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This report is the result of an occupancy survey 

conducted on January 13, 2020 and January 29, 

2020, at Planned Parenthood Keystone-Wilkes 

Barre which included Tele Medication Abortion 

administration. Based on the occupancy survey, it 

was determined the facility was in compliance with 

all applicable requirements of the Pennsylvania 

Department of Health's Rules and Regulations for 

Ambulatory Care Facilities, Annex A, Title 28 , Part 

IV, Subparts A and F, Chapters 551-573, 

November 1999 and the current edition of the 

Guidelines for Design and Construction of Hospital 

and Health Care Facilities.
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Rachel L. Levine, MD

Secretary of Health

Susan Coble

Deputy Secretary for Quality Assurance
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