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V000Opening Comments V000

Atthetimeofthesurvey, SummitMedical
AssociateswasincompliancewithChapter
290-5-31-.01, RulesandRegulationsforAbortion
Centers, astheresultofarelicensuresurvey.  No
deficiencieswerecited. 
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U000Initial Comments. U000

Atthetimeofthesurvey, SummitMedical
AssociateswasincompliancewithChapter
111-8-4, RulesandRegulationsforAmbulatory
SurgicalTreatmentCenters, astheresultofa
Staterelicensuresurvey.  Nodeficiencieswere
cited. 
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