STATE OF CONNECTICUT
Department of Public Health
LICENSE
License No. 0038

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

Planned Parenthood of Southern New England Inc. is located at 100 Grand Street, New Britain, CT06051

*his license expires December 31, 2020 and may be revoked for cause at any time.

Dated at Hartford, Connecticut, January 1, 2017

Raul Pino, MD, MPH
Commissioner



STATE OF CONNECTICUT
. Department of Public Health
LICENSE

License No. 0038

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
Southern New England, Inc. is hereby licensed to maintain and operate a Family Planning Clinic.

Planned Parenthood Of Southern New England, Inc. is located at 100 Grand Street, New Britain,
CT 06051.

This license expires December 31, 2013 and may be revoked for cause at any time.

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

O ol fﬂ%ut% MY MPH MBA

J. Robert Galvin, MD, MPH, MBA, Commissioner
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STATE OF CONNECTICUT Page 1 of
DEPARTMENT OF PUBLIC HEALTH

' ﬁ FACILITY LICENSE & INVESTIGATIONS SECTION
LICENSURE APPLICATION
[ ] INITIAL Mj RENEWAL [ ] CHANGE OF OWNERSHIP [ ] RELOCATION

NOTICE: The State of Connecticut values the quality of care
provide to all nursing home residents. Please know that 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 in the nursing home or the entity that owns the nursing, and
any administrator, assistant administrator, medical director,
director of nursing or assistant director of nursing, may be subject
to civil and criminal liability, as well as administrative sanction
under applicable 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 a (\tbe same address

- Wi Do of Subher New Engjang

Facility “d/b/a” (doing business as) Na.me

R Owond St Now Prdin, (7 048]

Business Address r City State Zip Code Telephone
( \\‘s[\f\ VWAL \
Mailing Address (if @pplicable) City State Zip Code

5 0\\) o C‘? Lﬁ%gkﬁg_

Federal Empl\c')ye} Identification Number

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: 9/2016



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):

[ ]
[ ]
[ ]

[]
Dﬁ}

[]
[]
&
[ ]
[]

Assisted Living Services Agency [ 1 Infirmary Operated by an Educational Institution
Children’s Hospital [ ] Maternity Home

Chronic and Convalescent Nursing Home [ ] Maternity Hospital

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

Family Planning Clinic [ ] Outpatient Dialysis Unit

General Hospital [ ] Outpatient Surgical Facility

Home Health Care Agency [ 1 Residential Care Home

Homemaker-Home Health Aide Agency [ ] Rest Home with Nursing Supervision
Hospice/19a-495-5a & 19-13-D1(C) [ ] In-Patient Hospice Unit

Hospital for Mentally Il Persons [ 1 Well Child Clinic

X 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 entlty which owns/operates the facility. (Note: The license w1ll be issued to this
entity.)
Piopgg Jonendh
Licensee
24S i R, Now Howen, 7 Gt 203556755
Busmess Address ‘ City State! Zip Code Telephone - -
[ Saeng g% (lopve)
Mailing Address (if applicable)
- Is the above named legal entity a (please check the box which applies):
[ ] Individual/Sole proprietor [ ] Municipality
[ ] General Partnership [ ] Trust
[ 1 Limited Partnership . [ ] Profit Corporation
[ ] Limited Liability Company
[ ] Other:
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? [YPYES [ ]NO
FLIS LICAPP —001 .

Rev. 92016



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

0 (ﬁﬁm" \ D3-S1C-SISE

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

Telephone

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.
i Attach a list including the name, address and telephone number of all trustees.

8+ 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.

. 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.

11.  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

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.)
ek ok ko ok kok bk ok s kokokokok kok sk sk koo koo ok sk kok Rk ok kok kb ok kR kb sk kok kb ok dkckkk ok ok kb kkokok sk kR ck ok ok kR ok ok k ok kb k
R OFFICE NLY
CHECK # AMOUNT $
DATE RECEIVED INITIALS
FLI1S LICAPP -001

Rev. 9/2016



12. -} shi fﬁeal%oprry e ) A A _ .4 ( '
reRRAS o), Conaine & i Btton, Cengrad
¥ ' ] ' 1 :
31 (NI ‘.!lc“ - 204 \
Business Address City Stat¢ Zip Code Telephone
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. (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 not made with
the intent to mislead a public servant. I attest that such statement is made under oath, that any
changes in the information submitted will be reported to the Department as required by law. Any
such false statement made therein is punishable by law, as per the CGS 53a-157b.
2]
Daté Sighed
Check one as applicable:
[ 1 Individual/Sole Proprietor
[ 1 General/Managing Partner
[“1 President of Corporation
[ 1 Secretary of Corporation
[ ] Municipal Officer
[ ] Trustee
[ 1 Member of the LLC
State of Connecticut )
County of_IN{IN Hl\\/&ﬂ } = WIMI \ \_,l 20\ %
Personally appeared before me the above named ’\j\;\(‘ 1 \,\ —(C\\Q( /i I' / and made oath
to the truth of the statements contained in his/her answers tol the foregoing questions.
s 74
’ Z{,[;é/ A o —
Notary Public ¥
Justice of the Peace [ ]
Town Clerk [ ]
Commissioner of the Superior Court [ ]
My Commission Expires:
(If Notary Public)
SALLY HELLERMAN
NOTARY PUBLIC
S AT MY COMMISSION EXPIRES DEC. 31, 2021

Rev. 9/2016



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

 STATEOF CONNECTICUT S
< INSPECTION CERTIFICATE = v o

On December 14, 2016 the New Britain Office of the Fire Marshal conducted an inspection of |

-~ Hospital of Central Connccticut at New Britain-General located-at 100 Grand-Street in the -

City of New Britain 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 an Existing Health Care as classified by the CONNECTICUT STATE FIRE

SAFETY CODE. As a result of this inspection, the following conditions were found:

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

I1. D 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.

11 At the time of inspection, conditions were discovered to be contrary to the minimum

requirements of these codes. No approved plan of correction was submitted. (See atfached
information) Certificate of approval NOT recommended.

1v.[_1Based 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. (See attached
information) Certificate of approval Lﬂ recommended

.b.a.._ﬂ, I, -, December 19, 2016
P e Fireﬂarshal L~ _ Date

City or Town: New Britain

State of CT Inspection Certificate2 Page 1 of 2



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

Faclhty “dfb/a” (domg business as) Name

|0 Carand St Now Prddain, 7 Ogcl

Business Address City State Zip Code Telephone

2. Is this program a School Based Health Center? [ ] Yes mo

3. Check the appropriate box/boxes describing the services to be provided by the clinic:
[ 1 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.

i &(\W\& o Doson

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

I s S e e GgEs

6. _Days & Hours of Operation: ! * _ AL AT AT ek
Stify this agen ANY change fo the noted day/time che Ve accept email and fa

7 Please provide a list of services that will be provided. If this is for the addition of services, please
also provide the resume of the person(s) who will be providing the services.

FLIS LICAPP —001
Rev. 92016



.. 8. Business Fax Number: L 207)) U?ﬂ”SOB)SJ |

9. Business Email Address: g \
Mandatory for Emergency Preparedness'purposes

10. - Business Cell Phone Number with Téxting capabilities of the Administrator: [&&_&Qﬁp o8 7

Mandatory for Emergency Preparedness purposes

FLIS LICAPP -001
Rev. 9/2016
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ACORD
———

CERTIFICATE OF LIABILITY INSURANCE

DATE (MM/DD/YYYY)
0107/2016

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

RESENTATIVE 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).

CONTACT
PRODUCER :
Marsh USA, Inc. ::guaz FAX
; 166 ﬁvrimN?{ of1 gméeagmaﬁcas LA/, N {AIC, No):
ew York, f 1
Atin; healthcare.accountscss@marsh.com Fax: 212-948-1307 | ADORESS:
INSURER(S) AFFORDING COVERAGE NAIC #
10921r>wc-5 -5-16-17 NEW,C WC INSURER A : N/A N/A
INSURE! . ACE American Insurance Compan 22667
PUANNED PARENTHOOD OF SOUTHERN NEW INSURER B ; o
ENGLAND, INC., AN AFFILIATE OF PLANNED INSURER C ; VA N/A
PARENTHOOD FEDERATION OF AMERICA, INC. INSURER b :
345 WHITNEY AVENUE
NEW HAVEN, CT 06511 INSURERE : =
INSURER F :
COVERAGES CERTIFICATE NUMBER: NYC-007090681-05 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 SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

NSR ADDL[SUBR POLICY EFF_| POLICY EXP
LTR TYPE OF INSURANCE INSD | WVD POLICY NUMBER (MM/BDIYYYY) | (MM/DD/YYYY) HiTs
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE 3
"DAMAGE TO RENTED
CLAIMS-MADE OCCUR PREMISES (Ea occurrence) $
MED EXP (Any one person) $
PERSONAL & ADV INJURY | §
| GEN'L AGGREGATE me' APPLIES PER: GENERAL AGGREGATE $
POLICY I:I B D oc PRODUCTS - COMP/OP AGG | §
OTHER: §
TOMOBILE LIABILITY e o B |
ANY AUTO BODILY INJURY (Per person) | $§
ALL OWNED SCHEDULED :
AUTOS AUTOS BODILY INJURY (Per accident) | §
= NON-OWNED PROPERTY DAMAGE s
HIRED AUTOS AUTOS (Per accident)
$
UMBRELLA LIAB OCCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE K -
oep | | ReTeNTiONS .
PER OTH-
o EmPT G | ST R L. X |Sfhnre | R i
B | ANY PROPRIETORIPARTNER/EXECUTIVE RSC CA8130549 E.L. EACH AGCIDENT $ 1,000,000
OFFICER/MEMBER EXCLUDED? N/A|-
{Mandatory in NH ) E.L. DISEASE - EA EMPLOYEE| § 1,000,000
If yes, describe uni
DESCRIPTION OF ‘CPERATIONS below E.L. DISEASE - POLICY LIMIT | § 1,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)

EVIDENCE OF COVERAGE.

CERTIFICATE HOLDER

CANCELLATION

PLANNED PARENTHOOD OF SOUTHERN NEW

LAND, ING.
ND STREET
BRITAIN, CT 06052

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 Sl =

ACORD 25 (2014/01)

© 1988-2014 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD




D =
ACORD CERTIFICATE OF LIABILITY INSURANCE i

12/09/2016

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

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
NAME:
Marsh USA, Inc. : PHONE FAX
1166 Avenue of the Americas | (AIC, No, Ext): (AIC, Na):
New York, NY 10036 Ei;“éknlhss‘
Altn: healthcare.accountscss@marsh.com Fax: 212-948-1307
INSURER(S) AFFORDING COVERAGE NAIC #
109210-NIP-CAS-17-18 NEW,C PL WSURER A : NIA N/A
INSURED . National Union Fire Ins. Co. of Pittsburgh, PA 19445
PLANNED PARENTHOOD OF SOUTHERN NEW INSURER B : ' -
ENGLAND, INC., AN AFFILIATE OF PLANNED INSURER C :
PARENTHOOD FEDERATION OF AMERICA, INC. R
345 WHITNEY AVENUE
NEW HAVEN, CT 06511 INSURERE :
INSURER F :
COVERAGES CERTIFICATE NUMBER: NYC-007478051-03 REVISION NUMBER:?

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TC 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.

INSR ADDL[SUBR POLICY EFF_| POLICY EXP
oy TYPE OF INSURANCE [INSE.EE POLICY NUMBER (MM/DD/YYYY) | (MMDD/YYYY) LIMITS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE $
MAGE TO RENTED
CLAIMS-MADE D OCCUR MISES (Ea ocourrence) | §
MED EXP (Any one person) $
. PERSONAL & ADV INJURY | §
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s
POLICY D 5'2‘87 LoC PRODUCTS - COMP/OP AGG | §
| OTHER: H
. AUTOMOBILE LIABILITY c[E DNDINED, !5' NGLELIMIT | §
ANY AUTO BODILY INJURY (Per person) | §
ALL OWNED SCHEDULED "
AUTOS D AUTOS BODILY INJURY (Per accident) | §
NON-OWNED PROPERTY DAMAGE s
HIRED AUTOS AUTOS (Per accident)
$
UMBRELLALIAB | | gccur EACH OCCURRENCE s
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED l f RETENTION § $
WORKERS COMPENSATION PER oTH-
AND EMPLOYERS' LIABILITY YIN AIARAE i j &R
ANY PROPRIETOR/PARTNER/EXECUTIVE E.L EACH ACCIDENT 5
OFFICER/MEMBER EXCLUDED? D NIA
(Mandatoq in nm E.L. DISEASE - EA EMPLOYEE, §
es, describe
SERIPTION OF OPERATIONS below E.L DISEASE - POLICY LIMIT | §
B |MEDICAL PROFESSIONAL 793286 01/01/2017 01/01/2018 EACH WRONGFUL ACT $1,000,000
CLAIMS-MADE COVERAGE WProgfam Retro Dale: 11/1/76 AGGREGATE $3,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)
EVIDENCE OF COVERAGE FOR HEALTH CENTER

CERTIFICATE HOLDER CANCELLATION

PLANNED PARENTHOOD OF SOUTHERN NEW SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
ENGLAND THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN

1000 GRAND STREET ACCORDANCE WITH THE POLICY PROVISIONS.
NEW BRITAIN, CT 06052

AUTHORIZED REPRESENTATIVE
of Marsh USA Inc.

Ricki Fitzsimmons Tl
© 1988-2014 ACORD CORPORATION. All rights reserved.
ACORD 25 (2014/01) The ACORD name and logo are registered marks of ACORD




& DATE (MM/DDIYYYY,
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
ERTIFICATE 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

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). -
CONTACT
PRODUCER HAME:
Marsh USA, Inc. PHONE | FAX
1166 Avenue of the Americas | (AC, No, Ext): (AIC, No):
New York, NY 10036 EE!'OAR"ESS'
Attn: healthcare.accountscss@marsh.com Fax: 212-948-1307 3
INSURER(S) AFFORDING COVERAGE NAIC #
109210-NIP-CAS-17-18 NEW,C GLPL INSURER A : New Hampshire Insurance Company 23841
INSURED INSURER 8 ; National Union Fire Ins. Co. of Pittsburgh, PA 19445
PLANNED PARENTHOOD OF SOUTHERN NEW
ENGLAND, INC. INSURER C :
AN AFFILIATE OF PLANNED PARENTHOOD :
FEDERATION OF AMERICA, INC. INSURER D
345 WHITNEY AVENUE INSURER E :
NEW HAVEN, CT 06511 RS
COVERAGES CERTIFICATE NUMBER: NYC-007483661-29 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.
I ADDL|SUBR|
fhiy TYPE OF INSURANCE NSO wyD POLICY NUMBER (MBI VYY) | (MMBONYYY) umITS
A | X | COMMERCIAL GENERAL LIABILITY 082695195 01/01/20177  |01/01/2018 EACH OCCURRENCE s 1,000,000
cLams-mape | X | occur PREWSES (£a owurence) | § 500,000
| X |SIR: §100,000 MED EXP (Any one person) | § Included
B PERSONAL & ADV INJURY | § 1,000,000
| GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s 2,000,000
- Jrouer[]58e [X]iec PRODUCTS - COMP/OP AGG | § 2,000,000
OTHER: ]
W
| AUTOMOBILE LIABILITY COMBINED SINGLE LMIT | 5
|| anvauTo BODILY INJURY (Per person) | §
|| AdoR eD Egzggv:::) BODILY INJURY (Per accident) | $
HIRED AUTOS AUTOS FROPERTY EAMAGE s
s
| |umBrELLALAB | [ oecyp EACH OCCURRENCE s
EXCESS LIAB GLAIMS-MADE AGGREGATE s
oep | | merenmions s
WORKERS COMPENSATION R OTH-
AND EMPLOYERS' LIABILITY Yil , ETATUTE ER
ANY PROPRIETOR/PART!
OFFICERIMEMB%R E?(CL?J%EIS’} oI N/A EL EACHAOUOENY :
(Mandatory in NH) E.L. DISEASE - EA EMPLOYEE] §
It Eu. describe under
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT | §
B |MEDICAL PROFESSIONAL 6793286 010172017 01/01/2018 EACH WRONGFUL ACT $1,000,000
CLAIMS-MADE COVERAGE Program Retro Date: 11/1/76 AGGREGATE $3,000,000
DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)
CERTIFICATE HOLDER CANCELLATION
Eh‘&ﬁﬁg PARENTHOOD OF SOUTHERN NEW SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ATTN: LOUIS DENEGRE ACCORDANCE WITH THE POLICY PROVISIONS.
345 WHITNEY AVENUE

NEW HAVEN, CT 06511

AUTHORIZED REPRESENTATIVE
of Marsh USA Inc.

| Ricki Fitzsimmons Tl

© 1988-2014 ACORD CORPORATION. All rights reserved.
ACORD 25 (2014/01) The ACORD name and logo are registered marks of ACORD




ST, DATE (MM/DDIYYYY)
A|CORD CERTIFICATE OF LIABILITY INSURANCE 121092016

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

Marsh USA, Inc. PHONE ,ﬁx

1166 Avenue of the Americas | (AJC, No, Ext): (AJC,No):

New York, NY 10036 __EED?&&S‘

Attn: healthcare.accountscss@marsh.com Fax: 212-948-1307

INSURER(S) AFFORDING COVERAGE NAIC #

109210-NIP-CAS-17-18 NEW,C GL INSURER A : New Hampshire Insurance Company 23841
NSURED . Nii N/A
"NSBLANNED PARENTHOOD OF SOUTHERN NEW nsurer s : NA

ENGLAND, INC. INSURER C :

AN AFFILIATE OF PLANNED PARENTHOOD P

FEDERATION OF AMERICA, INC.

345 WHITNEY AVENUE INSURERE :

NEW HAVEN, CT 06511 I ——
COVERAGES CERTIFICATE NUMBER: NYC-007479796-31 REVISION NUMBER:?2

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.

IN R
,_%5 TYPE OF INSURANCE :2 EE lWvD POLICY NUMBER cﬁﬁ%ﬁ%; gmm%%l LIMITS
A | X | COMMERCIAL GENERAL LIABILITY 082695195 010172017 01/01/2018 EACH OCCURRENCE s 1,000,000
"DAMAGE TO RENTED
| cLams-maoe OCCUR PREMISES (Ea ocqurence) | § 500,000
X | SIR: $100,000 MED EXP (Any one person) | § Included
PERSONAL & ADV INJURY | § 1,000,000
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $ 2,000,000
POLICY D e Loc PRODUCTS - COMP/OP AGG | § 2,000,000
OTHER $
AUTOMOBILE LIABILITY e i L
ANY AUTO BODILY INJURY (Per person) | $
e L BODILY INJURY (Per accident) | §
NON-OWNED "PROP! AMAG
\ $
UMBRELLA LIAB OCCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED l I RETENTION § s
[WORKERS COMPENSATION PER I _[OTH-
AND EMPLOYERS' LIABILITY YIN STATUTE ER
ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED? NIA E.L BACH ACCIDENT $
f:nnd;mry ::n NH‘L E.L DISEASE - EA EMPLOYEE §
'as, describe under
DESCRIPTION OF OPERATIONS below E.L DISEASE - POLICY LIMIT | §

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)

CERTIFICATE HOLDER CANCELLATION

:TET"L?R'TAC':N ﬁ;g?;" HOSPITAL SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
. NANCY BER THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
100 GRAND STREET ACCORDANCE WITH THE POLICY PROVISIONS.

NEW BRITAIN, CT 06050

AUTHORIZED REPRESENTATIVE
of Marsh USA Inc.

| Ricki Fitzsimmons o7 e e
© 1988-2014 ACORD CORPORATION. All rights reserved.
ACORD 25 (2014/01) The ACORD name and logo are registered marks of ACORD
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STATE OF CONNECTICUT Page 1 of

DEPARTMENT OF PUBLIC HEALTH
FACILITY LICENSE & INVESTIGATIONS SECTION

LICENSURE APPLICATION

[ ] INITIAL [Y] 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,
weather 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
Children’s Hospital

Chronic and Convalescent Nursing Home
Chronic Disease Hospital ] Outpatient Clinic/Primary Care

] ] Infirmary Operated by an Educational Institution
]
]
|
VT Family Planning Clinic Outpatient Dialysis Unit
]
]
]

] Maternity Home
] Maternity Hospital

[

[

[

[

[ ]

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 Ill 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 Egual Opportunity Employer
FLIS LICAPP —001
Rev. 8/13



Please respond to all of the following questions:

g "

Plonned Payennond of Lesirenn New E’mg\cmd

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

D0 Cyandl Stieer New B (T olgs) (9@)936-CA2

Business Address City State Zip Code Telephone
HGYane.
Mailing Address (if applicable) City State Zip Code
2. 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)
‘3. OB
Federal Employer Identification Number
4. Disclose the legal entity which owns/operates the facility. (Note: The license will be issued to this
entity.)
PIONNE & D EX \
Licensee
0O uN Cl__Dlny & S-S\
Business Address City State Zip Code Telephone
2V E
Mailing Address (if applicable) NCY 20 209
o 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
[.4]})lher:
[+T Non-profit Corporation
v6. 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? [, ES[ INO
FLIS LICAPP —001

Rev. 8/13



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

AT TV A5 WA VR NEW VRN, (TSI AR xS- D8
Name Address

10.

Telephone

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.
. Attach a list including the name, address and telephone number of all trustees.

e 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.

i. 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

o i 3

12.

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 cé&imi'stiohéi&)ursuant 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.)

PTRRES AT Cenival Conneciie it
T Gm\nd Street New Sain 0T ke

Business Address City State Zip Code Telephone

FLIS LICAPP —001

Rev. 8/13
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14.

FOR OFFICE USE ONLY

CHECK # AMOUNT $§

DATE RECEIVED INITIALS
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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).

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.

vdii Jaloa~ ILg [12

Sigr{aturej Date §igm':d

Check one as applicable:

[ ] Individual/Sole Proprietor
[ ] General/Managing Partner
Pﬂ President of Corporation

] Secretary of Corporation
[ ] Municipal Officer

[ ] Trustee

State of Connecticut ) ¥ ¢ 0 701

County of MU.J -H’{NJD/ ) sS i /V' 20 8

Personally appeared before me the above named 300‘») Taboail and made oath

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

Sutb AL e —
Notary Public [
Justice of the Peace [

[
[

Town Clerk
Commissioner of the Superior Court
My Commission Expires:
(If Notary Public) posesmase oo ]
13

Sally Heller man

| Natary Public-Connecilcut

My Commliscion Expires
ue.,e:n“h,.ul 2816

i e e e e e

L
Lt TR T

FLIS LICAPP —001

Rev. 8/13



ACORD'  CERTIFICATE OF LIABILITY INSURANCE S

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

.—ﬁ CERTIFICATE 1S ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS

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 cerlificate 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 lleu of such endorsement(s).

PRODUGER CONTACT
Marsh USA, Inc. % H
1166 Avenue of the Americas ‘-HMI. : ]&x , Noj:
New York, NY 10036 | ADDRESS:
INSURER(S) AFFORDING COVERAGE NAIC #
INSURER A : Markel Insurance Company 38970
R oL ANNED PARENTHOOD OF wsunsne . T =
SOUTHERN NEW ENGLAND, INC. |NSURER ¢ : National Unlon Fire Ins. Co. of Piltsburgh, PA 19445
AN AFFILIATE OF PLANNED PARENTHOOD RSURERD :
FEDERATION OF AMERICA, INC. ;
345 WHITNEY AVENUE INSURER E :
NEW HAVEN, CT 06511 I
COVERAGES CERTIFICATE NUMBER: NYC-005757681-25 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 SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

SR 1Yo oE BiSUBANSE ADDL i FOLGYEFE | POLICYERE m—
A | GENERAL LIABILITY 3C40797 0100112013 {01/01/2014 EACH OCCURRENGE s 1,000,000
"DAMAGE TO RENTI
[ X | commeRciaL GENERAL LABILITY | PREMISES (Ea ocournce) | § 100,000
| cLamsmane OCCUR MED EXP (Any one person) | § 5,000
| X [SIR: $100,000 PERSONAL & ADVINJURY | $ 1,000,000
b ] GENERAL AGGREGATE $ 2,000,000
GENL AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMP/OP AGG | § 2,000,000
poucy | | B% E3s 5
AUTOMOBILE LIABILITY CKEOHM;B!gE;S'NGLE il P
: ANY AUTO BODILY INJURY (Per person) | $
[ | ADoumeo o BODILY INJURY (Per accident)| §
-OWNED | PROPERTY DAMAGE
HREDAUTOS | | ATOS  Fae saienss $
$
UMBRELLA LIAB }__ OCCUR EAGH OCCURRENCE s
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED I I RETENTION § s
WORKERS COMPENSATION ] WG STATU- I !om.
AND EMPLOYERS' LIABILITY YIN
ANY PROPRIETOR/PARTNER/EXECUTIVE E.L. EACH ACCIDENT $
OFFICER/MEMBER EXCLUDED? NIA
(rhrldltory Tn NH) £.L. DISEASE - EA EMPLOYEH §
 yos, describe unde
BESCRIPTION OF OPERATIONS bolow £.L. DISEASE - POLICY LIMIT | §
¢ |MEDICAL PROFESSIONAL 6793286 01/01/2013 010112014 PER CLAIM 31,000.0001
CLAIMS-MADE COVERAGE Program Retro Date: 11/1/76 AGGREGATE $3,000,000

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

CERTIFICATE HOLDER

CANCELLATION

ENGLAND

ATTN: LOUIS DENEGRE
345 WHITNEY AVENUE
NEW HAVEN, CT 06511

PLANNED PARENTHOCD OF SOUTHERN NEW

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL B8E DELWERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE
of Marsh USA Ino,

Ricki Fitzsimmons Vsl o

ACORD 25 (2010/05)

© 1988-2010 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD




L—
AR CERTIFICATE OF LIABILITY INSURANCE e

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,

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the

certificate holder in lieu of such endorsement(s).

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 [ Name: -’ Lori Toussaint
Lindquist Insurance Associates o Eqi; (860)224-2413 | T& o (8601 225-8917
24 Lexington St | ADbRESs, Lori . Tousssaint@lindquist-insurance.com
INSURER(S) AFFORDING COVERAGE NAIC #
New Britain CT 06052 insurer A - Trust Workers Compensation
INSURED INSURER B :
Planned Parenthood Of So. New England, Inc INSURER C :
345 Whitney Ave INSURER D :
INSURERE ;
New Haven CT 06511 INSURER F :
COVERAGES CERTIFICATE NUMBER:CL1341100728 REVISION NUMBER:

INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD

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 REDU CED BY PAID CLAIMS

[TNSR AODL[SU POLICY EFF | POLICY EXP
LTR TYPE OF INSURANCE M_&[;g POLICY NUMBER (MWDDIYYYY} | (MM/DD/YYYY) umITs
GENERAL LIABILITY EACH OCCURRENCE §
"DAMAGE TORENTED
COMMERCIAL GENERAL LIABILITY PREMISES (Ea occurrence $
1 CLAIMS-MADE I:] OCCUR MED EXP (Any one person) 5
PERSONAL & ADV INJURY | §
GENERAL AGGREGATE $
GEN'L AGGREGATE LIMIT APPLIES PER PRODUCTS - COMPIOP AGG | §
POLICY pERpof LOC 5
. AUTOMOBILE LIABILITY %gthQTﬁgEeEqSLNGLE T :
ANY AUTO BODILY INJURY (Per person) | $
ALL OWNED SCHEDULED
s Ao BODILY INJURY (Per accident)| $
551 NON-OWNED | "PROPERTY DAMAGE s
HIRED AUTOS AUTOS (Per accident)
‘ $
UMBRELLA LIAB OCCUR EACH OCCURRENCE s
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED l i RETENTION $ s
7 | WORKERS COMPENSATION X [0eyimes| |G
AND EMPLOYERS' LIABILITY YIN 1S ER
ANY PROPRIETOR/PARTNER/EXECUTIVE E.L EACH ACCIDENT $
OFFICER/MEMBER EXCLUDED? D NIA h/1/2013 [/1/2014 2,500,000
(Mandatory in NH) WCP39420 E.L DISEASE - EA EMPLOYEH $ 2,500,000
If yes. describe under
DESCRIPTION OF OPERATIONS below E.L DISEASE - POLICY LIMIT | § 2,500,000
DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (Attach ACORD 101, Additional Remarks Schedule, if more space is required)
N Mg
Py L U £ 3

CERTIFICATE HOLDER

CANCELLATION

Planned Parenthood of Southern NE

100 Grand Street
. New Britain, CT 06052

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

Lori Toussaint/LJT 0‘49’!-&‘ T ouoacunst—

ACORD 25 (I201 0/05)

©1988-2010 ACORD CORPORATION. All rights reserved.

INSQO25 i2n1n051 01 Tha ACORN nama and lann ara ranictarad marke nf ACNORN




Nov. 15. 2013 2:45PM No. 3491 P. 2/2

Depanment of Public Bafety
Divislon of Flra, Emergency & Building Serces
Office of State Fire Marshal

STATE OF CONNECTICUT
INSPECTION CERTIFICATE

On September 10, 2013 the New Britain Office of the Fire Marshal conducted an inspection of
the Hospital of Central Connecticut at New Britain General located on 100 Grand St. in the
City of New Britain 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 an Existing Health Care as classified by the CONNECTICUT STATE FIRE

S4FETY CODE. As a result of this inspection, the following conditions were found:

- .

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

1. [JAt 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.

1t ] At the time of inspection, conditions were discovered to be contrary to the minimum
requirements of these codes. No approved plan of correction was submitted. (.S'ee artached
information) Certificate of approval NOT recommended.

1v.[] Based on the extreme hazard 10 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 testricting usage of this facility by the public. (See attached

information) Certificate of approval NOT recommended. _J

@««ﬂ B@rm September 17, 2013
A< Fire Marshal : Date

City or Town: New Dritain

State of CT Inspeclion Certifloate Page 1 of2



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

FORM 3

FACIL]TWAGENCYNAME:MW\\ NeEw é\qﬁuri

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: mﬁ:ensee
[] Real Property Owner

1% Name: M\\q

Address:

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

[3*]

s 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. 8/13



Nov. 15. 2013 3:39PM No. 3492 P. 1

Pagelofd

Pagelofl

STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEATLTH
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 Penned oot niNstd ol SHOMRIN Newd é\ﬂ\&f\d

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

100 Cyond Siyeet  NAwW BN DLRS 2. BEHA2g-CSAS.

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

[ ] Primary Care : [ LA Family Planning

[ 1 Well Child Clinic [ ] Aboition Proceduies

[ ] Dental

3. Sammantion. DNCRDIN

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

4.W@Lﬂm

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

3. Hours of Operation: o ?JD"“T:%?YY\ TH 4:3D-1. %Dm

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

7. Business FaxNumber; (202) WA~ SO
8, Busmess Email Address: MMMMDS‘(W Q\l%

g, Business Cell Phone Number with Textlng capabilities of the Administrator:
S (39,5 TRPRES
Signature of Administrator Date Signed

FLIS LICAPP -001
Rev, 8/13



Planned Parenthood of Southern New England

Services available:

9/13

Well women’s health care
Well men’s health care
Cervical cancer screening
Breast exams

Sexually transmitted infection testing and treatment
HIV testing

Birth control services

Pregnancy testing

Options counseling

Pre-conception care

Medication abortion services

Health and sexual health education services
Hepatitis and HPV vaccine services
Transgender services




STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH

FACILITY LICENSING AND INVESTIGATIONS SECTION Page 1 of ___
. LICENSING INSPECTION REPORT
/a Name apd Address of Ent Signature of iff
e ve/ il CORE acrmsn
/be Wﬂ( S7 VLl ﬁi{,&wﬁ / /

M Jden s ¥4 Ceave <

.l %)ﬂf)?t’ns Wy “Tnetden Cr /6557

Licensure Category: .
W Clensce Licensed Capacnyzm g Census:
Licensed Capacity: Census:

Date(s) of onsite inspection: 8/ ?// 7
Date(s) additional information obtained: 8/ /7// 7 . 5/ Zf // 7
Personnel contacted: M / G%Z&C/I‘-% /Q ¥ m (9%?}15 )‘4 Mﬁ

REVIEW/FINDINGS/PROCESS (Complete all applicable categories)
M\ Licensing Inspection [ ] 1nitial [ )(énewal [ ] Other:

. ] Desk Audit [ ] Amended Letter: Original Ltr.

[ 1 Revisit for the purpose of

[ 1T See Complaint Investigation #

[ 1 See Reportable Event Investigation #

[ 1 See Certification File.

[ 1 Violations of the General Statutes of Connecticut and/or regulations of Connecticut State Agencies were
identified at the time of this inspection. See attached violation letter dated

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

[ - Violations of the General Statutes of Connecticut and/or the regulations of Connecticut State Agencies
were not identified at the time of this inspection.

[ 1 Citation# was/was not verified as corrected. See attached narrative report.

[ 1 Narrative report/additional information attached.

[ ] Referral(s) to

REPORT SUBMITTED BY: ( @WMﬁ DATE OF REPORT: 3/5‘/ LA

9] Approval for issuance of leénse granted by: ﬁﬁt:i’ n fj é%iz_”j‘iﬂg +7 DATE: u-- AL ‘7:'
Supervisot/Titl

s:flis\hsr"\FACESHEETS
Revised 12/2016

}'s




STRIKE MONITORING SUPPLEMENT TO
LICENSING INSPECTION REPORT

LICENSING INSPECTION NARRATIVE REPORT:

Page2of _




) ——— e ———— e e

L] . - ~ CTYREMLALLIULIGEL S v il o Lawreives - — - ——

. » This Agency is authorized to provide the following services:
[ |Nsg; [ |PT; [1O0T: | |&F; [ ]SS; [ | H-HHA; [ ]IV Therapy:

»  Patient Services Offices (if applicable) :

L 2 ' A
4 5 6.
7y 8 9.
0. Number of Home Vﬁiu: [" Number of Recor& Recieved: %L

ﬂ/%,t&( ))u{//ufjg//y/% /f//) OQZ/ 4/_39{7 /



STATE OF CONNECTICUT DHSR
DEPARTMENT OF PUBLIC HEALTH
DIVISION OF HEALTH SYSTEMS REGULATION Page 1 of =2

Name and Address of Eumy Signature of DHSR Stafl

?I&vuu(!‘ ]awﬂl\m:cjdjsc’ Ldlwm \ﬂf,d) /V\a/(axmc/ QV:L ‘
100 i_l)\cmcl 61}\190){:

NYea) bu,mmiﬂ” Le05] Mﬂwkﬂﬁﬂ&iﬂi&_
Crvoultand

Licensure Category

J Llcensed-eepif—eﬂ‘y- 003 g Census: l Ja
v Cr‘i_&mq_g A s;_.;: l,;éd) Licensed Capacnty: Census :
7 . b=

Datem of Onsite Inspection : }Y\cu,’ 2AO1LD
Date(s) Additional Inl'ormation Obtained:

Personnel Contacted : S0 \/ 1 ’ s APRA.
] (l A o B 'S (Z_MM +
REVIEW/FINDINGS/PROCESS (complete alfa?)%fm AR lin da Cavr, ACH
(P4 Licensing Inspection: [ | /Initial [>d Renewal [ 1Other:
. L8 Revisit for the Purpose of
[ ]+  See Complaint Investigation #

(I See Reportable Event Investigation #

(1 - See Certification ﬁlc

1] Violations of the Public Health Code of the State of Connecticut and/or chulanns of Connecticut
State Agencies were identified at the time of this mspechon
See violation letter dated

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

[T 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 llcensec was no longer required to post Citation (see narrahvc)

(1 Citation # | was not corrected (see narratxve).

(] Narmative Report / Additional Information Attached.

~

. 11 Referral(s) to:
REPORT SUBMITTED BY H\WJm 4-Me /. m',j L, MPA DATE OF REPORT (75/97_/,_5
l/l/ Approval for Issuance of License granted by : /jﬁ 7 L)/ /g,{ (1L : ko

' . Supervisor / Title Date



ENTITY: Plovned frigonthond o Sovtbhoin Neswlngland, Me-
Noww BVl J

DATE(%) OF VISIT: ,,4/_1%4 L, 2003 | Page_ 2 of 2.

LICENSING INSPECTION NARRATIVE REPORT

Licensure jnspection conducted onsite.

The following was inspected/reviewed:

A facility inspection -

«personnel files

«quality assurance/clinical record review audit .
fire drill log/disaster plan (théu o lla&/l‘t’a,é /tu'ma(a/)
~agency policies and procedures

«clinical record review

< staff interviews

«in-service (training) log

«wOSHA/infection control policies/procedures
vreview of bylaws, including organizational chart
~CLIA certificate :

I%/m exit WW Wad (jma(uoceoi.

\,f|0la_hww % Haw Public Heaﬂi\. C,pc(_.( gé Hee S\‘lw{q,
(‘_AV\MILCHQ.,QL wese not EOL"*VJ“‘J“LL—OQ ot o Aceslt

1 w—of) acdi o .

SIGNATURE Vavabha A- Wio bl pan 4?4



