DEPARTMENT OF HEALTH
AMBULATORY SURGICAL TREATMENT CENTER
APPLICATION

AMBULATORY SURGICAL TREATMENT CENTER APPLICATION

To: Health Regulations and Licensing Administration
899 North Capitol Street, NE
2nd Floor
Washington, DC 20002

We, (1)
Resident at D) DC &OOO 7
(2)

Street Address City State Zip Code

Officers of the center named below, certifying that we are twenty-one years of age or older and of
reputable and responsible character do hereby apply for a license to maintain and operate a center during
the QOI QQ calendar year subject to the provisions of District of Columbia Law 2-66, and to any
regulations and standards adopted thercunder.

Name of ambulatory surgical treatment center: m1 u_)h\!fe.h! \\ mOf)ES Cﬁl’)w

Location: l&f ) H"h ; 2*’ I\ QE ‘ ) )Qg Zl )]!]1£3I QCDQ &( ) E( Q _
Street Address City State Tele. (5 Code

Name of person in charge: LCLL)T'O_, m&uefﬁ

902 AoB3~7¢

treet Address City Stat Zip Code

Name of organization owning and conducrm g center: DWM
Metropoliton LWO-Oh nqiro N

Type of organization: Non-Profit Corp. Puvalu Corp.
(Attach lists of board officers and membets)

Class of institution for which application is made: (Check one)
[ ] General Surgery [ ] Family Planning [S¢] Other (Specify) .ﬂ bor\-ie D 561" pIce S

Transfer agreement with a hospital within twenty minutes ambulance time [»<{I Yes [ 1 No



Name of hospital: \,f\ ( &AQMV@)(QVL \ &D%O’TEC\& OO r\‘_g‘e/\

Number of surgical procedures performed in the previous ﬁscal year D_M@%Jiﬁc}o)

Application and license fee* of w ( Océo drawn payable to: [D.C.

Treasureris attached to this application. (Fee is not refundable.) There is also attached documentary
evidence of financial responsibility on the part of the applicant institution in the sum of not less than One
Hundred Thousand Dollars ($100,000.00) per occurrence and Three Hundred Thousand Dollars in the
aggregate which become readily available for the benefit of any person who may become aggrieved as the
result of the center.

Signatures of Applicants q)) Tite  CE O

) Title

Sworn and subscribed to before me this @ day of (S%ﬂ Mﬁ ‘s , 24 / Cﬂ

Notary Public for the District of Columbia

KAREN KELSEY
My commission expires NOTARY PUBLIC DISTRICT OF COL%ABIA
) —————My-Gommission Expires February-H4, 2021

NOTE: THIS FORM FOR APPLICATION OF ASSOCIATION OR OTHER NON-INDIVIDUAL APPLICANT

* Refer to license fees for ambulatory surgical centers for correct fee

District of Columbia: 8§
Subscriped and sworn to bafore me, in my prasence,

this day of, Qaﬂﬂzﬂar 20/ ¢

Karen Kelsay, Notary Pubiic, D.C.
“dy commission expiras February 14, 2021



HEALTH REGULATION AND LICENSING ADMINISTRATION
RECEIPT FORM
* Kk Kk
[ErE=agy
3 i
Government of the District of Columbia
Department of Health
Health Regulation and Licensing Administration (HRLA)
Office of Health Professional Boards 5 /é
899 North Capitol Street, NE, 1st Floor Date

Washington, DC 20002
Call Center: 1-877-672-2174 (Phone), (202) 724-5145 (Fax)

RECEIVED FROM: m_jch necdee DOB ‘Z‘/ s
FOR: ﬁmbuf&‘fbmﬁ ~4¢=P BOARD: 7’2(1 Lites

Criminal Bacléréund Check

Q Check or Money Order (ONLY) mo# @/ cc AMOUNRTES / 196 0 - 00
Clean Hands Form 000 / C? L/‘Z 0

/ Copies of Legal Name change Documents

%

N

Social Security Number

\ Signed Application for Registration % QQ
/ Two 2" x 2" Phqtos RCDBY: __/_ M
| L] {

( Copy of current License or 1D-
\\\HWS PAID IN FULL | ’MMME$ XD
) X
How wﬂs)our services? Select the feedback link on our website: http://dc.gov/page/feedback- -complaints-and-appeals 0 2 0 0 7 2

DOCUMENT COPY

Office of Finance

and Treasury

Date: 9/8/2016 3:36 PM

Office: OFT-HRLA  Term:DOH-DJXCCSY1
Batch: 44560 Batch Date: 9/8/2016
Cashier:0FT49

Trans #:22

DEPARTMENT OF HEALTH  popt. czosadss

Comment/Document: LENA SCHNEIDER

Payment Total:  §1,680.00

Payment Distribution:
4672 HCO (3230) r5450-45300 $1,680.00
CK Tendered: $1,680.00

Thark you for your paynent,
Have & nice day!






