COMMONWEALTH OF MASSACHUSETTS /%
EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES, Q\\, L

Department of Public Health $O
Bureau of Health Care Safety and Quality % {,s/.;?
99 Chauncy Street, 11th Floor, Boston, MA 0211 1- 12155 Yy
(617) 753-8000
APPLICATION FOR CLINIC LICENSE RENEWAL
Date: A /L,Lo '//‘?
In accordance with the “Regulations for the Licensure of Clinic, 105 CMR 140, the undersigned hereby
applies for a license to establish and/or maintain a clinic at the premises set forth below under provisions
of the General Laws, Chapter 111, Section 51 and 56.
1. NAME OF LICENSEE: Fouwr Women f/(’[f( ‘h Se/”l//((f’ k4
2. NAME OF CLINIC: Same
e G same, write sdmc) 2 -
3. ADDRESS. ISO Emory St AiMe o ro 0R103
Street | C]ty or Town Zip Code
4. TELEPHONE: 80K 22 [56% EMAIL: _FWHS (555 &, gmaul<om
5. LICENSE NUMBER:_ 14 HF Date current license expires: _(¢ / Yy / 19
6. SERVICES (check all that apply)
Medical v Substance Abuse Dental
Surgical e Physical Rehabilitation —— Mental Health
Birth Center ————— Mobile Medical Transfusion
Pharmacy Limited Services

7 NAME OF CLINIC ADMINISTRATOR:

(89

Rev. 10/31/17



; k Clinic Name
N\ Application Date

8. NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTAINED UNDER LICENSEE:

1. Name of Clinic:

Street: Suite #/Floor City/Zip Code

Telephone Number: Days and Hours of Operation:

Services offered:

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued:

2. Name of Clinic:

Street: Suite #/Floor City/Zip Code

Telephone Number: Days and Hours of Operation:

Services offered:

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued:

3. Name of Clinic:

Street: Suite #Floor City/Zip Code

Telephone Number: Days and Hours of Operation:

Services offered:

Department of Public Safety Certificate Issued: Fire Certificate 1ssued:

Substance Abuse Certificate [ssued:

(Attach addendum for additional sies, if applicable)

Rev. 10/31/17

Ly






COMMONWEALTH OF MASSACHUSETTS gt

EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES 'ﬁ 'i \
Department of Public Health )
Bureau of Health Care Safety and Quality <% 7 o)

99 Chauncy Street, 11th Floor, Boston, MA 02111- 1212 e
(617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL

Date: O+l .r,ol 011

In accordance with the “Regulations for the Licensure of Clinic, 105 CMR 1407, the underwgned hereby
applies for a license to establish and/or maintain a clinic at the premises set for rh below under provisions
of the General Laws, Chapter 111, Section 51 and 56.

1. NAME OF LICENSEE: FOLW M}m_ﬂ,{n HM ’SU’\/'C@S

2. NAME OF CLINIC: Ouine
- , . (ifsame, write same) - )
3. ADDRESS. 190 Emepry St Attlebero 02103
Street J City or Town Zip Code

4 TELEPHONE: _ 20$~277- 1558 EMAIL: _1 M{J/()l J-Jm wr o 4(¢ %)Ma//. Lor
5. LICENSE NUMBER:_LtiH_l_ Date current license expires: _(0b ! 14 !ZD[ e
6. SERVICES (check all that apply)

Medical Y Substance Abuse —— Dental

Surgical v Physical Rehabilitation ——— Mental Health

Birth Center ——— Mobile Medical Transfusion

Pharmacy Lithotripsy Limited Services

' NAME OF CLINIC ADMINISTRATOR: _—

Rev. 03/25/13 2



Clinic Name Fous l’\/ﬁt’a/fi/{ﬁ Héﬂﬁffi S[L{f./;@

Application Date p4 )20 ? 7Di+

H

8. NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTAINED UNDER LICENSEE:

1. Name of Clinic:
Street: Suite #/Floor City/Zip Code
Telephone Number: Days and Hours of Operation:

Services offered:

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued:

2. Name of Clinic:

Street: Suite #/Floor City/Zip Code

Telephone Number: Days and Hours of Operation:

Services offered:

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued:

3. Name of Clinic:

Sireet: suite #/Floor City/Zip Code

Telephone Number: Days and Hours of Operation:

Services offered:

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued:

(Attach addendum for additional sites, if applicable)

Rev. 03/25/13 3












Clinic Name

Application Date

8. NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTAINED UNDER LICENSEE:

1. Name of Clinic:
Street: Suite #/Floor ~City/Zip Code
Telephone Number: Days and Hours of Operation:

Services offered:

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Ab'use; Certificate Issued:

2. Name of Clinic:

Street: Suite #/Floor City/Zip Code
Telephone N@ber: | Days and Hours of Operation:

Services offered: -

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued:

3. Name of Clinic:

Street: . . Suite #/Floor City/Zip Code

Telephone Number: — Days and Hours of Operation:

Services offered:

Depaﬁment of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued:

(Attach addendum for additional sites, if applicable)

Rev. 03/25/13 ' ’ 3









Clinic Name E&\AIQHE_&QELSEQ_WCES
Application Date L" 5. m

8. NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTAINED UNDER LICENSEE:
—— NONE —

1. Name of Clinic:
Street: Suite #/Floor City/Zip Code
Telephone Number: , Days and Hours of Operation:
Services offered:
Department of Public Safety Certificate Issued: Fire Certificate Issued:

* Substance Abuse Certificate Issued:

2. Name of Clinic:

Street: ’ Suite #/Floor City/Zip Code
Telephone Number: Days and Hours of Operation:

Services offered:

Department of Public Safety Certiﬁcate Issued: F1re Certificate Issued:

Substance Abuse Certificate Issued:

3. Name of Clinic:

Street: ' Suite #/kFloor City/Z1p Code
Telephone Number: Days and Hours of Operation:

Services offered:

Department of Public Safety Certificate Issued: N'  Fire Certificate Issued:

Substance Abuse Certificate Issued:

" (Attach addendum for additional sites, if applicable)






02/22/2007 16:32 FAX

@o005/011

Clinic Name FD"UUK MOW :

Application Date 2:25-0%

8. NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTAINED UNDER LICENSEE:

SATELLITES:
1. Name of Clinic:
Strect: Suite #/EToor —City/Zip Code
Telephone Number: Days and Hours of Operation:
Services offered:
DPS Issued Fire Issued
2, Name of Clinic: N
Street: Suite #/Floor City/Zip Code
"Telephone Number: Days and Hours of Operation:
Services offered:
DPS Issued ‘Fire Issued
3. Name of Clinic: J : y
Street: Suite #loor . City/Zip Code
Telephone Number: Days and Hours of Operation:
Services offered:
DPS Issued:

Fire Issued:

(Attach addendum for additional sites, if applicable)















Clinic Name FOU( (/Uﬂ-MM B HM /M 4«(\//164, I/L—(/
Application Date | G ! { ! m

11. RESPONSIBILITY AND SUITABILITY

v

‘a) Has the applicant* owned stock or a partnershlp interest of 5% or more of; served a member, director, officer or
administrator of; acted as a guarantor or co-signed for the debts of; or loaned money to, any health care facxhty
that has been the subject of a bankruptcy petmon‘7

Yes No

If yes, describe:

b)  Has apphcant* or any of its officers, du'ectors or its clinic administrator ever been indicted or formally
charged with any criminal offense?

Yes No \/

If yes, was the applicant or clinic administrator convicted, or did he/she plead guilty, plead nolo contendere,
or admit facts in a judicial proceeding sufficient for a finding of guilt, in response to those charges?

" Yes ' " No

If the answer to the second questlon is yes, explain, including the nature of the charges, the Junsdlctxon(s) in
. which they were brought, docket number(s), and the outcome of the proceedmgs

~

c) Has the applicant* owned stock or a partnership interest of 5% or more; or served as a member, director, -
officer or administrator of any health care facility which has been the subject of proceedings in Massachusetts
or any other jurisdiction to limit, suspend, revoke, refuse or grant, or refuse to renew the facility's license,
Medicare certification, or Medicaid certification?

Yes " No

If yes, describe:

* For the purposes of this question, applicant means the proposed holder of the license identified in item 1 of this
application and any person identified in items 10 a) through d) of this application.












Fowr- wWomen

Clinic_ Name

Apl.).liCation Date L"T, 7’, 1

L)

8. NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTAINED UNDER LICENSEE:

1. Name of Clinic:
Street: | ‘ Suite #/Floor City/Zip.Code
Telephone Number:- : Days and Hours of Operation:
Services offered:
Departinent of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued:

2. Name of Clinic:

..Street:' . Suite#/Floor ' City/Zip Code
Telephone Number: Day;c. and Hours of Operation:

Services offered:

Department of P1_1b1ic Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued:

3. Name of Clinic:

Street: . ' , sSuite #/kFloor - . City/Zip Code
Telephohe Number: Days and Hours of Operation: |
Services offered: | |

Deparfment of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued:

(Attach addendum for additional sites, if applicable)








