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. oy (AUa 1VeYERs

Residentat (1)

50007

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
reputablg and responsible character do hereby apply for a license to maintain and operate a center during
the f 7 calendar year subject to the provisions of District of Columbia Law 2-66, and to any
regulations and standards adopted thereunder.

Name of ambulatory surgical treatment center: 0(](20, I 1 '/Nlo NI ( I M(‘)S@\ ()@Idkz)
Location: I&QS {%I %]L N E wagl/l({l\)m M)« QCU)Q

Street Address City State Tele. Code
i 205131484
Name of person in charge: { HU(ZCA m/lé ue V S

Medical director or principal physician:

Street Address City State ﬂip Code

rf.l .
lﬁe of org,am ]Eoon OW and conduclmg center: O[LJ!LH J Q}Q@U )qa:,(,/ O /L (é 75?0’0@/ ( /‘[}“U
Type of organ ation: Non Ploﬁl Corp OL , Private Corp.

(Attach lists of board officers and members)

Class of institution for which application is made: (Check one)

[ ] General Surgery [ ] Family Planning mOther (Specify) Qb@{g\](}f\) %QU(C

Transfer agreement with a hospital within twenty minutes ambulance time M Yes [ ] No



Name of hospital: U\O%\M\Cj\}()t\) HOSDIJYO\k G \OIK}EQQ

Number of surgical procedures performed in the previous fiscal year , Q7(ﬂ

O
Application and license fee* of éﬁ S@S © drawn payable to: “D.C.
Treasurer” is 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 ¢)) Tite CE C3

(2) Title

QL\«—\«
Sworn and subscribed to before me this " dayof .

Notary Public for the District of Columbia

My commission expires [0 ?)\ QQ

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

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

St L.‘;.."\\ District of Coiumbia: SS
'Q‘io...‘.; ?0..“ " ‘.\ S >
Vi ygsiptet thworn to, and subscribed before me on
2SS N2t © :
a3 Ta> glad
gu";‘:y‘:@: Bub = ey
., PR N ry Public's Signature
%, e;;', 213‘.‘.“' ,,!!:s . My Commission Expires L0 S! ; 'QQ
. » u !' "‘.



END OF

NAME | JOINED | " inay OFFICE

BOARD TERM
Cooper
’ June 1, June 1,

Jseﬁrey (Jefl) 5917 2023

Despres, June 1, June 1,

Sarah 2012 2018

Dreyfus, June 1, June 1,

Jennifer 2017 2023

Gonzales, June 1, June 1,

Danielle 2013 2019
Treasurer and

Goodman, June 1, June 1, Finance

Alice C. 2013 2019 Committee
Chair

Gutchess, June 1, June 1,

Susan 2011 2017*
Compliance &

Hatch, Lucia 38231 June 1, Quality

S. 2018 Committee
Chair

vev Jolene June 1, Junet, gmergi‘t?“ge

Vey, JOleNe - 5015 2021 SRS
Chair

Levy Jonas, June 1, June 1,

Rosalyn 2016 2022

Katch, June 1, June 1,

Hannah 2016 2022

Large, Anne danuiany 1, Sanlar, Board Chair

2013 2019




June 1,

Leeds, Sunita 2012

Luray,
Jennifer
(Jenny)

Mohr, Cheryl
(Cherie)

Moore, Neil
J.

Namath,
Michael

Perkins,
Jeffrey M.

Pinckney,
Jessica

Ramani,
Lakshmi S.

Shiffrin,

Peggy
Kobacker

Stein,
Dorothy

Stuart-Freas,
Caroline

Taylor, Amy

June 1,
2015

June 1,
2014

June 1,
2017

January 1,
2013

June 1,
2017

June 1,
2016

January 1,
2013

June 1,
2012

June 1,
2013

June 1,
2016

June 1,
2016

June 1,
2018

June 1,
2021

June 1,
2020

June 1,
2023

January 1,
2019

June 1,
2023

June 1,
2022

January 1,
2019

June 1,
2018

June 1,
2019

June 1,
2022

June 1,
2022

Vice Chair
and Strategic
Planning
Committee

Chair

Real Estate
Committee
Co-Chair

Audit
Committee
Chair
Development

Committee
Chair

Secretary



Taylor,
Audrey

Thomas,
John

Waxman,
Judith G.

Young,
Charlotte D.

Meyers,
Laura, CEO

June 1,
2014

June 1,
2016

June 1,
2017

June 1,
2015

June 1,
2020

June 1,
2022

June 1,
2023

June 1,
2021

President &
CEO
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DEPARTMENT OF HEALTH
HEALTH REGULATION ADMINISTRATION

INSTRUCTION FOR COMPLETING DISCLOSURE OF OWNERSHIP AND CONTROL
INTEREST STATEMENT (DC-1513)

Completion and submission of this form is a condition of participation, certification, or recertification under any of the programs
established by Titles V, XVIII, XIX, AND XX, or as a condition of approval or renewal of a contractor agreement between the
disclosing entity and the District of Columbia state agency under any of the above-titled programs, a full and accurate disclosure of

ownership and financial interest is required. Failure to submit re

to enter into an agreement or contract with any such institution

quested information may result in a refusal by the D.C. State Agency
or in termination of existing agreements.

Alltitle XX providers must complete P#
related homemaker services must com

SPECIAL INSTRUCTIONS FOR TITLE XX PROVIDERS

ut I[ (a) and (b) of this form. Only those Title XX providers rendering medical, remedial, or health
plete Parts 11 and II1. Title V providers must complete Parts [1 and II1.

General Instructions
For definitions, procedures and requirements, refer to the appropriate
Regulations:

Title V -42CFR 51a.144
Title XVIII -42CFR 420.200-206
Title XI1X -42CFR 455.100-106
Title XX -45CFR 228.72-73

Please answer all questions as of the current date. If the yes block for
any item is checked, list requested additional information under the
Remarks Section on page 2, referencing the item number to be
continued. [f additional space is needed use an attached sheet.

Return the original copy to the State agency: retain the photocopy for
your files.

DETAILED INSTRUCTIONS
These instructions are designed to clarify certain questions on the
from. Instructions are listed in question order for casy reference. No
instructions have been given for questions considered self-
explanatory.

IT 1S ESSENTIAL THAT ALL APPLICABLE QUESTIONS BE
ANSWERED ACCURATELY AND THAT ALL INFORMATION BE
CURRENT.

Item I — Under identifying information specify in what capacity the
entity is doing business as (DBA), example, name of trade or
corporation.

Item II- Self-explanatory

Item IlI- List the names of all individuals and organizations having
chrect or indirect ownership interests, or controlling interest separately
or in combination amounting 1o an ownership interest of 5 percent or
more in the disclosing entity.

Direct ownership interest is defined as the possession of stock, equity
in capital or any interest in the profits of the disclosing entity, A
disclosing entity is defined as a Medicare provider or supplier, or
other entity that furnishes services or arranges for furnishing services
under Medicaid or the Maternal and Child Health program, or health
related services under the social services program.

Indirect ownership interest is defined, as ownership interest in an
cntity that has direct or indirect ownership interest in the disclosing
cntity .The amount of indireet ownership in the disclosing entity that
is held by any other entity is determined by multiplying the
percentage of ownership interest at each level. An indirect ownership
interest must be reported if it equales 10 an ownership interest of §
percent or more in the disclosing entity. Example: if A owns 10
percent of the stock in a corporation that owns 80 percent of the stock
of the disclosing entity, A's interest equates to an 8 percent indirect
ownership and must be reported

Controlling interest is defined as the operational direction or
management of a disclosing entity, which may be miaintained, by any
orall of the following devices: the ability or authority, expressed or
reserved, to-amend or change the corporate identity (i.c. joint venture
agreement, unincorporated business status) of the disclosing entity;
the ability or authority to nominate or name members of the Board of
Directors or Trustees of the disclosing entity; the ability or authority,
expressed or reserved, to amend or change the by-laws, constitution,
or other operating or management direction of the disclosing entity;
the right to control any or all of the assets or other property of the
disclosing entity upon the sale or dissolution of that entity, the ability
or authority, expressed or reserved, to control the sale of any or all of
the assets, fo encumber such assets by way of mortgage or other
indebiedness, to dissolve the entity, or to amange for the sale or
transfer of the disclosing entity 1o new ownership or control,

Items IV-VII- Changes in Provider Status

Change in provider status is defined s any change in management
control. Examples of such changes would include: a change in
Medical or Nursing Director, & new Administrator, contracting the
operation of the facility 10 a management corporation, a change in the
composition of the ownership partnership which under applicable
State law is not considered a change in ownership, or the hiring or
dismissing of any employees with § percent or more financial interest
in the facility or in an owning corporation or any change of
ownership.

For Items IV-VII, if the yes box is checked, list additional information
requested under Remarks. Clearly identify which item is being
continued.

Item 1V- (a & b) If there has been a change in ownership within the
last year or if you anticipate a change, indicate that date in the
appropriate space

tem V- it the answer 1s yes, list name of the management firm and
employer identification number (EIN), or the name of the leasing
orgamzation. A management company is defined as any organization
that operates and manages a business on behalf of the owner of that
business, with the owner retaining ultimate legal responsibility for
operation of the facility.

Item VI- If the answer is yes, identify which has changed
(Administrator, Medical Director, or Director of Nursing) and the date
the change was made. Be sure 10 include name of the new
Administrator, Director of Nursing or Medical Director, as
appropriate.

Item VII- A chain affiliate is any free-standing health care facility
that is either owned, controlled, or operated under lease or contract by
an organization consisting of two or more free-standing health care
facilities organized within or across State lines which is under the
ownership or through any other device, control and direction of a
common party. Chain afliliales include such facilities whether public,
private, charitable or proprictary. They also include subsidiary
organizations and holding corporations. Provider-based facilitics. such
as hospital-based home health agencies, are not considered 1o be chain
affiliates

Item VIII -If yes, list the actual number of beds in the facility now
and the previous number.
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B DEPARTMENT OF HEALTH

HEALTH REGULATION ADMINISTRATION
o]

DISCLOSURE OF OWNERSHIP AND CONTROL INTEREST STATEMENT

[dfnﬁiﬁzgo?}goimalinn nl n DI/B/A Provider No. Vendor No. | Telephone No.
'nnuajf Ptenteed o koo Mcdnmjmm DD -0l Q09 378500
28 Hth S NF LU et N Bnona,

II. Answer the following questions by checking “Yes” or “No”. If any of the questions are answered “Yes”,\lis)t names and addresses of individuals or
corporations under Remarks on page 2. Identify each item number to be continued.

A.  Are there any individuals or organizations having a direct or indirect ownership or control interest of 5 percent or more in the institution,
organizations, or agency that have been convicted of a criminal offense related to the involvement of such persons, or organizations in any
of the programs established by Titles XVII, XIX, or XX?
JYes % 0

B.  Are there any directors, officers, agents, or managing employees of the institution, agency or organization who have ever been convicted of
a criminal offense related to their involvement in such programs established by Titles XVII, XIX, or XX?
L Yes C)N 0

C.  Are there any individuals currently employed by the institution, agency, or organization in a managerial, accounting, auditing, or similar
capacity who were employed by the institution’s organization’s, or agency’s fiscal intermediary or carrier within the previous 12 months?

(Title XVII providers only)
] Yeso

II. (a.) List names, addresses for individuals, or the EIN for organization having direct or indirect ownership or a controlling interest in the entity.
(See instructions for definition of ownership and controlling interest.) List any additional names and addresses under “Remarks” on Page 2.
If more than one individual is reported and any of these persons are related to each other, this must be reported under Remarks,

Name Address EIN

(b) Type of Entity:  C_ Sole Proprietorship 71 Partnership _ Corporation
[} Unincorporated Associations 7 Other (Specify)

ions under Remarks,

Check appropriate box for each of the following questions
(d) Are any owners of the disclosing entity also owners of other Medicare/Medicaid facilities? (Example, sole proprietor, partnership or members of
Board of Directors.) If yes, list names, addresses of individuals and provider numbers.
I Yes D‘Nﬂ

Name Address Provider Number

Form DC-1513 (02/04) Page 1
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IV.  (a) Has there been a change in ownership or control within the last year? = Yes MO
If yes, give date
(b) Do you anticipate any change of ownership or control within the year? [ Yes (§<No
If yes, when?
(¢) Do you anticipate filing for bankruptcy within the year? C Yes @Q\Io
If yes, when
V. Is this facility operated by a management company, or leased in whole or part by another organization?  Yes mo
If yes, give date of change in operations
V1. Has there been a change in Administrator, Director of Nursing or Medical Director within the last year? = “,'.’es %
VIL. (a) Ts this facility chain affiliated? (If yes, list name, address of Corporation, and EIN) "I'Yes OQNO
Name EIN#
Address
VIIIL Have you increased your bed capacity by 10% or more or by 10 beds, whichever is greater, within the last 2 years?

1Yes (No

If yes give year change

Current Beds Prior beds

WHOEVER KNOWINGLY AND WILLFULLY MAKES OR CAUSES TO BE MADE A FALSE STATEMENT OR REPRESENTATION OF THIS

STATEMENT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS. IN ADDITION, KNOWINGLY AND WILLFULY FAILING
TOFULLY AND ACCURATELY DISCLOSE THE INFORMATION REQUESTED MAY RESULT IN DENIAL OF A REQUEST TO PARTICIPATE OR WHERE THE
ENTITY ALREADY PARTICIPATES, A TERMINATION OF ITS AGREEMENT OR CONTRACT WITH THE D. C. STATE AGENCY AS APPROPRIATE,

Name of Authorized Representative (1yped) Title
Signature Date
Remarks

Form DC- 1513 (02/04) Page 2
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Health Regulation and Licensing Administration

“CLEAN HANDS” SELF-CERTIFICATION FORM

TO THE APPLICANT:

Please read the following statement carefully before signing. A false statement on this
Certification requires that the Department proceed immediately to revoke the license or permit
for which you are now applying and fine you $1,000.00. This Self-Certification Form is required
by the “Clean Hands Before Receiving A License or Permit Act of 1996”, effective May 11,
1996, as amended, (D.C. Law 11-118; D.C. Official Code § 47-2861 et seq.) (2015).

I {_, VT ) S certify that as of /{O.MMM\ Q—L

Print Name Clearly DateJ ()

(1) Ido not owe more than $100 to the District of Columbia Government in outstanding fines,
penalties, or interest assessed pursuant to the following acts or any regulations promulgated
under the authority of any of the following acts, the:

(A) Litter Control Administrative Act of 1985, effective March 25, 1986 (D.C. Law 6-
100; D.C. Official Code § 8-801 et seq.);

(B) Ilegal Dumping Enforcement Act of 1994, effective May 20, 1994 (D.C. Law 10-
117; D.C. Official Code § 8-901 et seq.);

(C) District of Columbia Traffic Adjudication Act of 1978, effective September 12, 1978
(D.C. Law 2-104; D.C. Official Code § 50-2301.01 et seq.);

(D) Department of Consumer and Regulatory Affairs Civil Infractions Act of 1985,
effective October 5, 1985 (D.C. Law 6-42; D.C. Official Code § 2-1801.01 et seq.);

(E) District of Columbia Taxicab Commission Establishment Act of 1985, effective
March 25, 1986 (D.C. Law 6-97; D.C. Official Code § 50-301 et seq.); or

(F)  The Compulsory/No-Fault Motor Vehicle Insurance Act of 1982, effective September
18, 1982 (D.C. Law 4-155; D.C. Official Code § 31-2401 et seq.);

899 North Capitol Street, N.E. * 2nd Floor « Washington, D.C. 20002 * Phone (202) 724-8800 « Fax (202) 724-8677

Department of Health o semenb



I also certify that I do not owe:
(2) More than $100 to the District of Columbia Government in past due taxes;
(3)  Fines assessed to car dealers pursuant to § 50-1501.02(i);

(4) Parking fines or penalties assessed by another jurisdiction; provided, that a reciprocity
agreement is in effect between the jurisdiction and the District;

(5) Past due District of Columbia Water and Sewer Authority service charges or fees;

(6) A vehicle conveyance fee, as that term is defined in § 50-2302.01(%1);

(7)  The District more than $ 100 in outstanding fines, penalties, or interest;

And, I further certify that:

(8) Thave filed required District tax returns; [and]

(9)  Ido not owe the District any past due fines, penalties, or past due restitution on behalf of an
employee due to a violation of Chapter 13 of Title 32, Chapter 1A of Title 32, Chapter 10
of Title 32, or Subchapter X-A of Chapter 2 of Title 2.

I understand the Department will move to immediately revoke each license or permit for which

I am applying that contains a false certification, and to fine me $1,000.00 for each false

certification.

I understand that the Department may conduct an investigation to ascertain the veracity of this
certification.

I further understand that this Certification is required to accompany my application for a license
or permit, and that by completing this Certification, I am not guaranteed that my license or
permit will be approved.

(,@w/ua /(/]/UA/\/MJB

PRINT NAME O

/m;wz/w \/90 /|

SIGNATURE OF APBPLICANT

899 North Capitol Street, N.E. « 2nd Floor » Washington, D.C. 20002 « Phone (202) 724-8800 « Fax (202) 724-8677





