COMMONWEALTH OF MASSACHUSETTS "?@
EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES / é\/b
Department of Public Health o W
Bureau of Health Care Safety and Quality @;595,0/ ¢ E
99 Chauncy Street, 11th Floor, Boston, MA 02111- 1212%5; i
(617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL
Date: ‘{)_/Q',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: F aur M/«’)méﬂ }/(/‘a/ }//h S@// V/Q <

2. NAME OF CLINIC: Same
same, wrile same)
3. ADDRESS. SO Eymng Y g e o ro 03703
Street Clty or Town Zip Code

4. TELEPHONE: S0%. 272 (565 EMAIL: _FWHS 7555, gmau [<om
5. LICENSENUMBER._ 1t H Date current license expires: _( (1y / 19
6. SERVICES (check all that apply)

Medical v Substance Abuse ____ Dental

Surgical o Physical Rehabilitation ———— Mental Health

Birth Center ———— Mobile Medical Transfusion

Pharmacy Limited Services

T NAME OF CLINIC ADMINISTRATOR:

(S8

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



Clinic Name FO Ur Welw,n Heaith S s

- 4 C}
Application Date 33,/19 / L5

9. Number of patients per year:
Less than 5,000
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.

Qe (G360

Federal 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 cotrect their non-filing or delinquency will be subject fo
license suspension or revocation. This request is made under the anthority of Mass. G. L. ¢.62C s.49A:

11. Signature and Seal:

.
say that the statements contained 1n tis license applicaty

my knowledge.*

act
in behalf of the Individual Applicant) or Corporate Name

By:
Corporate Officer (if applicable)
Subscribed and sworn to before me on this 23 day of M “‘f 20_1 4
My commission expires on b / 13 / 200 20 2 )
7 7
.[Z’M" Ja W (Seal)
Notary Public

3 1 AFIA-BARZAN ROSTAMI
o | § Notary Public, Commoweath of Massachusetis
*Note: All information contained in this application must be kept curfegyyf My Commission Expiros Auges 19, 2021

Rev. 10/31/17 4



COMMONWEALTH OF MASSACHUSETTS ’:’;\;

EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES \
Department of Public Health z f‘)
Bureau of Health Care Safety and Quality ,o% 2 "j“f
99 Chauncy Street, 11th Floor, Boston, MA 0211 11;2 2 “.\‘,’,,fl
(617) 753-8000 238 2
N T v 0\
APPLICATION FOR CLINIC LICENSE RENEWATL: *&‘:‘\
-

Date: 0+{ zo! 1011

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: FO(M/ Nf)n/lﬁ/m HM 'Sf/i’\/lceﬁ

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

4. TELEPHONE: _208~222-156S EMAIL: _infalo a\) Lovy
5. LICENSENUMBER_44H | Date current license expires: (b [14]20(F
6. SERVICES (check all that apply)

Medical vl Substance Abuse —— Dental

Surgical v Physical Rehabilitation ————— Mental Health

Birth Center ———— Mobile Medical Transfusion

Pharmacy Lithotripsy Limited Services

7. NAME OF CLINIC ADMINISTRATOR: ___

Rev. 03/25/13 -



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 NameMﬁMﬂﬁﬂtﬁl {SW/\/H.ES

Application Date —% i 3 1)40(/ LOiF

9. Number of patients per year:
Less than 5,000
5,000 — 25,000
25,000 - 100,000
100,000 -

10. 1 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 faw.

20[43610

Federal 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 contamed m this license applicayg f
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__ & day of ’Z,/J@" ! / 20/ /7
My commission expires on /ﬁof "/ Z(Z 20 2’/’/‘2
, ,/j i (Seal)

[ota

JACOB B. BOYER
Notary Public
Massachusalis
Commission Expires Apr 20,

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

Rev. 03/25/13 4



SIS ST 10:40:05 a.m. 08-01 -2013 N

COMMONWEALTH OF MASSACHUSETTS
e\&@xncmm OFFICE OF HEALTH AND HUMAN SERVICES
oo Department of Public Health
t\?\‘ A Bureau of Health Care Safety and Quality
g ¥P Chauncy Street, 1th Floor, Eoston, MA 021111212
(617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL
Date: LL/“‘;[ \?)

In accordarce with the “Regulations jor the Licensure of Clinic, 105 CMR 140", the undersigned hereby
appilies for it license 1o establish and/or maintain a clinic at the premises set fbrlh below under provisions
of the Genei'al Laws, Chapter 1}1, Section 51 and 56. \\\07

I NAME OF Licenser: PO Women Health Services

2. NAME OF CLINIC: Sanl  Four Wommen ol Senice S
3. ADDRESS__|2C E-iviory o"‘w‘%@]‘ﬁ‘iﬂ{ boroc MA D2F0%
Street City or Town ' Zip Code

4. TELEPHONE: 208 222 -T955  pvan
5. LICENSE NUMBER'__Lt'iH_( Date current license expires: _u,;_ﬁl:_{__IZ

6. SERV:CES (check all that apply)
Medical .____‘{.._ Substance Abuse . Dental

Surgical -—_AL Physical Rehabilitation

Birth Center

Menta] Health

Mobile Medical __ . Transfusion

Pharmacy Radiology (MR]) ——————— Limited Services

RECEIVED

Rev, 03/25/13 2
AUG - 1 2013

MA Deg'l.‘of Public Heallh

aum 02111

N




COMMONWEALTH OF MASSACHUSETTS
ok

G,‘N UTIVE OFFICE OF HEALTH AND HUMAN SERVICES
WS Department of Public Health
R 19 Bureau of Health Care Safety and Quality

»“‘%W Chauncy Street, 11th Floor, Boston, MA 02111-1212
B | (617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL
Date: "“"/ "+ ! \3 |

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. '

I, NAME OF LICENSEE: Lot Women Health Services L.«

2. NAME OF CLINIC: Samé

3-. AbbRgss: | 0 E M OY*\;/' S sairrﬁeeén‘r “"’ﬁc%le bovro M?‘i ‘0 274073

Street City or Town Zip Code _

4. TELEPHONE: D08°222- 7555  gyar
5. LICENSE NUMBER_L_‘L:‘-_i( Date current license ei(pires: (a’ “_—_H 13

6. SERVICES (check all that apply) .
Medical Substance Abuse .~ Dental
Surgical \/ Physical Rehabilitation ———  Mental Health
Birth Center —————— Mobile Medical Transfusion
Pharmacy Radiology (MRI) - Limited Services
eg _ I T
7 ‘ i;IAME OF CLINIC ADMINISTRATOR: _

Rev. 03/25/13



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



A and

(Attach addendum for additional sites, if applicable)
Clinic Name_LOUY Women Hea ta

ServiceS
Application Date L}',/ 4’/ |4

9. Number of Outpaticngpcr year:
Less than 5,000

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.

0193943

edera entification Numoer

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
lication are true, complete and correct to the best of

my knowledge.*

Signature of App (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 \ l day of EIQ) ” 20 I ’:'2 - .
W |20\ 20 |1 -

My commission expireg on

Notary Pablic

*Note: All information contained in this appiication must be képt current.

Rev. 03/25/13 : 4



COMMONWEALTH OF MASSACHUSETTS ,
EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES -
Department of Public Health . -
Bureau of Health Care Safety and Quality
99 Chauncy Street, 2" Floor, Boston, MA 02111-1212
(617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL
Date: _ L} .15.09

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 urider provisions
of the General Laws, Chapter 111, Section 51 and 56.

1.

2.

6.

NAME OF CLINIC: QLR Women HealT™H SERVICES
‘ (if same, write same) '
. ADDRESS; |50 EMORY &7 ATTIERCRO MA 0271103
Street City or Town - Zip Code
TELEPHONE:(SO®) 222 - 1655 Fax:(S0D) 22(-2.2/9;
LICENSE TYPE: ‘
RENEWAL LICENSE: i—— Date current license expires M
SERVICES (check all that apply) -
Medical v Substance Abuse __________ Dental 2 =B -
v/ 5 %5
Surgical Physical Rehabilitation —— Mental Health %>
‘ C o . i
Birth Center —————— Mobile Medical Transfusien :; o
i \ [ oy
. , Yo
Pharmacy Radiology (MRI) : J 8 =
NAME OF CLINIC ADMINISTRATOR:




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)



o 1
Clinic Nametoue Women He(Tu Sepvices
Application Date . 15.09

9. Number of patients pgr year:
Less than 5,000
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.

20 019 39U3
Social Security Number (Voluntary)
or Federal Idcntiﬁcation Number

Note: Your social security 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:

B T ——
say that the statements contained 1n this license applicati

my knowledge.*

Subscribed and swom to before me on t}us_ML day of _APZ[_L

My commission expires on 4’% 3

Notary © Y._30 ,_oq

(Seal)

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




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)



0272272007 16:33 FAX @oo06/011

Clinic Name Yo W Wowar—

- . o
Application Date L2307
9. Number of patients per year:
Less than 5,000 .__‘(___
5,000 - 25,000
25,000 - 100,000
100,000 -

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

OY-3N039)12—

Social Security Number (Voluntary)
or Federal Identification Number

Note: Your social security 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:

I .. oo

say that the statements contained.in this license application are true. complete and correct to th
my knowledge.*

" Signature of Applicant (Individual or Person a

. actin behalf of the Individual Applicant) or Corporate
Bnasivl Cavnty MUéss6chvselrs Name

efore me W yndrsign
poblic pcrszma/:7 0Fpa9rc/ '
poved pith g’ Messechosts cInvers BY: I—
Jieense Corporate Officer (if applicable)

Subscribed and swom to before me or: this__;'_zg__ day of M_ 19 2007 .

My commission expires on ___ECEm ber g 9

(Seal)

Notary Publi o

0fa! ic

Yty Hihe @ Commmhhryof Massachusetts
. My Commission Expires

December 29, 2011
*Note: All information contained in tais application must be kept current.




!
02/22/2007 16:32 FAX _ @oo4/011

COMMONWEALTH OF MASSACHUSETTS ' Care (-
- Department of Public Health 2007 FE 2 A g |
DIVISION OF HEALTH CARE QUALITY 51
99 Chauncy Street
BOSTON, MA 02111-1212 .
(617) 753-8000 FCEIVER

APPLICATION FOR CLINIC LICENSE RENEWAL
Date: . & L”‘O?'

In accordance with the “Regulations for the Licensure of Clinic, 105 CMR 1407, the undersignec 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.

Four Wowmen, Tne

1. NAME OF LICENSEE

2. NAME OF CLINIC Four Wowmen

(if same, write same)

5. appress 150 Ewvtena STresd, (it lebovo, MA 02703

Street C-d City or Town Zip Code
4. TELEPHONE SOg- 218 SE

5. LICENSE TYPE:

(A) RENEWAL LICENSE __‘_/_ Date current license expires 'Z//I IJ OCﬂ

. 6. SERVICES (check all that apply)

Medioal —___ Alcoholism Dental
Surgical —=e——emee— Phyrsical Rehabilitation e———e— Mental Health
Birth Center === Mobile Medical Transfusion
Pharmacy MRI Radiology

7. NAME OF CLINIC ADMINISTRATOR

DPHCQ 136
Rev. 10/05/05




Chimie - 44 H]
AsSc

COMMONWEALTH OF MASSACHUSETTS
DEPARTMENT OF PUBLIC HEALTH

= A0S2.  DIVISION OF HEALTH CARE QUALITY .
99 CHAUNCY STREET il TH P e
BOSTON, MA 02111 SR QUALLTY
TELEPHONE (617) 753-8000 2 .
, ' Aik Q: /|
APPLICATION FOR CLINIC LICENSE
DATE: o ' { IO’7 [ CF ~~
- IVE D

In accordance with the "Regulations for the Licensure of Clinics, 105 CMR 140", the undersigned hereby applies for
a license to establish and/or maintain a clinic at the premises set forth below under provnsmns of the General Laws,
Chapter 111, Secnons 51 and 56.

-

~ We ol Sexy, LL
NAME OF APPLICANT

NAMEOF CLINIC __Foor  Wonmeq  +HeecddHa—Secyreas—

(if same, write same)

Aw“l’?e,[)ero i 051703

ADDRESS IsO E MQ{‘\/ St

o (Street) > (City/Town) (Zip Code)
reLepHONE 508 999 1565
LICENSE TYPE:

(A) RENEWAL LICENSE:

Date current License expires _

(B) ORIGINAL LICENSE:

(a) Initial Establishmeng: Projected opening date:

(b) Change ef Location: Projected opening date:

(© Transfer of Ownership: v Date: & ! 15 ! o7

(d) Determination of Need Project Number:

Date Approved:

SERVICES (check all that apply)
Medical R Mental Health Dental
Surgical \/ Physical Rehabilitation Alcoholism
Birth Center,

NAME AND ADDRESS OF SATELLITE LOCATIONS MA]NTAINED UNDER LICENSE:
(use separate sheet if necessary)

NAME OF CLINIC ADMINIS




Clinic Name Foor Ubmeq | Hew(th %J:‘L&S}LL(’,
Application Date : Q I' | !O ’]

9. PLEASE CHECK CATEGORY WHICH BEST DESCRIBES APPLICANT:

a) Governmental Ownership
b) L Sole Proprietorship (Individual)

c) Partnership (if limited, please check)

d) charitable (G.L.C. 180) Corporation

e) Proprietary (G.L.C. 156A or 156B)

f) Other. (specify exact nature)

10. IDENTITY OF APPLICANT - Specify below: _
If the applicant is an individual, partnership or trust, the names and ownership percentagés of such individual,
partners or trustees, except that, in the case of a limited partnership, such information shall be provided only
for each general partner and those limited partners owning five per cent or more of the partnership interest.

@ If the applicant is a for profit corporation, the names of all stockholders who hold five percent or more of any
class of the outstanding stock, specifying the percentage owned.

) If the applicant is a not-for-profit corporation, the names of the members of the corporation.

d - The name and ownership percentage of each person who directly, or indirectly has any owncrshxp interest of
five percent or more, unless otherwise provided pursuant to a), b), or ) above.

e) The names of the directors, 1f corporation.

PesiJeot™ 1007,
190 /)




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.



-4.-

(.Zlin'ic Name Foo(‘ Wemen HMHZL QN?(MS‘) :LC C
Application Date Q ' | | O()

12. IF THE PREMISES ARE LEASED, GIVE NAME AND ADDRESS OF OWNER AND THE TERM OF THE
LEASE: (Specify by site if satellites are involved

lendloads  br. Moo Rty ot RT Readkly, LLC
. Iso € mocy st
. Milebero MA 03703
bone  emtnda s 5o

13.  NUMBER OF VISITS PER YEAR:
Less than 5,000

5,000 - 25,000

25,000 - 100,000

100,000 +

I certify under the penalties of perjury that I, to my best knowledge and belief, have filed all state tax returns

£>  Four woemea. (dealth Sery Secicts.
&é‘ol‘)% 442 2

or Federal Identification Number 5 ' 5% a-—_

Note Your social security number will be furnished to the Massachusetts Department of Revenue to determine
whether you have met tax ﬁlmg or tax payment obligations. Licensee 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. c.62C s.49A.

-



15.

]

IGNAT and SEAL

1, , being first duly sworn on oath depose and say that the
statements contained in this license application are

a)-

Signature of Applicant (Individual or Person authorized

to act in behalf of the Individual Appli Senid

Subscribedand-swomtobeforeﬁeonthis l;‘ML day of ,Emg ', 2 QQ1 .
Spl. 37, - 01

b

&\ PHYLLIS J PAGLIARULO

i Notary Public
Commonwealth of Massachusetts
My Commission Expires Sept. 27, 2018

My commission expires on

(Seal)

Note: All infor;mation contained in this application must be kept current.

'Y



- COMMONWEALTH OF MASSACHUSETTS .
EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES
. 'Department of Public Health
Bureau of Health Care Safety and Quality
99 Chauncy Street, 2™ Floor, Boston, MA 0211 1-1212
- (617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL
. Date: 4L}/ Ll

In accordance with the ““Regulations for the Licensure of Clinic, 1 05 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.

-Q\ .

NAME OF LICENSEE: _Four Women Heai4lh Services

Same.

NAME OF CLINIC:
(if same, write same)
ADDRESS: |50 Emory S+ Attleboro MA- 0270
Street City or Town - Zip Code
TELEPHONE: _S50% 222755 FAX: 5O% 226 2218
LICENSE TYPE: . :
RENEWAL LICENSE: —“&H—-i Date current hcense expires M2 U—IA ne ‘L}' 20\
SERVICES (check all that apply) . . - .
Medical Substance Abuse — Dental '
Surgical ———‘1— " Physical Rehabilitation' ————— Mental Health
‘Birth Center ——— Mobile Medical ___* Transfusion
Pharmacy ___ Radiology (MRI)‘ Limited Services




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)



10.

11.

Clinic Name FOW WOWICV)

Application Date | LH "'f"/ I

Number of patients p?{ear
Less than 5,000 —————
.5,000 - 25,000

25,000 - 100,000

100,000 -

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

W 20195670
Federal 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.

Signature and Seal:

I , being first duly sworn on oath depose and
S 1 lication are true, complete and correct to the best of

my knowledge.*

' act
in behalf of the Individual Applicant) or Corporate Name

' By:

Corporate Officer (if applicable)

Subscribed and swomn to before me on this (Q day of i&i ﬁgS

*Note: All information contained in this appiic;aiion must be kept current.

ion e;cpxres .on \"\M\ ﬁ Y 20 1S
(Seal) R
[< SETH J WILLIAMS
Notary Public : .o ,f
Commonwesglth of Massachusetts ' Fye
¥ “~~mission Explres March 5, 2015 i '




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

APPLICATION FOR CLINIC LICENSE RENEWAL
pae: 4 (22019

In accordance with the “Regulations for the Licensure of Clinic, 105 CMR 1407, 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:V\O\V\V\Q/(\/ Paconngod L&O%\?Q ol N\(L&SM\JS—Q\-Q, \ne.

2. NAME OF CLINIC: A ( v ok
(if same, write same
3. ADDRESS: \056 Commnonaw o\~ Mg . @a&«of\ OANS
Street City or Town Zip Code
4. TELEPHONE: ©17-61b-) 600 EMAIL: -@{)p\m-org
5. LICENSE NUMBERM Date current license expires: 6’3\'73 —} q
6. SERVICES (check all that apply) R EC E‘
R 2 32019
Medical X Substance Abuse Dental APR 2 3.20
X MA Dept. of Public Heallh
Surgical Physical Rehabilitation —  Mental Health —ga Chauncy Street
. Boston, MA 02111
Birth Center ———— Mobile Medical Transfusion
Pharmacy Limited Services

i NAME OF CLINIC ADMINISTRATOR

Rev. 10/31/17

o



Plavwed Parenthood
Clinic Name U’Oﬂ‘}{ ofF MaStaon sAS

Application Date q- ! &?J Rol q.

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

1. Name of Clinic: 0 ague. of § - (endval conder
470 Pleasant Sk Wosxer; 01609
. Street; Suite #Floor City/Zip Code
Telephone Number: 5 -8 6Ll 3300 Days and Hours of Operation: Sel oudng &

Services offered: W\Q&Cﬂ\ £ -SU(@JK\COL\

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued: N ,/ X

| | ) _wesienn, MW
2 Nameof Clinic: 214010 d Par? a#nond \eague of Massopivierts -G do -

2550 Math @ . Sre. Qo) Spanee \ ¢, WX OWOT

Street: Suite #/Floor City/Zip Code

Telephone Number: Uls-7372 -\ p1° Days and Hours of Operation: S22 O ¥xQeine &
Services offered: Me dacal ! S\m’i cal

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued: N r} p(

3 Name of Clinic: P0ONLA Pyrentinead League & Mascadnierts — Firdlody
24 main Sx. Pirtnbowa, 01 42D

Street: Suite #Floor ~City/Zip Code
Telephone Number: 50& - 851{ ’gg 00 Days and Hours of Operation: SR MU U/\QQL
Services offered: Me_é’\ Ul\

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued: N ‘/ p\

Rev. 10/31/17

i 93]



Tlanned Paceahind
Clinic Name \ROGNY ol My aunsis

Application Date L{I /&l/ A0 10\

8, NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTAINED UNDER LICENSEE

I, Name of Clinic: & “”‘“M'PM eMNGDA Leagee, bC N\m&smus&!«ts MM\\DO(‘TS\K\V\

U Man S SHe\0 N\arlboqub\ 01352
. Street: .  Suite #/¥loor Cn:ﬁ/Z,zp Code
Telephone Number: P08 ~&% Ll ~5%00 Days and Hours of Operation: SeL oo &

Services offered: Medical

Departmerit of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued: M ,] br

2. Name of Clinic:

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

Services offered:

Department of Public Safety Certificate Issued: - Fire Certificate Tssued:

Suhstance Abuse Certificate Issued:

3. Name of Clinic:

Street; ' Suite #FIo0r ' City/7ip Code

Telephone Number: e Days and Hours of Operation: l
Services offered: ?
Department of Public Safety Certificate Issued:_____ Fire Certificate Issued: I:

“Substance Abuse Certificate Issued: ‘

Rev. 10/31/17 3 :



Planned Parenthood League of Massachusetts, Inc.
Days & Hours of Operation

Greater Boston Health Center

Mon Tues Wed Thurs Fri Sat Sun
Open 7:30am 7:30am 7:30am 7:30am 7:30am 7:30am --
Close 7:00pm 7:00pm 7:00pm 7:00pm 7:00pm 3:00pm --
Central MA Health Center
Mon Tues Wed Thurs Fri Sat San
Open 8:00am 8:00am 8:00am 8:00am 8:00am 8:00am -
Close 7:15pm 3:45pm 7:15pm 7:15pm 5:00pm 2:00pm -
Western MA Health Center
Mon Tues Wed Thurs Fri Sat  Sun
Open 8:00am 8:00am 7:45am 8:00am 7:45am -- --
Close 5:00pm 7:30pm 5:00pm 7:30pm 5:00pm - -

Fitchburg Health Center

Mon Tues Wed Thurs Fri Sat Sun
Open 10:00am 16:00am - 10:00am - - -
Close 4:00pm 7:30pm - 7:30pm - - —

Marlborough Health Center

Mon Tues Wed Thurs Fri Sat Sun
Open . -- 10:00am - 10:00am 8:00am --
Close -- - 7:30pm -- 4:00pm 1:00pm --

4/18/2019



(Attach addendum for additional sites, if applicable)

9. Number of patients per year:
Less than 5,000 ——
5,000 — 25,000

25 000 — 100 OOI

106,000 -

Clinic Name

Application Date

V\aﬂnwgafmmd

ALK

4[za 2009

10. Tcertify 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.

OU- 264 BUYF

Federal Ydentification 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:

my knowledge.*

Subscribed and sworn to before me on this

My commission expires on

ication

, being first duly sworn on oath depose and

e best of

rson authorized act
Corporate Name

Corporate Officer (if applicable)

2019

day of A’f"'; i

15{6\ Clqu' of %ep'kﬁmlg_;&(‘

20 272

/(7{1;9 et le T

Notary Public

(Seal)

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

Rev. 10/31/17

Wi, }
TEND ,""'.

“Uergg W



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

APPLICATION FOR CLINIC LICENSE RENEWAL
Date: 6‘“9\’9\‘\4:("

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: Haﬂ”@dz P@Wwﬁ\‘fﬂ) Lc’&qu o MoSach, S e,

2. NAME OF CLINIC: Planned Parentieed L—@?‘SMQ ot MasSsechusetks

(if same, write same)

3. ADDRESSOSS Cetivmn\ueatinine  DoSten ORAAS
Street ' City or Town Zip Code
4. TELEPHONE: c\*-G \CQ - JQ)C/G EMAI Pp\mo@?
o e 1
5.  LICENSE NUMBER: L y i Date current license expires: @ QB 4~
6. SERVICES (check all that apply)
Medical >( Substance Abuse ____ Dental
Surgical ><) Physical Rehabilitation — Mental Health
Birth Center ————— Mobile Medical Transfusion
Pharmacy Lithotripsy Limited Services ':
o
Lo ¥
7. NAME OF CLINIC ADMINISTRATOR: =]
LI02 € & NNr

Rev. 03/25/13 2



Pronned Pavermbead (eagwe
Clinic Na_meL@Q mﬁm% e
(O’ &c?‘\ ’ \:\‘

Application Date

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

1. Name ofCﬁnic:\P\@ﬁﬂe& Peritheed LC%?L& & (NosochusgTs ~enyol A ety
Lo Ploaseatr =y wotcesel fify (IE0A

Street: Suite #/Floor "City/Zip Code

Telephone Number: 508 "85 U(F"‘B :)f;D Days and Hours of Operation: TC W h@é)
Services offered: ‘T\’@_&\(@/\ ,, \\,\Q\J&\ C @Q

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued: —\ ,} in}

> Name of Clinic: | aned Pareatheed L@@vm@* Nassachise ks ,&)P&MY\W

e
=S50 Nen Y e oo S@»\n@%\&& DA olet
Street: Suite #/Floor City/Zip Code

Telephone Number: 15433~ Q?a(?Days and Hours of Operation: Xe waqh@c{:
Services offered: \\\@\\C@\ ) RN Q\}Gﬁ ¢ O>/Q

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued: }\D [} 'P‘

3. Name OfCliniC:r-P}@ﬁ\ﬂQA\ ?@(ﬁ‘(\‘\h&\ﬁ@ Lﬂﬁ%}?\& @% m%m@m ""?]\"\VCX\\Q&H\E})
=49] W s FCObusg (I} OIHRC

Suite #/Floor City/Zip Code
Telephone Number:xSC}g2 _ @S)’{ "Mays and Hours of Operation:&% C}&E@} AC'TB\
Services offered: me&hc FD&

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued: )\) ’) ‘QY

Rev. 03/25/13 3



Dlented Paserthoed Lo g o8
Clinic Name @ﬂa&sm SEES T
Application Date (o~ /&rl/ e

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

L Nems of Clinie: 2N Ntz Lesgve ch Massach e - Yf\aw“\\s@-%\o§h
gl N o Ste ez t\\m bﬂ)@b@n MH OAIS A

Street: Suite #/Floor Z1p Code

Telephone Number2C5 ~88H - 220 Days and Hours of Operation; SC BJ&?QQ hﬁd\
Services offered: {\W‘E’(&V\C&Q

Department of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued: }\) / PF

2. Name of Clinic:

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

Depariment of Public Safety Certificate Issued: Fire Certificate Issued:

Substance Abuse Certificate Issued:

3. Name of Clinie:

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

Services offered:

Department of Pubiic Safety Certificate Issued: Fire Certificaie Issued:

Substance Abuse Certificate Issued:

Rev. 03/25/13 3



Greater Boston Health Center

Mon Tes Wed Thurs  Fri Sat

sun
Open 7:30am  7:30am  V:30am 730am V:30am 7:30am -
Cioze 7:30pm  7:30pm 7:30pm  7:30pm 7:30pm 3:30pm -
Central MA Health Center
Maon Tues Wed Thurs  Fri Sat Sun
Cpen &800am 8:00am 8:00am &.00am &2:.00am 8:00am -
Close T7T!15pm  34dfpm 718pm 7.15pm 500pm Z:00pm -
Western MA Health Center
Mon Tues Wed Thurs Fri Sat Sun
Open &:00am  8:00am T48am  8:00am  7dbam - -
Close 5:00pm  2:00pm  S:00pm  8:00pm  5:00pm -~ -
Fitchburg Health Center
Mon Tuss Wed Thurs Fri Sat sun
Coerr 10:00a8m 10:00am = 10:00am - e ==
Close  4:00pm 7:30pm u 7:30pm I

Marlborough Health Center

Mon Ties Wed Thurs  Fri Eat Sun
Open - e 10:00am - 10:00am  8:00am -
Close - e 7:30pm - 4:00prm 1.00pm -



(Attach addendum for additional sites, if applicable)

10.

11.

p N \e Pﬁfi\[ﬁ(\\(}(}& League. O
Clinic Name W\g%& MSWS j:?@_

oAt

Application Date

Number of patients per year:
Less than 5,000

5,000-25000 —

25,000 — 100,000 14

100,000 -

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

CH-[597*

Federal 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 5.49A.

Signature and Seal:

, being first duly sworn on oath depose and
1n this license application are true, complete and correct to the best of

say that the statements contain
my knowledge.®

o Corporate Officer (if applicable)
Subscribed and sworn to before me on this___9 <. day of Swas  20_1H
My commission expires on V28 epteonipe , 2033 20
Mo Lol lor” (Seal) T,

Notary Public

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

'l‘ 4, 20, " ..l *g“s
“"mnaul“‘:

Rev. 03/25/13



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

APPLICATION FOR CLINIC LICENSE RENEWAL

Date: Qo 2,201

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: Pannen Pagermicon LEAGUE of MASIACHLSETTS, Inc,

2. NAME OF CLINIC: Al
* Services of GrREATER BoSTon

(if same, write same)

3. ADDRESS: 1655 Commemwicnur Ave  Bormoed 0221S

Street City or Town Zip Code
4. TELEPHONE: @\*=0lG=1p0  EMAIL: W_
5. LICENSENUMBER: 4134 Date current license expires: O([2.3 [20,3

6. SERVICES (check all that apply)

Medical / Substance Abuse . Dental

Surgical ‘/ Physical Rehabilitation ~——— Mental Health
Birth Center —————— Mobile Medical Transfusion
Pharmacy Radiology (MRI) Limited Services

7. NAME OF CLINIC ADMINISTRATOR: _

Rev. 03/25/13



Clinic Namewmw:;,

Application Date CH [02 [2018
8. NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTAINED UNDER LICENSEE:
1. Name of Clinic: Plannect Panewtineed league of MASSachisedtx - Comtml MA Cerier
430 Pleasans Street —_—
Street: Suite#/Floor City/Zip Code
Telephone Number: Sog- §5s4-220e Days and Hours of Operation: Plense See. o-toched
docormmen+

Services Offered: M&a‘;om
Department of Public Safety Certificate Issued: u(‘s‘zou Fire Certificate Issued: ol glzoa 3

Substance Abuse Certificate Issued: N (A

2SSO Main Strget Suite 201\

Street: Suite#/Floor City/Zip Code

Telephone Number: (13- 332 ~ 1620 Days and Hours of Operation: Please see oxttachec
clocormenst

Services Offered: Med: cal 5 Surn‘ icad

Department of Public Safety Certificate Issued: QS| 0‘2-! 2.ont __ Fire Certificate Issued: 03‘ n.|3_on.

Substance Abuse Certificate Issued: _NfA

3. Name of Clinic: Pla

- ; i, P flooe N\ Mo, M OIS
Street: Suite#/Floor City/Zip Code

Telephone Number: So€- §54~3300  Days and Hours of Operation: Plense See outtochec
dmm

Services Offered: M ediaad

Department of Public Safety Certificate Issued: gﬁ[zgﬂ 13 Fire Certificate Issued: _(&[_g_[:_o.o

Substance Abuse Certificate Issued: N/A

(Attach addendum for additional sites, if applicable)

Rev. 03/25/13 ' 3



Clinic Name Planneel Bf.gﬁ'\md
Leaque ™M R, inc.
Application Date o4 fo2/2013

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

1. Name of Clinic: Plonned Garesmtineac) League of Massacnusetts - Fiichbum

3A Nain Street 15* Flpoe Elchioum A OlH20

Street: Suite#/Floor City/Zip Code

Telephone Number: §oR-R§14-330p  Days and Hours of Operation: Please. See o ttnched
decvmenst

Services Offered: Medical

Department of Public Safety Certificate Issued: 0‘1[2‘5‘ 2013 _ Fire Certificate Issued: D&IRD‘,&IO

Substance Abuse Certificate Issued: N[ A

2. Name of Clinic: P

Al MNain Stveer Sute (@83 aocleerougn, MA 0S2

Street: Suite#/Floor City/Zip Code

Telephone Number: Sog-2§4=-32a0  Days and Hours of Operation: Please. See attrcract
decevr-eratr

Ser\;ices Offered: MNedicau

Department of Public Safety Certificate Issued: d-!l?.‘i [2.013 Fire Certificate Issued: O§{10] 2010

Substance Abuse Certificate Issued: N (A

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 Issued:

Substance Abuse Certificate Issued:

(Attach addendum for additional sites, if applicable)

Rev. 03/25/13



(Attach addendum for additional sites, if applicable)

Clinic NaméBmgd_&mhm Lepaue of
Application Date M—J—‘ 13

9. Number of Outpatients per year:
Less than 5,000 ——————
5,000 - 25,000

25,000~ 100,000 v~

100,000 -

10. Icertify 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. '

PR
Fede entification 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:

I,_Mﬂ , being first duly sworn on oath depose and
say ined in this license application are true, complete and correct to the best of

" my knowledge.*

PP
in behalf of the Individual Applicant) or Corporate Name

By:
Corporate Officer (if applicable)

Subscribed and sworn to before me on thisiﬂ\__ day of A'V il 20_13

My commission expires on, _, .luf\c, F 20 /3

— (Seal)
Notary Public Erin E, Gormley
Notary Public
/4 Commonwealth of Massachusetts
7 My Commission Expires June 7, 2013

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

Rev. 03/25/13 ' 4



COMMONWEALTH OF MASSACHUSETTS  HEAL m CARE
EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVI%’)S
Department of Public Health a2 23
Bureau of Health Care Safety and Quality
99 Chauncy Street, 2" Floor, Boston, MA 02111-1212

(617) 753-8000 o
APPLICATION FOR CLINIC LICENSE RENEWAL B

Date: ﬁpﬂ\ 13, o

c OUAurv
PH 2:3"

In cccordance with the “Regulations for the Licensure of Clinic,-105 CMR 1 40", the unders:gned hereby -
applies for a license to establish and/or maintain a clinic at the premzses set forth below under provisions’
of the General Laws Chapter 111, Section 51 and 56

o

. NAME OF LICENSEE: ﬂannc&fw”ud hood meu off MA
| NAME OF CLINIC: Planne & PM’"'U"'M()d LUWML of MA

ADDRESS; L055 Q,ommvvwéﬁi{"fk Aehue ﬁDSﬂJN MA jﬂﬂlg

Street _ "~ Cityor Town . Zip Code

TELEPﬁONE: (1. lello- WD.O. L EAX: (Ilﬂ- Q“ﬂ'/wég

LICENSE TYPE: . o . ;
. . X Iﬁl‘}’ b[zal l
RENEWAL LICENSE: - Date current license expires

.

SERVICES (check all that apply)

Medical ___,X_ Substance Abuse

Surgical —'X—— Physical Rehabilitation - Mental Health
Birth Center MobileMedical ________ Transfusion
Pharmacy . Radiology (MRI) ————— Limited Services

G

Dental . ' ;o



\

Clit;ic' Name 1M@M_M%’W of MA

Application Date A’Pﬂ\ 7//}

‘8. NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTAINED UNDER LICENSEE
L’ Name of Clinic: ﬂA\A vmd PN%‘H«»A Lmqve of MA

4 S'eer | - L0
Fo V(ﬂ%n'\’ Wo(cesbrlmzlpc”

Street: . Suite #Floor ] /City/

Telephone Number: 50% - % 54- %aoDDeys and Hours of Operation: .
Services oﬁ'ered: - . .

Department of Pubhc Safety Certlﬁcate Tssued: |l l 12 l %ﬁi Fire Certificate Issued: 4] 22/ 201\
Substance Abuse Certificate Issued: N l A’

- Nameofénnic-. Plane d ’Pw%’rkwcl e of Ma_
5550  Manm CWeet~  Sule 20| %"f\wqﬁeld

Street Suite #/Floor v " City/Ztp Code

Telephone Number: i 5-%3 7‘ - 1b2» Days and Hours of Operation:

Services offered

' Tl
Department of Publlc Safety Ceruﬁcate Issued 5 [l«é l%‘l . Fire Certificate Issued: 124 010 .

Substance Abuse Certificate Issued: A / A’

AR — thqﬁ_w MA - FLAN
L0 Pl Sheet-  Swile 109, Davis Squae Sonenatle/ 02 14y

Street: .. duite #/Floor City/Z1p (,od

Telephone Number: b l? - (0‘ b’ 1600 Days and Hours of Operation.:

Services offer.ed:

Department of Public Safety Certificate Issuedf}_\_gé _Lb_ Fire Certificate Issued: é{ﬁ\l_

Substance Abuse Certificate Issued: N / A’ _

(A;ttach addendum for additional sites, if applicable)




Clinic Neme  letned Vaueiclhood Lot 5 uof MA‘
Application Date AWL\ ZZF, 2oi -

‘8. NAME AND ) ADDRESS OF ALL SATELLITE LOCATIONS MAIN TAINED UNDER LICENSEE

1 Maw SM | Mov Lboaw 0l?52’

Street: . Suxte #/Floor . - City/ZipCode

Telephone Number SO 5- ﬁ % L Days and Hours of Operatlon

Setvices offered.

17/ - . o
Dcpartment of Pubhc Safety Certlﬁcate Issued: 5 ZIO l % Fire Certificate Issued: 5 ﬂ °¢ 20)0

Substance Abuse Certificate Issued: N I A’

5 Name of Clinic: _ﬂa_udiz_ﬂ%_&w‘aw £ MA _
2694 Mo Shreet - Wfwd /o135

Street Suite #/Floor City/Zip Code

Telephone Number: S'o?{ 4 gg 3 zm)Days and Hours of Operation:

Services oEfered

Department of Pubhc Safety Cernﬁcate Issued Z [)} . Fire Certificate Issued: _éﬁ'u{D_ -

Substance Abuse Certificate Issued: MT[ &

3. Nemeof Clinic: — L IAAReS Qmmm& ll.kgv? of MA
4] WMan Sveet _ Rlku /1420
otreet: . ' _ sSuite #loor 1ty/Zip ' Code

Telephone Number: q%' Stp- 0400 Days and Hours of Operation: .

Services off&ed:

Department of Public Safety Certificate Issued:l/_}ﬂﬁ_ Fire Certificate Issued: M’L__

Substance Abuse Certificate Issued: V\“ j A

(A;rt ich addendum for: additional sites, if applicable)

Addendum.




9.

10.

11

" my knowledge.*

. Clinic Name_212M¢d Yoot Leagve of MA

Applica.tionDate. A!’fl.( 7,4—{ 7’0“_

Number of pétients per year:
Less than 5,000
5,000 —- 25,000

25,000 — 1ooooo_X__

100,000 -

I certify under the penaltm of perjury that 1, to my best lmowledge and belief, have filed all state tax .
reiurns and pald all state taxes required under law.

Note: Your Federal Idenhﬁcatxon number will be fuxmshed 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-
ﬁlmg or tax payment obligations. Licensees who fail to correct their non-filing or delinquency will be subject to
license suspension or gvm;; This request is made under the authonty of Mass. G. L. ¢.62C s.49A.

Signature and M

), Lo ,behgﬁmdulyﬁomonoaﬂadepowénd .
! ! se application are true, complete and correct to the best of

.Corporate Ofﬁcer (if applicable)

Subscribed and swom to before me on thls_g_g_‘k_ day of :APN l 20 U

My commission expi;'espn ' NOV @ 3 20 ‘,

___Qn_b_z.é__ | (Seal).
Notary Public . ) )

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

Iy,




. COMMONWEALTH OF MASSACHUSETTS
EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES
Department of Public Health
Bureau of Health Care Safety and Quality
99 Chauncy Street, 2™ Floor, Boston, MA 02111-1212
(617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL
Date: JUAZ‘ , ‘ aoo? ‘

In accordance with the “Regulations for the Licensure of Clinié, ‘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. NMOFLICENSEE: P lanned P‘Vwﬂwvi (—eo—?;ue. ol MA

2. NAME OF CLINIC: Plarned ?““’“’W& ),eLjue of Ui

w

(if same, write same) ,
ADDRESS; /055~ Com mo g ns;:;,lf‘k Ave  Posbn P4 J2215
. : Street City or Town Zip Code

TELEPHONE: U1 _LIb 1600 rmax: 17 bre 16725

&

5. LICENSE TYPE: y-

RENEWAL LICENSE: —/— Date current license expires e lZS 09.

6. SERVICES (check all that apply)

Medical v Substance Abuse ___________ Dental
Surgical v Physical Rehabilitation —_ Mental Health
Birth Center —————— Mobile Medical Transfusion
Pharmacy ________ Radiology (MRI)

7. NAME OF CLINIC ADMINISTRATOR: -__



Clinic Name ~ 1lenned Deattivod

Application Date (0!,' lae]

' 8. NAME AND ADDRESS OF ALL SATELLITE LOCATIONS MAINTAINED UNDER LICENSEE:
E la-nne,d. Pucwﬂ-\ooo( LC‘*?)\M ol MA ‘u—’ '*H (_43

Name of Clinic:
03\ Lincoln . Woceester H&  0lLOS
Street: Suite #/Floor City/Zip Code
) | | M g.5
Telephone Number: 30K g5Y. 33¢0 Days and Hours of Operation: "L‘g? ‘o’ ;fw' A
C 0-130 e
Services offered: —Wd‘c‘\’\ |SU‘"5\(U"Q— - “'%-" 1’30, . '
ab <a 1%

Department of Public Safety Certificate Issued: 2‘ 20 \Zo \d Fire Certificate Issued H ]‘Z\ ‘l 04

Substance Abuse Certificate Issued: -M./') '

2’ Name of Clinic: P lanned puo-c('hwi LC&»&KU& of MA 3"-“52) '

.3550 Man  Stceer 3«)‘{—9 20| Ser\nqc\ckﬂ, Ma 007
Street: * Suite #/Floor v iy \"City/Zip Code
oen £-€

413.7132. |20 Tue §-%
Telephone Number: Days and Hours of Operation: Wed TR SN7Co

Services offered: 'MC&‘COJ( l 50@\60"0/ iﬁ‘-r 71‘145;"+IP

v
Department of Public Safety Certificate Issued: 6\2\- )M\ Fire Certificate Issued: _& ] 814

Substance Abuse Certificate Issued: /‘/,"4

‘}./ Name of Clinic: P(&HV\A PLL@L[(_K)L”FL

1055 Commonwea |11 Me WBoston MA 022§

otreet: Suite #/Floor City/Zip Code

M, TV, Th F “7:30 ~TSe .
Telephone Number: &7“ bib-|bo2 Days and Hours of Operation: : xya r-L. 1:30 -’-l?zns/q‘
Wed ™ Tiao- 105 )

Services offered: 'Jldw J SV'@OI\L«/\ .iA,-‘-/‘(‘.-%a -t
vr /0
Department of Public Safety Certificate Issued:_[é_\% Fire Certificate Issued: _2 kﬂa ) 03

Substance Abuse Certificate Issued: _Hk

(Attach addendum for additional sites, if applicable)




Clinic Name P‘U\M&L ()WJ

Application Date (”! l ‘fm

9. Number of patients per year:
Less than 5,000 —M8m8 ——
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.

O4z2 6984941
Social Security Number (Voluntary)
or Federal Identification Number

Note: Your social security 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:

I , being first duly sworm on oath depose and
sa is license application are true, complete and correct to the best of

my knowledge.* :
?\Mn&ol ?afa\'\'koo& (; “Guc of /‘(4,
) Y
Signature of Applicant (Individual or Person authorized act
in be
By:
C .
Subscribed and sworn to before me on tlus_’A___ dayof JUAR . 200&_
20 \&S
(Seal) R s
Sl S i
R
SR AR S
N vl -y
*Note: All information contained in this application must be kept current. I R
{ . “%—k Jeﬁlocfgtb sPAUU,gl?CERs iy J‘t‘l‘l‘l‘\“"\ ’

T 5 L COMMONWEALTH OF MASSACHUSETTS
) “_4 »'y Commission Explres April. 18, 2018

R



 COMMONWEALTH OF MASSACHUSETTS
' Department of Public Health
DIVISION OF HEALTH CARE QUALJT
99 Chauncy Street
BOSTON, MA 02111-1212
(617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWA1

Date: HJQl)OO"I

" 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 ’PUU’“"WL Purenthoodl /-c’w?ue m" MA

2. NAME OF CLINIC ’PMW‘( P“*"MLDOOL ] P(Cf?«rm H%H’( cycrv'uv '

(if same, wntesame) OF G'IFMC( Baswm

3. ADDRESS__10SS Common weath Ave \?;asra:u MA oz
Street City or Town - Zip Code

4. TELEPHONE lkl11- klb-(Loo

AN

(A) RENEWAL LICENSE 3/ Duecurrent icense expires _Lo_l.?ﬁ_\_

6. SERVICES (check all that apply)

’ I
5.  LICENSE TYPE: - == g }”l%

Medlcal -‘/_ Alf:ohollsm . Dental
Surgical —‘/——— Physical Rehabilitation Mental He.alth
Birth Center ————  Mobile Medical _— Transfusion
Pharmacy _ MRI Radiology | |

7. NAME OF CLINIC ADMINISTRATOR

DPHCQ 136
Rev. 10/05/05



Clinic Name . Plamned Paremdiuced

Application Date 4 \5‘\ \ o1

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

SATELLITES: Le
Name of Clinic: Planned Yd-(&'\“} hood a&{ye at HA

1.

b3 Lincoln &

Wotcester MA  GiLLGY

Street:

Suite #/Floor

City/Zip Code

Telephone Numbe SM——-MO §64-33¢ Days and Hours of Operation: =2& ot foched -
Serviees offered: V\Q‘A" cok A $U ‘7%\ ¢l

DPS Issued 3)‘, Z ‘l 2009

|- jlb-20070)

Fire Issued

Name of Clinic: ? LMV\QA pﬂ";&"* 1\47) éz lrﬂkfa'&“f [4) F M’t

2550 Yan- &fee;f 4429\

Street:

Z}gnm@«e\g Ha Ol10T]

Suite #/Floor City/Zip Code

Telephone Number:q 12129 b0 Days and Hours of Operation: See ath wcke A

Services offered: M‘ “\1?4 g Yo C lr‘vl,

DPS Issued '+ ' " ] Dal Fire Issued % L{i‘l ! 200 (o

Name of Clinic: = .

Street: ~“Suite AIFIooE Cifty’Zip Code
Telephone Number: Days and Hours of Operation: .-

Services offered: .

DPS Issued: Fire Issued:

(Attach addendum for additional sites, if applicable)

- Pk . en — v -t



Clinic Name 4 } anned Jgtw’e ~thouvel
Application Date ﬂ / 9 / 071 :

9. Number of p'atients per year:

Less than 5,000

5,000 - 25,000
25,000 —- 100,00i
100,000 -

10. Icertify 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.

OoOH1tz2498447]

ocial Securnity Nu oluntary
or Federal Identification Number -

Note: Your social security 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. Si

I, , being first duly swomn on oath depose and
sa s license apphcatlon are true, complete and correct to the best of

my knowledge.* LC
Planned Qutenthood sa\e of MA
ngnaturc of Applicant (Individual or Person authonzed
act in behalf of the Individual Apphcant) or Corporate
Name
By:
Subscnbed and sworn to before me on thls_ﬂi day of M}_ 4‘9’_&_
My commission expires on N l ML /I : w 200 7
M/Vu%w/lfjgl-/ (ea
Notary Public

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



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: ﬂ A ‘r}
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: U\)ﬂmm‘s H‘_mm\ St(\l](fs, g.00.

0CT 19 2017
2. NAME OF CLINIC: O (g
(if same, write same), :
3. ADDREsSS__|1] Wacvard Stecet k@foo}\\m, i (2 4y,
Street City or Town Zip Code

4. TELEPHONE: Lm) 277- (009 EMAIL: -G) par i 0y
5. LICENSENUMBER:_RA304 Date current license expires: . 23-1)
6. SERVICES (check all that apply)

Medical ‘/ Substance Abuse Dental

Surgical \’/ Physical Rehabilitation ——— Mental Health

Birth Center ———— Mobile Medical ' Transfusion

Pharmacy Lithotripgy —————— Limited Services

Rev. 03/25/13



Clinic Name lf\.)O[T\ﬁf\ls Hm”k S?f'\f\l[ts, i,

Application Date 9.98. ¥1

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:

Substance Abuse Certificate Issued:

(Attach addendum for additional sites, if applicable)

Rev. 03/25/13

Fire Certificate Issued:




Clinic Name omen 4 RLUN(LS, P(

Application Date 9 . 17

9. Number of Outpatiens visits per year:
Less than 5,0()0“IL
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.

04. 31S06LS2

Federal 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 ‘(O day of \/)(I)hb{ 20_Z20! 7 &
My commission expires on J MAADA \ 0[ 20 J Q)

Yot p o lin | (Seal)

Notary Public '

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

KRISTEN P. KOCH
Notary Pubklic

KAy
’ 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 oY
Division of Health Care Facility Licensure and Certqfication
99 Chauncy Street, 11th Floor, Boston, MA 02111 1212
(617) 753-8000

APPLICATION FOR CLINIC LICENSE RENEWAL
Date: Q. 3d7 |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 set forth below under provisions
of the General Laws, Chapter 111, Section 51 and 56.

1. NAME OF LICENSEE: li\)ﬂmer\'a Hl(’(l IH\ SGI\HC(\/ E L .

2. NAME OF CLINIC: —S0"W/

(lfsame write same)

3. appress; |1 Yarvicd Struk oo )ing , M 6244l
Street City or Town Zip Code

4. TELEPHONE: [ mﬂ,;m- (009 EMAIL:- far S . M1

5. LICENSE NUMBER:_M__ Date current license expires:

6. SERVICES (check all that apply)

Medical __l__ Substance:Abuse Dental

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

Rev. 07/01/14



Clinic Name @ﬂmmllm&‘u_&mus ) il

Application Date 1. Q7 1

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 Issued:

Substance Abuse Certificate Issued:

Rev. 07/01/14 3



(Attach addendum for additional sites, if applicable)

Clinic Name momms Hml“\ S(( V’a\ls/ P.C.

Application Date 12-27. 1b

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.

04. 31S0L52

Federal 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.

. 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 271 day of Q'.CWM 20 l U
My commission expires on 4{N\MM lq 20 [%

la/(/u‘{/\'(-) P 630{&/ “ | (Seal)

Notary Public

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

Rev. 07/01/14

o KRISTEN P. KOCH

Netary Pubiic
Commoenwealth of fasstchusetts
My Commission Expires

Janvary 19, 2018




