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 A 000 Initial Comments  A 000

A complaint investigation was conducted at 

American Women's Services (aka Associates in 

OB/GYN Care, LLC) on August 3 - 5, 2016. The 

complaint was anonymous. Complaint reference 

number: #7257492

The investigation included unannounced on-site 

visits, tour of one facility and staff interviews. The 

complaint was unsubstantiated.
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