License Number:

ABORTION FACILITY LICENSE

This is to certify that

AUSTIN WOMENS HEALTH CENTER

1902 SOUTH IH 35
AUSTIN, TX 78704

under the provision of the Health and Safety Code, Chapter 245 and the Abortion Facility
Reporting and Licensing Rules is hereby licensed.

007882 N ?H}%\w Expiration Date:
1. W N.

Dr. Courtney N. Phillips
Executive Commissioner

Must be posted in conspicuous place on premises.

Non-Transferable

09/30/2021

120169




From:BWMC
iG22 #0333 P.OOT/009

ne, Q01T 272/31=170

W":%

EXAS

ealth and Human Texas Department of State Health Services,

ervices John Hellerstedt, B.D.
. Commnissioner |

ABORTION FACILITY RENEWAL NOTICE

et

June 26, 2019
Ciient Code: 6814
AUSTIN WOMENS HEALTH CENTER License #: 07882
1902 SOUTH IH 33 Expiration Date:  09/30/2019
AUSTIN, TX 78704 Amount due: §  5,020.00

The information below reflects data currently stored in our dambase. Please review the data for accuracy. If your data does not match
our records, please select the appropriate box(es) helow.

Additionally, prior approval by the depanment is required for all design bed(systation(s) changes, location changes, changes in services,
ar a change of ownership. For additional information regarding these processes, plesse review the licensing rules at
www.dshs texas gov/facilities/defaultaspx.  Please complete, sign, date the attached renewal application, and remun it with all related
documents and your license fee, within 30 day of the expiration date to!

HHSC-ARTS
Budget: ZZ101 Fund: 170 Service Code: 529201048
P03, Box 149058
Austin, TX 78714-9058

Failure to submit your application timely may defay the renewal process. 1f you have any questions, please de not hesitate to contact the
Facility Licensing Group at (512) 834-6646.

Attachments
CHECK OFF ITEMS BELOW THAT MAY DIFFER FROM YOUR FACILITY RECORDS
» Facility Name (d/b/a): AUSTIN WOMENS HEALTH CENTER
= Facility Address: 1902 SOUTH IH 35 AUSTIN, TX 78704
| Mailing Address: 1902 SOUTH 1M 35 AUSTIN, TX 78704
; Telephone Number: 5124439395
| Fax Number: 5124437077
| Owner/Legal Name: L.L. "TAD" DAVIS
|| Owner Mailing Address: 1902 SOUTH 1H 35 AUSTIN, TX 78704
| Tax Id Number or 55 # 741947805

To the best of my knowledge, the information on this renewal notice and accompanying remewal application are true and correct i agree
1o comply with Health and Safety Code, Chapter 245 and Texas Administrative Code, Chapter 139,

:{ S {4 m Q’V\ (t h{\ ST A W iklier@brooksidewomensmedical com

Email Address

,\: e of A&mmmﬁa’forﬂ’fog,ram Sponsor/CEQ {Please Print)

*;,MC;« Q_. v % }‘3} 12— {2~ 957

Sigriture of Adminisirator/Program SponsorCEO Date Phone Mumber

PO Box 149347 » Austin, Texas 78714-9347 « Phone: B88-963-7111 - TTY: 800-735-2889 - www.dshs.texas.gov




From:BWHMC #O3I3 P.OOZ2/009

SERVICE CODE: 529201048

Reaithan{i Human
Services

Abmn Facility License Rengwal Addendum

Name of Facility: ‘CA\,A NW (\Q‘fh[@lﬂ
License Number: OO:’:—@‘ZZ

i. Administrator:
Name: 11)04(:61 KIW

Email: _ }L{:\g §a m i};’)t’i‘dﬂ Women s m%{ [ﬂ( .
Blz- Y4z -9595

Phone:

2. Personnel -
Submit names, Texas Provider Identification numbers (if Medicaid-enrolled), National
Provider Identification numbers, and license numbers and expiration dates of all

licensed professionals who provide services at the abortion facility. (Use the
attached sheet if necessary.)

Name: _ L.L. { "'Wl\ Dﬁwisi mD.
Texas Provider ID %: US 802 (02
National Provider ID #: \1}5’@‘ 4777 ("%S
License #: E-[aoll

Expiration Date: OZ’/W‘/W&I

Name: (\}ﬁ Qgi {4 &b;"w Mmp.
Texas Provider ID #: Noe.

National Provider 1D #: _ }3142%21771
License #: _ RI12]

Expiration Date: __0./2% /02|

3. Submit a copy of the organizational structure of the staffing for the facility.

Page 1 - 05/04/2018




From: BWRMC
22 #0383 P.OOR/O09

License Number: 20 ngf SERVICE CODE: 529201048

Personnel Continued:

Name: é\ﬂah Oms ;?—.M‘

Texas Provider ID #: nond
National Provider ID #: non&

License #: A106%0
Expiration Date: 05/31/?/0 y%

Name: N ssa Priny
Texas Provider ID #: o

National Provider 1D #: Viol
License #: 4510705

Expiration Date: 0% 3)/‘2/0}6?

Name: Rebetea Nidchelson
Texas Provider ID #: Nowne

National Provider ID #: __NnOV1¢

License #: a5014%

Expiration Date: o1/ ’bt/ y 20 )Y

Name:

Texas Provider ID #:
National Provider 1D #:

License #:

Expiration Date:

Name:

Texas Provider ID #:
National Provider 1D #:
License #:

Expiration Date:

Page 2 - 05/04/2018




Mavlioil Diregdor
LhTed” Davis, MO,

Practiioners
Jessica Ruiblne, M.
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Brookside Women's Medical Center, PA
dba Austin Women’s Health Center
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OB/Ii9/20 #0333 P.OOS/009

From:BWMC

Christina Laky
SR s e T e
From: vo@dshs.state.txus
Sent: Tuesday, August 06, 2019 10:30 AM
To: acctpay
Subject: Application Summary - Ref Id: 1914211.R2330.(6814
Attachments: txrasSummaryPDF_DATE190806103003_47011005188859186.pdf

Hello Kilier, Jessica

Thank you for submitting your application online. Open the attachment to see the application summary. Adobe Reader
is necessary to view the PDF. if vou do not have this software, see below for the website to downioad Adobe Reader.

To check the status of your application(s), log back into the web site, https://vo.ras.dshs.state.tx.us/, and click "Check
Status of Your Applications” on the Main Menu. Your current application(s) will appear with either a status of "Open” or
"Approved”. An "Open” status indicates the application is pending internal review by DSHS. An “Approved” status
indicates the application has been approved, and your license/permit/certification is now in the process of being issued.

if you have questions, contact the appropriate program at http://www.dshs.state.tx.us/Licensee-Registrant-
Permittee.aspx.

Click bttp://www.adobe.com/uk/products/acrobat/readstep2.html to download Adobe Reader.

*** Note: This is an automated email. Do NOT reply to this message.




From:BWRMC

& .
B TExAS
B ions
P atane Hloelin Soruea

Application summary notes

8/6/19 10:30 AM

License Type:
License Number:
Application:
Application Date:

Addresses
Mailing Address
Address:

Phone Number:

Extension:

E-mail Address:

Contact info
Name:

Address:

FPhone Number:

Extension:

E-mail Address:

DSHS

Application Summary‘

Page 1 of 1

Abortion Cin
007882
Renew ABO License

08/06/2019 (mm/ddlyyyy)

1902 SOUTH IH 35
TRAVIS

AUSTIN, TX
78704

us

5124439595

jklier@brocksidewomensmedical.com

KLIER, JESSICA
1902 SOUTH IH 35
TRAVIS

AUSTIN, TX
78704

us

5124438595

Iklier@brooksidewomensmedical.com

Fees
Total Amount Due:

$5020.00

U0 TBRIREID FIRB 100 10 oA v

#0033 P.O0OS/009




From BWHMOC #0333 P.OOT7/7009

Health Facility Program
Online Payment
Amount Paid: 5020.00
Authorization Number:
Batch Trace Number 529RG80806PRD
Payment Date: 06-Aug-19 10.36 AM
Payor Name: AUSTIN WOMENS HEALTH

Your application summary will be emailed to the email address provided.

Application Description Applicant Name Fee Trace Number
Number
6814-252 Renew ABO License AUSTIN WOMENS 5020.00 529RG80606PRD

HEALTH CENTER

Page 1 of1




OB/19/2010 56:23 #0033 P.O0OB/009

From:BWMC

Christina L?_l_(y

PR TR O R
From: vo@dshs state.tus
Sent: Tuesday, August 06, 2019 10:36 AM
Ta: acctpay
Subject: Online Payment Summary - Ref Id: 1914211
Attachments: On%inePaymentSummaryﬁDATE190806103604,_,56654782?9147327095,pdf

Helio Kiier, Jessica

Thank you for your online payment. Open the attachment to see the online payment summary,
Adobe Reader is necessary to view the PDF.

Click https://get.adobe.com/reader to download Adobe Reader.

*** Note: This is an automated email. Do NOT reply to this message.

[




D8/197/20 B:23

From:BWRMC

Christina l.akymIl

#0333 P.O09Q/009

N RS o TR
From: noreply@hhsc.state. tx.us
Sent: Tuesday, August 06, 2019 10:36 AM
Subject: HHSC Regulatory Online Transaction Receipt

Payment Receipt Confirmation

Your payment was successfully processed. You may print this receipt page for your records by selecling Print. Please click the

NO

Transaction Summary

Description Amount

HHSC Regulatory Fee $5,020.00
Texas.gov Price $5,020.00

Customer Information

Customer Name Jassica Klier

Local Reference ID 529RG80606PRD

Receipt Date 8/6/2019

Receipt Time 10:35:59 AM CDT

Payment information

Payment Type Electronic Check

Account Number 530

Order ID 360257414

Brookside Women's

Billing Name Medical Center

Billing Information

Billing Address 1902 South 1H 35
Biiling City, State Austin, TX
ZIP/Postal Code 78704

Country us

Phone Number 5124439595

Fax Number

This receipt has been emailed to the address
below.

Email Address accipay@brooksidewmc.com




Inv, 062G 1F 272/01 =170

i Health and Human
Services John Hellerstedt, M.D,
Commissioner |

Texas Department of State Health Services,

ABORTION FACILITY RENEWAL NOTICE

June 26, 2019
Client Code: 6814
AUSTIN WOMENS HEALTH CENTER License #: 007882
1902 SOUTH IH 35 Expiration Date:  09/30/2019
AUSTIN, TX 78704 Amountdue: §  5,020.80

The information below reflects data currently stored in our database. Please review the data for accuracy. 1f your data does not match
our records, please select the appropriate box(es) below.

Additionally, prior approval by the department is required for all design bed{(s)/station(s) changes, location changes, changes in services,
or a change of ownesship. For sadditional information regarding these processes, please review the licensing rules  at
www.dshs.texas.gov/facilities/default aspx.  Please complete, sign, date the atiached renewal application, and return it with all related
documents and your license fee, within 30 day of the expiration date 0

HHSC-ARTS
Budget: ZZ101 Fund: 170 Service Code: 529201048
P.0. Box 149058
Austin, TX 78714-9055

Failure to submit your application timely may delay the renewal process. 1f you have any questions, please do not hesitate to contact the
Facility Licensing Group at (512) 834-6646.

Auachments
WW@L@

; Facility Mame (d/b/a). AUSTIN WOMENS HEALTH CENTER
_| Facility Address: 1902 SOUTH IH 35 AUSTIN, TX 78704
| Mailing Address: 1602 SOUTH IH 35 AUSTIN, TX 78704
| Telephone Number: 5124439595
| Fax Number: 5124437077
] Owner/Legal Name: L.L. "TAD" DAVIS
| Owmer Mailing Address: 1902 SOUTH IH 35 AUSTIN, TX 78704

Tax 1d Number or 85 # 741947803

To the best of my knowledge, the information on this renewal notice and accompanying renewal application are true and correct. | agree
1o comply with Health and Safety Code, Chapter 245 and Texas Administrative Code, Chapter 139.

. L’ SS& (q Y'X \W @A h{&\\‘n}s%fﬁz "VY(" iklier@brooksidewomensmedical.com

of Admi program EQ (Please Print) Title / Email Address
e~ LAl 5 }5}/ 1 S 2-Y4Y3-957
B 54 of ifni £O Date Phone MNumber

U

20, Box 140347 - Austin, Texas 78714-9347 » Phone: 888-963-7111 - TTY: 800-735-2889 - www.dshs.texas.gov



SERVICE CODE: 529201048

ion Fac:llty Llcense Rengwal Addendum

Name of Facility: Q“\(\ W"\S 1’ Ed)Ha [Gmlw

License Number: OO?@%Z

1. Administrator:
Name: l-D')\Cﬁ K Z8

Email: )&4& (@4 WI ﬂat QL_?W&M%E mﬁﬂh fﬁ( . (VN
Phone: 617’ L’Mg ng{

2. Personnel -
Submit names, Texas Provider Identification numbers (if Medicaid-enrolled), National
Provider Identification numbers, and license numbers and expiration dates of all

licensed professionals who provide services at the abortion facility. (Use the
attached sheet if necessary.)

Name: _|.L. { 40‘\ Dﬂwlst Mm.D.
Texas Provider ID - S B2 (po2-
National Provider ID #: _ﬁfo‘g % CBsS
License #: _ E (o D21

Expiration Date: 07// 9’3/ Wi

Name: g}ﬁsg (4 Rkbino, mp.

Texas Provider ID #: noné,

National Provider 1D #: __} 511482177
License #: __RIlD

Expiration Date: {)'?/J/%I/ W7

3. Submit a copy of the organizational structure of the staffing for the facility.

Page 1 - 05/04/2018



L

License Number:

personnel Continued:

SERVICE CODE: 529201048

Name: fé»\ﬁh @V\r\ ;f—.u'

Texas Provider ID #: __ \oW&

National Provider ID #: noN&

License #: a106%0

Expiration Date: ' 05/ 2 3’/ U

Name: Melissa Priny

Texas Provider 1D #: e,

National Provider ID #: __ 014/

License #: %51@02%>

Expiration Date: 095]/ 2] / 2019

Name: Qolscca Nitchelson

Texas Provider ID #: Nowne.

National Provider ID #: _n0V1¢/

License #: 45074%

Expiration Date: ()’7/ L) I!/ w1

Name:

Texas Provider ID #:

National Provider ID #: .

License #:

Expiration Date:

Name:

Texas Provider ID #:

National Provider ID #:

License #:

Expiration Date:

Page 2 - 05/04/2018



Brookside Women's Medical Center, PA

dba Austin Women’s Health Center

= 4
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DSHS

Health Facility Program
Online Payment

Amount Paid: 5020.00
Authorization Number:

Batch Trace Number 529RG8O606PRO
Payment Date: 06-Aug-19 10.36 AM
Payor Name: AUSTIN WOMENS HEALTH

Your application summary will be emailed o the emall address provided,

Application Description Applicant Name
Number
6814-252 Renew ABO License AUSTIN WOMENS

HEALTH CENTER

Fee Trace Number

5020.00 528RG80606PRD

Page 1of 1



Christina Laky

From: noreply@hhsc.statebeus
Sent: Tuesday, August 06, 2019 10:36 AM
Subject: HHSC Regulatory Online Transaction Receipt

Payment Receipt Confirmation

Your payment was successiully processed. You may print this receipt page for your records by selecling Pdnt. Please click the
MO

Description Amount

HHSC Regulatory Fee $5,020.00
Texas.gov Price $5,020.00

Customer Na Jessica Kiier

Local Reference 1D 529RG80B06PRD

Receipt Date 8/6/2019

Receipt Time 10:35:58 AM CDT

Payment Type Elsctronic Check

Account Number B30

Order 1D 360257414

Brookside Women's

Billing Name Medical Center

Billing Address 1802 South 1H 35

Biilling City, State Austin, TX
ZIPiPostal Code 78704
Country us
Phone Number 5124439585
Fax Number

This receipt has been emailed to the address
below.
Email Address accipay@brooksidewmc.com




