COMMONWEALTH OF MASSACHUSETTS
EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES
Department of Public Health
Division of Health Care Facility Licensure & Certification
99 Chauncy Street, 11th Floor, Boston, MA 02111-1212
(617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL
Date: q QO ”

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.

.. name or Licenses: _ Women's Health Secvices, ¢.C.

0CT 1 9 2017

2. NAME OF CLINIC: D0
v (if same, write same) .
3. ADDREss__|1] Warvard Stecet Bookling . M¥ (2 Yyl
Street City or Town Zip Code

4. TELEPHONE: [b )ﬂ/ 277- (0049 EMAIL: -@) far e, oy
5. LICENSENUMBER:_R304 Date current license expires: _I). 23-1)
6. SERVICES (check all that apply)

Medical ¥ Substance Abuse ______ Dental

Surgical —L— Physical Rehabilitation ———— Mental Health

Birth Center ———— Mobile Medical Transfusion

Pharmacy Lifhipltipsy s——=——= Limited Services

Rev. 03/25/13



ClinioName  Mmen's Healdh Ser ices, £.C.

Application Date 1.98. 11

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

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

Services offered:

Department of Public Safety Certificate Issued:

Substance Abuse Certificate Issued:

Fire Certificate Issued:

2. Name of Clinic:

Street:

Telephone Number:

Services offered:

Days and Hours of Operation:

Suite #/Floor City/Zip Code

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:

Substance Abuse Certificate Issued:

(Attach addendum for additional sites, if applicable)

Rev. 03/25/13

Fire Certificate Issued:




\ , .
Clinic Name Nomet's Wealth Serdts, £ C.

Application Date 9 0. 17

9.  Number of Outpatiengs visits per year:
Less than S,OOO—L
5,000 — 25,000
25,000 - 100,000
100,000 -

10. I certify under the penalties of perjury that I, to my best knowledge and belief, have filed all state tax
returns and paid all state taxes required under law.

“ederal Identification Number

Note: Your Federal identification number will be furnished to the Massachusetts Department or Revenue to
determine whether you have met tax filing or tax payment obligations. Licensee who fail to correct their non-
filing or tax payment obligations. Licensees who fail to correct their non-filing or delinquency will be subject to
license suspension or revocation. This request is made under the authority of Mass. G. L. ¢.62C s.49A.

11. Signature and Seal:

, being first duly sworn on oath depose and
say that the statements contained in this license application are true, complete and correct to the best of
my knowledge.*

in behalf of the Individual Applicant) or Corporate Name

By:
Corporate Officer (if applicable)

Subscribed and sworn to before me on this ‘(-0 day of \/)(/)/f?)béf 20 W){—7 2
My commission expires on J (MR \ 0] 20 JQ)

o p o lin (Seal)

Notary Public

*Note: All information contained in this application must be kept current.

KRISTEN P. KOCH
Notary Pubklic

LAY
’ Commonweaith of Massachusetts
My Commission Expires

January 19, 2018

Rev. 03/25/13 4



COMMONWEALTH OF MASSACHUSETTS
EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES
Department of Public Health
Division of Health Care Facility Licensure and Certtﬁcation
99 Chauncy Street, 11th Floor, Boston, MA 02111 1212
(617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL

Date: |2 7] |l

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

1.

7

\ <~
NAME OF LICENSEE: — (\gmen's Health Secvices P

NAME OF CLINIC: 20/
(lf same, write same)
ADDRESS: || Har\mru Streak Jrook)ing M@ 6244l
Street City or Town Zip Code
\ \
TELEPHONE: (W7 )77~ (009 EMAIL:- Qu('*mrs : or%
LICENSE NUMBER:_M_L)__ Date current license expires:

SERVICES (check all that apply)
/

Medical V. Substance Abuse Dental

Surgical ——L——— Physical Rehabilitation ——— Mental Health
Birth Center ———— Mobile Medical Transfusion
Pharmacy Lithotripsy ————— Limited Services

Rev. 07/01/14

S8}



Clinic Name homen s Health Secvius, 1.C.

Application Date 1. 27 1

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

Rev. 07/01/14

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:

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:

Name of Clinic:

Street: Suite #/I'loor 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)

9.

Clinic Name NOmfm Hl’(lwf\ S(f Vls\QS/ P.C.
-7 b

Application Date

Number of Outpatients visits per year:
Less than 5,000—*L

5,000 — 25,000
25,000 — 100,000
100,000 -

[ certify under the penalties of perjury that I, to my best knowledge and belief, have filed all state tax
returns and paid all state taxes required under law.

[ &

Note: Your Federal Identification number will be furnished to the Massachusetts Department or Revenue to
determine whether you have met tax filing or tax payment obligations. Licensee who fail to correct their non-
filing or tax payment obligations. Licensees who fail to correct their non-filing or delinquency will be subject to
license suspension or revocation. This request is made under the authority of Mass. G. L. ¢.62C s.49A.

. Signature and Seal:

I , being first duly sworn on oath depose and
say . ion are true, complete and correct to the best of

my knowledge.*

Signature of Applicant (Individual or Person authorized act
in behalf of the Individual Applicant) or Corporate Name

By:
Corporate Officer (if applicable)

Subscribed and sworn to before me on this 27 day of Q(CW 20 I U
My commission expires on ‘4{).[\”\01/"] lq 20 f%

i P 6% “ | (Seal)

Notary Public

*Note: All information contained in this application must be kept current. {

Rev. 07/01/14

O KRISTEN P. KOCH

Netary Pubiic
Commonweaith of Massuchusetts
My Commiision Expires

Janvary 19, 2018






