STATE OF CONNECTICUT
Department of Public Health
LICENSE
License No. 0025

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

Planned Parenthood of Connecticut Inc.-Torrington is located at 249 Winsted Road Torrington CT 06790

.'his license expires March 31, 2018 and may be revoked for cause at any time.

Dated at Hartford Connecticut April 1, 2014. RENEWAL.

Spt fitfecrs

Jewel Mullen, MD, MPH, MPA
Commissioner




STATE OF CONNECTICUT
Department of Public Health

LICENSE

License No. 0025

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 Southern New England, Inc. of New Haven, CT, d/b/a Planned Parenthood Of
Conn., Inc.-Torrington is hereby licensed to maintain and operate a Family Planning Clinic.

Planned Parenthood Of Conn., Inc.-Torrington is located at 249 Winsted Road, Torrington, CT
06790.

This license expires March 31, 2014 and may be revoked for cause at any time.

Dated at Hartford, Connecticut, April 1, 2010. RENEWAL.

f Eolons ol MYMPK MBA

J. Robert Galvin, MD, MPH, MBA, Commissioner
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STATE OF CONNECTICUT
Department of Public Health

LICENSE

License No. 0025

Outpatient Clinic

In accordance with the provisions of the General Statutes of Connecticut Section 19a-493:

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

Planned Parenthood Of Conn., Inc.-Torrington is located at 249 Winsted Road, Torrington,
CT 06790.

This license expires March 31, 2010 and may be revoked for cause at any time.

Dated at Hartford, Connecticut, April 1, 2006. RENEWAL.

é) Lorbnt s Luii MO, M.EK.

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 pd RENEWAL [ ] CHANGE OF OWNERSHIP

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

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 [ ] Maternity Home

[ ] Chronic and Convalescent Nursing Home [ | Maternity Hospital

[ ] Chronic Disease Hospital [ 1 Outpatient Clinic/Primary Care

[>¢§ Family Planning Clinic [ ] Outpatient Dialysis Unit ., .. L‘L
[ 1 General Hospital [ ] Outpatient Surgical Facility= " ~°

[ ] Home Health Care Agency [ ] Residential Care Home

[ ] Homemaker-Home Health Aide Agency [ ] Rest Home with Nursing Supervision

[ ] Hospice [ ] In-Patient Hospice Unit

[ ] Hospital for Mentally Il Persons [ ] Well Child Clinic

[ ] Mental Health Psychiatric OutPat. [ | Mental Health Day Treatment

[ ] Mental Health Intermediate Tmt. [ ] Mental Health Community Residence

[ ] Substance Abuse & Dependence [ ] Mental Health Residential Living

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. 8/13



Please respond to all of the following questions: Page 2 of 4

1.

QLCUL\\( d p(‘t Uiﬂ\l 10()(( Vi Su\\UM w Neg L)éﬂ%&b‘&\

Facility “d/b/a” (domg business as) Name [; Lo 0 q gq -+ 5
A4 wWinded Kd Tormingtn (T 067190
Busmess ‘Address City State  Zip Code Telephone
Stine aS oo
Mailing Address (if applicable) City State Zip Code

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 N/ A Hemodialysis Stations Bassinets (if applicable)

Olp O A3 D

Federal Employer Identification Number

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

Planned Parenipneod of Seudigu New &%m&

Licensee

249 WinSed €4 TTorrington (T 00,7290 '-1‘8‘?*5509
Business Address City State Zip Code . Telephone o

Mailing Address (if applicable) | -. ) JAN 09 2 |lj

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

[ ] Other:

[XxT” Non-profit Corporation

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? [)d YES [ INO

FLIS LICAPP —001
Rev. 8/13



Page 3 of 4

g Please disclose the name, business address and telephone number of the Agent for Service for the
Licensee

® uddlupar 345 wWhathey Gue New Huen, (Toast|
Name Address 203 8(05 S) Sg- Telephone

8. Attach an organizational chart which reflects the current ownership structure of the licensee and the
licensee’s relationship with the facility/agency.

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.
L 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.

L 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.

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 hospltals qnd RCH facilities
are exempt from the malpractice requirement. REL-—

-

11.  Attach evidence of current compliance with the worker’s compensanon insurance covirage

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

C. 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.)

12, Owpership of Real Prope
. ﬁmv o J;”ﬁprﬂb )2 J ¢ )\J u.;jnn P Ve) G’J’“’JJ ,—u)

Name
'«:241’“’ o LYi% P—»A)‘_a QPap /r““""’.””-v;"))\’\ Li)ofp7b?_)
Business Address City State le Code’ Telephone R0D AAR A A4 "?

FLIS LICAPP —001
Rev. 8/13
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planned Parenthood of Southern New England
ORGANIZATION CHART
2014

Ne. 1652

A

|

BQARD OF TRUSTEES

. (Please attach a list of the hoard of Trustees)

Planned Parenthood of Southern New England

A

Page 2, Lina 4 of the renewal appllcation {LICENSEE)

Planned Parenthood of Southern New England

A

Page 1, Line 1 of the ranewal application (D/B/A}



Jun, 2. 2014 1:19PM No. 1652 P. 2

Planned Parenthood of Southern New England
Board of Directors 2013-2014
Officers:

Amelia Renkert-Thomas, Chair
Simone Joyaus, Vice Chair
Sandra Arnold, Secretary
Slw de Gysser, Treasurer

Leigh Bonney, Assistant Treasurer

Board of Directors:
Natalie Adsuar, M.D.
Adriana Arrecla-Joseph
Erica Buchsbaum
Gayle Capozzalo
Karen Dubols-Walton
Sue Hessel
Susann Mark
Nadesha Mijoba
Donna Moffly
John R. Morton, M.D,
Susan Ross
Fahd Vahidy
Mary Kay Woods



STATE OF CONNECTICUT Attachment 3

DEPARTMENT OF PUBLIC HEALTH
FACILITY LICENSING & INVESTIGATIONS SECTION

FORM 3

eacmvaceney name:_PACnid (g pdhoocd

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: —‘H Licensee
[] Real Property Owner

L. 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: ' A\ s PRERD
Stockholder’s occupation with the owner: 3. bt B

4 Name: v JAN 09 205
Address: '
Telephone:
Stockholder’s percentage of ownership:
Stockholder’s occupation with the owner:

FLIS LICAPP —001
Rev. 8/13






3. 2014 3:00PM No. 1675 P. 17

Jun.

OGATE (MWDDNYYY)

CORD®  GERTIFICATE OF LIABILITY INSURANCE =i

THIS CERTIFIOATE 15 199UED 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. THI8 CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRAGT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

" TMPORTANT: If the ceriiNoate holder Is an ADDITIONAL INGURED, the policy(ios) must ba endorsad. || BUBROGATION I8 WAIVED, subject lo
the terms and aondillans of the policy, cerialn policles may raquire an endarsement. A slatement on this ¢ertilicate doea not confor rights lo the
corilficate hotder In llou of such endoresneni(s).

PRODUCER

h USA, Inc.
1168 Aveaua of the Americss

New Yok, NY 10038

Alln: hestihcare,acoouniscss@march.com Fax 212-048-1307 INSURER(8) AFFORDING
100210 NIP-CAS-14-15 NEWG _GLPL pn A ; Wil Bwsancy Compeny et

INSUAED wsyrera . NA

PLABNEO PARENTHOOD OF  usunen o ; No9ond Unica Fi o Co. ol PRsbuh, PA e

SOUTHERN NEW ENGLAND, INC.
AN AFFILIATE OF WEDE&RENTHOOO

FEQERATION OF AMERICA,
345 WHITNEY AVENUE E:

NEWHAVEN, CT 08511 INSURER F3

COVERAGES __ CERTIFICATE NUMBER: NYC-0T57681-26 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
INDIGATED, NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR QTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERYIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN (8 SUBJECT TO ALL THE TERMS,

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

E TYPE OF IHSURANCE ISR | ik e uuits
A | GENERAL LABILITY 3C4104 olnoi2014 |0101r015 EACH OCCURRENCE $ 1,000,000
X | COMMERCIAL GENERAL LABILITY P Ay g Y 100,000
) cuums.moe | X | occun [ MeoExe g ona parese) | 8 5000
X [SIR $100,000 | PERSONAL 8 ADV INJURY_| § 100000
NE GREGATE |3 2,000,000
GENL AGGAEGATE LIAT APPLIES PER: | PROGUCIS - COMPIOP ASS | 8 200000
[ leouer[ | i $
AUTOMOBILE LIADILITY i 5
ANY AUTO BODILY INJURY (Per person) | 8
- f-ulig‘!\ﬂﬂ m" BOOILY INJURY (Per acckiont){ §
N [ = P i E
[ 3
UMBRELLALUAS | | occur | EACH OCCURRENCE ]
BXCESS LlAD BLNHS-WL | AGGREGATE $
ETENTION § $
R BE AN
AND EMPLOYERS' LIABILITY Y/
mwwagmm[j - E.L EACH ACCIDENT $
"ulnlaluwn NH) E EASE - |
OESURPTION 7 SremaTions voow E.L OISEASE - POLICY LuAT I s
C |MEDICAL PROFESSIONAL §793288 01012014 |00 {PERCLAIM $1,000,000
ICLAIMS-MADE COVERAGE Program Retro Date: 11176 AGGREGATE $3,000,000

DEGCRIPTION OF OPRRATIONS f LOCATIONS | VERICLES (Atlach ACORD 104, Adoiiona) Remarks Schadule, Il mere spaee Is reguired)

_CERTIFICATE HOLDER CANCELLATION
PLARNED PARENTHOOD OF SOUTHERN NEW SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CAHGELLED BEFORE
ENGLAND THE EXPIRAYION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ATIN: LOUIS DENEGRE AGCORDANCE WITH THE POLIGY PROVISIONS.
346 WHITHEY AVENUE
NEW HAVEN, GY 06511 AUTHORIZED REPRESENTATIVE
of Marsh USA Ino.,
I RicK Filzelmmons Loeell Fi—

AGORD 28 (2010/08)

®1988-2010 ACORD CORPORATION. All rights resorved.

The ACORD name and logo ate reglstered marka of ACORD
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GATE (MWDONYYY)
. fgb CERTIFICATE OF LIABILITY INSURANCE 2100
ERTIFIOATE 15 [SGUED GNLY AND OONFERE NO RIGHTS UFON THR OBRTIRCATE HOLDER, THIS
;::u?ucam w‘&,’nm mﬁ.‘&#ﬂ'&“mmw AMEND, BXYEND OR ALTER THE COVERAQR AFFORDED BY THE POLICIES
BELOW. THIS CERTIFIGATS OF INGURANCE DOES NOT CONBTITUTE A CONTRACT BETWEEN THE IBSUING INGURERS), AUTHORIZED

REPRESENTATIVE OR PRODUCER, AND THE QERTIPFCATE HOLDER.
—PORTATT: I The asriificate hokdar s an ADDITIONAL NSURED, Ih paliay{ias) musl b0 eadoroes. 1f SUBROGATION 16 WAIVED, subject 0

{he terma and condiflons of the polisy, eertein policlas May raguire an endoresment. A slataniant on this certillcals dees nol canfer righls (o the
dar in llau of suth

Al basionsg.scceoniscesgrman boom e 212-848-1307 ——
e e NEWO  GLAL ' M 9990 Compary -
SOUTHERH NEW i  MsuRGa o ; Moo Usion Fie s, Ca. of Paburgh, PA 3

20000001

s
:

08 UMD
Retro Duale: 1076

PREVAFTION DF OPERATIONS (LOCATIONSE [VERICLEG [Akach ACORD 101, Additloas) Rimarks Scheduie, N Mure s0uoe Is reqsired)

CERYIFICATE HOLDFR CANCELLATION

PLANNED PARGNTHOOD OF SOUTHERR NEW #HOULD ANY OF THE AROVE GESORIBED POLIOIEE B OANOELLED SEFORE

mmmum m“smwm%l THERGOR, NOTICE WhL BR PELVERED |N

U5 WHITNEY AVENUE .

NEWILVEN, CT 0881} e e e

of Marsh USA Ing,
| _ Riskd Flesirrons Tt =
©1988-2010 ACORD CORPORATION. All righis reserved.

ACORD 26 (2010/08) The AGORD name and (ogo are rapistered marks of AGORD
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3. 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.
N 3 j"\ 5 pr G
‘ QLML y_ledan 1Z]19{1%

Si gnature J Date Si gncdI
Check one as applicable:
[ ] Individual/Sole Proprietor
[ ] General/Managing Partner
PQ President of Corporation N\ = AE Wil
[ ] Secretary of Corporation BRAACE-HAVACE Ful
[ ] Municipal Officer T ArS———
[ ] Trustee vUOJAN U &)
State of Connecticut )
County of _/Miwo trv— ) s 12/14 20_/3
Personally appeared before me the above named and made oath
to the truth of the statements contained in his/her answers to the foregoing questions.

™ 7 /i

Sttt Ll

il Notary Public [-T

b= Justice of the Peace [ ]

Town Clerk [ ]
Commissioner of the Superior Court [ |
My Commission Expires:
(If Notary Public)
FLIS LICAPP —001

Rev. 8/13



Department of Public Safety Sty of Torrington
Division of Fire, Emergency & Building Services Office of the Fire Marshal
Office of State Fire Marsha| Torrington,Ct. 06790
State Of Connecticut

on_ 2/412014  pecitgor_ TOMINGON  opce of the Fire Marshal conducted an
inspection of PLANNED PARENTHOOQD

located at (address) 249  Winsted Rd in the
City/Town of Torrington to detarmine the degree of compliance with the

fire safety requirements of Connecticut General Statutes Chapter 541 as authorized by
Existing

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

(occupancy classification) Business as classified

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

.nditions were found:

FG— At the of inspectio ode violations were identified. Certificate of approval “
recommended. /W/

Il At the time of inspection, conditions were discovered to be contrary to the minimum
requirements of these codes. An acceptable plan of correction was submitted, (See
attached information). Certificate of approval recommended.

UL 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 u
Attorney for the purpose of of closing or restricting usage of this facility to the public.
(See attached information). Certificate of approval NOT recommended.

2/4/2014
Date Signed

A M'é}rsha.l

City or Town; Torrington : I s -
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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:

g

8.

5.

Plo aaned Handiiood of Soudbois New) En Qg @Qg

Fac1llty “d/b/a” (doing business as) Name

SygwWinsked &0 Tocrintksy CT 00290 uM 5500

Business Address City J " State Zip Code Telephone
Check the appropriate box/boxes describing the services to be provided by the clinic:
[ ] Primary Care <P”] Family Planning

[ ] Well Child Clinic [ ] Abortion Procedures

[ ] Dental

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

/m’)(}Mw Spurrel/l M-D

Medical Director Dental Director (if applicable)
(Your name needs to appear as it is shown on your Professional License).

Hours of Operation: /) /0-lo, T 9. 30-4' 30 wWeDd ‘CJOSE 6 ‘f'ﬂ \lO(o f: Q.0
n{ BR s

(¥

Please provide a list of services that will be provided. - JAN 09

Business Fax Number: %[00 ‘—’(q ol 154
Business Email Address: tﬁ[}l{mga hrenho @ 4_909\)6 O j

Business Cell Phone Number with Texting capabilities of the Administrator: <07 5:954 L%Q o

%_':7;1/71 AL N4 13/ 7/

Signature o@dministrator Date Signed

FLIS LICAPP —001

Rev. 8/13
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January 8, 2010

(@ Planned Parenthood
of Southern New England, Inc.

Serving Connecticut & Rhode Island

Attn: Rose McLellan, Licensing Examination Assistant

State of Connecticut

Department of Public Health
Division of Health Systems Regulation
410 Capitol Avenue — MS # 12HFL

P O Box 340308

Hartford, CT 06134

Re: License Renewal Application — Torrington Center

Dear Ms. McLellan:

Enclosed you will find the License Renewal Application for our center in Torrington. I wanted to let you
know that we do not have regularly scheduled hours for patients on Wednesdays. Also we are expecting a
visit from our Fire Marshall in the upcoming weeks so when he does come and renew our certificate I will

forward that to you.

If there are any problems or questions with regard to this renewal, please give me a call. Thanks for your

attention.

Sincerely,

Center Coordinator

/7(,/92«’./%['_/‘-& =

Tammy Hreha

Providing answers. Honoring choices. Creating hope.



STATE OF CONNECTICUT Page 1 of

DEPARTMENT OF PUBLIC HEALTH
FACILITY LICENSE & INVESTIGATIONS SECTION

LICENSURE APPLICATION
[ ] INITIAL /[)(]’RENEWAL

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):

] Infirmary Operated by an Educational Institution
] Maternity Home

] Maternity Hospital

] Outpatient Clinic

[ ] Assisted Living Services Agency [

[ ] Children’s Hospital [

[ ] Chronic and Convalescent Nursing Home |

[ ] Chronic Disease Hospital [

[D¢ 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 [ ] 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

[ ] Substance Abuse & Dependence

Please respond to all of the following questions:

o ]

1. Planned Yarenihood = 0

Facility “d/b/a” (doing business as) Name Qo049 -84 o5
249 Winsted Roacl "(ocrinddon (U 0790
Business Address City State  %ip Code Telgphohp”v ,

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



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 N[ W Hemodialysis Stations Bassinets (if applicable)

Federal Employer Identification Number

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

Planned Yarenthood of Soutbhorn New &@’ (@ned

Licensee

el R00-
249 W insted RO Tareinaton (T 06190 4qe&HoS

Business Address City State Zip Code Telephone

Mailing Address (if applicable) : S :
Is the above named legal entity a (please check the box which applies):

[ ] Individual/Sole proprietor [ ] Municipality .
[ ] General Partnership [ ] Trust i
[ ] Limited Partnership [ 1 Profit Corporation "~
[ ] Limited Liability Company

[ ] Other:
T Non-profit Corporation

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

Please disclose the name, business address and telephone number of the Agent for Service for the

%ﬁEﬁTM 34S wWhilrey e plew Wauen CT 0S5
Name Address 20 3"8\955‘ SK Telephone -Spf

Attach an organizational chart which reflects the current ownership structure of the licensee and the
licensee’s relationship with the facility/agency.

FACILITY FAX #SQ O 59 Q;g ! ' l Sﬂ

FLIS LICAPP —001
Rev. 3-06







10.

11

1Z.

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.
i. 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.

5 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:

-n P
s |

o

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

B. a certificate of compliance issued by the Insurance Commissioner pursuant to Sectlon 3] -286
of the Conn. General Statutes; or

G 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.) -

Owpership of Rea

Plaaned 5mpmy ool of Soudhg ro Veud &\C\IMOQ

Name

249 WinSkd QcQ Tormn9ton, (T 0290 86 4Qu -840

Business Address City State” Zip Code Telephone

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

FLIS LICAPP —001
Rev. 3-06
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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.
Tad i~ (2 l 2\ ( 04

Signa ( Date Signed

Check one as applicable: 3

[ 1 Individual/Sole Proprietor = Iy

[ 1 General/Managing Partner =

[ ] President of Corporation i

[ 1 Secretary of Corporation W

[ ] Municipal Officer N

[ ] Trustee ;

State of Connecticut ) ;

County of New Ha vl ) 55 Ditctwsbes. 20 2008

Personally appeared before me the above named :1 vy Tabe and made oath

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

(577&(1( W’; e

Notary Public [T
Justice of the Peace Eo ]
Town Clerk &
Commissioner of the Superior Court [ ]

My Commission Expires: - - -~ = i e

(If Notary Public) T

FLIS LICAPP —001

Rev. 3-06



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

FORM 3

FACILITY/AGENCY NAME: t \@ \A\Q {'Q ‘ OJ\_OJ\)(J'\OO@

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: %icensee
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: o
Telephone:
Stockholder’s percentage of ownership:
Stockholder’s occupation with the owner:

4. Name: 9
Address: ‘ ;
Telephone: =
Stockholder’s percentage of ownership: N
Stockholder’s occupation with the owner: - s

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:

Planned Parenthood] of Solbeen New Englancd.
Facility “d/b/a” (doing business as) Name

249 W;ncted Rl Toerinatm CT ou290 3 470848

Business Address City Ktate Zip Code Telephone

Check the appropriate box/boxes describing the services to be provided by the clinic:

[ ] Primary Care Family Planning
[ 1 Well Child Clinic | Abortion Procedures
[ ] Dental

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

heskr S/lberman mD

Medical Director Dental Director (if applicable)
(Your name needs to appear as it is shown on your Professional License).

Hours of Operation: [Y) lD“_lp_r, T‘?é’D’UO w-C(0SED T#’ /0"(0; F 85%—0

Please provide a list of services that will be provided.

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.

Signature of Administrator Date Signed

FLIS LICAPP —001

Rev. 3-06



ACORD. CERTIFICATE OF LIABILITY INSURANCE

DATE (MM/DDIYY)
1/26/2009

PRODUCER

WORKERS' COMPENSATION TRUST
PO Box 5042

allingford, CT 06492
(203)678-0105

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION

ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.

INSURERS AFFORDING COVERAGE

INSURED  planned Parenthood of CT, Inc.

INSURER A Workers' Compensation Trust

INSURER B:
345 Whitney Avenue INSURER C
New Haven, CT 06511 INSURER D:
| INSURER E:

COVERAGES

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. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

I','_"-?,'t‘ TYPE OF INSURANCE POLICY NUMBER DATE IMMDDAY) | DATE (MMOBAY LIMITS
GENERAL LIABILITY EACH OCCURRENCE §
COMMERCIAL GENERAL LIABILITY FIRE DAMAGE (Any one fire) | §
| CLAIMS MADE D OCCUR MED EXP (Any one person) | §
PERSONAL & ADV INJURY | §
GENERAL AGGREGATE s
GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMP/OP AGG | §
lpoucy [ |78 [ Jioc
L AUTOROBILE LIABMITY, COMBINED SINGLE LIMIT s
ANY AUTO (Ea accident)
ALL OWNED AUTOS BODILY IURY .
SCHEDULED AUTOS (Per person)
LD AC TS BODILY INJURY ¢
NON-OWNED AUTOS (Per accident)
i PROPERTY DAMAGE $
. (Per accident)
GARAGE LIABILITY AUTO ONLY - EA ACCIDENT | §
A8 OTHER THAN EAACC | §
AUTO ONLY: AGG | 5
EXCESS LIABILITY EACH OCCURRENCE $
OCCUR D CLAIMS MADE AGGREGATE [
$
DEDUCTIBLE $
RETENTION  § 5
WORKERS COMPENSATION AND WC STATU- OTH-
EMPLOYERS' LIABILITY | X ] TORY I:lMlTS ER
WCP 394 01/01/09 | 01/01/10 |[EL EACHACTIDENT $2,500,000
—
A E.L. DISEASE - EAEMPLOYEE| $2 . 500, 000
E.L DISEASE - POLICY LIMIT [ $2 500 . 000
OTHER — _
“J

DESCRIPTION OF OPERATIONS/LOCATIONS/VEHICLES/EXCLUSIONS ADDED BY ENDORSEMENT/SPECIAL PROVISIONS

CERTIFICATE HOLDER f iADDmONAL INSURED; INSURER LETTER:

CANCELLATION

Planned Parenthood of CT, Inc.
b 249 Winsted Road
Torrington, CT 06790

l

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE EXPIRATION
DATE THEREOF, THE ISSUING INSURER WILL ENDEAVOR TO MAIL 10 __ DAYS WRITTEN
NOTICE TO THE CERTIFICATE HOLDER NAMED TO THE LEFT, BUT FAILURE TO DO SO SHALL
IMPOSE NO OBLIGATION OR LIABILITY OF ANY KIND UPON THE INSURER, ITS AGENTS OR
REPRESENTATIVES.

ACORD 25-5 (7/97)

AUTHORIZED REPRES| ‘W % -
/ © ACORW/CORPORATION 1988




ACORY
e

| PRODUCER
Marsh USA, Inc.

1166 Avenue of the Americas

New York, NY 10036

CERTIFICATE OF LIABILITY INSURANCE

e
|
|

DATE (MWDDNYYY)
12/18/2009

THIS CERTIFICATION IS ISSUED AS A MATTER OF INFORMATION
ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.

AN AFFILIATE OF PLANNED PARENTHOOD

FEDERATION OF AMERICA, INC.

345 WHITNEY AVENUE
NEW HAVEN, CT 06511

INSURER C:

INSURERS AFFORDING COVERAGE NAIC #
|
INSURED Markel Insurance Compan 38970
PLANNED PARENTHOOD OF SOUTHERN NEW i s s s et 8 e
ENGLAND, INC. | INSURER B: Nallonal Union Fire Ins. Co. of F'lttsburgh PA 19445

INSURER D:

| INSURER E:

I

COVERAGES
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. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

PLANNED PARENTHOOD OF SOUTHERN NEW

ENGLAND

ATTN: LOUIS DENEGRE
345 WHITNEY AVENUE

NEW HAVEN, CT 06511

“ACORD 25 (2009/01)

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE
EXPIRATION DATE THEREOF, THE ISSUING INSURER WILL ENDEAVOR TO MAIL
§ﬂ DAYS WRITTEN NOTICE TO THE CERTIFICATE HOLDER NAMED TO THE LEFT,
BUT FAILURE TO DO SO SHALL IMPOSE NO OBLIGATION OR LIABILITY OF ANY KIND

'f-?: ::%EIIS TYPE OF INSURANCE POLICY NUMBER i m‘"fj Png';':" E"ﬂf:'?: e |
DA TP 09GLP1007999 | 01/01/2010 0111022011 [Ecn SCCORRENCE 871,000,000
- (X | COMMERCIAL GENERAL LIABILITY PREMISES(Ea cocurence) |$ 100,000
CLAIMS MADE IE OCCUR MED EXP (Any one person)  (§ 5,000
X_| SIR: $100,000 PERSONAL & ADV INJURY |§ 1,000,000!
GENERAL AGGREGATE  § 2,000,000
GENERAL AGGREGATE LIMIT APPLIES PER PRODUCTS - COMPIOP AGG§ 3 000.000
poLicy | ¢t X | Loc _ _""CI - - "f*l
:lfOMOBILE KEATRITY COMBINED SINGLE LIMIT |$ :
| anv AUTO (Ea accident)
ALL OWNED AUTOS TR e I
SCHEDULED AUTOS (Pex Réraont |
|| HRED AUTOS BODILY INJURY $
| | Non-owneD AuTOS {Per accident) |
. PROPERTY DAMAGE [
F (Per accident) $
GARAGE LIABILITY AUTO ONLY - EA ACCIDENT|§
———
| anvauTo OTHERTHAN EAACC §
AUTO ONLY: $
AGG
EXCESS / UMBRELLA LIABILITY EACH OCCURRENGE 3
' OCCUR | cLAMS MADE AGGREGATE $ B
[ '__! DEDUCTIBLE i —————— :— e
r_L| RETENTION $ i S N |
WORKERS COMPENSATION AND | eSTAI T [on I
|| EMPLOYERS' LIABILITY TORYLMTS! | ER I
| | ANY PROPRIETOR/PARTNEREEXECUTIVE Y /N E.L. EACH ACCIDENT 3
OFFICER/MEMBER EXCLUDED? . EL oiseSe . cAEwPLpyee S
8 — g A
B By es, describe under E.L. DISEASE - POLICY LMY [§ I
i I OTHER ‘ gl i) ;
|B | MEDICAL PROFESSIONAL 6793286 01/01/2010 | 01/01/2011 PER CLAIM T ; 1,000,000
CLAIMS-MADE COVERAGE AGGREGATE 3,000,000
PROGRAM RETRO: 11/01/76 | D
DESCRIPTION OF OPERATIONS/LOCATIONS/VEHICLES/EXCLUSIONS ADDED BY ENDORSEMENT/SPEGIAL PROVISIONS
™ ! 7 |
. st S . e S - . el S P e =
CERTIFICATE HOLDER NYC-003599398.19 CANCELLATION

Chris Kakel

The ACORD name and logo are registered marks of ACORD

UPON THE INSURER, ITS AGENTS OR REPRESENTATIVES. |
e P 3 S - A ~

~ ©1998-2009 ACORD CORPORATION. All Rights Reserved



ACORD,. CERTIFICATE OF LIABILITY INSURANCE

DATE (MW/DD/YYY
12/18/2008

PRODUCER

Marsh USA, Inc.
1166 Avenue of the Americas
New York, NY 10036

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION
ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.

INSURERS AFFORDING COVERAGE NAIC #
IFALNED INSURER A: ACE American Insurance Company 22667
PLANNED PARENTHOOD OF CONNECTICUT, INC.
AN AFFILIATE OF PLANNED PARENTHOOD INSURER B: National Union Fire Insurance Company 19445
FEDERATION OF AMERICA, INC. INSURER C-
345 WHITNEY AVENUE ;
NEW HAVEN, CT 06511 mrpe e
INSURER E:
COVERAGES

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 1S SUBJECT TO ALL THE TERMS, EXCLUSIONS AND
CONDITIONS OF SUCH POLICIES. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

NSR ADD'L POLICY EFFECTIVE | POLICY EXPIRATION
LTR|INSRD TYPE OF INSURANCE POLICY NUMBER DATE (MM/DD/YY) | DATE (MM/DDIYY) LIMTS
a GENERAL LIABILITY 5 siniia EACH OCCURRENCE T 2,000.0(
"X | COMMERCIAL GENERAL LiagiLTy || M §23857133-002 it . PREMISES(Ea cocurence) |S 100,0(
|| ctamswmaoe [X ] occur NEC R wompaod) [§
X _|SIR: $100,000 PERSONAL & ADV INJURY |§ 2,000,0¢
[ | GENERAL AGGREGATE  |§ 4,000,0(
GENERAL AGGREGATE LIMIT APPLIES PER| PRODUCTS - COMP/OP AGG§ 4 .000.0¢
PRO- "
POLICY[ ] et [X ] Loc
AUTOMOBILE LIABILITY
Lo COMBINED SINGLE LIMIT  |g
ANY AUTO (Ea accident)
] ALL OWNED AUTOS BODILY INJURY
|| scHeDULED AUTOS 7 e
| [HREDAITGS BODILY INJURY $
NON-OWNED AUTOS (Per accident)
] PROPERTY DAMAGE
[ Y ikl
GARAGE LIABILITY AUTO ONLY - EA ACCIDENT |§
i' ANY AUTO omerTiAN  _EAACC [
AUTO ONLY: =
8 EXCESS/UMBRELLA LIABILITY BE 17726658 01/01/09 01/01/10 EACH OCCURRENCE $ 10,000,00
:I OCCUR |:| CLAIMS MADE AGGREGATE = 8 10,000,0C
DEDUCTIBLE - :
RETENTION $ o 3
WORKERS COMPENSATION AND WC STATU- OTH- |
EMPLOYERS' LIABILITY ¢ : (3
ANY PROPRIETOR/PARTNER/EXECUTIVE P Y e
OFFICER/MEMBER EXCLUDED? E L DISEASE -EA EMPLOYER $
If yes, describe under P
SPECIAL PROVISIONS below E L DISEASE < POLICY LMIT | $
OTHER . z
B | MEDICAL PROFESSIONAL 6793286 01/01/09 01/01/10 PER CLAIM- 1,000,0C
CLAIMS-MADE COVERAGE AGGREGATE 3,000,0C
PROGRAM RETRO: 11/01/76
DESCRIPTION OF OPERATIONS/LOCATIONS/VEHICLES/EXCLUSIONS ADDED BY ENDORSEMENT/SPECIAL PROVISIONS

CERTIFICATE HOLDER NYC-003080013-17

CANCELLATION

PLANNED PARENTHOOD OF CONNECTICUT, INC.
ATTN: LOUIS DENEGRE

345 WHITNEY AVENUE

NEW HAVEN, CT 06511

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE
EXPIRATION DATE THEREOF, THE ISSUING INSURER WILL ENDEAVOR TO MAIL
30 DAYS WRITTEN NOTICE TO THE CERTIFICATE HOLDER NAMED TO THE LEFT,
BUT FAILURE TO DO SO SHALL IMPOSE NO OBLIGATION OR LIABILTY OF ANY KIND

UPON THE INSURER, ITS AGENTS OR REPRESENTATIVES.
TRk o g - e b O
Chris Kakel

ACORD 25 (2001/08)

0 ACORD CORPORATION 19
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™ (o Aa — ™
*Management Team Development Caordinator 35,_9«:&_5 Ausiesadt
e m Bailardo
J \___(also Finance Asst)




Department of Public Safety
Division of Fire, Emergency & Building Services

@] of State Fir rshal

T

i .aC
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B T e
O STATE OF CONNECTICUT
On (date) 2/5/2010 | The (Town/City) Torrington  Office of the Fire Marshal

conducted an inspection of PLANNED PARENTHOOD

located at (address) 249 Winsted Rd in the

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

fire safety requirements of Connecticut General Statutes Chapter 541 as authorized by

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

(occupancy classification) Business as classified

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

conditions were found:

)

0 At the time of inspecti 1 o// @w&e identified. Certificate of approval
recommended. ////k 1
'
IL.

At the time of inspection, conditions were discovered to be contrary to the mﬁfimum
requirements of these codes. An acceptable plan of correction was submitted:: (See
attached information). Certificate of approval recommended. T -

III. 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 of closing or restricting usage of this facility to the public.
(See attached information). Certificate of approval NOT recommended.

el A Expired 2/6/2011

// \//// V’ l:i‘ebruary 5,- 2010

ey aven v

City or Town: __Torrington




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

| STATE OF CONNECTICUT

On (date) 1/13/2009 | The (Town/City) Torrington  Office of the Fire Marshal

conducted an inspection of PLANNED PARENTHOOD

located at (address) 249  Winsted Rd in the

City/Town of ___ Torrington to determine the degree of compliance with the

fire safety requirements of Connecticut General Statutes Chapter 541 as authorized by

Section 29-305 of the statutes. This facility was evaluated as a (new/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 G At the time of inspection, no code violations were identified. Certificate of approval
recommended.

' II. At the time of inspection, conditions were discovered to be contrary to the mimimum

requirements of these codes. An acceptable plan of correction was submltted (See
attached information). Certificate of approval recommended.

III. At the time of inspection, conditions were discovered to be contrary to the rmmmum
requirements of these codes. Certificate of approval NOT recommended.’

Yy
i

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 of closing or restricting usage of this facility to the public.
(See attached information). Certificate of approval NOT recommended.

Expired 1/14/2010
o EH AL et January 13, 2009
Fire Marshal Daie
City or Town: __ Torrington ‘

C‘DPj
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Department of Public Safety _
Division of Fire, Emergency & Building Services
Office of State Fire Marshal

STATE OF CONNECTICUT
On (date) 1/13/2009 | The Town/City) Torrington  Office of the Fire Marshal

conducted an inspection of PLANNED PARENTHOOD

located at address) 249 Winsted Rd in the

City/Town of __ Torrington to determine the degree of compliance with the

fire safety requirements of Connecticut General Statutes Chapter 541 as authorized by

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

(occupancy classification) Business as classified

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

conditions were found:

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

II. At the time of inspection, conditions were discovered to be contrary to the minimum
requirements of these codes. An acceptable plan of correction was submitted. (See
attached information). Certificate of approval recommended.

I11. 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 of closing or restricting usage of this facility to the public.
(See attached information). Certificate of approval NOT recommended.

Expired 1/14/2010
. / té ’ﬁ : Z""/l//}ﬁ%/’ January 13, 2009
Fire Marshal T

Date
City or Town: Torrington




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

DIVISION OF HEALTH SYSTEMS REGULATION

To: Administrator
Planned Parenthood of Conn., Inc.- Torrington
249 Winsted Road
Torrington, CT 06790

From: Rose McLellan
License and Applications Supervisor
Facility License and Inspection Section

Date: January 6, 2008

Subject: March 2009 Annual Fire Marshal Certificate

In accordance with the Regulations of Connecticut State Agencies, a Fire Marshal’s Certificate
of Inspection must be submitted to the Department annually.

Enclosed is a Fire Marshal’s Certificate of Inspection, which must be completed and returned to
this office within thirty- (30) days. If for any reason the form cannot be submitted within this
time frame, this office must be notified in writing of the reason for the delay. Additional forms
may be xeroxed if necessary. Each completed Fire Marshal’s Certificate of Inspection that
is submitted must have an original signature.

Please do not hesitate to contact the Licensure Processing Unit at (860) 509-7444 if you have any
questions.

RM/crj
Enclosure

Phone: (860) 509-7444
Telephone Device for the Deaf (860) 509-7191
%% 410 Capitol Avenue - MS # 12HFL
P.O. Box 340308 Hartford, CT 06134
An Egual Opportunity Employer
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Department of Public Safety
Division of Fire, Emergency & Building Services
Office of State Fire Marshal

| STATE OF CONNECTICUT

On (date) 1/10/2008 | The (Town/City) Torrington Office of the Fire Marshal

conducted an inspection of PLANNED PARENTHOOD

located at (address) 249 Winsted Rd in the

City/Town of __ Torrington to determine the degree of compliance with the

fire safety requirements of Connecticut General Statutes Chapter 541 as authorized by

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

(occupancy classification) Business as classified

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

conditions were found:

” i :: i At the time of inspection, no code violations were identified. Certificate of approval
recommended.

11. At the time of inspection, conditions were discovered to be contrary to the minimum
requirements of these codes. An acceptable plan of correction was submitted. (See
attached information). Certificate of approval recommended.

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

l 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 of closing or restricting usage of this facility to the public.
(See attached information). Certificate of approval NOT recommended.
Expired 1/10/2009
.V/w/z‘gfa‘% January 10, 2008
Fire Marshal

Date
City or Town: __ Torrington
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

DIVISION OF HEALTH SYSTEMS REGULATION

LICENSURE APPLICATION
[ ] INITIAL [\ RENEWAL

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
[ ] Children’s Hospital
[ ] Chronic and Convalescent Nursing Home
[ ] Chronic Disease Hospital
Family Planning Clinic
H General Hospital

] Infirmary Operated by an Educational Institution
] Maternity Home

] Maternity Hospital

] Outpatient Clinic

] Outpatient Dialysis Unit

] Outpatient Surgical Facility

] Residential Care Home ;

] Rest Home with Nursing Superwswn 3

1 Well Child Clinic :

[ ] Home Health Care Agency

[ ] Homemaker-Home Health Aide Agency
[ ] Hospice

[ ] Hospital for Mentally Ill Persons

e R e e N N B N W By |

Please respond to all of the following questions:

v Plasanecl Parngndd \c‘w( ok (o ationy, 7/\.(

Facility “d/b/a” (doing business as) Name U €6 0- Y x c7 eulld)
249 10 ant ol KL TokrLAGIN (T, 00T9()
Business Address City Sta# Zip Code Telephone
W ORIV he
Mailing Address (if applicable) City State Zip Code
Phone: (860) 509-7444 FOR OFFICE USE ONLY
Telephone Device for the Deaf (860) 509-7191 CHECK #
410 Capitol Avenue - MS # 12HFL AMOUNT

%% P.O. Box 340308 Hartford, CT 06134 DATE RC ;
An Equal Opportunity Employer INITIALS



DHSR-LICAPP-001
Page 2 of 4
Rev. 5-02

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 V / 7t Hemodialysis Stations Bassinets (if applicable)

060203505

Federal Employer Identification Number

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

Ploang d Fora asthoocd o LT, tai = JozemerngZipe Cenlec

Licensee
947 Winstecd KL Torerinaton, (7. 00790 Ro0-4595500
Business Address City / Stafe Zip Code Telephone

Mailing Address (if applicable)
Is the above named legal entity a (please check the box which applies):

[ 1 Individual/Sole proprietor
[ ] General Partnership
[ ] Limited Partnership
[ ] Limited Liability Company
[ ] Profit Corporation
_I>< Non-profit Corporation
[ ] Municipality
[ ] Trust J
[ ] Other: ‘ -

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? D(j YES [ TNO

Please disclose the name, business address and telephone number of the Agent for Service
for the Licensee.

JudyyTabdr 345 hatnel) PE New Haven CT 0@5//

Name Address Telephone O
SS/5E



DHSR-LICAPP-001
Page 3 of 4

. Rev. 5-02

8" Attachan organizational chart which reflects the current ownership structure of the licensee
and the licensee’s relationship with the facility/agency.

"‘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.
L Attach a list including the name, address and telephone number of all trustees.
&3 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.

1 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.

*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.)

Ll/l. 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

G 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.)

#12.  Ownership of Real Property o

Planac Anensdhood. M N d 765/6’//7#61 (’é’/u(u

Name

~ Q4 Winsted KA. Ton /omm, (7. 60790 8u0-4£9-55C0

Business Address City  State Zip Code Telephone




3.

/14.

DHSR-LICAPP-001
Page 4 of 4
Reyv. 5-02

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

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.

‘ . I~10 ~006
Signatyre 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 7/&,.) e o - ss ﬁﬂé’n /0 2026

N
Personally appeared before me the above named (/. vdy Tdhar “and
made oath to the truth of the statements contained in his/her answers to the foregoing

uestions. :
; 4‘.5 ’7&(61 i%éé'f h—
Notary Public =8
Justice of the Peace {1
Town Clerk [ ]
Commissioner of the Superior Court [ ]

My Commission Expires:

(If Notary Public) H) Commission Expires Dec. 31 2006

LIC_APP.DOC
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PO Box 5042 €66 N. Main 8t. Ext.
Wallingford. CT, 06492

ACORD . CERTIFICATE OF LIABILITY INSURANCE T
pROCER THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION
CHWOT

ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.

203.678.0108

INSURERS AFFORDING COVERAGE

WNSURED Planned Parenthood of CT, Inc. nemera CH Workers! Compensaticon Trust
INSURER B dR gy fascmes o
345 Whitney Avenue rp— BRSNS N
New Haven, CT 06511 INSURER D: 'Noy
1 INSURERE: _ bl
GOVERAGES

POLICIES. AGBREGATE LIMITS SHOWN MAY MAVE BEEN REDUCED BY PAID CLAIMS.

THE POLCIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOC INDICATED. NOTWITHSTANDING
ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICK THIS CERTIFICATE MAY BE ISSUED OR
MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLCIES DESCRBED MEREIN I8 BUBJECT TO ALL THE TERMS, EXCLUSIONS AND CONDITIONS OF SUCH

IR TYPE OF NBURMNCE POLICY NUMBER priang imﬂm i TS
| GENERAL LiABATY ‘ EACH OCCURRENCE [
COMMERCIAL GENERAL LIABILITY | FIRE OAMASE (Any one fire) 3
CLANS MADE DO | MED EXP [Any ong persert 1
] PERIOMAL & ADY IKJURY 3
GENERAL AGGREGATE 3
GER'LAMG&TELH’I APPLES PEX; PRODUCT S - COMPIOP AGS ¥
| Jrower [ 1% [ Twee
TR LR COMBINE SINGLE LW1T .
ANY AT (i Bl ort)
ALL OWHED AUTOS SoOR R g
SCHEDVLED AUTOS ey
HIRED AUTO3 BOTH,Y BUGRY 2
NOR-QWINED AUTOS (P gt
PROPERTY DAMAGE. s
Par waicart)
GARAGE LLABLITY ALTQ QNLY « EA ACCIOENT 3
:] ANY AUTO —— A |3
| AUTOONLY: s |3
_E:ﬂculumm EACH OCLURRINCE $
| ocoum D CLAME MADE ASGRECATE $
™ 1 :
:_érﬂwrm ‘ s
| mETERMON $ ]
[Wmm X | i iaers ] E“’,}“
[ WCP 384 1/01/06 1/0L/07 E.L. EACH ACCIOENT 42,500,000
Al ' EL.DiseAse-EaMeoves (52,500,000
l EL DISEASE -PoLCYuNT 152,500,000
}m
|
DEBCRIFTION OF OPERATIONSL OCANONEVEHCL PREXCLUSONS ADDED BY ENDORSIMENTAPECUL PROVISENS J
1
CERTIFICATE HOLDER | [ acormons. weumen: surer Lerren: CANGELLATION

Planned Parenthood of CT,
249 Winsted Rcad
Torrington, CT 06750

Inc.

ACCRD 25-5 (7/97)

SHOULD ANY OF THE ABOVE DESCRIIED PFOUCES BE CANCELLED BEPORE THE EXPRATION

DATE THEREOF, THE BEUNG BBURER WL ENDEAVOR TO MAL 10  owvs wraten
HOTICE TC THE CERTIFCATE KOLDER NAMED TO THE LEFT, BUT FALURE TODO 30 SHALL

WPCIE NO DRLIGATION OR LIADILITY OF ANY KIND UPON THE INSURIR, ITS AGENTS OR

7. 47

AUTHORITED
--&-ACOHD CORPORATION 1548




ACORD . CERTIFICATE OF LIABILITY INSURANCE /g (21
 mt A B AR 02/24/2005
PRODUCER THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION
WCT ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
‘ HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
| Box 5042 866 N. Main St. Ext. ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.
Wallingford. CT, 06492 INSURERS AFFORDING COV .
203.678.0105 G
INSURED Planned Parenthood of CT, Inc. msurera. CH Workers' Compensation Trust
INSURER B:
345 Whitney Avenue INSURER C:
New Haven, CT 06511 INSURER D:
| INSURER E:
COVERAGES
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. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.
TR TYPE OF INSURANCE POLICY NUMBER DTE Dara | DATE MASOONT uMTS
| GENERAL LIABILITY EACH OCCURRENCE $
COMMERCIAL GENERAL LIABILITY FIRE DAMAGE (Any one fire) $
CLAIMS MADE [:]oamn MED EXP {Any one person) S
- PERSONAL & ADV INJURY $
. GENERAL AGGREGATE H
GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMP/OP AGG $
_| POLICY I P;gf Loc
LAUTOMOBLE LVER fTY COMBINED SINGLE LIMIT -
ANY AUTO (Ea accident)
|| ALLOWHEDALTTOS BODILY INJURY s
SCHEDULED AUTOS (Per person)
| iR BODILY INJURY s
m NON-OWNED AUTOS (Per accident)
| PROPERTY DAMAGE P
(Per accident)
| GARAGE LLABILITY AUTO ONLY - EA ACCIDENT $
s OTHER THAN EAACC | §
AUTO ONLY: AGG | §
EXCESS LIABILITY EACH OCCURRENCE s
:] OCCUR |___| CLAIMS MADE AGGREGATE $
s
DEDUCTIBLE $
RETENTION $ S
WORKERS COMPENSATION AND X [QCRA [%?
EMPLOYERS' LABRLITY WCP 394 1/01/05 1/01/06 E.L EACH ACCIDENT $2,500,000
A E.L DISEASE -EAEMPLOYEE - |$2, 500,000
E.L DISEASE - PoLICY LMt~ | $2,500,000
OTHER -
~
DESCRIPTION OF OPERATIONS/LOCATIONSVEHICLESEXCLUSIONS ADDED BY ENDORSEMENT/SPECIAL PROVISIONS
i
CERTIFICATE HOLDER [ I ADDITIONAL INSURED; INSURER LETTER: CANCELLATION

Planned Parenthood of CT,
249 Winsted Road

Inc.

o

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE EXPIRATION

DATE THEREOF, THE ISSUING INSURER WILL ENDEAVOR TO MAIL

10  pavs WRITTEN

NOTICE TO THE CERTIFICATE HOLDER NAMED TO THE LEFT, BUT FAILURE TO DO SO SHALL

Torrington, CT 06790 IMPOSE NO OBLIGATION OR LABILITY OF ANY KIND UPON THE INSURER, ITS AGENTS OR
REPRESENTATIVES.
AUTHORIZED REPRESENTATIVE /,’ &
I \.—-g 3 o};“-__ﬂ_ Pty N S
" ACORD 25-S (7/97) 7

© ACORD CORPORATION 1988







PRODUCER
Marsh USA Inc.
1166 Avenue of the Americas
New York, NY 10036-2774

CERTIFICATE NUMBER
NYC-001272218-06

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS
NO RIGHTS UPON THE CERTIFICATE HOLDER OTHER THAN THOSE PROVIDED IN THE
POLICY. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR ALTER THE COVERAGE
AFFORDED BY THE POLICIES DESCRIBED HEREIN.

COMPANIES AFFORDING COVERAGE

NEW HAVEN, CT 06511

COMPANY
A ACE AMERICAN INSURANCE COMPANY
INSURED COMPANY
PLANNED PARENTHOOD OF CONNECTICUT, INC. B NATIONAL UNION FIRE INS. CO.
AN AFFILIATE OF PLANNED PARENTHOOD
FEDERATION OF AMERICA, INC. COMPANY
345 WHITNEY AVENUE C NA

LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

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

iy TYPE OF INSURANCE POLICY NUMBER P&‘f,‘é‘;:;”mﬂvf R uMITS
A | GENERAL UABILITY XSLG22903809 12/31/05 12/31/06 GENERAL AGGREGATE $ 2,000,000
X | COMMERCIAL GENERAL LIABILITY PRODUCTS - COMPIOP AGG | $ 1,000,000
CLAIMS MADE OCCUR PERSONAL & ADV INJURY | § 1,000,000
|| OWNER'S & CONTRACTOR'S PROT EACH OCCURRENCE $ 1,000,000
| X |SIR: $100,000 FIRE DAMAGE (Any one fire) | $ 100,000
MED EXP (Any one person) $
AUTOMOBILE LIABILITY
= COMBINED SINGLE LIMIT $
ANY AUTO
| | ALL ownED AuTOS BODILY INJURY $
‘ SCHEDULED AUTOS i) :
HIRED AUTOS BODILY INJURY J
| | non-ownep auTos Frenaccing > |3
= PROPERTY DAMAGE | | §
it st AUTO ONLY - EA ACCIDENT
|| ANY AUTO OTHER THAN AUTO ONLY:
il s EACH ACCIDENT
| AGGREGATE
| SN EACH OCCURRENCE
UMBRELLA FORM AGGREGATE
OTHER THAN UMBRELLA FORM
ToN WC STATU- T
EMPLOYERS' LIABILITY TORY LIMITS l ER
EL EACH ACCIDENT
| THE PROPRIETOR/
PARTNERS/EXECUTIVE D RicL |EL DISEASE-POLICY LIMIT
OFFICERS ARE: | |excL EL DISEASE-EACH EMPLOYEE| $
1
B |MEDICAL PROFESSIONAL 6793286 12/31/05 12/31/06 PER CLAIM 1,000,000
CLAIMS-MADE COVERAGE AGGREGATE 3,000,000
|RETRO DATE: 11/01/76

DESCRIPTION OF OPERATIONS/LOCATIONS/VEHICLES/SPECIAL ITEMS

. PLANNED PARENTHOOD OF CONNECTICUT, INC.
ATTN: LOUIS DENEGRE
345 WHITNEY AVENUE
NEW HAVEN, CT 06511

SHOULD ANY OF THE POLICIES DESCRIBED HEREIN BE CANCELLED BEFORE THE EXPIRATION DATE THEREOF,

THE INSURER AFFORDING COVERAGE WALL ENDEAVOR TO MAIL 30 DAYS WRITTEN NOTICE TO THE
CERTIFICATE HOLDER NAMED HEREIN, BUT FAILURE TO MAIL SUCH NOTICE SHALL IMPOSE NO OBLIGATION OR
LIABILITY OF ANY KIND UPON THE INSURER AFFORDING COVERAGE, TS AGENTS OR REPRESENTATIVES, OR THE

ISSUER OF THIS CERTIFICATE.
MARSH USAINC.

Bv. Chris Kakel Cl_ [zl . @f

MMigo2y 0 _VALID AS OF: 12/21/05




MARSH USA INC.
1166 AVENUE OF THE AMERICAS
NEW YORK, NY 10036-2774

004537
PLANNED PARENTHOOD OF CONNECTICUT, INC. M-004537
ATTN: LOUIS DENEGRE
345 WHITNEY AVE
NEW HAVEN CT 06511-2348 100

IIIIIIIIIIIIIIIlIIIIIIIIIIII'I'IIIIIIIIIIIII'IlIllllIl'llllIII

004537




DHSR-LICAPP-001
Attachment 3

STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH

DIVISION OF HEALTH SYSTEMS REGULATION

FORM 3

FACILITY/AGENCY NAME: \O\(LN\O(@ \0@ \OJ/\\LV\OOOQ OZ} (C, e h_lhrf rin gi@t
¢ entoA

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: icensee
Real Property Owner

¥ see 0 Atk \isk of boar & gy diagchrs
e
Telephone:

Stockholder’s percentage of ownership:
Stockholder’s occupation with the owner:

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

3, Name: vy
Address:
Telephone: : §
Stockholder’s percentage of ownership: tws
Stockholder’s occupation with the owner: o

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




Planned Parenthood of Connecticut, Inc.
Judy Tabar, President and CEQ

Board of Directors 2005-2006

Fernando Betancourt
345 Whitney Avenue
New Haven, CT 06511
(203) 865-5158

Maria Cruz-Saco
345 Whitney Avenue
New Haven, CT 06511
(203) 865-5158

Monica Debiak

345 Whitney Avenue
New Haven, CT 06511
(203) 865-5158

Ana De Santiago Ay6n
345 Whitney Avenue
New Haven, CT 06511
(203) 865-5158

Deborah Freedman
345 Whitney Avenue
New Haven, CT 06511
(203) 865-5158

Jennifer B. Gallagher
345 Whitney Avenue
New Haven, CT 06511
(203) 865-5158

Christina N. Gianopulos
345 Whitney Avenue

New Haven, CT 06511
(203) 865-5158

Sue Hessel

345 Whitney Avenue
New Haven, CT 06511
(203) 865-5158

Barry Kramer

Board Treasurer

345 Whitney Avenue
New Haven, CT 06511
(203) 865-5158

Maria LaSala

345 Whitney Avenue
New Haven, CT 06511
(203) 865-5158

Dana McGee

Board Secretary

345 Whitney Avenue
New Haven, CT 06511
(203) 865-5158

Jewel Mullen

345 Whitney Avenue
New Haven, CT 06511
(203) 865-5158

Kim-Thu Pham
Board Vice Chair

345 Whitney Avenue
New Haven, CT 06511
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DHSR-LICAPP-004
Rev. 3/03

STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

DIVISION OF HEALTH SYSTEMS REGULATION

LICENSURE APPLICATION - ADDITIONAL INFORMATION REQUIRED

OUTPATIENT CLINICS, WELL CHILD CLINICS AND
FAMILY PLANNING CLINICS

Please respond to all of the following questions:

L

gpleam

ok V.30

7) C"“ TP \ i

Facility “d/b/a” (doing business as) Name

D49 Winsed K&Tmmm (T 0190 8a0YLG-<S00)

Business Address State Zip Code Telephone

Check the appropriate box/boxes describing the services to be provided by the clinic:

[ ] Primary Care [><} Family Planning
[ 1 Well Child Clinic [ ] Abortion Procedures
[ ] Dental

Lester S\berman, MD.
Administrator (Your name needs to appear as it is shown on your Professional Licepge).

J

Medical Director Dental Director (if applicable)
(Your name needs to appear as it is shown on your Professional License).

Hours of Operation: Do 20 , :20-H'00 w-Ci10SE

Please list the facility’s fax number: G0 Y9 (- 154 . Has this number changed since
your last application? [ ] YES [x] NO

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.

)-10-0@

Date Signed

dministrator

Coorclenafor |
o onTues 3aun ST Lhg ofLite ) be elosing ﬁormaﬁagr
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ar. £or 4he Staef m&%d&%wmg TMW

Signature



rrj Planned Parenthood®

of Connecticut, Inc.

January 13, 2006

Attn: Rose McLellan, License and Applications Supervisor
State of Connecticut

Department of Public Health

410 Capitol Avenue — MS # 12 HFL

PO Box 340308

Hartford, CT. 06134

Re: License Renewal Application - Torrington Center
Dear Ms. McLellan:

Enclosed you will find the License Renewal Application for our center in Torrington. Please
note that on Tuesday January 31 our office will be closing at 11:30 am to enable the staff to
attend a required training. Also the certificate of liability insurance enclosed is last years
copy. We are awaiting the current copy from our insurance company. When it arrives, | will
forward it to you.

If there are any problems or questions with regard to this renewal, please give me a call.
Thanks for your attention.

Sincerely,

. mgﬁ’ j V02,007,

ammy J. Koopstus
Center Coordinator



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

STATE OF CONNECTICUT
On (date) 1/13/2006 | The (Town/City) Torrington  Office of the Fire Marshal

conducted an inspection of PLANNED PARENTHOOD

located at (address) 249 Winsted Rd in the

City/Town of __ Torrington

to determine the degree of compliance with the

fire safety requirements of Connecticut General Statutes Chapter 541 as authorized by

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

(occupancy classification) Business as classified

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

. conditions were found:

0 At the time of inspegtigh, go gdde violations were identified. Certificate of approval
recommended. {

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

requirements of these codes. An acceptable plan of correction was submitted. (See - 3
attached information). Certificate of approval recommended.

III. At the time of inspection, conditions were discovered to be contrary to the minimu.t.}i;
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 of closing or restricting usage of this facility to the public.
(See attached information). Certificate of approval NOT recommended.

/ Expired 1/14/2007
. {// /// \ : January 13, 2006
F,%ej arshal Date

City or Town: Torrington




