE $
GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMP/OP AGG | §
POLICY | | o I l LoC s
AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT $
— (Ea accident)
|| ANY AUTO BODILY INJURY {Per person) | $
|| AL ownED AUTOS BODILY INJURY {Per accident)| §
] SCHAGLLEO AUTCE PROPERTY DAMAGE .
| | HRED AUTOS (Per accident)
NON-OWNED AUTOS B o G $
— < -
o o2 s,
UMBRELLA LIAB OCCUR EACHOCCURRENGE r ;g"
EXCESS LIAB CLAIMS-MADE AGGREGATE 02 e
| | peoucTiate e ¢
= TH ]
RETENTION § i3 9 H's
WORKERS COMPENSATION W Iom-_ L.
AND EMPLOYERS' LIABILITY - ; > SRS D
ANY PROPRIETOR/PARTNER/EXECUTIVE EL EACHACCIDENT s
OFFICEA/MEMBER EXCLUDED? N/A e s {18
(Mandatory in NH) EL. DISERSE - EAEMPLOYEE]"$Y
1f yas, describe under ==
DESCRIFTION OF QPERATIONS balow ELDISEEbE - POUCY LMT | §
s o
A |ALL RISK PROPERTY RMP 2071008541 01/01/2011 01/01/2012 LIMIT 5,000,000

RE: 111 PONTSTREET.PRUWIHJCE.HM

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (Attach ACORD 101, Additional Remarks Schedule, if more space Is required)

NEW HAVEN, CT 06511

CERTIFICATE HOLDER CANCELLATION
SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
PLANNED PARENTHOOD OF SOUTHERN THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
NEW ENGLAND, INC. ACCORDANCE WITH THE POLICY PROVISIONS.
345 WHITNEY AVENUE

AUTHORIZED REPRESENTATIVE
of Marsh USA Inc.

Christian Victorino Clhriaki o \fieaSan]

ACORD 25 (2009/09)

'© 1988-2009 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD



ACORD, CERTIFICATE OF LIABILITY INSURANCE

DATE (MMWDDIYYYY)

01/31/2011

UCER (860) 224-2413 THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION
; . ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
dquist Insurance Associates Inc HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR

ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.

24 Lexington Street

P.0. Box 368

New Britain CT . 06052= INSURERS AFFORDING COVERAGE NAIC #
|INSURED msurer A Workers Compensation Trst
Planned Parenthood of Southern INSURER B:

New England, Inc. INSURER C:

345 Whitney Ave | INSURER D

New Haven CT 06511- INSURER E

COVERAGES

REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS CERTIFICATE MAY BE ISSUED

AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD INDICATED. NOTWITHSTANDING ANY
THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, EXCLUSIONS AND CONDITIONS OF SUCH PCLICIES.

OR MAY PERTAIN,

WSRIADD' FOLICY EFFECTIVE|POLICY EXPIRATION
LTR llNSRD TYPE OF INSURANCE POLICY NUMBER DATE (MMDDIYY) | DATE (MM/DDIYY) LIMITS
| GENERAL LIABILITY R /. Tl £ACH OCCURRENCE 5
COMMERCIAL GENERAL LIASILITY gﬁﬂﬁ%%; ?E?%rgfnl:mel §
| crams rane OCCUR L VA 4 MED EXP (Any one person)__|S
| PERSONAL & ADV INJURY $
] : A & GENERAL AGGREGATE ___|$
GENL AGGREGATE LIMIT APPLIES PER; PRODUCTS - COMPIOP AGG 1S
_' POLICY r_] FeCr |_| LOC fiz Fziiil
| AUTOMOBILE LIABILITY fee i 7 i COMBINED SINGLE LiaiT |
| | anvauto {Ea accident)
|| ALLownED AUTOS 2 B | goonLy foury 52 :
|| screpuLep AuTos (Per pérdony 7 % .
‘ | | Rep autos £l A BODILY INJURY - ¥
|| non-ownep auTos ot st HET ‘
B {4 B PROPERTY BAMAGE ¢ ©
(Peraccicenty C
| GARAGE LIABILITY AUTO ONLY EA actioent |31
|| anvauto o rF OTHERTHAN. ERace |~
AUTOONLY 4y —pc [s
EXCESS/UMBRELLA LIABILITY 5k 7 7 | eact occurrence~ s
OCCUR [:] CLAIMS MADE AGGREGATE s
s
:! DEDUCTIBLE 7o e | s
RETENTION § s
A | WORKERS COMPENSATION AND WeP394 01/01/2011| 01/01/2012 | X |18adiants] |BR
EMPLOYERS' LIABILITY i i o " 2,500,000
ANY PROPRIETORIPARTNEREXECUTIVE
OFFICER/MEMBER EXCLUDED? 7R YalE s E L DISEASE - EA EMPLOYEE|S 2,500,000
ggalmvﬁ&s below E L DISEASE - POLICY LIMIT [§ 2,500,000
OTHER £k i o
b7 i i
7k et

DESCRIPTION OF QPERA'!'IONSJLDCA'I'IONSNEHICLESIEXCLUSIONS ADDED BY ENDORSEMENT/SPECIAL PROVISIONS

CERTIFICATE HOLDER CANCELLATION

( ) - ( ) - SHOULD ANY OF THE ABOVE DESCRIBED POLIGIES BE CANCE

{O  DAYS WRITTEN NOTIGE TO THE CERTIFICATE HOLDER NAME
FAILURE TO DO S0 SHALL IMPOSE NO OBLIGATION OR LIABILITY OF
INSURER. ITS AGENTS OR REPRESENTATIVES.

Planned Parenthood of Southern

EXPIRATION DATE THEREQF, THE ISSUING INSURER WILL ENDEAVCR TO MAIL

LLED BEFORE THE

D TO THE LEFT, BUT
ANY KIND UPON THE

New England, Inc.

26 Women's way AUTHORIZED REPRESENTATIVE %J V3 3‘-_.1___ ‘

Meriden CT 06451-3237

ACORD 25 (2001/08)

IMEAAE insnns o

© ACORD CORPORATION 1988

Page 10!2



’ /_.‘-0 r ‘ ; DATE (MMWDD/YYY
ACORD CERTIFICATE OF LIABILITY INSURANCE il

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER. :

IMPORTANT: ¥ the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed. If SUBROGATION IS WAIVED, subject to

the terms and conditions of the policy, certain policies may require an endorsement. A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s). ‘ - -

PRODUCER - Sl
Marsh USA, Inc. PHONE FAX
1166 Avenue of the Americas : ) l (AC, No):
New York, NY 10036 E-MAIL
ﬂgﬂﬁﬁi
PRODUCER
| CUSTOMER ID &:
INSURER(S) AFFORDING COVERAGE NAIC #
INSURED INSURER A : Continental Casualty Company 20443
PLANNED PARENTHOOD OF SOUTHERN NEW
ENGLAND, INC. INSURER B :
AN AFFILIATE OF PLANNED PARENTHOOD : INSURER C :
FEDERATION OF AMERICA, INC.
345 WHITNEY AVENUE | INSUREAD ;.
NEW HAVEN, CT 06511 INSURER E :
: : , INSURER F :
COVERAGES CERTIFICATE NUMBER: NYC-004975174-03 REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD-
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUGH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

ADDLFﬁER POLICY EFF POLICY EXP
R TYPE OF RESURANCE INSB POLICY NUMBER (ABBIYYY) | (BN LIMITS
GENERAL LIABILITY EACH OCCURRENCE s
an AMA
COMMERCIAL GENERAL LIABILITY IS| rence $
J CLAIMS-MADE OCCUR MED EXP (Any one person) s
PERSONAL & ADV INJURY | §
GENERAL AGGREGATE $
GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMP/OP AGG | $
poucy| |98 [ ioc s
AUTOMOBILE LIABILITY COMBINED SINGLE LMT | ¢
(Ea accident)
|__| ANYAUTO BODILY INJURY (Per person) | $
— ALL OWNED AUTOS BODILY INJURY {Per accident) | $
|| scHEDULED AUTOS SPERTY DAMAGE
HIRED AUTOS (Par accident) §
NON-OWNED AUTOS = s §
. I 2 3
| [umereLauiae | | occun : EACH OCOURRENGE iy 4
EXCESS LIAB CLAMS-MADE AGGREGATE e
DEDUCTIBLE c S |
RETENTION _§ i I i i
WORKERS COMPENSATION ;- STATU- OTH- |
AND EMPLOYERS' LIABILITY YIN _ 3 .
ANY PROPRIETOR/PARTNER/EXECUTIVE EL EAGHACC (s
OFFICERMEMBER EXCLUDED? N/A * Hr
(Mandatory in NH) EL. DISERSE - EAEMPLOYEE $1
If yes, describe under 1 vl
DESGAIPTION OF OPERATIONS below ELDISEASE - PRLOY umir | s
- g
A [ALL RISK PROPERTY . RMP 2071008541 01/0172011 01/01/2012 LIMIT 5,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (Attach ACORD 101, Additional Remarks Schedule, it more space Is required)
RE: 111 POINT STREET, PROVIDENCE, Rl 02303

.

CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
PLANNED PARENTHOOD OF SOUTHERN THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

NEW ENGLAND, INC.
345 WHITNEY AVENUE
NEW HAVEN, CT 08511 AUTHORIZED REPRESENTATIVE
of Marsh USA Inc.
Christian Victorino Chmatiam \fiasd

I

'® 1988-2009 ACORD CORPORATION. All rights reserved.
ACORD 25 (2009/09) : The ACORD name and logo are registered marks of ACORD



Department of Public Safety
Division of Fire, Emergency & Building Services
Office of State Fire Marshal

STATE OF CONNECTICUT

On (datey March 12, 2010, the @own/City) Meriden Office of the Fire Marshal

Conducted an inspection of (name of facility) Planned Parenthood of CT R

Located at (address) 26 Women’s Way _in the

City/Town of Meriden

Fire safety requirements of Connecticut General Statues Chapter 541 as authorized by

Section 29-305 of the statutes. This facility was evaluated as a (rew/existing)

existing .

to determine the degree of cbmpliance with the

(occupancy classification) Healthcare Clinic as classified

by the CONNECTICUT FIRE SAFETY CODE. As a result of this inspection, the following

conditions were found.

/

1. m At the time of inspection, no code violations were identified. Certificate of approval

II. O At the time of inspection, conditions were discovered to be contrary to the minimum

recommended

’ Ll
i

requirements of these codes. Certificate of approval recommended. Q

-3

II.[] At the time of inspection, conditions were discovered to be contrary to the 'nixinix@gm

} -

requirements of these codes.  Certificate of approval not recommen,ded,."'

IV.[] Based on the extreme hazard to public safety discovered at the time of this inspection,

this office is currently seeking an injunction from the court through our Town/City
Attorney for the purpose of closing or restricting usage of this facility by the public.
Certificate of approval not recommended.

g
11

AR

- /) J
a/\-/ M,—/z_/ March 12. 2010
John X acovino, D¢p fy Fire Marshal Date

City{or Town Meriden
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v14.  Affidavit of Owner:

I attest that the information provided within this application is true and accurate and that any changes
in the information submitted will be reported to the Department as required by law.

ju;v*\ 3 e .96'2/

Si re ( Date Signed

Check one as applicable:

[ ] Individual/Sole Proprietor 2.0 = ;

[ ] General/Managing Partner e m . m

[V] President of Corporation = 2

[ ] Secretary of Corporation Ped o

[ ] Municipal Officer XS . <

[ 1 Trustee o 2 h v 7

e ?

(¥ i? )=

State of Connecticut ) .

County of | f](?i/fl—'- ) SS ,'Zm.m,f;u’, 3 20 //

Personally appeared before me the above named . 1},.-1' « T &boar and made oath

to the truth of the statements contained in his/her answers to the foregoing questions.

Notary Public [
Justice of the Peace [
[.
L

Town Clerk

Commissioner of the Superior Court
My Commission Expires: e &1 A
(If Notary Public) iy Commission Eymiras Dee 31,201

|
]
]

FLIS LICAPP —001
Rev. 3-06
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
FACILITY LICENSING & INVESTIGATIONS SECTION

LICENSURE APPLICATION - ADDITIONAL INFORMATION REQUIRED

OUTPATIENT CLINICS, WELL CHILD CLINICS AND
FAMILY PLANNING CLINICS

Please respond to all of the following questions:

Planved Pavert~ood A~ Sowcthvrn end Ewékc:m« &
Facility “d/b/a” (doing business as) Name -

2lo_vven's \,M(M‘ M%(% Nl
usiness Address City State  Zip Code eléphone 5
Q03-235 084 )
2 Check the appropriate box/boxes describing the services to be provided by the clinic:
>r<JEamily Planning

[ ] Primary Care
[ 1 Well Child Clinic I)C.] Abortion Procedures
14

1.

Dental

T}LS\/\J«.’ P\as~c e - -.D(VL%(Q,Q‘S

(Your name needs to appear"&fs it is shown on your Professional License).

Administrator

Dental Director (if applicable)

. Medical Director
('Your name needs to appear as it is shown on your Professional License).
20 ~ 20 S =
5. Hours of Operation: A a,‘,-”“’sl ’T’\\ﬁ,’jl: w .2 -4 ”T\"\ (la —Tr)
I i — o
F. 84 3

Please provide a list of services that will be provided.

6
7. On initial application only, submit a copy of the approval from the Office of Health Care Access to establish the clinic
Note: only those clinics which intend to provide primary care services are required to submit OHCA approval.
-
1‘3:[ (f w2y B ..
| Datd Signed TEF N e
Sy & 3
, ' ] o I}
i <
neg B S
e - L §
w g - O
o

FLIS LICAPP 001
Rev. 3-06




07/15/2011 15:09 FAX 2036395085 PPC MERIDEN

doo2

S J A i 2 ¥
O f} Planned Parcnthood
i‘“"‘” Focleiotion of America, e,

434 West 33rd Street, New York, NY 10001

Phone 212,541.7800 - Fax 212.245.1845
wyawplannedparenthood.org

July 7, 2011

Amella Renkert-Thomas, Board Chair

Judy Tabar, President/CEQ

Planned Parenthood of Southern New England, Inc,
345 Whitney Ave,

New Haven, CT 06511

Dear Amelia and Judy:

At its June 18, 2011 meeting, the Board of Directors of Planned Parenthood Federation of America, Inc,
accepted the recommendation of the Affiliate Development and Accreditation Committee to grant Planned
Parenthood of Southern New England, Inc, fully accredited status.

. PPSNE’s accreditation certificate, which expires July 2014, will be sent by mall. Your next comprehensive
review must take place a minimum of three months prior to this certificate’s expiration. This is necessary in
order to assure that your certificate does not expire before your next accreditation review Is completed
and approved by the ADA committee.

Congratulations| Please extend the good wishes of the committee to your board and staff.

Sincerely,

. ___._.--*--“' S :
At ="
Lyn M. Schollett, Chalr Kathleen Tait, Secretary
Affillate Development & Accreditation Committee PPFA Board of Directors

cc: Deborah R. McHugh, Senior Director, Accreditation and Evaluation Department
Molly Eagan, Vice President, Affiliate Services Division
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STATE OF CONNECTICUT " DHSR#13a
DEPARTMENT OF PUBLIC HEALTH
DIVISION OF HEALTH SYSTEMS REGULATION Page 1 of 2—

LICENSING INSPECTION REPORT

Pme and Address 0 %\ ,(/é“/ 5% Signature of DHSR Staff

aZé Wome MU/W )(Mem S s#
e C7 7 glHsT
Li Cat - *
A s Clinte Licensed CapaTity : o Census :
/ (74 4
Z o Licensed Capacity : Census :

Date(s) of Onsite Inspection: _/ /o) g / / (

Date(s) Additional Information Obtained:

Personnel Contacted: Zf//ﬂ/{,ﬂﬂu& éOm &;{JM/[ )Wufgxzf-—-
R.EVIEW/FINDINGS/PAOCESS (complete all applicable) 7
P Licensing Inspection: [] Initial }Qenewal [ ] Other:

(] Revisit for the Purpose of
q See Complaint Investigation #

[1] See Reportable Event Investigation #

[] See Certification file.

[1] Violations of the Public Health Code of the State of Connecticut and/or Regulations of Connecticut
State Agencies were identified at the time of this inspection.
See violation letter dated

[] Citation # was issued to this facility as a result of this inspection.

[[/)/ Violations of the Public Health Code of the State of Connecticut and/or Regulations of Connecticut
State Agencies were not identified at the time of this inspection.

[] Citation # was verified as corrected. was notified
that the licensee was no longer required to post Citation (see narrative).

[] Citation # was not corrected (see narrative).

[x § Narrative Report / Additional Information Attached.

t] Referral(s) to:

.[\il;ORT SUBMITTED BY Lt Al M,@f’q DATE OF REPORT / o f‘ //5 —
Approval for Issudrice of License granted by : / ) [ /Z
. ) 011/ -9 -
Supervisor / Title /j{’ £l /_XD/ tfg
ate

—






—>—

FACILITY:

DATE(S) of VISIT: Page 2 of __

OUTPATIENT CLINICS OPERATED BY CORPORATTONSMUNTCIPALITIES
LICENSING INSPECTION NARRATIVE REPORT
(P.H.C. Section 19-13-D45)

L. An unannounced visit was made to the above facility, by a representative of the
Division of Health Systems Regulation, for the purpose of conducting a
licensing inspection.

1. An entrance conference was held.

ITL. The following was conducted:

/a, Facility inspection
/{ _ Observation of patient care
2, Personnel files review
_d- Quality assurance program (audits) review
ce. Fire drill log/disaster plan review
£ New or revised agency policies and procedures review
. _g. Clinical record review
b In-service training/staff meeting documentation
. CLIA certificate/waiver

IV. An exit conference was provided.

V. Violations of the Public Health Code of the State of Connecticut were/were not
identified as a result of this inspection.

-

. SIGNATURE: &t 4 ¥
U







2011






STATE OF CONNECTICUT DHSR
DEPARTMENT OF PUBLIC HEALTH
DIVISION OF HEALTH SYSTEMS REGULATION Page | of 2

LICENSING INSPECTION REPORT
. Name and Address of Entily Signature of DHSR Staffl

Masiba O Mobewdd) Ri pipp ~ Wiaee,

. : 2‘ g !M, 15 ; t,fm.‘,
: : st ' '

Licensed Capacity : _ Census :
Date@ of Onsite Inspection: %, [, \ 20 1) .
Date(s) Additional Information Ogtaincd

Personnel Contacted : 3€m_a,«\. Fyelde, Q,PRN * T4 3 - ad ., (esles
REVIEW/FINDINGS/PROCESS (complete all apphcablc) | Jmaf"
IXI Licensing Inspection: [ 1 nitial (X1 Renewal [ 1Other:
11 Revisit for the Purpose of
. 11+ See Complaint'Invcstigatién #
[1] See Reportable Eveﬁt Investigation #
(] See Certification file.

1] Violations of the Public Health Code of the State of Connecticut and/or Regulations of Connecticut
State Agencies were identified at the time of this mspecuon
See vioation letter dated

(. Citation # was issued to t.hi.s facility as a result of this inspection.

7 Violations of the Pubhc Health Code of the State of Conncctzcut and/or Regulations of Connecticut
State Agencies were not identified at the time of this i mpccﬁon.

[ ] Citation # . was verified as corrected. was notified
that the licensee was no longer required to post Citation (see narrative).

4] Citation # | was-not corrected (see narrative).

(1 Narmative Report/ Additional Information Attached.
11 Referral(s) to:

. REPORT SUBMITTED BY Wma hﬂ,é o A éi: Mff’ DATE OF REPORT 07/0//”

[ ] Approval for Issuance of License granted by :

~

; Supen'l.lor /Title | Date



ENTITY: Se : ;
hac,

DATE(Y) OF VISIT: §UJ¢& L gpip ot Page 2 of 7—

LICENSING INSPECTION NARRATIVE REPORT

Licensure inspection conducted onsite.
l/a/"l MWW&U Wt~ moé_l.r/ﬁd 4
The following was inspected/reviewed:
“ facility inspection, n e lucbiong p alent obacrvation
v< personnel files
c«<quality assurance/clinical record review audit
“= fire drill log/disaster plan
=< agency policies and procedures
“ clinical record review
< staff interviews
i< in-service (training) log
v« OSHA/infection control policies/procedures
< review of bylaws, including organizational chart
< CLIA certificate :
L

i e i pAL theaten Code 4 Yo

Stacts



ol, 7. 2011 1:11PM Danielson Planned Paisathood No. 2055 P. 2/%

’ : QF CONNECTICUT DHSR

QF PUBLIC HEALTH

TE SXSI‘EMS REGUIH\TION  Pago l of 2

Name ll‘.ld Address of Enuty Slznlture of DHSR StaflT

ek %M@de e

Yoo Libeni, ©T odo]

i Lict_';_ns.ed—G&];:H:dty': 00” Census N le
Licensed Capacity : _ Census :

Date@ of Onsite Inspectlon b N la L 2011 1
.Date(s) Additlonal Information O{taineér

Personncl Conlacted. WQ" Jdde PRN:

REVIEW/FINDINGS/PROCESS (completo all applicable) e
IX] Licensing Inspection: [ ] Initial (X1 Renewal [ ]Other: '

Llcensure Category :

A Revisit for the Purpose of

11+ See Complaint Investigation 4
(] See Reportable Event Investigation #.

[ See Certification ﬂlc

[ ] Violations of the Public Health Code of the State of Conncchcut and!or chulaﬂons of Connecticut
State Agencies were identified at the time of this Lnspccuon
See violatlon letter dated s

(. Citation # was {ssued to thls facility'as a result of this inspection.

(ﬁ Violations of the Publlc Health Code of the State of Conncctlcut and/or chu]atmns of Connecticut
State Agencies were not identified al the time of this mspecuou_

(1 Citation # iy was verified as corrected. ‘ was notifiec
that the licensee was no longer, required to post Citation (ses narrative).

[1  Citation # | ‘was nol corrected (séaﬁat‘mtive).
|1 Namative ReponkAddiuom Information Altached.

1] Referral(s) to: ", , |
REPORT SUBMITTED BY WQ hm{ o gh A f‘ﬁ DATE OF REPORT 07/0//1'1

(1 Approval for Issuance of License granted by‘ loan 12 Wgn ! 14t
i : ' _ g ", Supervis@r/ Tide ‘Date

~







