RN

Department of Health
and Environment

State of Kansas
Medical Care Facility License

Facility: South Wind Women’s Center, LLC
5107 East Kellogg Drive
Wichita, Kansas 67218

County: Sedgwick

State ID: S-087-025

Is hereby granted a license by the Secretary of Health and Environment to conduct a
medical care facility designated a

Ambulatory Surgery Center
This license is subject to the provisions of KSA 65-425 through 65’-441 and unless

sooner revoked or suspended for failure to comply with the requirements of said law,
this license shall remain in effect upon filing by the agency of an annual report as

prescribed. »
mm/\

Secretalif of Health and Enviro?rﬁent

Approved for Fire Safety

Kansas Department of Health and Environment
Bureau of Community Health Systems
Health Facilities Program
1000 SW Jackson, Suite 330
Topeka, Kansas 66612-1365
Telephone: (785) 296-1200




Phone: 785-296-0131

Fax: 785-291-3419
jsmith@kdheks.gov
www.kdheks.gov/bhfr/index.hitml

Joyce Smith, Director
Health Facilities Program
1000 SW Jacksou, Suite 330
Topeka, KS 66612-1365

Robert Moser, MD, Secretary Department of Health & Environment Sam Brownback. Governor

July 31, 2014

South Wind Women’s Center, LLC
5107 East Kellogg Drive
Wichita, Kansas 67218

Re: Initial Kansas Ambulatory Surgery Center License
Kansas State ID No.: S-087-025

Dear Ms. Burkhart,

I am enclosing a medical care facility license which recognizes the South Wind Women’s Center,
LLC to be an ambulatory surgical center as defined at KAR 28-34-50 et seq., set forth by the State of
Kansas with the effective date of July 25, 2014. This license will remain in effect upon filing the next
annual report, 30 days prior to the effective month.

As an ambulatory surgical center, your facility is recognized as a medical care facility and
must ensure compliance with provisions of the Kansas Risk Management Program. The facility risk
management plan needs to be submitted to the risk management specialist in this office for approval.
Should you have any questions related to risk management, you may contact Angela Jirik at (785)
291-3552 at any time.

As a medical care facility licensee, you will also need to remain in compliance with the
Health Care Provider Insurance Availability Act (KSA 40-3401 et seq.) which requires all medical
care facilities licensed by the Kansas Department of Health and Environment to maintain
professional liability insurance. Please provide this office the name of the insurance company
providing professional liability coverage on behalf of the facility, the policy number for the coverage,
and the effective date of the coverage. This information should be provided within the next 30

days.

Separate correspondence related to your designation as a Medicare certified ambulatory
surgical center will be forwarded directly to you from the Centers for Medicare & Medicaid (CMS)
Services regional office. If you have further questions or comments, please feel free to contact me.

Sincerely, o~ w
. { \
Q@fj&// 5@

JoyCe Smith, Director
Health Facilities Program

Enclosure




i
M Tnitial KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT 7], 74 (
Bureau of Community Health Systems & Health Facilities Program a
0 Renewal
(1 Change Owner Initial Application, Annual Report or Change of Ownership(s) i
g LICENSE APPLICATION FOR MEDICAL CARE FACILITY ‘S, 02)

DIVISION OF HEALTH 7/
IDENTIFICATION:

A. Classification of License Requested: (dGeneral Hospital ~iﬁ\SC QCritical Access Hospital QSpecial Hospital

B. Name of Facility: gOMW\ \/\)\V\L{ \)\}OWV\\S C/QMQC LLC (Email) l\k)b(( Kl’]arl’ a)‘rl’( us{'wol"lznﬁ

N
C. Facility Address: 5\0Fe K@”%ﬂ Dr, City \/\];‘(‘/\/\ ) ‘|'&/ Zip _j@ E}ng
D. Chief Executive Officer: ﬁ |(Q/ A \)%L((’(l/laf‘{/ Phoneglb' V2§|3al s/Fax’%I ¢ -S[Qg] /gygl
II. CONTROL AND GOVERNING AUTHORITY

A.- Disclosing Entity’s Name: Sd4+l/\ \A}M'O( ’/\/OW|5 C}(‘I)U-Qﬂdress 57 O?' E, KQH a‘-';'lj) l/*/f @[(J’C&//KS

B. Type of Entity QO 1. Sole Proprietorship (1 2. Partnership U 3. Joint Venture Q 4. Corporation for profit Q5. Corporation (p?&l g
not for profit

Q 6. Government - Type Q 7. Other (Explain) XS. Limited Liability Company

COMPLETE THE BOXES BELOW WITH THE INFORMATION AS FOLLOWS FOR THE DISCLOSING ENTITY LISTED ON
LINE A. ABOVE.

1. List the name(s) and addresses of each person who has any direct or indirect ownership of 5 percent or more in entity listed
above.

2. List each person who is the owner (in whole or in part) of any mortgage, deed or trust, note or other obligation secured (in whole
or in part) by such facility or any of the property or assets of such facility.

3. If the disclosing entity is organized as a corporation, attach a list showing the names and address of each officer and director.

4. Tf the disclosing entity is organized as a limited partnership or limited liability company, please describe each limited liability for
each 5 percent owner, and for all general partners.

5. If the disclosing entity is a governmental unit, attach a list showing the names and addresses of each responsible official
(i.e, county commissioner).

“X” IVIDUAL NAM DRE i E
INDICATE WITH “X INDIVIDUAL E ADDRESS nQQGﬁM& STAT
- . (or Attachment) N\EO\GP LN
5| E3 .| 2 200
O |5EL =% g 5 9 Y
e E g; Q5 5*5 [ FE ~
glS [583558 |8 \TES
MERERCEEE a ?&C\\"
5 S|E |REsEsE |HE epyn
$18|2 |E2%53-2 |3 WERY
HHEREL T E [y M@M L 5
| i e <A &= 38 “ /( 450 S‘?/Q/ e _éé/

Do Not Write Below This Line Agency Use Only

Effective Date Nl [y 25 ; N) ’{ License ID Nox Q 0Ok 7 25
Renewal Date /)ZZ dzjl /[ 4 7 Q/ )/ Approved By ‘;)i (\\K




III. GENERAL INFORMATION:
A. (FOR HOSPITALS ONLY) Number of Beds: general long-term-care bassinets

List any other beds type and amount of beds licensed under this hospital license

B. Number of Active Medical Staff QQ

C. Total Number of All Categories of Medical Staff g@

D. Check the ONE box that applies:

7 The applicant is licensed only < m"ho\" &Wl IMNM)

O The applicant is licensed and accfedited
O The applicant is licensed, accredited and deemed to participate in Medicare by an approved
accrediting organization. Attach the current survey and the decision letter to this application.

E. Indicate Accrediting Organization and the expiration date

F. The licensing regulations include standards for optional organized services, departments, or units.
Check those below that are provided by your facility.

X\/surgery department }(social services department
O obstetrical department occupational therapy department
O pediatric department tuberculosis treatment
= outpatient department alcoholism treatment
O psychiatric department intensive/coronary care units
O physical therapy department long-term care units
0O inhalation/respiratory therapy department radiology
O dialysis

e ] e o

G. Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate or waiver?
% YES Ifyes, please attach copy a of the Certificate of Registration

O NO Contractor’s CLIA number

Ju/éf 4 @u//dmﬂ[’
@ /6. S 13315 2¢ o8 Dol

Telephone Number Date

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical care facility is
subject to provisions under the Kansas Law.

Returnto:  Kansas Department of Health and Environment
Bureau of Community Health Systems
Health Facilities Program
1000 SW Jackson St., Suite 330
Topeka, Kansas 66612

Phone Number (785) 296-1258 Fax Number (785) 291-3419

Form Hospital 200 (Rev 07/12)




Search Results

Kansas State Board of Nursing - Official License Verification

License Number Search on 59351

Color Legend: The following colots ate used to indicate license status.

ActiveInactiveLapsedExemptRevoked

Data last updated on Thursday, July 31, 2014 10:45:16

License Method : 14 - RN in Kansas: originally licensed from another state
License : 59351

Last Name : Gomes

Middle Name :

First Name : Elizabeth

IV Certified :

Professional .
Desaripiion ; (RN) Registered Nutse
Original Issue Date : 10/24/1988
Expiration : 11/30/2014

Status : Active

Alert List :

The Kansas State Board of Nursing License Verification Page is the official verification Web site of
the Kansas State Board of Nursing (http://www.ksbn.otg/) .

The Kansas.gov (http://www.kansas.gov/) Web site receives the license verification information directly
from the Kansas State Board of Nursing database and is protected from alteration by unauthorized
individuals by using encryption technology.

The Kansas State Board of Nursing License Verification System is considered a primary soutrce for Kansas
State Board of Nursing data. It is the same information the Kansas State Board of Nursing provides

through other means and 1s true and complete to the best of our knowledge.

Each nurse record displayed on the Kansas State Board of Nursing License Verification System contains the
date when the record was updated.




Lois Wilkins

_— ]
From: burkhart julie@gmail.com on behalf of Julie Burkhart <jburkhart@itrustwomen.org>
Sent: Thursday, July 31, 2014 11:29 AM
To: Lois Wilkins
Subject: Re: TW Board Members. One more question?
Lois,

Thank you. I am not a nurse.

Our Director of Nursing - Elizabeth Gomes is our RN/Risk Manager

KS License # 59351

Please let me know if you need anything else. Julie

On Thu, Jul 31, 2014 at 11:09 AM, Lois Wilkins <LWilkins@kdheks.gov> wrote:

Ms. Burkhart,

Are you a nurse? If not whom shall I list as the RN/Risk Manager or someone with medical
credentials for our data base?

Thank you,
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B Ka'?iness Center

Simple Steps for Success

Thinking | ! Starting Maintaining : Closing

Business Entity Search

Date: 07/31/2014
Be advised the business information on this page is for summary informational purposes only. It is not an official filing with the
Secretary of State's office and should not be relied on as such. Please view actual documents filed by customers with the secretary

of State's office to ensure accurate information. When filing a Uniform Commercial Code statement on an entity, consult with your
attorney to ensure the correct debtor name.

Business Summary

Current Entity Name Business Entity ID Number
SOUTH WIND WOMEN'S CENTER LLC 6710966
[ File Name Change Online § ( View History and Documents }

Current Mailing Address: Julie Burkhart - 5107 E Kellogg Dr, WICHITA, KS 67218 ( Update |

Business Entity Type: KANSAS LTD LIABILITY COMPANY

O 4
Date of Formation in Kansas: 11/19/2012 /A
&S

State of Organization: KS C7
Current Status: ACTIVE AND IN GOOD STANDING 7 )/) %
| Certificate of Good Standing | 7J

Resident Agent and Registered Office

Resident Agent: JULIE BURKHART

Registered Office: 6505 E CENTRAL AVE 112, WICHITA, KS 67206 @(&%

[ Update Resident Agent/Office |

0%
Annual Reports V\

The following annual report information is valid for active and delinquent status entities only.

Tax Closing Month: 12

The Last Annual Report on File: 12/2013

Next Annual Report Due: 04/15/2015 ( File Online

Forfeiture Date: 07/15/2015

[ Close Your Business |

Be advised the business information on this page is for summary informational purposes only. It is not an official filing with the
Secretary of State's office and should not be relied on as such. Please view actual documents filed by customers with the secretary
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Business Entity Search
Date: 07/31/2014

Be advised the business information on this page is for summary informational purposes only. It is not an official filing with the
Secretary of State's office and should not be relied on as such. Please view actual documents filed by customers with the secretary

of State's office to ensure accurate information. When filing a Uniform Commercial Code statement on an entity, consult with your
attorney to ensure the correct debtor name.

Business Summary

Current Entity Name Business Entity ID Number
TRUST WOMEN FOUNDATION INC. 4747515
[ File Name Change Online | [ View History and Documents }

Current Mailing Address: JULIE BURKHART - 5107 EAST KELLOGG DRIVE, WICHITA, KS 67218 ( Update |

Business Entity Type: FOREIGN NOT FOR PROFIT

Date of Formation in Kansas: 08/30/2013

State of Organization: DC (7

Current Status: ACTIVE AND IN GOOD STANDING &O

| Certificate of Good Standing | O 466,

Resident Agent and Registered Office 8

Resident Agent: JULIE BURKHART %
/

Registered Office: 5107 EAST KELLOGG DRIVE, WICHITA, KS 67218

Update Resident Agent/Office | Q/

Annual Reports

The following annual report information is valid for active and delinquent status entities only.

Tax Closing Month: 12

The Last Annual Report on File: 00/0000

Next Annual Report Due: 06/15/2015 ( File Online

Forfeiture Date: 09/15/2015

| Close Your Business |

Be advised the business information on this page is for summary informational purposes only. It is not an official filing with the
Secretary of State's office and should not be relied on as such. Please view actual documents filed by customers with the secretary



Trust Women Board Members

Julie Burkhart, Wichita, KS — CEO
o 161 S Belmont, Wichita, KS 67218
Amber Lockner, Wichita, KS — Treasurer
o PO Box 616, Perkins, OK 74059
Tiffany Reynolds, Raleigh, NC
o 130 Sunstone Dr, Cary, NC 27519-7029
Keith Sellers, Wichita, KS
o 161 S Belmont, Wichita, KS 67218
Tanya Aziz, Wichita, KS — Chair
o 1807 N Black Locust Ct, Andover, KS 67002-7552,
Anthony Tenbrink, Wichita, KS
o 139 N Vine St, Wichita, KS 67203-5840
Erin Kenny, Springfield, MO
o 1613 N Washington Ave, Springfield, MO 65803-2850
Omare Ogisi

o 2019 W Ute St, Tulsa, OK 74127-2204



South Wind Women’s Center — Questions for Medical Care Facility

1. Direct Ownership: Trust Women Foundation, Inc., 200 W. Douglas Ave., Suite 600, Wichita, KS
67202.

2. Mortgagor: Kellogg Investments, LLC holds the deed for the property.

3. Director/Officers: Non-applicable

4. Limited Liability: Trust Women Foundation, Inc. is the sole member of the limited liability
company

5. Elected Officials: Non-applicable



Phone: 785-296-0131

Fax: 785-291-3419
jsmith@kdheks.gov
www.kdheks.gov/bhii/index.html

Joyce Smith, Director
Health Facilities Program
1000 SW Jackson, Suite 330
Topeka, KS 66612-1365

Susan Mosier, MD, Interim Secretary Department of Health & Environment Sam Brownback, Governor

June 18, 2015

South Wind Women’s Center
5107 East Kellogg Drive
Wichita, Kansas 67218

Medical Care Facility License Approval Letter for July 2015
Kansas State ID No.: S-087-025

Dear Ms. Burkhart,

Your application for the ambulatory surgery center has been received and approved for July
2015. The new effective dates will be from July 1, 2015 until July 1, 2016. I would suggest you
maintain a copy of this letter for individuals requesting the effective dates of the ASC license.

As a medical care facility you will continue to be required to complete an annual report each
year.

Your license includes a statement that indicates the provisions of KSA 65-425 through 65-441
applies, unless sooner revoked or suspended for failure to comply with the requirements of said
law. Your license shall remain in effect upon filing the next annual report as prescribed by law.
A new license will be issued upon a change in the name on the face of the license or change in
the address.

Your compliance with this licensing agency is appreciated. If my staff can be of any assistance to
you, do not hesitate to contact our office.

Thank you, )

ra
Joyce/Smith, Director
Health Facilities Program




01 Tnitial KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT
\\E\R enewal Bureau of Community Health Systems & Health Facilities Program
[ Change Oviner Initial Application, Annual Report or Change of Ownership(s)
: LICENSE APPLICATION FOR MEDICAL CARE FACILITY

DIVISION OF HEALTH )
. “20/\)\
I. IDENTIF ICATION :

A. Classification of License Requested: (General Hospital ‘@\SC UCritical Access Hosp1ta1 EISpemal Hospital

B. Name of Facility: \S‘:}W\NWD WDME\\\ S (IEMTEQ. (Email)
C. Facility Address: |0 _E [ ng Drive Ccy\chdn oz (T
D. Chief Executive Officer: \/r (L(MJ i"%\A,VlLV\aH: ‘ Phone zi[{)“ L}%‘B&)ﬁ Fax 2)(9 ’4353 451

II. CONTROL AND GOVERNING AUTHORITY

A, Dis'closing Entity’s Name:’rQuST \]\h)ma\) ﬁi)MD‘WD}\l Addressf)iDﬂ E k@UDQQDf Nﬁhﬁ'ﬂ\ kS llﬂg') 8

B. Typc of Entity QO 1. Sole Propnetorshlp 2. Partnership O 3, Joint Venture Q1 4. Corporation for profit WS Corporation
: not for profit

Q 6. Government - Type Q7. Other (Explain) (1 8. Limited LiébilityACompany

COMPLETE THE BOXES BELOW WITH THE INFORMATION AS FOLLOWS FOR THE DISCLOSING ENTITY LISTED ON
LINE A. ABOVE.

1. List the name(s) and addresses of each person who has any direct or indirect ownershlp of 5 percent or more in entity listed

above.
2. List each person who is the owner (in whole or in part) of any mortgage, deed or trust, note or other obhga’aon secured (in whole

or in part) by such faclhty or any of the property .or assets of such facility.
3. Ifthe disclosing entity is organized as a corporation, attach a list showing the names and address of each officer and director.

4. Ifthe disclosing entity is organized as a limited partnership or limited hablhty company, please describe each limited liability for

each 5 percent owner, and for all general partners.
5. Ifthe disclosing entity is a governmental unit, attach a list showmg the names and addresses of each responsible official

(i.e, county commissioner).
STATE

INDICATE WITH “X”* . INDIVIDUAL NAME ADDRESS ' CITY -
“(or Attachment)
(| E 528,38 |2 Macunent
§|S |2538g% |5 |
THEREEL LY KDHE
o|g|8 |gxgdsE |§ JUN
T =] .
JEERE L UN 1 - 2015
N . . B a N -
| o] e <A a2 88 i HealthF pi]jt}‘espjugram_

Do Not Write Below ThlS Lme Agency Use Only

Effective Date M 1 Q—D License ID No. S Q) f O

Renewal Dare ___\., M&\:‘ ¢ ,lé 2! la Approved By (., w




III. GENERAL INFORMATION:
A. (FORHOSPITALS ONLY) Number of Beds: general | long-term-care bassinets

List any other beds type and amount of beds licensed under this hospital'license

B. Number of Active Medical Staff l

C. Total Number of All Categories of Medical Staff i’\

D. Check the ONE box that applies:

_ [:ﬁ\ The applicant is licensed only

| g The applicant is licensed and accredited

O The applicant is licensed, accredited and deemed to pamc1pate in Medicare by an approved
accrediting organization. Attach the current survey and the decision letter to this application.

E. Indicate Accrediting Organization and the expiration date

F. The licensing regulations include standards for optional organized services, departments, or units.
Check those below that are provided by your facility.

S, Surgery department O Social services department
0O Obstetrical department O Occupational therapy department
0 Pediatric department O Tuberculosis treatment
. Outpatient department O Alcoholism treatment
0 Psychiatric department . 0 Intensive/coronary care units
00 Physical therapy department 0 Long-term care units
0 Inhalation/respiratory therapy department O Radiology

O Dialysis

G. Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate or waiver?

'ﬁ YES Ifyes, please attach copy a of the Certificate of Registration

O NO Contractor’s CLIA number

The underSIgned is authorized to represent the governing body, corporation, organization, individual, or

_p: sk m whom is-yested the responsibility for operation of the facility and certifies that the above
" inforing correct. 7L
" moz uC«e A /&arﬁ il
/§ ature " Title Prmt Name
(6. 3¢0.LT3Y g e 2o(S
Telephone Number - Date O

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical care facility is
subject to provisions under the Kansas Law.

Return to:  Kansas Department of Health and Environment
Bureau of Community Health Systems
Health Facilities Program
1000 SW Jackson St., Suite 330
Topeka, Kansas 66612

Phone Number (785) 296-1258 Fax Number (785) 291-3419

Form Hospital 200 (Rev 07/12)



CENTERS FOR MEDICARE & MEDICAID SERVICES
CLINICAL LABORATORY IMPROVEMENT AMENDMENTS
CERTIFICATE OF COMPLIANCE

LABORATORY NAME AND ADDRESS CLIA ID NUMBER

SOUTH WIND WOMEN'S CENTER 17D2056639
5107 EAST KELLOGG DRIVE
WICHITA, KS 67218 EFFECTIVE DATE

11/12/2014

LABORATORY DIRECTOR EXPIRATION DATE

CHERYL CHASTINE MD DIRECTO 11/11/2016

Pursuant to Section 353 of the Public Health Services Act (42 U.S.C. 263a) as revised by the Clinical Laboratory Improvement Amendments (CLIA),
the above named laboratory located at the address shown hereon (and other approved locations) may accept human specimens
for the purposes of performing laboratory examinations or procedures.
This certificate shall be valid until the expiration date above, but is subject to revocation, suspension, limitation, or other sanctions
for violation of the Act or the regulations promulgated thereunder.

U
Karen W. Dyer, Acting Director

Division of Laboratory Services
Survey and Certification Group
Center for Clinical Standards and Quality

215  Certs2_051915

If you currently hold a Certificate of Compliance or Certificate of Accreditatioh, below is a list of the laboratory
specialties/subspecialties you are certified to perform and their effective date:

LAB CERTIFICATION (CODE) EFFECTIVE DATE LAB CERTIFICATION (CODE) EFFECTIVE DATE

ABO & RH GROUP (510) 11/12/2014

FOR MORE INFORMATION ABOUT CLIA, VISIT OUR WEBSITE AT WWW.CMS.GOV/CLIA
OR CONTACT YOUR LOCAL STATE AGENCY. PLEASE SEE THE REVERSE FOR
YOUR STATE AGENCY’S ADDRESS AND PHONE NUMBER.
PLEASE CONTACT YOUR STATE AGENCY FOR ANY CHANGES TO YOUR CURRENT CERTIFICATE.




TRUST WOMEN

and change the world
TWEF Board Members

Julie Burkhart — CEO
161 S Belmont
Wichita, KS 67218

Anthony Tenbrink
139 N Vine St,
Wichita, KS 67203-5840

Erin Kenny
1613 N Washington Ave.
Springfield, MO 65803-2850

Omare Ogisi
2019 W Ute St.
Tulsa, OK 74127

Beth Kanter
0811 Hill Street
Kensington, MD 20895

Barbara Buff

Apt 18C

345 E 86TH St

New York, NY 10028-4752

Bruce Price, MD
19 Phillips Pond Rd
Natick, MA 01760-5643

Keith Sellers
161 S Belmont
Wichita, KS 67218

Trust Women Foundation
Post Office Box 3222 | Wichita, Kansas 67201 | 316.425.3215

www.itrustwomen.org
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Business Entity Search

Date: 06/29/2016
Be advised the business information on this page is for summary informational purposes only. It is not an official filing with the
Secretary of State's office and should not be relied on as such. Please view actual documents filed by customers with the secretary

of State's office to ensure accurate information. When filing a Uniform Commercial Code statement on an entity, consult with your
attorney to ensure the correct debtor name.

Business Summary

Current Entity Name Business Entity ID Number
TRUST WOMEN FOUNDATION INC. 4747515
File Name Change Online View History and Documents l

Business Entity Type: FOREIGN NOT FOR PROFIT

Date of Formation in Kansas: 08/30/2013

State of Organization: DC

Current Status: ACTIVE AND IN GOOD STANDING

Certificate of Good Standing |

Resident Agent and Registered Office
Resident Agent: JULIE BURKHART

Registered Office: 5107 EAST KELLOGG DRIVE, WICHITA, KS 67218

| Update Resident Agent/Office

Annual Reports
The following annual report information is valid for active and delinquent status entities only.

Tax Closing Month: 12

The Last Annual Report on File: 12/2015

Next Annual Report Due: 06/15/2017 { File Online

Forfeiture Date: 09/15/2017

| Close Your Business
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Business Entity Search

Date: 06/29/2016
Be advised the business information on this page is for summary informational purposes only. It is not an official filing with the
Secretary of State's office and should not be relied on as such. Please view actual documents filed by customers with the secretary

of State's office to ensure accurate information. When filing a Uniform Commercial Code statement on an entity, consult with your
attorney to ensure the correct debtor name.

Business Summary

Current Entity Name Business Entity ID Number
SOUTH WIND WOMEN'S CENTER LLC 6710966
File Name Change Online View History and Documents [

Business Entity Type: KANSAS LTD LIABILITY COMPANY

Date of Formation in Kansas: 11/19/2012

State of Organization: KS

Current Status: ACTIVE AND IN GOOD STANDING

Certificate of Good Standing

Resident Agent and Registered Office
Resident Agent: JULIE BURKHART

Registered Office: 6505 E CENTRAL AVE 112, WICHITA, KS 67206

| Update Resident Agent/Office

Annual Reports
The following annual report information is valid for active and delinquent status entities only.

Tax Closing Month: 12

The Last Annual Report on File: 12/2015

Next Annual Report Due: 04/15/2017 | Fjje Online

Forfeiture Date: 07/15/2017

| Close Your Business




LT Phone: 785-296-0131
Joyce Smith, Director ! "“?m one: 785- -0
Health Facilities Program ;tz‘;*“: AN Fax: 785-291-3419
1000 SW Jackson. Suite 330 by far jstith@kdheks.gov
Topeka, KS 66612-1365 a I I Sas www.kdheks.gov/bhit/index.html
Susan Mosier, MD, Tuterim Sccrelary Department of Health & Environment Sam Brownback, Governor
May 1, 2015

Julie Burkhart, Administrator
~ South Wind Women’s Center, LLC
5107 East Kellogg Drive
Wichita, Kansas 67218

Re: Hospitals and or Ambulatory Surgery Centers Annual Report

Dear Julie Burkhart,

The enclosed annual report form must be completed, signed and returned to our licensing agency
within 30 days from the date on this letter. Retain a copy of this application for your facility files.
Please mail this application and the appropriate documents to the address listed below.

If you have any questions, please contact Lois Wilkins at (785) 296-1258.

Kansas Department of Health and Environment
Bureau of Community Health Systems
1000 SW Jackson Street, Suite 330
Topeka, KS 66612-1365

Thank you, A -

Joyeé § Smith, Director
Health Facilities Program

Enclosure




Jim Perkins, Director

Health Facilities Program
1000 SW Jackson, Suite 330
Topeka, KS 66612-1365

jperkins@kdheks.gov

Phone: 785-296-0131

Fax: 785-291-3419
www.kdheks.gov/bhfr/index.html

Susan Mosier, MD, Sceretary Department of Health & Environment Sam Brownback, Governor

June 29, 2016

South Wind Women’s Center
5107 East Kellogg Drive
Wichita, Kansas 67218

Medical Care Facility License Approval Letter for July 2016
Kansas State ID No.: S-087-025

Dear Ms. Burkhart,

The Health Facilities Program has received the Medical Care Facility Annual Report for the
Ambulatory Surgery Center. Your license application is approved for July 2016. The new
effective dates are July 1, 2016 through July 1, 2017. Please maintain a copy of this letter for
individuals who may request the effective dates of the ASC license.

As a medical care facility, you will continue to be required to complete an annual report each
year.

Your license includes a statement that indicates the provisions of KSA 65-425 through 65-441
applies, unless sooner revoked or suspended for failure to comply with the requirements of said

law. Your license shall remain in effect upon filing the next annual report as prescribed by law.

A new license will be issued upon a change in the name on the face of the license or change in
the address.

Your compliance with this licensing agency is appreciated. If my staff can be of any assistance to
you, do not hesitate to contact our office.

Thank you, /
TS
ot P

Jim Perkins, Director
Health Facilities Program




0 Tnitial KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT

NS Renewal Bureau of Community Health Systems & Health Facilities Program %

[ Chgs Owase Initial Application, Annual Report or Change of Ownership(s) 16
LICENSE APPLICATION FOR MEDICAL CARE FACILITY

DIVISION OF HEALTH

I. IDENTIFICATION:
A. Classification of License Requested: OGeneral Hospital MSC OCritical Access Hospital OSpecial Hospital

B. Name of Facility: SOLL-‘/C\ L(/(/lﬁé VOW’% > Email) QC/M n @éu‘f’(/{’\uﬂ 11//{/(@;‘:&5 (¢
C. Facility Address: /g_? O:}- E Wo"\‘\k( City L/ e/(“ﬁ J‘L Zip !0?()‘ (8 j
D. Chief Executive Ofﬁcer C %%{’(' Phone%’k 2/‘:‘0 66)37[ Fax ?/ é 72 s g&/gl

IL CONTROLANDGOVE M}HORHY/,—
{ue

0“"\’(& kﬂ‘(%f/ _L)W\'Addressgo:?» ' [(O.!E‘(} b r [ Loq;‘l {g

B. Type of Entity O 1. Sole Proprietorship 02.Partnership 0 3. Joint Venture 0 4. Corporation for profit ﬁ Corporation
. not for profit

A. Disclosing Entity’s Name:

0 7. Other (Explain) 0 8. Limited Liability Company

0 6. Government - Type

COMPLETE THE BOXES BELOW WITH THE INFORMATION AS FOLLOWS FOR THE DISCLOSING ENTITY LISTED ON
LINE A. ABOVE.

1. List the name(s) and addresses of each person who has any direct or indirect ownership of 5 percent or more in entity listed

above.
2. List each person who is the owner (in whole or in part) of any mortgage, deed or trust, note or other obligation secured (in whole

or in part) by such facility or any of the property or assets of such facility.
3. Ifthe disclosing entity is organized as a corporation, attach a list showing the names and address of each officer and director.

4. If the disclosing entity is organized as a limited partnership or limited liability company, please describe each limited liability for

each 5 percent owner, and for all general partners.
5. If the disclosing entity is a governmental unit, attach a list showing the names and addresses of each responsible official

(i.e, county commissioner).

INDICATE WITH “X” INDIVIDUAL NAME ADDRESS CITY STATE
0 g (or Attachment)
S 58 .
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Do Not Write Below This Line Agency Use Only

Effective Date —7 Q O / é License ID No. 507?7 (D 2§ |
Renewal Date 5 / - oz O 7 Approved By )VU '




III. GENERAL INFORMATION:

A. (FOR HOSPITALS ONLY) Number of Beds: general long-ténn~care ‘bassinets

List any other beds type énd amount of beds licensed under this hospital license
B. Number of Active Medical Staff o
C. Total Numbet of All Categories of Medical Staff i
D. Check the ONE box that applies:
jﬂf The applicant is licensed only
O The applicant is licensed and accredited
O The applicant is licensed, accredited and deemed to participate in Medicare by an approved

accrediting organization. Attach the current survey and the decision letter to this application.

" E. Indicate Accrediting Organization and the expiration date

F. The licensing regulations include standards for optional organized services, departments or units.
Check those below that are provided by your facility.

‘M. Surgery department 0 Social services department
0 Obstetrical department 0 Occupational therapy department
O Pediatric department 0 Tuberculosis treatment
= Outpatient department 0 Alcoholism treatment
0 Psychiatric department O Intensive/coronary care units
01 Physical therapy department O Long-term care units
O Inhalatmn/respuatory therapy department O Radlolo gy

o Dialysis - N — SO S

G.' Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate or waiver?

':8,/ YES  If yes, please attach copy a of the Certificate of Registration

0 NO Contractor’s CLIA number

Ju L&/L@v

Prlnt Name

Telephone\N‘{lmb er ! Date

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical care facility is
subject to provisions under the Kansas Law.

_Returnto:  Kansas Department of Health and Environment
Bureau of Community Health Systems
. Health Facilities Program
1000 SW Jackson St., Suite 330
Topeka, Kansas 66612

Phone Number (785) 296-1258 Fax Number (785) 291-3419

Form Hospital 200 (Rev 07/12)
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Business Entity Search
Date: 06/17/2015

Be advised the business information on this page is for summary informational purposes only. It is not an official filing with the
Secretary of State's office and should not be relied on as such. Please view actual documents filed by customers with the secretary

of State's office to ensure accurate information. When filing a Uniform Commercial Code statement on an entity, consult with your
attorney to ensure the correct debtor name.

Business Summary

Current Entity Name Business Entity ID Number
SOUTH WIND WOMEN'S CENTER LLC 6710966
[ File Name Change Online } { View History and Documents )

Current Mailing Address: Julie Burkhart - 5107 E Kellogg Dr, WICHITA, KS 67218 ( Update |

Business Entity Type: KANSAS LTD LIABILITY COMPANY

Date of Formation in Kansas: 11/19/2012

State of Qrganization: KS

Current Status: ACTIVE AND IN GOOD STANDING

| Certificate of Good Standing |

Resident Agent and Registered Office
Resident Agent: JULIE BURKHART

Registered Office: 6505 E CENTRAL AVE 112, WICHITA, KS 67206

[ Update Resident Agent/Office |

Annual Reports
The following annual report information is valid for active and delinquent status entities only.

Tax Closing Month: 12

The Last Annual Report on File: 12/2014

Next Annual Report Due: 04/15/2016 ‘ File Online ]

Forfeiture Date: 07/15/2016

[ Close Your Business ]

Be advised the business information on this page is for summary informational purposes only. It is not an official filing with the
Secretary of State's office and should not be relied on as such. Please view actual documents filed by customers with the secretary



TRUST WOMEN

and change the world
TWE Board Members

Julie Burkhart — CEO
161 S Belmont
Wichita, KS 67218

Anthony Tenbrink
139 N Vine St,
Wichita, KS 67203-5840

Erin Kenny
1613 N Washington Ave.
Springfield, MO 65803-2850

Omare Ogisi
2019 W Ute St.

Tulsa, OK 74127

Beth Kanter
9811 Hill Street
Kensington, MD 20895

Barbara Buff

Apt 18C

345 E 86TH St

New York, NY 10028-4752

Bruce Price, MD
19 Phillips Pond Rd
Natick, MA 01760-5643

Keith Sellers
161 S Belmo_nt
Wichita, KS 67218

Trust Women Foundation
Post Office Box 3222 | Wichita, Kansas 67201 | 316.4253215

l

www. itrustwomen.org




CENTERS FOR MEDICARE & MEDICAID SERVICES
CLINICAL LABORATORY IMPROVEMENT AMENDMENTS

CERTIFICATE OF COMPLIANCE

LABORATORY NAME AND ADDRESS

SOUTH WIND WOMEN'S CENTER
5107 EAST KELLOGG DRIVE
WICHITA, KS 67218

CLIA ID NUMBER
17D2056639

EFFECTIVE DATE

11/12/2014
EXPIRATION DATE

LABORATORY DIRECTOR

CHERYL CHASTINE MD DIRECTO 11/11/2016

Pursuant to Section 353 of the Public Health Services Act (42 U.S.C. 2634) as revised by the Clinical Laboratory Improvement Amendments (CLIA),
the above named laboratory located at the address shown hereon (and other approved locations) may accept human specimens
for the purposes of performing laboratory examinations or procedures.
This certificate shall be valid until the expiration date above, but is subject to revocation, suspension, Limitation, or other sanctions
for violation of the Act or the regulations promulgated thereunder.

Zf/%,%%u,

Kareh W. Dyer, Acting Director
Division of Laboratory Services
Survey and Certification Group
Center for Clinical Standards and Quality

215 Certs2_051915

If you currently hold a Certificate of Compliance or Certificate of Accreditation, below is a list of the laboratory
specialties/subspecialties you are certified to perform and their effective date:

LAB CERTIFICATION (CODE) EFFECTIVE DATE LAB CERTTFICATION (CODE)

ABO & RH GROUP (510) 11/12/2014

FOR MORE INFORMATION ABOUT CLIA, VISIT OUR WEBSITE AT WWW.CMS.GOV/CLIA
OR CONTACT YOUR LOCAL STATE AGENCY. PLEASE SEE THE REVERSE FOR
YOUR STATE AGENCY’S ADDRESS AND PHONE NUMBER.
PLEASE CONTACT YOUR STATE AGENCY FOR ANY CHANGES TO YOUR CURRENT CERTIFICATE.

EFFECTIVE DATE




U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES ’ Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB No. 0938-0266
AMBULATORY SURGICAL CENTER REQUEST FOR INITIAL CERTIFICATION
OR UPDATE OF CERTIFICATION INFORMATION IN THE MEDICARE PROGRAM
(Please read the following instructions before completing this form)

Submission of this form will initiate the process of obtaining a decision as to whether
the Conditions for Coverage are met. Assistance in completing the form is available
from the State agency. The ASC completes and signs this form for initial certifications

CMS Certification Number (CCN): insert the facility's ten-digit CCN. Leave blank on
initial requests for certification.

2 i N State/County and State Region Codes: The ASC leaves this blank.
and upon request of the State agency for the periodic recertification.
I . £ th d R he original and fi . Item 1iL: If a service is provided directly by the facility, place a *1* in the appropriate
Mu:wn,\mmm Mm »mn“MM_‘_.M_w.m_.mmwm:M:mmn_Manﬂgﬂﬂw <0m“wﬂ_wm m_ ,ﬂoh_mm_ﬂw«:mmgm_ﬂnvﬁm _me_mm block. If a service is provided under an arrangement with an outside source, place a ‘2
i - in the appropriate block. If the service is not provided, | blank.
provided, the name and address of the State agency may be obtained from the n BRTORTISRE 00 G sPvice 15 not-praviced, leave bian

appropriate Regional Office. Please see the following link for additional information: Item [V: Place an "X’ in the appropriate blocks representing categories of surgery
http://www.cms.gov/RegionalOffices/ offered by the ASC. Under “Other,” include only broad categories (i.e., not

. . . . . subspecialties). More than one block may be checked.
Detailed instructions are given for questions other than those considered P ) y
self-explanatory.

CMS Certification Number

m Om\ﬂwn O Mm\\\ As1 As2 As3
Name of Faciljty Street Address ' A
I. IDENTIFYING mu,&\mp :\ vﬁ\ §o§w @.\L\%\f\ L=, o@@ V.\. NMM\M\ &

INFORMATION ity, no,\dvm and State Zip Code Telephdne No. (Include Area Code)
V 1’

T 2218 [3b. 360, b53Y .
Il. TYPE OF CONTROL / _M\_\ \
(Check one box) ass | 1- _H_ Proprietary 2. Non-Profit 3; D Government

State/County Code State Region Code

Ill. ANCILLARY
(Place m.mmk_mm__m,mu_onﬁv 1. D Laboratory 2. _H_ Radiology 3. _H_ Pharmaceutical Services
AS6
_W\vwm__ﬂn_w__.n_”mow_. 1. _H_ Dental 4, Ob/Gyn 7. _H_ Pain 10. _H_ Other(Specify)
(X appropriate blocks) 2. D Endoscopy 5. D Ophthalmologic 8. D Plastic/reconstructive
as7 | 3- _III_ Ear/Nose/Throat 6. D Orthopedic 9. _H_ Podiatry / /
V. FACILITY _, Sy
CHARACTERISTICS 1. Number of Operating Rooms/Procedure Rooms hp . 2. Date Center Began Providing Services H\YV\ \ Ass
WH OWINGLY ILLFULLY-MAKES OR CAUSES TO BE MADE A FALSE STATEMENT OR REPRESENTATION ON THIS STATEMENT, MAY BE PROSECUTED UNDER
PLICABLE FE AND mﬁ@m;_.b ey
E — Em only for ?R@ rtification) Title Date

>nnoa._:\m»o»_..mvmm2<oqx _wmn:nzo: of 1995, no persons are required tolrespond to a collection of information unless it displays a valid OMB control number. The valid OMB control :c:._um\ for this
information collectibn is 0938-0266. The time required to complete this information collection is estimated to average 15 minutes per response, including the time to review instructions, searching

existing data resour er the data needed, and complete and review the information collection, If you have any comments concerning the accuracy of the time estimates(s) or suggestions for
improving this form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.

Form CMS-377 (12/10)

%L _.D Over



KaMMCO
KANSAS MEDICAL MUTUAL INSURANCE COMPANY

ON BEHALF OF
KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN

August 21, 2015

USI Midwest

Att: LaJeune Fitzpatrick

222 S. Riverside Plaza, Ste. 630
Chicago, IL 60606

Re:  Insured: South Wind Women’s Center
Policy No:  KSP0024050
Policy Period: 08/15/201S5 to 08/15/2016

Dear Ms. Fitzpatrick:

Enclosed with this letter, please find the Kansas Availability Plan policy for the above-captioned
insured. This policy is being forwarded to you as the agent of record on this account.

Please contact our office at 785/232-4740 if you have questions concerning this account.

Sincerely,

L

Sara Patry
Underwriter

Isep
Enclosure

P.O. Box 357 Toresa, Kasgar 66601-0357
785.232.4740




KaMMCO
KANSAS MEDICAL MUTUAL INSURANCE COMPANY
ON BEHALF OF

THE KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN
TOPEKA, KANSAS

HOSPITAL PROFESSIONAL LIABILITY PROGRAM
Declarations-Claims Mude

ltem §. NAMED INSURED and Address (No. & Street, City, County State, Zip Code) Policy Number: RSP0024050
IF ﬂ‘ Renews: 0871572016
South Wind Women's Center LLC
5107 E Keltogg Dr ‘The Named Insured is:

Wichita, KS 67218 General (Acute Care) Hospital O

Pediatric Hospital O

Psychiatric Hospital O
Teaching andfor Research O
Other (Specify):
Agent Name & Address:

L .| USI Midwest
222 § Riverside Pluzn

Ttem 2. Policy Period From 087152015 to 0871572016 Chicago, IL. 60606

12:01 A.M, standurd time at the address of the Named Ingured as stated herein.

ltem 3. The Insurance afforded is omly with sespect to such of the following Coverage Parts and Covermges as ure indicated by specilfic premium
charge or charges. The Limit of the Company's lisbility sgainst each such Coverage shall be oy stated hercin, subject to all the terms of this policy
having reference thereto.

COVERAGE PARTS COVERAGES LIMITS OF LIABILITY ADVANCE PREMIUMS
Hospitn] Professional Retroactive Date:  08/15/2014  § 200,000  each claim
Liability nsurance s 6,000.00
$ 600,000  annual agpregate
s deductible
{1) Bodily Injury or s each occumrence

Property Damage Linbility
Conuncrcial General

Liability Insurance H
(I1) Personal Injury/Advertis- s annual aggregate
ing Injury Coverage
Fire Legal Linbility $ each occumence
$ deductible
Umbrella Liability Retrosctive Dute; s each claim
5
s annual nggregnte
$ deductible
Exgess Liability Retroactive Date: 1 each claim
s
H annual agpregate
s deductible
Endorsement Nos. 600 (ED 01/15), 604 (ED 0¥1/15)
Total Deposit Premium H 6,000,00

603 (ED 07/2011)




Iem 1. NAMED INSURED and Address (No & Street, City, County Siate, Zip Code)

F
South Wind Women's Center LLC
5107 E Kellogg Dr
Wichita, KS 67218

L

ltem 2. Policy Period From 08/1572015

Policy Number: K$P0024050

ﬂ

<

Renews: 0871572016

The Named Insured is;

Generut (Acute Care) Hospital O
Pediatric Hospital O

Psycliutric Hospital 3

‘fenching andfor Research O
Other (Specify):

Agent Name & Address

USI Midwest

222 § Riverside Plaza

Chicago, 1. 60606

12:0) A.M. stundard time at the address of the Nanied Insured as stated herein,

Iem 3. The Insurance afforded is only with respect to such of the following Coverage Parts snd Coverages as are indicated by spesilic premium
charge or charges. ‘The limit of the Company's linbility sgninst each such Coverage shall be os stated hercin, subject fo alt the terms of this policy

oS (ot

having refcrence thereto.

603 (1D 07/2011)

Authorized Representative




e

KANSAS HEALTH CARE STABILIZATION FUND NOTICE OF BASIC COVERAGE FORM (May 2009)
Kansas law requires the Insurance Company to forward this completed form and HCSF ' FOR HCSF USE ONLY
surcharge payment to the Kansas Health Care Stablilization Fund Board of Governors
within thirty days of the date the insurer recelves the basic coverage premium. A copy of
this completed form must also be furnished to the health care provider.

SECTION| Individual Heallh Care Provider’s Name, designation of M.D., D.0,, D.C., D.P.M. or RNA. or the name of the health care
provider entity {professional association, parinership, hospital or other health care provider organization).

Health Care .

Provider's Name: South Wind Women's Genter LLC

EABT RAME [OR UL NAME OF HEALTH CARE PROVIDER ENTITY), FIRST NAME, MIDDLE INITIAL AND PROFESSIONAL DESIGNATION

Resident Daylime

Address: Phone Number:

City: State: 2Zip:

Business Address of

Heslth Care Provider: 5107 E Kellogg Dr, Wichita, KS 67218

SECTION Il Coverage Limit Selection - First time Health Care Provider Signature Required.

{J $100,000/$300,000 $300,000/$00,000 [J $800,000/$2,400,000 | ‘

Datu Signed Health Care Provider Signafure

NOTE: FUND LIMITS CANNOT BE INCREASED USING THIS FORM. ALL INCREASES MUST BE APPROVED BY THE BOARD OF
GOVERNORS. CONTACT THE HCSF OFFICE FOR THE NECESSARY DOCUMENTS.

SECTIONIl Insurance Policy Information And Health Care Stabilization Fund For Fund For Fund
Surcharge Payment Classes 1to 14 Classes 15 to 21
Providers License, Basic Number of HCSF HCSF HCSF
HCSF Rate Registration Coverage Fund Class Surcharge HCSF % Based
Classification or Certification Premium Compliance Group Payment From Surcharge Surcharge
Number Number Amount Years No Rate Tables Percent Payment
800857801 6,000,00 2 17 35% 2,400.00

The published HCSF surcharge for Fund classes 1 to 15 was modified for the
KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN following reason or reasons:

ENTER NAME OF INSURANGE COMPANY

THE POLICY 18 SUBJECT TO A PART-TIME PRACTICE CREDIT

Sara Patry [J RATING RULE APPROVED FOR USE BY THE BASIC
WE OF TNGURANCE AGENT OR Y REPRESENTATIVI PROFESSIONAL LIABILITY INSURER. THE PART-TIME FACTOR
USED WAS
(785) 232-4740 [J THIS KANSAS RESIDENT HEALTH CARE PROVIDER HAS AN ACTIVE

MISSOURI LICENSE AND THE 30% MODIFICATION FACTOR WAS
INCLUDED IN THE ABOVE SURCHARGE.

TELEPHONE NUMBER OF INSURANCE AGENT OR COMPANY REPRESENTATIVE

Poticy Number: KSP0024050 Type of Basic Coverage Professional Liability Policy
] Occurrence Claims Made

Inception Date; 08/15/2015 FOR HCSF USE ONLY

OF THE BASIC LIABILITY POUCY PERIDD
Coverage Effective Date: 08/15/2015

ENTER DATE THIS$ HEALTH CARE PROVIDER WAS ADDED TO AN EXISTING POUCY PERKQD

Expiration Date: 08/15/2016

OF THE BASIC PROF URBLITY POLICY PERIOD
Natica to Health Care Providor. If you should discontinue your basic p w8l Habliity i policy because you are no longer rondsring professional seivices as a
Kansas residon! health care provider, you should immediately contact the Kansas Health Caro Stabilizallon Fund Board of G s and req ) regarding the
avallebility of the Heaith Care Stabiization Fund's conlinuing ge for inactive health care providers.

[ T TFORHCSFUSEONLY | , i‘_ T ' FORMCSF USE ONLY

—

August 2015




jperkinseakdheks.gov

Phone: 785-296-0131

Fax: 785-291-3419
www.kdheks.gov/bhfi/index.html

Jim Perking, Director

Health Facilities Program
1000 SW Jackson, Suite 330
Topeka, KS 66612-1365

w. .. Mosier, MDD, Secretary Department of Health & Environment Sam Brownback, Governor

May 02, 2016

Julie Burkhart, Administrator
South Wind Women's Center, LLC
5107 East Kellogg Drive

Wichita, KS 67218

Re: Hospitals and or Ambulatory Surgery Centers Annual Report

Dear Julie Burkhart,

Enclosed is the Medical Care Facility Annual Report and the Hospital/ CAH Database Worksheet
or the Ambulatory Surgical Center Update Information forms. They must be completed, signed
and returned to our licensing agency within 30 days from the date on this letter.

As a medical care facility licensee, you need to remain in compliance with the Health Care
Provider Insurance Availability Act (KSA 40-3401 et seq.) which requires all medical care
facilities licensed by the Kansas Department of Health and Environment to maintain professional
liability insurance. Please provide this office the name of the insurance company providing
professional liability coverage on behalf of the facility. The declaration page should include your
hospital/ASC policy number and the effective dates of the coverage.

Please return to Health Facilities Program the completed annual report, Hospital/CAH/ASC
database worksheet, insurance declaration page along with all appropriate documentation for
review.

|

\ Please retain the copies of these items for your facility files and mail the original documents to
% the address below. If you have any questions, please contact Lois Wilkins at (785) 296-1258.

|

|

Kansas Department of Health and Environment
Bureau of Community Health Systems -
1000 SW Jackson Street, Suite 330
Topeka, KS 66612-1365

Thank you,

i ol

Jim Perkins, Director
Health Facilities Program

Enclosure




Jim Perkins, Director : YRR PER AF Jim.perkins@gks.gov

DU P ASp,
Health Facilities Program ,,9_,?, ERei 5% D Phone:; 785-206-0131
1000 SW Jackson, Suite 330 Z R e X RIS Fax: 785-559-4250
Topeka, KS 66612-1365 ;a l I S www kdheks.gov/bhfr/index.himl
susan Mosier, MDD, Secretary Department of {lealih & Environment . Sam Brownback, Governor

June 19, 2017

South Wind Women'’s Center
5107 East Kellogg Drive
Wichita, Kansas 67218

Medical Care Facility License Approval Letter for July 2017
Kansas State ID No.: S-087-025

Dear Ms. Burkhart,

The Health Facilities Program has received the Medical Care Facility Annual Report for the
Ambulatory Surgery Center. The license application is approved for July 2017. The ASC new
effective dates are July 1, 2017 through July 1, 2018. Please maintain a copy of this letter for
individuals who may request the effective dates of the ASC license.

As a medical care facility, you will continue to be required to complete an annual report each
year.

Your license includes a statement that indicates the provisions of KSA 65-425 through 65-441
applies, unless sooner revoked or suspended for failure to comply with the requirements of said
law. Your license shall remain in effect upon filing the next annual report as prescribed by law.

A new license will be issued upon a change in the name on the face of the license or change in
the address.

We appreciate your cooperation with Health Facilities Program during the annual renewal
process and if our office can be of any assistance to you, do not hesitate to contact us.

Thank you,
t
VS

Jim Perkins, Director
Health Facilities Program




Trital KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT
Bureau of Community Health Systems & Health Facilities Program
Change Owner Initial Application, Annual Report or Change of Ownership(s)
LICENSE APPLICATION FOR MEDICAL CARE FACILITY

I

DIVISION OF HEALTH di

7

IDENTIFICATION:

A. Classification of License Requested: ~ General Hospital (AS ) Critical Access Hospital . Special Hospital

B. Name of Facility 'S A LA\ Locione NS Cewte V' @Email) acknan @mm Lowacl
. wCJW\CV\%CC Ay OW/ES

C. FaciiityAddress: 2\00 e |(e \\00\ 0\ D City LI LCIAM Zip (1LY
D. Chief Executive Officer: \\) \\¢ ’}%\/V /\6([/’, Phone2((¢.1) (10.(09 'Z)L} Fax DLW {7<. 3%{’

II. CON TROL AND GOVERNING AUTHORITY
A. Discloéing Entity’s Name/\\(\)‘%\/ \/‘JO M{/V\ (;()\J Wd (X\'\ OV\ Address S\O’) € . \C—(:}, \\()\O\‘J@\\j D L2

VOLOAAATL (S e 20y
B. Type of Entity 1. Sole Proprietorship 2. Partnership 3. Joint Venture 4. Corporation for profit 5. Corporation
not for profi

6. Government - Type 7. Other (Explain) 8. Limited Liability Company

COMPLETE THE BOXES BELOW WITH THE INFORMATION AS FOLLOWS FOR THE DISCLOSING ENTITY LISTED ON
LINE A. ABOVE.

. List the name(s) and addresses of each person who has any direct or indirect ownership of 5 percent or more in entity listed

above.

List each person who is the owner (in whole or in part) of any mortgage, deed or trust, note or other obligation secured (in whole
or in part) by such facility or any of the property or assets of such facility.

If the disclosing entity is organized as a corporation, attach a list showing the names and address of each officer and director.

. If the disclosing entity is organized as a limited partnership or limited liability company, please describe each limited liability for

each 5 percent owner, and for all general partners.
If the disclosing entity is a governmental unit, attach a list showing the names and addresses of each responsible official

(i.e, county commissioner).

INDICATE WITH “X” INDIVIDUAL NAME ADDRESS CITY STATE

1. OWNER

(or Attachment)
Healtl 7~ iUlies Prpgram

V77 26 2017
KDHE

4. LIMITED LIABILITY
Describe for each limited
partnership & LLC the

limited liability for
for all general partners
5. ELECTED OFFICIALS

2. MORTGAGOR
each 5 % owner, and

x 3. DIRECTOR/OFFICERS

oecihed

Do Not Write Below This Line Agency Use Only

Effective Date M ' | Z\)l \) | License ID No. ¥5 Og/l 07/5’

Renewal Date ‘ Approved By L w




III. GENERAL fNFORMATiON:
A. (FOR HOSPITALS ONLY) Number of Beds: general long-term-care " bassinets

List any other beds type and amount of beds licensed under this hospital license

B. Number of Active Medical Staff |
C. Total Number of All Categories of Medical Staff :11____
D. Check the ONE box that applies:
\g The applicant is licensed only
The applicant is licensed and accredited

O The applicant is licensed, accredited and deemed to participate in Medicare by an approved
accrediting organization. Attach the current survey and the decision letter to this application.

E. Indicate Accrediting Organization o _ and the expiration date

F. The licensing regulations include standards for optional organized services, departments or units.
Check those below that are provided by your facility. :

Social services department
Occupational therapy department
Tuberculosis treatment
Alcoholism treatment
Intensive/coronary care units
Long-term care units

Radiology

Surgery department

Obstetrical department

Pediatric department

Outpatient department

Psychiatric department

Physical therapy department
Inhalation/respiratory therapy department
Dialysis

oooooood
oo ooo

G. Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate or waiver?
X(YES If yes, please attach copy a of the Certificate of Registration

0 NO Contractor’s CLIA number

@Z’D/ {»LA?W/M‘

e 4 | Title Print Name
@4 20.673¢ E# Sy Aol
elepnone Number _ ate

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical care facility is
subject to provisions under the Kansas Law. ’

Returnto: Kansas Department of Health and Environment
Bureau of Community Health Systems
~ Health Facilities Program
1000 SW Jackson St., Suite 330
Topeka, Kansas 66612

Phone Number (785) 296-1258 Fax Number (785) 291-3419

Form Hospital 200 (Rev 07/12)
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Starting ; Maintaining % Closing

Business Entity Search
Date: 06/19/2017

Be advised the business information on this page is for summary informational purposes only. It is not an official filing with the Secretary
of State's office and should not be relied on as such. Please view actual documents filed by customers with the secretary of State's office to
ensure accurate information. When filing a Uniform Commercial Code statement on an entity, consult with your attorney to ensure the
correct debtor name.

Business Summary

Current Entity Name Business Entity ID Number
TRUST WOMEN FOUNDATION INC. 4747515
File Name Change Online 1 [ View History and Documents 1

Current Mailing Address: JULIE BURKHART - 5107 EAST KELLOGG DRIVE, WICHITA, KS 67218 | Update

Business Entity Type: FOREIGN NOT FOR PROFIT

Date of Formation in kansas: 08/30/2013

State of Organization: DC

Current Status: ACTIVE AND IN GOOD STANDING

| Certificate of Good Standing

Resident Agent and Registered Office
Resident Agent: JULIE BURKHART

Registered Office: 5107 EAST KELLOGG DRIVE, WICHITA, KS 67218

| Update Resident Agent/Office

Annual Reports
The following annual report information is valid for active and delinquent status entities only.

Tax Closing Month: 12

The Last Annual Report on File: 12/2016

Next Annual Report Due: 06/15/2018

Forfeiture Date: 09/15/2018

| Close Your Business

Be advised the business information on this page is for summary informational purposes only. It is not an official filing with the Secretary
of State's office and should not be relied on as such. Please view actual documents filed by customers with the secretary of State's office to




TRUST

WOMEN

Trust Women Foundation Board Members

Julie Burkhart- CEO
161 S. Belmont
Wichita, KS 67218

Anthony Tenbrink
139 N. Vine St.
Wichita, KS 67203-5840

Erin Kenny
1613 N. Washington Ave.
Springfield, MO 65803-2850

Omare Ogisi
2019 W. Ute St.
Tulsa, OK 74127

Beth Kanter
9811 Hill Street
Kensington, MD 20895

Barbara Buff

APT 18C

345 E. 85" St.

New York, NY 10028-4752

Bruce Price, MD
19 Phillips Pond Rd
Natick, MA 01760-5643

Keith Sellers

161 S. Belmont
Wichita, KS 67218

Post Office Box 3222 |

Trust Women Foundation

Wichita, Kansas 67201

| 316.425.3215 | www.itrustwomen.org
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VORI CENTERS FOR MEDICARE & MEDICAID SERVICES
WAREN CLINICAL LABORATORY IMPROVEMENT AMENDMENTS ;
PR IN . CERTIFICATE OF COMPLIANCE o

i;/ f,/ \ K f
AN S , L7
AR LABORATORY NAME AND ADDRESS ) CLIA ID NUMBER BEVAVEN
) SOUTH WIND WOMEN'S CENTER 17D2056639 ey
5107 EAST KELLOGG DRIVE . 2N
WICHITA, KS 67218 ‘ AN
T4, EFFECTIVE DATE L/
11/12/2016 o
LABORATORY DIRECTCGR . EXPIRATION DATE '
. APy
LESLIE F PAGE DO DIRECTOR : 11/11/2018 A L
) : \ : .“ LA
Pursuant to Section 353 of the Public Health Services Act (42 U.S.C. 263a) as revised by the Clinical Laboratory Improvement Amendments (CLIA), ; ¢ . \/>\
the sbove named laboratory located at the address shown hereon (and other approved locations) may accept human specimens A \ \ /o
for the purposes of performing laboratory examinations or procedures, 2 L \\;/ 't
This certificate shall be valid until the expiration date above, but is subject to revocation, suspension, limitation, or other sanctions oV L —j
for violation of the Act or the regulations promulgated thereunder. i
i
C?la A=/} %A v
., Kareh W. Dyer, Acting Director
Ex\% Division of Laboratory Services
- \ Survey and Certification Group
CENTERS FOR HEDICARE & M Center for Clinical Standards and Quality

If you currently hold a Certificite of Compliance or Certificate of Accreditation, below is a list of the laboratory
specialties/subspecialties you are certified to perform and their effective date:

LAB CERTIFICATION (CODE) EFFECTIVE DATE LAB CERTIFICATION (CODE) EFFECTIVE DATE
ABO & RH GROUP (510) 11/12/2014

FOR MORE INFORMATION ABOUT CLIA, VISIT QUR WERSITE AT WWW.CMS.GOV/CLIA
OR CONTACT YOUR LOCAL STATE AGENCY. PLEASE SEE THE REVERSE FOR
YOUR STATE AGENCY’S ADDRESS AND PHONE NUMBER. v
PLEASE CONTACT YOUR STATE AGENCY FOR ANY CHANGES TO YOUR CURRENT CERTIFICATE.




Ambulatory Surgery Center Updated Information
(Please read the following instructions before completing this form)

The ASC completes and signs this form for updated information upon request of the State agency periodically; please answer all questions as of the current
date.

Item III: If a service is provided directly by the facility, place a ‘1’ on the appropriate line. If a service is US&Q@Q under an arrangement with an outside
source, place a 2’ on the appropriate line. If the service is not provided, leave blank.

Item IV: Place an ‘X’ on the appropriate line representing categories of surgery offered by the ASC. Under “Other,” include only broad categories
(i-e., not subspecialties). More than one service may be selected.

Name of Facility County
CMS Certification Number State ID Number

OGN LN Lomne S Cente v | 77D 805 A SOCVOS S oo

Street Address; City and Zip code: .FEU:OJ% No. (Include Area Code)
ldentifying Information
A €. WO VO . LOGWI (8 WINY | B30 260 I3y
.,_.<_um of Control 1. Proprietary

Select one 2. Non-Profit ﬂ

3. Government

Ancillary Services

Select1or2 1. Laboratory 2. Radiology 3. Pharmaceutical Services
Surgical Specialties 1. Dental 2. Endoscopy 3. Ear/Nose/Throat 4. Ob/Gyn /\ 5. Ophthalmologic
Select appropriate selections
6. Orthopedic 7. Pain 8. Plastic/Reconstructive 9. Podiatry 10. Other (specify)
Facility Characteristics Number of Operating Rooms/Procedures Rooms N Date Center Began Providing mm,.snmaa‘ / N%\ \ A(\
Pint ZmBm of Authorized Official Title Date

Tufie A Ruwblaaet Ces— 23 /oo, F0(7—

Y= \

Flip this Page for Part II Revised by HFP 6.2016




lim Perkins, Director
Health Facilities Program
1000 SW Jackson, Suite 330
Topeka, KS 66632-1365

iperkins@kdheks.gov

Phone; 785-796-0131

Fax- 785-296 3419

wwvw kdheks.gov/bhir/index html

Susan Masier. MO, Sccretary

Department of Health & Environment

Sam Rrownback. Governor

May 01, 2017

Julie Burkhart, Administrator
South Wind Women'S Center, Llc
5107 East Kellogg Drive

Wichita, KS 67218

Re: Hospitals and or Ambulatory Surgery Centers Annual Report
Dear Julie Burkhart,

Enclosed is the Medical Care Facility Annual Report and the Hospital/CAH Database Worksheet or
the Ambulatory Surgical Center Update Information forms. They must be completed, signed and
returned to our licensing agency within 30 days from the date on this letter.

As a medical care facility licensee, you need to remain in compliance with the Health Care Provider
Insurance Availability Act (KSA 40-3401 et seq.) which requires all medical care facilities licensed by
the Kansas Department of Health and Environment to maintain professional liability insurance. Please
provide this office the name of the insurance company providing professional liability coverage on
behalf of the facility. The declaration page should include your hospital/ASC policy number and the
effective dates of the coverage.

Please return to Health Facilities Program the completed annual report, Hospital/lCAH/ASC database
worksheet, insurance declaration page along with all appropriate documentation for review.

Please retain the copies of these items for your facility files and mail the original documents to the
address below. If you have any questions, please contact Lois Wilkins at (785) 296-1258.

Kansas Department of Health and Environment
Bureau of Community Health Systems
1000 SW Jackson Street, Suite 330
Topeka, KS 66612-1365

Thank you, i dﬂ
L Q.

Jim Perkins, Director
Health Facilities Program

Enclosure




STATE OF [{AN8AS

Derarr™eNT oF HeEALTH AND ENVIRONMENT
Drvision oF Pustic HeALTH

Curtis State Orrice Bunpivg

1000 SW Jackson St. Surre 330
Toreka. KS 66612-1365

Puoni: (785) 296-0127
Fax: (785) 559-4250
WWWRDHEKS.GOV IR

Governor Jerr CoLyer, M.D.
JEFF ANDERSEN, SECRETARY

June 19, 2018

South Wind Women’s Center
5107 East Kellogg Drive
Wichita, Kansas 67218

Medical Care Facility License Approval Letter for July 2018
Facility State ID Number: S-087-025

Dear Ms. Burkhart,

The Health Facilities Program has received the Medical Care Facility Annual Report for the
Ambulatory Surgery Center. The state agency reviewed and revised our records for July 2018.
The ASC’s new effective dates are July 1, 2018 through July 1, 2019. Please maintain a copy of
the letter for individuals who may request the effective dates of this ASC’s license.

As a medical care facility, you will continue to be required to complete an annual renewal report
each year with the state agency.

Your license includes a statement that indicates the provisions of KSA 65-425 through 65-441
applies, unless sooner revoked or suspended for failure to comply with the requirements of said
law. Your license shall remain in effect upon filing the next annual report as prescribed by law.

A new license will be issued upon a change in the name on the face of the license or change in
the address.

We appreciate your cooperation with Health Facilities Program during the annual renewal
process and if our office can be of any assistance to you, do not hesitate to contact us.

Thank you,

s

Jim Perkins, Director
Health Facilities Program
Jim.Perkins@ks.gov

Ph: 785-296-0131

Fax: 785-559-4250




FROM :

FAX NO. @ May @4 2018 11:35AM P2

Initial

Renewal

KANSAS DEPARTMENT OF HEALTII AND ENVIRONMENT
Bureau of Community Health Systems & Health Facilities Program
Initial Application, Annual Report or Change of Ownership(s)

Change Owner |y yCENSE APPLICATION FOR MEDICAY. CARE FACILITY

DIVISTON OF HEALTH

I. IDENTIFICATION:

A. Clagsification of License Requested:  General Hospital Critical Access Hospital ~ Spceial Hospital

B. Name of Facility: 80\)..“\ \!\) RaTAR N o 2ny < CO,('\JA-Q (mail)

C. Facility Address: ﬂ} l-'-: Kg “g ﬂuﬁ) 0(“( Je City k/\)\ C."\l m Zip (_0 12,\8

—

1. CONTROL AND GOVERNING AUTHORITY

A. Disclosing Entity’s Name; _ E Q ust h\_)g ALY XA G) L,A,-_(\da,‘hl)r‘\ Address i)\():} E: KQ“O‘V‘\. M Wl C‘Kc“hﬁ KS

). Chief Exccutive Officer: "S;&(f '\?3_ ue harf  Phoncdlp W28 AUKS Fax Al Y25 UG

LF28

B. TypeofEntity 1. SoleProprietorship 2, Parmncrship 3, Joint Ventwe 4, Corporation for profit B CW
not for '1?_1_0_9

6. GGovernment - Type 7. Other (DBxplain) §. Limited Liabilily Company

COMPLETF. TIE BOXES BELOW WITH THE INFORMATION AS FOLLOWS FOR THE DISCLOSING ENTITY LISTED ON
LINE A. ABOVE,

1, List the name(s) and addresses of each person who has any dircet or indirect ownership of § percent or more in entity listed

above.

2. List each person who is the owner (in whole o in part) of any martgagce, deed or trust, note or other obligation secured (in whole
or in part) by such facility or any of the property or assets of such facility. '

3, Ifihe disclosing entily is organized as a corporation, allach a list showing the names and address of each officer and director.

4, T¥the disclosing entity is organized as a limited partnership or limited liability company, please describe each limited liability for
gach 5 percent owner, and for all general partners.

5. 1f the disclosing entity is a governmental unit, attach a list showing the names and addresses of each responsible official
(i.e, county commissioner).

INDICATE WITII *X* INDIVIDUAL NAME ADDRESS CITY

1. OWNER
2. MORTGAGOR

STATE

(or Altachtent) _
KDHE

MAY = 4 2018

—

Health Facilities Progran

4, LIMITED LEABILITY
Descnibe for each limited
partnership & LLC the
limited liability for

each § % owner, and

for all general partners

5. ELECTED OFFICIALS

L | 3. DIRECTOR/OFFICERS

DVAcrwng ot

Do Not Write Below This Line Agency Use Only

Llfective Date

Licenge 1D No.

Renewal Date

Approved By




~— " Business Center

_Sponsored by Secretary of State Kris Kobach and Governor Jolf Colver ©

Business Entity Search Date: 06/19/2018

Be advised the business information on this page is for summary informational purposes only. It is not
an official filing with the Secretary of State's office and should not be relied on as such. Please view
actual documents filed by customers with the secretary of State's office to ensure accurate information.
When filing a Uniform Commercial Code statement on an entity, consult with your attorney to ensure the
correct debtor name.

Business Summary

Current Entity Name Business Entity ID Number
TRUST WOMEN FOUNDATION INC. 4747515

Current Mailing Address: JULIE BURKHART - 5107 EAST KELLOGG DRIVE, WICHITA, KS 67218
Business Entity Type: FOREIGN NOT FOR PROFIT

Date of Formation in Kansas: 08/30/2013

State of Organization: DC

Current Status: ACTIVE AND IN GOOD STANDING

Resident Agent and Registered Office
Resident Agent: JULIE BURKHART
Registered Office: 5107 EAST KELLOGG DRIVE, WICHITA, KS 67218

Annual Reports

The following annual report information is valid for active and delinquent status entities only.
Tax Closing Month:; 12

The Last Annual Report on File: 12/2017

Next Annual Report Due: 06/15/2019

Forfeiture Date: 09/15/2019




TRUST @@ WOMEN

and change the world

TWF Board Members

Julie Burkhart — CEO
161 S Belmont
Wichita, KS 67218

Anthony Tenbrink
139 N Vine St,
Wichita, KS 67203-5840

Erin Kenny
1613 N Washington Ave.
Springfield, MO 65803-2850

Omare Ogisi
2019 W Ute St.
Tulsa, OK 74127

Beth Kanter
9811 Hill Street
Kensington, MD 20895

Barbara Buff

Apt 18C

.345 E 86TH St

New York, NY 10028-4752

Bruce Price, MD
19 Phillips Pond Rd
Natick, MA 01760-5643

Keith Sellers
161 S Belmont
Wichita, KS 67218

Trust Women Foundation
Post Office Box 3222 | Wichita, Kansas 67201 | 316.425.3215

www. itrustwomen,org




FROM : . FAX NO. : May 84 2818 11:36AM

CENTERS FOR MEDICARE & MEDICAID SERVICES
CLINICAL LABORATORY IMPROVEMENT AMENDMENTS
CERTIFICATE OF COMPLIANCE

LABORATORY NAME AND ADDRESS CIIA TD NUMBER
SOUTH WIND WOMEN'S CENTER 1702056639

5107 EAST KELLOGG DRIVE
WICHITA, KS 67218 CECLVE DATE

11/12/2016
LABORATORY DIRECIOR EXPIRATION DATE

LESLIE F PAGE DO DIRECTOR 11/11/2018

the ahuve named laboratory Jocated at the adidress shown hercon (and other approved locations) may accopt human epecimens
for the purposes of performing Jaboratory cxaminations or proceduxes,

This cortificate shafl he valid unl the cxplration date above, but is subject ta momuom s\lspmswn, limitation, or other sanctions
for violation of the Act or the rglutions

% ain). %
- Karch W, Dycr, Acting Director

f—M—_s Nivision oi‘ J.aboratory Services
Survey andd Certifivation Group

£ENTERS FOE MIDICARL & MEDICAIL SHAVILEY Center fur Clinical qmuda.rdg and Quallty

Pursuant to Section 353 of the Public ITealth Services Act (42 U.S.C. 2634) as revised by the Clinleal Laboratory Impro t Amendments (CLIA),

e

220  Certs2_101818

If you cutrently hold a Certificate of Compliance or Certificate of Accreditation, below is a list of the laboratory
specialties/subspecialiies you ate cetiified o perfotn and thelr effective date:

CERLIFICATION (CODE) EFEECLIVE DATE LAB CERTIFICATION (CODE) EFFECTIVE DATE

ABO'& RH GROUP (510) 11112/7014

FOR MORE INFORMATION ABOUT CT.TA, VISIT OUR WEBSITE AT WWW.CMS.GOV/CLIA
OR ("ONTACT YOUR LOCAL S’lAl‘F AGPNCV PLEASE ‘iFF THE REVERSE FOR

P L R L S




FROM FAX NO. @ . May B4 2018 11:35AM P3

III. GENERAL INFORMATION:

A. (FOR HOSPITALS ONLY) Number of Beds: general long-term-care _____ bassinets

List any other beds fype and amount of beds licensed under this hospital license
B, Number of Active Medical Staff 1"1
C. Total Number of All Categories of Medical Staff L‘*
D. Check the ONE box that applics:
X The applicant is licensed only
O The applicant is licensed and accredited
N The applicant is licensed, accredited and deemed to participate in Medicare hy an approved

acerediting organization. Attach the current survey and the decision letter to this application.

E. Tndicate Accrediting Organization . ... and the expiration date

F. The lcensing regulations include standards for optional organized services, departments, or units.
Check those below that are provided by your facility.

0 Surgery department ‘ (1 Social services department

O Obstetrical departracnt Lt Occupational therapy department
1" Pediatric department 1 Tubercolosis treatment

O Outpatient department [T Aleoholism treatment

0 Psychiatric department .11 Intensive/coronary care units

OO0 Physical therapy department O Long-term carc units

{} Inhalation/respiratory therapy department O Radiology

0 Dialysis :

G. Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate or waiver?
M YES  Ifyes, please attach copy a of the Certificate of Registration

| NO Contractor’s CLIA number

Ml A Raevhanf

Print Name
Z/Z #ref J@d 4 (57
Date C / ST

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical eare facility is
subjeet to provisions under the Kansas Law.

Returnto:  Kansas Department of Health and Environment
Bureau of Community Health Systems
Health Facilities Program
1000 SW Jackson 5t., Suite 330
Topcka, Kansas 66612
Phone Number (785) 296-1258 Fax Numbecr (785) 559-4250

T TV o280 DN 70D e ATIEAY
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KaMMCO

KANSAS MEDICAL MUTUAL INSURANCE COMPANY
ON BEHALF OF
KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN

CERTIFICATE OF INSURANCE

This certificate is issued as a matter of information only and confers no rights upon the certificate holder. This certificate
does not amend, extend, or alter the coverage afforded by the policy below. ’

POLICY NUMBER:  KSP0024050 POLICY HOLDER SINCE: 08/15/2014

FOR THE PERIOD FROM 08/15/2017 12:01a.m, TO 08/15/2018 12:01 a.m.

NAME AND ADDRESS OF CERTIFICATE HOLDER:

NAME AND ADDRESS OF HEALTH CARE PROVIDERS:

South Wind Women's Center LLC
5107 E Kellogg Dr
Wichita, KS 67218

This is to certify that the policy of professional liability insurance listed above has been issued to the Health Care Provide:
named above for the policy period indicated. The insurance afforded by the policy described herein is subject to all the
terms, exclusions, and conditions of such professional liability policy. The limits of liability for the Health Care Stabilization
Fund (HCSF) are based upon the limits option selected by the Health Care Provider as shown in the company's records at
the date of issuance of this Certificate of Insurance.

LIMITS OF LIABILITY
KHCPIAP HCSF Option 2 TOTAL
Each Claim $200,000 $300,000 $500,000
Annual Aggregate $600,000 $900,000 $1,500,000
>3/.m~ %’
07/31/2017
AUTHORIZED REPRESENTATIVE DATE OF ISSUE

KSP116-1 (ED 01/93) INSURED COPY




STATE OF KANSAS

DEPARTMENT OF HEALTH AND ENVIRONMENT
DIVISION OF PUBLIC HEALTH

CURTIS STATE OFFICE BUILDING

1000 SW JACKSON ST., SUITE 330

TOPEKA, K8 66612-1365

PHONE: (785) 296-0127
FAX: (785) 559-4250
WWW KDHEKS.GOV

GOVERNOR JEFF COLYER, M.D,
JEFF ANDERSEN, ACTING SECRETARY

April 05, 2018

Julie Burkhart, Administrator
South Wind Women'S Center, Llc
5107 East Kellogg Drive

Wichita, KS 67218

Re: Hospitals and or Ambulatory Surgery Centers Annual Report
Dear Julie Burkhart,

Enclosed is the Medical Care Facility Annual Report and the Hospital/CAH Database Worksheet or
the Ambulatory Surgical Center Update Information forms. They must be completed, signed and
returned to our licensing agency within 30 days from the date on this letter.

As a medical care facility licensee, you need to remain in compliance with the Health Care Provider
Insurance Availability Act (KSA 40-3401 et seq.) which requires all medical care facilities licensed by
the Kansas Department of Health and Environment to maintain professional liability insurance. Please
provide this office the name of the insurance company providing professional liability coverage on
behalf of the facility. The declaration page should include your hospital/ASC policy number and the
effective dates of the coverage.

In accordance with KSA 65-4922. Medical care facilities; risk management program required;
submission of plan; inspections and investigations; approval of plan; reports and records confidential;
KAR 28-52-1. General requirements, the Risk Management Plan (RMP) is also which requires all
medical care facilities licensed by the Kansas Department of Health and Environment submitted for
review to the KDHE Risk Manager no later than 60 days prior to the renewal of the medical care
facility licensure. The preferred timeframe is 90 days as the RMP must be approved prior to the
renewal of the medical care facility licensure.

Please return to Health Facilities Program the completed annual report, Hospital/lCAH/ASC database
worksheet, insurance declaration page along with all appropriate documentation for review.

Please retain the copies of these items for your facility files and mail the original documents to the
.address below. If you have any questions, please contact Lois Wilkins at (785) 296-1258.

Kansas Department of Health and Environment
Bureau of Community Health Systems
1000 SW Jackson Street, Suite 330
Topeka, KS 66612-1365

Thank you,

YAV %

Jim Perkins, Director
Health Facilities Program

Enclosure




Division of Public Heakth v l
Curtis State Office Building aLn S aS Phone: 785-296-027

1060 SW Jackson 51, Suite 330 * Department of Health Fax: 785-559-4250
Tapeka, KS 65612-1345 and Environment wwww ehsles.gov/bhdr
Lee A. Norman, M.D,, Secrelary Lowrg Kelly, Govemner

June 21, 2019

South Wind Women’s Center
5107 East Kellogg Drive
Wichita, Kansas 67218

Re: Medical Care Facility License Approval for July 2019
Ambulatory Surgery Center Facility State I.D. Number: S-078-025

Dear Julie Burkhart,

The Kansas Department of Health and Environment/ Health Facilities Program received the
Medical Care Facility Annual Report for the Ambulatory Surgery Center. The state agency has
amended or records according to the ASC licensure application for July 2019. The ASC new
effective dates are July 1, 2019 through July 1, 2020. Please maintain a copy of this letter for
individuals who may request the effective dates of this ASC license.

As a medical care facility, you will continue to be required to complete an annual report each
year.

Your license includes a statement that indicates the provisions of KSA 65-425 through 65-441
applies, unless sooner revoked or suspended for failure to comply with the requirements of said
law. Your license shall remain in effect upon filing the next annual report as prescribed by law.

A new license will be issued upon a change in the name on the face of the license or change in
the address.

We appreciate your cooperation with Health Facilities Program during the annual renewal
process and if our office can be of any assistance to you, do not hesitate to contact us.

Thank you,

Mavilyn St Peler

Marilyn St Peter, RN, Director Health Facilities Program
Kansas Department of Health and Environment

Bureau of Community Health Systems

1000 SW Jackson St. Ste. 330

Topeka, KS 66612

Marilyn.St. Peter@ks.gov
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Kansas Department of Health and Environment
Bureau of Community Health Systems & Health Facilities Program
Medical Care Facility Licensure Application
Initial; Annual Renewal; Change of Ownership or Amended Application

Health Facilities Program

Medical Care Facility Identification:

A. Classification of License select one: () General Hospital (] Critical Access Hospital
(—_) Special Hospital [><JAmbulatory Surgery Center

B. Name of Medical Care Facility: 5’)\,\}“’\ Wmd Wom (Lv’\& C@nléfz_
aaaeess: D104 E Kell g Orive iy Wichi b
Zip C(‘)de:‘ 2. }:‘LS 8 Public Phone: 3(.0 2&0(,096‘7‘1?%: ?)‘(a L/Z?SZ/

Web Address: WINW . rud WOMNEA . 029'

_ Health Facilitics Program
* Ambulatory Surgery Centers List Days and Hours of Operations for this ASC:
MAY 2 9 2013

Days Open: m," F Operation Hours: ?% “5 ) _
e KDHE

Administration Information:

C. Chief Executive Ofﬁcér: :S( L\( C ’g\,LQ,\Ll’\ C\.Q,(‘

Desk phone o UZS 321G Bmail address _\ buurlhart @ (bRt pumen. peg
¢ Chicfof Medioal staft_ COM S V‘(\CULCJ\D\GS

Email address: _P(aACholeSC © WHUSH, o one:
*  Director or Risk Manager Name: C ((\d‘\&‘h‘?:_\%u RUheg s

Banail address: CloutUaa 4O HRutiwhone: A U25 2245
Do Not Write Below This Line, State Agency Use Only
Effective Date mow A0/ Facility LD. Number_S 0 X 7) 0 A5
Renewal Date &Molf Ao /G Reviewed By

o

Page 2



Ownership Information:

Select the Disclosing Entity type as it is registered with the Kansas Secretary of State’s Office and
submit the Certificate of Good Standing from the Kansas Secretary of State’s Office.

1. List the name(s) and addresses of each person who has any direct or indirect ownership of 5 percent or
more in this entity.

2. List each person who is the owner (in whole or in part) of any mortgage, deed of trust, note or other
obligation secured (in whole or in part) by such facility or any of the property or assets of such facility.

3. Ifthe disclosing entity is organized as a corporation, attach a list showing the names and address of
each Officer and or Director.

4, If the disclosing entity is organized as a limited partnership or limited liability company, please describe
each limited liability for each 5 percent owner, and for all general partners.

5. Ifthe disclosing entity is a governmental unit, attach a list showing the names and addresses of each
responsible official (i.e., county commissioner).

II. CONTROL AND GOVERNING AUTHORITY:
A. Disclosing Entity’s Name:W‘S’W@W\U\ mM\GLGﬁL\OY\
physical Address: DVOF € Kelloag O Wichuta KS G 37l8

City/State Zip code

B. Type of Entity: (3 Corporation for profit Corporation non-profit

(3 Limited Liability Company (LLC) ) Professional Associates (P.A.)

(3 Government/County : () Other (Explain)
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address

Print Name Title Ownership % Address




arnsas
Business Center

Business Entity Search Date: 06/03/2019

Be advised the business information on this page is for summary informational purposes only. It is not
an official filing with the Secretary of State's office and should not be relied on as such. Please view
actual documents filed by customers with the secretary of State's office to ensure accurate information.
When filing a Uniform Commercial Code statement on an entity, consult with your attorney to ensure the
correct debtor name.

Business Summary

Current Entity Name Business Entity ID Number
TRUST WOMEN FOUNDATION INC. 4747515

Current Mailing Address: JULIE BURKHART - 5107 EAST KELLOGG DRIVE, WICHITA, KS 67218
Business Entity Type: FOREIGN NOT FOR PROFIT

Date of Formation in Kansas: 08/30/2013

State of Organization: DC

Current Status: ACTIVE AND IN GOOD STANDING

Resident Agent and Registered Office
Resident Agent: JULIE BURKHART
Registered Office: 5107 EAST KELLOGG DRIVE, WICHITA, KS 67218

Annual Reports

The following annual report information is valid for active and delinquent status entities only.
Tax Closing Month: 12

The Last Annual Report on File: 12/2018

Next Annual Report Due: 06/15/2020

Forfeiture Date: 09/15/2020



Trust Women Foundation & Trust ‘Women Clinics

Organizational Chart R

Governing Body

Chalr, Secretary, Treasurer

Chicf Executive Officer

Trust Wonien Foundation

’E al
Risk Managsment Human Book Execotiva
Medleal Director & Chief Operatians Officer Cammittae Resources | Keeplng Assistant Directorof }  Director of Director of
Phystclans Advocacy | Communlcations Devalopment
‘l' Chlaf Compltanse Officer | Advara Development
Medical Director of Nursing emp oo Assn:la:: A”::;amn N(l;:rl\:;:r
Asslstants & Risk Management
Manlg]: l Clintc Diractors l
Medical Employees
Nursas (RN) :
Medication Assistants Administrative, Non-Medical
Employaes
Nursing Asslstants
Surgleal Technologist
Sonographer




TRUST Qg WOMEN

Board of Directors

Tulie A. Burkhart- CEO
161 S Belmont Street
'Wichita, KS 67218

Anthony Tenbrink
139 N Vine Street
Wichita, KS 67203

Erin Kenny '
1613 N Washington Avenue N
Springfield, MO 65803

Oniare Ogisi
2019 W Ute St.
Tulsa, OK 74127

Beth Kanter
0811 Hill Street
Kensington, MD 20895

Barbara Buff

Apt 18C

345 B 86" St

New York, NY 10028

Bruce Price, MD
19 Phillips Pond Rd
Natick, MA 01760

Keith Sellers
161 S Belmont
Wichita, KS 67218

Trust Women Foundation
Post Office Box 3222 | Wichita, Kansas 67201 | 316.425.3215 | www.itrustwonten.org




F. Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate

(Initials) I the undersigned is authorized to represent the governing body, corporation, organization,
individual, or partnership in whom is vested the responsibility for operation of the facility and certifies that the above
information is true and correct.

Tunderstand that this application may be subject to releasgy

Print Name

Al 428 2\¢

General Information:

. (FOR HOSPITALS ONLY) Number of Beds: General beds Observation beds

Swing beds IPPS beds LTC Bassinets

Number of Active Medical Staff ‘

Check the box thdt applies:

This applicant is licensed only

(3 This applicant is licensed, accredited

(3 This applicant is licensed, accredited and deemed to participate in Medicare by an approved
accrediting organization.

Specify the Accrediting Organization and provide the current accrediting
organization full survey with the decision letter.

Provide the accreditation effective dates

*Submit copy of the (MCF) Ceitificate of Professional Liability Insurance i.e., the Declaration Letter.

The licensing regulations include standards for optional organized services, departments, or units,
Check the boxes below that are provided by your facility. * Please submit the completed hospital
database and or the ASC updated information worksheet.

3 Surgery department (O3 Social Services

(] Obstetrical department (7 Psychiatric Services

&3 Outpatient department ( Dialysis Services

(3 Pediatric department - (3 Physical Therapy

3 Long Term Care Unit (X Occupational Therapy |
(] Intensive coronary care units (O Inhalation/respiratory Therapy

(I Radiology '

\ ’ £S , please submit copy a of the current CLIA Certificate of Registration.

Phone number

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical care facility is subject to
provisions under thé Kansas Law.

Return completed application & documentation: Kansas Department of Health and Environment

Phone Number (785) 296-1258 .email'to lois.wilkins@ks.goV Fax Number (785) 559-4250

Bureau of Community Health Systems
Health Facilities Program
1000 SW Jackson St., Suite 330
Topeka, Kansas 66612

Medical Care Facility (MCF) 200 (Rev 09/18) Page 4
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KaMMCO

KANSAS MEDICAL MUTUAL INSURANCE COMPANY
ON BEHALF OF
KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN

CERTIFICATE OF INSURANCE

This certificate is issued as a matter of information onty and confers no rights upon the certificate holder. This certificate
does not amend, extend, or alter the coverage afforded by the policy below.

POLICY NUMBER:  KSP0024050 POLICY HOLDER SINCE: 08/15/2014

FOR THE PERIOD FROM 08/15/2018 12:01a.m. TO 08/15/2019 12:01 am.

NAME AND ADDRESS OF CERTIFICATE HOLDER:

NAME AND ADDRESS OF HEALTH CARE PROVIDERS:

South Wind Women's Center LLC
5107 E Kellogg Dr
Wichita, KS 67218

This is to certify that the policy of professional liability insurance listed above has been issued to the Health Care Provider
named above for the policy period indicated, The insurance afforded by the policy described herein is subject’ to all the
terms, exclusions, and conditions of such professional liability policy.  The limits of liability for the IHealth Care
Stabilization Fund (HCSF) are based upon the limits option selected by the Health Care Provider as shown in the

company's records at the date of issuance of this Centificate of Insurance.

LIMITS OF LIABILITY
KHCPIAP HCSF Option 2 TOTAL
Each Claim $200,000 $300,000 $500,000
Annual Aggregate $600,000 $900,000 $1,500,000
73% %"‘
08/07/2018
AUTHORIZED REPRESENTATIVE DATE OF ISSUE

KSP116-1 (ED 01/93) INSURED COPY



HOSPITAL PROFESSIONAL LIABILITY PROGRAM
Declarations-Claims Made

Ttem 1. NAMED INSURED and Address (No. & Strest, City, County State, Zip Code) Policy Number: KSP0024050
F = Renows: 0871512019
South Wind Women's Center LLC
5 '?7 E Koll‘(\;gg Dr The Named fnsured is:
Wichita, KS 67218 General (Acute Care) Hospital 0
Pedintric Hospitat 1

Psychiatric Hospital 1
Teaching and/or Resenrch {3

Other (Speoify):
Agent Name & Address:
L. | USI Midwest
222 8 Riverside Plaza
Item 2. Policy Period From 08/15/2018 to  08/15/2019 Chicago, IL 60606

12:01 AM. standard time at the address of the Numed Insured as stated herein.

ltem 3. The Inswance afforded is only with respect to such of the following Coverage Parts and Coverages as ore indicated by sp ific pi
charge or charges. The Bmit of the Company's liability ngainst cach such Coverage shall be as stated herein, subject to all the terms of this policy

having reference thereto,

COVERAGE PARTS COVERAGES LIMITS OF LIABILITY ADVANCE PREMIUMS
Hospital Professional Retronctive Date: ~ 08/15/2014  § 200,000  each claim
Liability Insurance $ 6,000,00
$ 600,000  annual nggregate
s deductible
{1 Bodily Injury or $ each occurronce
Praperty Damage Linbility
Commercial General
Linbility Insurance $
{11y Personal Injury/Advertis- s amnual aggregate
ing Injury Coverage
Five Lepal Liability $ cach occurrence
g deductible
Umbrelly Liabitity Retroactive Date: § each claim
s
annual agpregate
s deductible
Excess Liability Retronctive Date: s cach claim
$
s annual appregate
s deductible
Endorsement Nos. 600 (ED 01/17), 604 (ED 01/17)
'Fotsl Deposit Premimm s 6,000.00

o s

Authorized Representative

Countersigned by

603 (ED 07/2011)




Division of Public Heohth
Curfis State Office Building

Phone; 785-296-0127

1000 $W Jackson 51, Surte 330 Department of Health Feo 785-559-4250

Topeke, KS 666121385 and Enviromwent wveve kedheles.gov/bhir

Lee A. Norman, M.D., Secretary Lawrg Kelly, Govemor
April 17,2019

Julie Burkhart, Administrator
South Wind Women's Center, LLC
5107 East Kellogg Drive

Wichita, KS 67218

Re: The Medical Care Facilities - Annual Renewal Report Forms
Dear Julie Burkhart,

Enclosed is the Medical Care Facility Annual Report and the Hospital/CAH Database Worksheet or the
Ambulatory Surgical Center Update Information forms. They must be completed, signed and returned to
our licensing agency within 30 days from the date on this letter.

As a medical care facility licensee, you need to remain in compliance with the Health Care Provider
Insurance Availability Act (KSA 40-3401 et seq.) which requires all medical care facilities licensed by
the Kansas Department of Health and Environment to maintain professional liability insurance. Please
provide this office the name of the insurance company providing professional liability coverage on behalf
of the facility. The declaration page should include your hospital/ASC policy number and the effective
dates of the coverage.

In accordance with KSA 65-4922. Medical care facilities; risk management program required; submission
of plan; inspections and investigations; approval of plan; reports and records confidential; KAR 28-52-1.
General requirements, the Risk Management Plan (RMP) is also which requires all medical care facilities
licensed by the Kansas Department of Health and Environment submitted for review to the KDHE Risk
Manager no later than 60 days prior to the renewal of the medical care facility licensure. The preferred
timeframe is 90 days, as the RMP must be approved prior to the renewal of the medical care facility
licensure. We understand your RM Plan may be in the review process with the risk management program
and if this applies, please provide proof of RMP submission to the state agency; example... a snap shot
showing the date on the electronic submission or the fax cover sheet.

Please return to Health Facilities Program the completed annual report, Hospital/ CAH/ASC database
worksheet, insurance declaration page along with all appropriate documentation for review.

Please retain the copies of these items for your facility files and mail the original documents to the
address below or lois.wilkins@ks.gov. If you have any questions, please contact Lois Wilkins at (785)
296-1258.
Kansas Department of Health and Environment
Bureau of Community Health Systems
1000 SW Jackson Street, Suite 330
Topeka, KS 66612-1365

Marilyn St Peter, RN, Director Health Facilities Program
Kansas Department of Health and Environment

Bureau of Community Health Systems

1000 SW Jackson St. Ste. 330

Topeka, KS 66612

Enclosures
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Division of Public Health aLnS as
Curtis State Office Building Phone: 785-296-0127

1000 SW Jackson St., Suite 330 Depariment of Health Fox: 785-559-4250
Topeko, KS 666121365 and Environmient veweve, kdheks.gov/bhfr
Lee A. Norman, M.D,, Secretary Lawra Kelly, Governor

July 1, 2020

South Wind Women’s Center
5107 East Kellogg Drive
Wichita, Kansas 67218

Re: Medical Care Facility License Approval for July 2020
Ambulatory Surgery Center Facility State 1.D. Number: S-078-025

Dear Julie Burkhart,

The Kansas Department of Health and Environment/ Health Facilities Program received the
annual report for South Wind Women’s Center. The state agency has amended or records
according to the ASC licensure application for July 2020. The ASC new effective dates are July
1, 2020 through July 1, 2021. Please maintain a copy of this letter for individuals who may
request the effective dates of this ASC license.

As a medical care facility, you will continue to be required to complete an annual report each
year.

Your license includes a statement that indicates the provisions of KSA 65-425 through 65-441
applies, unless sooner revoked or suspended for failure to comply with the requirements of said
law. Your license shall remain in effect upon filing the next annual report as prescribed by law.

A new license will be issued upon a change in the name on the face of the license or change in
the address.

We appreciate your cooperation with Health Facilities Program during the annual renewal
process and if our office can be of any assistance to you, do not hesitate fo contact us.

Thank you,

Marilyn St Peter

Marilyn St Peter, RN, Director Health Facilities Program
Kansas Department of Health and Environment

Bureau of Community Health Systems

1000 SW Jackson St. Ste. 330

Topeka, KS 66612

Marilyn.St. Peter(@ks.gov




Select One:

O Initial
a,l ' SaS Annual Renewal
Department of Health O Change of Owner
and Enwvionsneny O Amended
Kansas Department of Health and Environment

Bureau of Community Health Systems & Health Facilities Program
Medical Care Facility Licensure Application
Initial; Annual Renewal; Change of Ownership or Amended Application

Health Facilities Program
Medical Care Facility Identification:

A. Classification of License select one: () General Hospital (] Critical Access Hospital
() Special Hospital (2] Ambulatory Surgery Center

B. Name of Medical Care Facility: g\)kﬂ)\r\ k\) ! ﬁ(( l/\)OW\ AN\ S (Q»h &“—Q,
Address: 6\ 9, q (L, ‘K Q\l\ 0[} ﬂ} OY W City: \/\J A i’\ l ‘h’%}

2 e Y = Y 253 I P
Zip Code: \(5‘ q 2‘(&/ Public Phone: (;>\(L" / (c.’Lx(.;ﬁ(‘} ”3,({ Fax: B}H(“ L('Z\.; \_-;,L/ S

Web Address: \Wh et a O CHAIWES poomen, &‘?(l
OO L DR

* Ambulatory Surgery Centers List Davs and Hours of Operations for this ASC':

Days Open: { N\ f\Oﬁ“&a\) — K. (\:x’\\g Operation Hours: OB CDapn - 5 \'._,3(){’{\5‘«/\

Administration Information:

. U i ’ﬁ_i\D " i
C. Chief Executive Officer: (‘_)\_.:\h-\.-t s A S ITR/ATENTEPE |

Desk phone Mo M 25 22(%  Email address '\)ﬂ'\ L (,\;LQ..‘"G) o 1 st hawten. 024
¥ Chief of Medical Staff: _ YU\ €Y ) W Sh

Email addresszl\;\x,\\.r?—g PR hush. om Phone: _ (e 20U (59 3Y

4’ P o U/
* Director or Risk Manager Name: _ _3’\”.\’{18 }f‘_\{ el hep f

=

. A Al ! . Nl .‘7‘3/“‘ .j:T_)]' if 2 =
Email address: /_'1'\\.!\ \Q,,\(‘_(:\_(.z__(‘é(' 2 L] A Phonet Y {0 ‘:/’/)f') TW 5

Do Not Write Below This Line, State Agency Use Only

Effective Date () | - O‘ = OS Facility I.D. Number \:‘\0(0 Ll QD ‘
Renewal Date (D] - 0)-20 Reviewed By 'D\QV\\? 124 b

Page 2




Ownership Information:

Select the Disclosing Entity type as it is registered with the Kansas Secretary of State’s Office and
submit the Certificate of Good Standing from the Kansas Secretary of State’s Office.

1. List the name(s) and addresses of each person who has any direct or indirect ownership of 5 percent or
more in this entity.

2. List each person who is the owner (in whole or in part) of any mortgage, deed of trust, note or other
obligation secured (in whole or in part) by such facility or any of the property or assets of such facility.

3. If the disclosing entity is organized as a corporation, attach a list showing the names and address of
each Officer and or Director.

4. If the disclosing entity is organized as a limited partnership or limited liability company, please describe
each limited liability for each 5 percent owner, and for all general partners.

5. If the disclosing entity is a governmental unit, attach a list showing the names and addresses of each
responsible official (i.e., county commissioner).

II. CONTROL AND GOVERNING AUTHORITY:
A. Disclosing Entity’s Name: (\/Q,\,\SJ( Nd M EN \C%,\IJ\OQ/{'\D[\
Physical Address: 6 \OH £ \/\Q,\KOG)G, DT’\UQ, N . C\(\kj(\q KS (‘jt} Zﬁ

City/State Zip code

B. Type of Entity: T Corporation for profit (3<J) Corporation non-profit

(—_J Limited Liability Company (LLC) (C_J Professional Associates (P.A.)

(C) Government/County (] Other (Explain)
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address

Print Name Title Ownership % Address



General Information:

A. (FOR HOSPITALS ONLY) Number of Beds: General beds Observation beds
Swing beds IPPS beds LTC Bassinets

B. Number of Active Medical Staff (:J

C.  Check the box that applies:

(=< This applicant is licensed only

() This applicant is licensed, accredited

() This applicant is licensed, accredited and deemed to participate in Medicare by an approved
accrediting organization.

D. Specify the Accrediting Organization and provide the current accrediting
organization full survey with the decision letter.

Provide the accreditation effective dates

*Submit copy of the (MCF) Certificate of Professional Liability Insurance i.e., the Declaration Letter.

E. The licensing regulations include standards for optional organized services, departments, or units.
Check the boxes below that are provided by your facility. * Please submit the completed hospital
database and or the ASC updated information worksheet.

() Surgery department () Social Services

() Obstetrical department (2 Psychiatric Services

(= Outpatient department 2 Dialysis Services

(] Pediatric department (—J Physical Therapy

) Long Term Care Unit (2 Occupational Therapy

) Intensive coronary care units () Inhalation/respiratory Therapy
(—2) Radiology

F. Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate
A\ \ £S _, please submit copy a of the current CLIA Certificate of Registration.

(Initials) _ ) & I the undersigned is authorized to represent the governipg
individual, or partnership in whom is vested the responsibility for operatjo \
information is true and correct.

1 understand that this application may be subject to release pursuarite-the KansasOpy

b O Rueliogt Bundonecsd AL .

Print Name Title V Signatu(e {
2L U2S 2215 T une S
Phone number Date

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical care facility is subject to
provisions under the Kansas Law.

Return completed application & documentation: Kansas Department of Health and Environment
Bureau of Community Health Systems
Health Facilities Program
1000 SW Jackson St., Suite 330
Topeka, Kansas 66612
Phone Number (785) 296-1258 email to lois.wilkinsi@ks.gov Fax Number (785) 559-4250

Medical Care Facility (MCF) 200 (Rev 09/18) Page 4



HOSPITAL PROFESSIONAL LIABILITY PROGRAM
Declarations-Claims Made

flem 1, NAMED INSURED nnd Address (No. & Strect, City, County State, Zip Code) Policy Number: KSP0024050

=ﬂ Reticws: 08/15/2020
South Wind Wamen'’s Center LLC

5107 E Kellopg Dr
Wichita, KS 67218

The Named Insured is:

General (Aente Care) Hospital O
Pediatric Hospital O

Psychiatric Hospital [

“Teaching and/or Research £
Glher (Specify):

Agent Name & Address:
I | USI Midwest

222 § Riverside Plaza
ltem 2. Policy Period From 08/15/2019 to 0871572020 Chicago, IL 60606

12:01 A.M. standard time at the address of the Named Insured os stated herein,

s ae " ™ .

Hem 3. The Inswrance afforded is only with rospect to such of the following Coverage Parts and Coverages as are by sy p
charge or chorges, The limit of the Compnuny's linbility agninst each such Covernge shall be as stated herein, subject to all the teans of (his policy
having reference thereto,

COVERAGE PARTS COVERAGES LIMITS OF LIABILITY ADVANCE PREMIUMS
Hospital Professional Retroactive Date: 0871572014 $ 200,000  each claim
Liability Insurance s 6,000.00
s 600,000  annual aggregate
M deductible
(1) Bodily Injury or s each occuirrence

Property Damage Linbility
Conmmercial Genernl

Liability lnsurance s
(1) Personal tnjury/Adventis- s annual aggregate
ing Injury Covernge
é Fire Legal Liability 3 each ocenrrence
E $ deductible
j Umbrclia Liability Retronctive Dnte: $ ~ cachclaim
| $
s annual aggregate
N deductible
Excess Linbility Retroactive Date: s cach chaim
$
s annunl aggregate
]
§ $ deductible
Endorsement Nos. 600 (ED 01/17), 604 (ED 01/17)
Total Deposit Premtium 3 6,000,00

=

Authorized Representative

Countersigned by

4

603 (ED 07201 1)
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Lois Wilkins [KDHE]

From: Lois Wilkins [KDHE]

Sent: Friday, July 10, 2020 11:39 AM

To: Christie Burkhart

Cc: Lois Wilkins [KDHE]

Subject: RE: ASC renewal application South Wind Women's Center
Attachments: ASC Work Sheet 2020.pdf

Hello Christi,

I did not see the database worksheet with the renewal application or CLIA Certificate if the ASC hold one. Will
you provide the confirmation of the Risk Management Submission to the RM Mailbox?
After receipt I will send the ASC 2020 Approval Letter to you.

Thanks

Lois Wilkins

Certification Coordinator

KDHE

Health Facilities Program

1000 SW Jackson Street, Suite 330
Topeka, Kansas 66612

(785) 296-1258

From: Christie Burkhart <cburkhart@itrustwomen.org>
Sent: Thursday, June 4, 2020 10:04 AM

To: Lois Wilkins [KDHE] <Lois.Wilkins@ks.gov>
Subject: ASC renewal application

EXTERNAL: This email originated from outside of the organization. Do not click any links or open any attachments unless
you trust the sender and know the content is safe.

Good morning,
Please find the attached annual renewal application for South Wind Women’s Center.

Thank you
Christie

Thank you,

Christie Burkhart

Chief Compliance Officer
Trust Women
0:316-425-3215



M: 316-641-0709

F: 316-425-3451
cburkhart@itrustwomen.org
www.trustwomen.org

TRUST @ WOMEN

NOTICE: This E-mail (including attachments) is covered by the Electronic Communications Privacy Act, 18 U.S.C. 2510-2521, is confidential and
may be legally privileged. If you are not the intended recipient, you are hereby notified that any retention, dissemination, distribution or copying of
this communication is strictly prohibited. Please reply to the sender that you have received the message in error, then delete it.



American
‘ ' Institute

PROFICIENCY TESTING SERVICE

2020

CERTIFICATE OF PARTICIPATION
This certifies

S. Wind Women’s Center

as a mnwﬁ.&wmﬁ i1 a continuous program Qm
quality assurance \3 laboratory testing.

Dan Edson

Daniel C. Edson, President




Ambulatory Surgery Center Updated Information

(Please read the following instructions before completing this form)

TheASC completesand signs this form for updated information upon request of the Stafe agency periodically; please answer all questions as of the current

date.

Item III: If a service is provided directly by the facility, place a 1’ on the appropriate line. If a service is provided under an arrangement with an outside

source, place a ‘2’ on the appropriate line. If the service is not provided, leave blank.

Item IV: Place an ‘X’ on the appropriate line representing categories of surgery offered by the ASC. Under “Other,” include only broad categories

(i.e., not subspecialties). More than one service may be selected.

Name of Facility
CMS Certification Number State ID Number

Couth Wand (Doraen SCo Y2 ] ;-

County

M@E aa

Identifying Information

Street Address; City and Zip code:
G103 & e\ /QQV a Nee \nWickh QD LIUPR

Telephone No. (Include Area Code)

e 260 (6434

1. Proprietary __

2. Non-Profit X

3. Government

Type of Control
Select one

Ancillary Services

Select 1 or 2 2. Radiology

1. Laboratory ﬂ

3. Pharmaceutical Services

Surgical Specialties 1. Dental 2. Endoscopy 3. Ear/Nose/Throat

Select appropriate selections
8. Plastic/Reconstructive

6. Orthopedic 7. Pain

4. 0b/Gyn X 5. Ophthalmologic

9. Podiatry

10. Other (specify)

Facility Characteristics Number of Operating Rooms/Procedures Rooms M

Date Center Began Providing Service ,/; 3 _NQ e

Title

/ﬁCf/@e/ ¢ CEO

Pint Name of Authorized Official

o fﬁg e

Date

(SN& A

—~7

Signature §
e

r\\

L

U

Health Facilities Program 6.2016
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Division of Public Health a I l S aS
Curtis State Office Building Phone: 785-296-0127
1000 SW Jackson St., Suite 330 Department of Health Fax: 785-559-4250
Topeka, KS 66612-1368 and Environment www.kdhe.ks.gov/facilities_licensing
Janet Stanek, Secretary Laura Kelly, Governor

June 26, 2024

Jessica Wannemacher, Acting Administrator
South Wind Women'’s Center, LLC

5107 East Kellogg Drive

Wichita, Kansas 67218-1625

Re: Medical Care Facility License Approval for July 2024
Ambulatory Surgery Center State I D. Number: S-087-025

Dear Ms. Wannemacher,

The Bureau of Facilities and Licensing received the medical care facility annual renewal
application from South Wind Women's Center, LLC. Our records have been amended to reflect
the successful license renewal application for July 2024.

The ambulatory surgery center’s new effective dates are July 1, 2024, through July 1, 2025.

Please maintain a copy of this letter for individuals who may request the effective dates of this
ASC license renewal.

As a medical care facility, you will continue to be required to complete the annual report each
year.

Your license includes a statement that indicates the provisions of KSA 65-425 through 65-441
applies, unless sooner revoked or suspended for failure to comply with the requirements of said

law. Your license shall remain in effect upon filing the next annual report as prescribed by law.

A new license will be issued upon a change in the name on the face of the license or change in
the address.

We appreciate your cooperation with the Bureau of Facilities and Licensing during the annual
renewal process. If our office can be of any further assistance, do not hesitate to contact us.

Thank You,

Bureau Director

Lois Wilkins, Program Manager
Licensure & Certification
Lois.wilkins@ks.gov

Bureau of Facilities and Licensing 2024
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Select Ot

I ( [ Initial
an S a S Annual Renewal

Department of Health [ Change of Owner
and Environment D Amended

Kansas Department of Health and Environment
Bureau of Facilities and Licensing
Medical Care Facility Licensure Application
Initial; Annual Renewal; Change of Ownership or Amended Application

Health Facilities Program

Medical Care Facility Identification:

A. Classification of License select one: Ambulatory Surgery Center D General Hospital
(] Critical Access Hospital (D Special Hospital

South Wind Wi 's Center LLC (d/b/a Trust W Wichi
B. Name of Medical Care Facility: - e vramens Lener (d/bfa Trust Women Wichita)

address: 2107 E. Kellogg Drive ciyy: Wichita
Zip Code: 67218 Public Phone: 316-260-6934 Fax: 316-425-3451

Web Address: trustwomen.org

*Ambulatory Surgery Centers List Days and Hours of Operations for this ASC:
M-F, occasional Sat/Sun 8am - 5pm

Days Open: Operation Hours:

Administration Information: select title
C. Chief Executive Officer or Administrator: Jessica Wannemacher Title: Acting Administrator

Desk phone 316-260-6934 Email address jwannemacher@itrustwomen.org
*  Chief of Medical Staff: Abbey Hardy-Fairbanks MD

Email address: Necate987@yahoo.com  ppone: 402-239-9586

*  Director or Risk Manager Name: Jessica Wannemacher

Email address: Iwannemacher@itrustwomen.org  pp,ope: 316-260-6934

Do Not Write Below This Line, State Agency Use Only

Effective Date 7 /26— / 20)(/ Facility I.D. Number\g Og(?zﬁz CD’
Renewal Date 7 / [ / Z«)Z(// Reviewed By

KDHE/Bureau of Facilities and Licensing 12/2023 20f4
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Ownership Information:

Select the Disclosing Entity type as it is registered with the Kansas Secretary of State’s Office and
submit the Certificate of Good Standing from the Kansas Secretary of State’s Office.

1. List the name(s) and addresses of each person who has any direct or indirect ownership of 5 percent or
more in this entity.

2. List each person who is the owner (in whole or in part) of any mortgage, deed of trust, note or other
obligation secured (in whole or in part) by such facility or any of the property or assets of such facility.

3. If the disclosing entity is organized as a corporation, attach a list showing the names and address of each
Officer and or Director.

4. If the disclosing entity is organized as a limited partnership or limited liability company, please describe
each limited liability for each 5 percent owner, and for all general partners.

5. If the disclosing entity is a governmental unit, attach a list showing the names and addresses of each
responsible official (i.e., county commissioner).

II. CONTROL AND GOVERNING AUTHORITY:

South Wind Women's Center LLC
Wichita, KS 67218

City/State Zip code

A. Disclosing Entity’s Name:
Physical Address: 5107 E. Kellogg Drive

B. Type of Entity: Q Corporation for profit Corporation non-profit

Q Limited Liability Company (LLC) Professional Associates (P.A.)

Government/County l:l Other (Explain)

Jessica Wannemacher Acting Administratc N/A Same
Print Name Title Ownership % Address
Trust Women Foundation Inc. Qwner 100% Same
Print Name Title Ownership % Address
Sapphire Garcia-Lies President N/A Same
Print Name Title Ownership % Address
Susan Edgerley Secretary N/A Same
Print Name Title Ownership % Address
Bruce Price Director N/A Same
Print Name Title Ownership % Address
Keyla Harrison Director N/A Same
Print Name Title Ownership % Address

KDHE/Bureau of Facilities and Licensing 12/2023

3of4
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General Information:

A. (FOR HOSPITALS ONLY) Number of Beds: Generalbeds _ Observationbeds
Swingbeds ~ IPPSbeds ~~ LTC __ Bassinets

B. Number of Active Medical Staff /

C. Check the box that applies:

This applicant is licensed only
This applicant is licensed, accredited

This applicant is licensed, accredited and deemed to participate in Medicare by an
approved accrediting organization.

D. Specify the Accrediting Organization N/A and provide the current accrediting
organization full survey with the decision letter.

Provide the accreditation effective dates N/A

*Submit copy of the (MCF) Certificate of Professional Liability Insurance i.e., the Declaration Letter.

E. The licensing regulations include standards for optional organized services, departments, or units.
Check the boxes below that are provided by your facility. * Please submit the completed hospital
database and or the ASC updated information worksheet.

[] Surgery department [ISocial Services
Obstetrical department [] Psychiatric Services
Outpatient department [ ] Dialysis Services

[ Pediatric department [ Physical Therapy
Long Term Care Unit [ Occupational Therapy
Intensive coronary care units [ Inhalation/respiratory Therapy
Radiology

F. Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate
1702056639 | please submit copy a of the current CLIA Certificate of Registration.

(Initials) JW I the undersigned is authorized to represent the governing body, corporation, organization,
individual, or partnership in whom is vested the responsibility for operation of the facility and certifies that the above
information is true and correct.

I understand that this application may be subject to release pursuant to the Kansas Open Records Act (K.S.A. 45-215 et seq.).

Jessica Wannemacher  Acting Administrator .
ALY
Print Name Title STpnetigEeero..

316-260-6934 6/20/2024

Phone number Date

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical care facility is subject
to provisions under the Kansas Law. Return completed application with supporting documentation to: kdhe.btla@ks.gov

| Email: kdhe.bfla@ks.gov
| Bureau of Facilities and Licensing
1000 SW Jackson St., Suite 330
Topeka,Kansas 66612

:
| Phone Number (785) 296-0127
KDHE/Bureau of Facilities and Licensing 12/2023 40f4
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KDHE Butreau of Facilities and Licensing

1000 SW Jackson Street, Suite 330 )
Topeka, KS 66612-1365

Via email: kdhe.bfla@ks.gov

June 21, 2024

RE: South Wind Women’s Center (S087025) Change of Administrator

Effective June 13, 2024, I am the Acting Administratot of South Wind Women’s Center d/b/a Ttust
Women Wichita (S087025). I can be reached at jwannemacher@jitrustwomen.otg or 1-316-260-6934.

Thank you.

Jessica Wannemacher Sy
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STATE OF KANSAS
OFFICE OF SECRETARY OF STATE

CERTIFICATE OF GOOD STANDING

I, SCOTT SCHWAB, Kansas Secretary of State, certify that the records of this office reveal the following:

Business ID: 6710966
Business Name: SOUTH WIND WOMEN'S CENTER LLC
Type: Domestic Limited Liability Company

Jurisdiction: Kansas

was filed in this office on November 19, 2012, and is in good standing, having fully complied with all
requirements of this office.

No information is available from this office regarding the financial \condition, business activity or
practices of this entity.

In testimony whereof:

I affix my official certification seal.
Done at the City of Topeka,

on this day June 18, 2024.

JesAt bt —

SCOTT SCHWAB
KANSAS SECRETARY OF STATE

Certification Number: 923751-20240618 To verify the validity of this certificate please visit
https://www.sos.ks.gov/eforms/BusinessEntity/CertifiedValidationSearch.aspx and enter certificate number.
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CQR{H«II CATE OF COMPLMNCé‘?

LABORATORY NAME "t\ADDRESS 3”!’ & CLIA ID NUMBER
SOUTH WIND WOMENS)CENTER 17D2056639
DBA TRUST WOMEN... | >
5107 EAST KELLOGG'BRIVE i DATE
WICHITA, KS 672187 W

ke 11/12/2022

LABORAIORYE}"RECTOR ., #” EXPIRATION DATE
CHRISTINA M BOURNE M.D. s 11/11/2024

L
Pursuant to Section 353 of the Pubfic Health Services Acx (42

the above named laboratory locared at the
\/ Sl
(] V? i
139.
v
[ ]
[ 4

; i CENTERS FOR MEDICARE & MEDICAID SERVICES
0
i . E

/\ (‘1’? piducs Cllteal Laboratofy 1o Quals

£ Ty ion 0! orators rovement & y
CMS Q-:l(j oo . nality & Safety Oversi sz 4
COTOES FOR MIDICAXE & MIDICAD SIXVICES 55" Center for Clinical Sman TQIH.[I!}'

216 Certs2_101822

If you currently hold a Certificate of Compliance or Certificate of Accreditation, below is a list of the laboratory
specialties/subspecialties yon are certified to perform and their effective date: :

LAB CERTIFICATION (CODE)  EFEECTIVEDATE LAB CERTIFICATION (CODE)  EEEECTIVE DATE

BACTERIOLOGY' (110) 07/29/2020
MYCOLOGY (120) 09/03/2020
PARASITOLOGY (130) 09/03/2020
ABO & RH GROUP (510) : 11/12/2014
e AR e
\‘:.\,\ st i 2
‘:Q.

SWWC Facility License Renewal Attachment D

FOR MORE INFORMATION ABOUT CLIA, VISIT OUR WEBSITE AT WWW.CMS.GOV/CLIA
OR CONTACT YOUR LOCAL STATE AGENCY. PLEASE SEE THE REVERSE FOR
YOUR STATE AGENCY’S ADDRESS AND PHONE NUMBER.
PLEASE CONTACT YOUR STATE AGENCY FOR ANY CHANGES TO YOUR CURRENT CERTIFICATE.
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Ambulatory Surgery Center Updated Information
(Please read the following instructions before completing this form)

The ASC completes and signs this form for updated information upon request of the State agency periodically; please answer all questions as of the current
date.

Item III: If a service is provided directly by the facility, place a ‘1’ on the appropriate line. If a service is provided under an arrangement with an outside
source, place a 2’ on the appropriate line. If the service is not provided, leave blank.

Item IV: Place an ‘X’ on the appropriate line representing categories of surgery offered by the ASC. Under “Other,” include only broad categories
(i.e., not subspecialties). More than one service may be selected.

Name of Facility CRE SRR SR . P County Site
South Wind Women's Center (d/b/a Trust Women Wichita ertirication Number tate ID Number i
¢ g 5- 087025 Bedgwick

Street Address; City and Zip code: Telephone No. (Include Area Code)
Identifying Information 5107 E. Kellogg Drive, Wichita KS 67218 316-260-6934
Type of Control 1. Proprietary
Select one 2. Non-Profit

3. Government

Ancillary Services

Select1or2 1. Laboratory 1

2. Radiology 3. Pharmaceutical Services

Surgical Specialties 1. Dental J:L 2. EndoscopyD_ 3. Ear/Nose/Throat 4. 0b/Gyn . S. OphthalmologicD

Select appropriate selections
6. Orthopedic_I:I_ 7. Pain_I:I_ 8. Plastic/Reconstructive_D_ 9. Podiatry_lj_ 10. Other (specify)

Facility Characteristics Number of Operating Rooms/Procedures Rooms 2 Date Center Began Providing Service 41312013
Pint Name of Authorized Official s Title Date
Jessica Wannemacher . . .
Acting Administrator| 6/20/2024
Signature Dactisianed by: Email Address : .
g ztita Mg s jwannemacher@itrustwomen.org

E66368BD3D87470...

Bureau of Faciliies and Licensing 12/2023
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KAMMCO

KANSAS MEDICAL MUTUAL INSURANCE COMPANY

ON BEHALF OF
THE KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN
TOPEKA, KANSAS
HEALTHCARE FACILITY PROFESSIONAL LIABILITY PROGRAM
) Declarations
Item 1. NAMED INSURED and Address (No. & Street, City, County State, Zip Code) Policy Number: KSP0024050
m Renews:  08/15/2024

South Wind Women's Center LLC

5107 E Kellogg Dr The Named Insured is:

Wichita, KS 67218 General (Acute Care) Hospital O
Pediatric Hospital O
Psychiatric Hospital O
Teaching and/or Research O

Other (Specify):
L | (Specify)
Item 2. Policy Period From 08/15/2023 to  08/15/2024 Agent Name & Address:
12:01 A.M. standard time at the address of the Named Insured as stated herein. USI Midwest
222 S Riverside Plaza

Chicago, IL 60606
Item 3. The Insurance afforded is only with respect to such of the following Coverage Parts and Coverages as are indicated by specific premium
charge or charges. The limit of the Company's liability against each such Coverage shall be as stated herein, subject to all the terms of this policy
having reference thereto.

COVERAGE PARTS COVERAGES LIMITS OF LIABILITY * ADVANCE PREMIUMS
Professional Retroactive Date: 08/15/2014 § 500,000 each claim
Liability Insurance $ 6,610.00

$ 1,500,000 annual aggregate

$ deductible

*Notwithstanding the Limits of Liability stated above, the Limits of Liability shall be reduced to the minimum professional liability insurance (“Basic Coverage”)
required by K.S.A. 40-3402, as of the date of the incident giving rise to a claim which may result in the Limits of Liability being reduced to $200,000 per claim and
$600,000 annual aggregate. The Limits of Liability for insureds not subject to K.S.A. 40-3401 et seq. shall be reduced to the Limits of Liability in effect on the date of
the incident giving rise to a claim.

(I) Bodily Injury or $ each occurrence
Property Damage Liability
Commercial General
Liability Insurance $
(I1) Personal Injury/Advertis-  $ annual aggregate
ing Injury Coverage
Fire Legal Liability $ each occurrence
$ deductible
Umbrella Liability Retroactive Date: $ each claim
$
$ annual aggregate
$ deductible
Excess Liability Retroactive Date: $ each claim
$
$ annual aggregate
$ deductible
Endorsement Nos. 600 (ED 01/22), 604 (ED 01/22)

Total Deposit Premium $ 6,610.00

il B

Authorized Representative

SWWC Facility License Renewal Attachment A

Countersigned by

603 (ED 01/22)
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KaMMCO

KANSAS MEDICAL MUTUAL INSURANCE COMPANY
ON BEHALF OF
KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN

AMENDATORY ENDORSEMENT
/
/THIS POLICY IS ISSUED BY THE COMPANY IN ACCORDANCE WITH AN AGREEMENT
BETWEEN THE COMPANY AND THE KANSAS HEALTH CARE PROVIDER INSURANCE
AVAILABILITY PLAN'UNDER THE SUPERVISION OF THE COMMISSIONER OF
INSURANCE OF THE STATE OF KANSAS, PURSUANT TO KSA 40-3401 et seq.

COVERAGE AMENDMENTS FOR PROFESSIONAL SERVICES OUTSIDE THE STATE

It is hereby understood and agreed that the coverage and/or applicable prior acts coverage under
Coverages A and B as defined by the policy is limited as follows for those non-resident health care
providers and for those Kansas resident health care providers who have resided outside the state of
Kansas and who, during such time, complied with the Health Care Stabilization Fund on a non-
resident basis:

During any period(s) in which the above described health care providers resided
outside the state of Kansas, the coverage and/or applicable prior acts coverage
under Coverages A and B provided by the policy apply only to those Professional
Services rendered, or which should have been rendered, within the state of Kansas
provided that claim is made and suit is brought against the Insured within the
United States of America, its territories of possessions.

COVERAGE C

It is hereby understood and agreed that the provisions of Coverage C shall not apply to this policy
issued by the Kansas Health Care Provider Insurance Availability Plan, and no excess coverage is
provided under this policy.

DIVIDENDS

It is hereby understood and agreed that the provisions relating to dividends contained in this policy
shall not apply.

MUTUAL POLICY CONDITION - MEMBERSHIP

It is hereby understood that the provisions relating to membership contained in this policy shall not
apply.

MUTUAL POLICY CONDITION - VOTING

It is hereby understood and agreed that the provisions relating to the voting rights of members shall
not apply.

SWWC Facility License Renewal Attachment A

KSP 114-2 (ED 09/03) INSURED COPY
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Kansas Health Care Stabilization Fund Notice of Basic Coverage Form

(for policy periods effective on and after Jan. 1, 2022)

Kansas law requires the insurance company to forward this completed form to the Kansas Health
Care Stabilization Fund Board of Governors within thirty days of the effective date of the basic
policy. A copy of this completed form must also be given to the health care provider.

FOR HCSF USE ONLY

SECTION I — Health Care Provider Identification and Residency

Health Care Provider’s Name: | South Wind Women's Center LLC

Last name, first name, middle initial, and professional acromym, or full name of medical care facility or other type of health care provider

Health Care Provider’s

iage] Eenats Sodegans |i1 07 E Kellogg Dr, Wichita KS || 67218 |
Street Address and City (For a hospital or other facility, or a business entity, this should be the legal location.) Zip Code
Daytime Phone Health Care Provider’s

(316) 260-6934

Number: Email Address:

Mailing Address: I

(Optional, if not the same as legal residence) Street Address or P.O. Box, City, State, Zip Code

SECTION II - HCSF Coverage Limit
9| $500,000/$1,500,000

Date Signed Health Care Provider’s Signature

Notice to Health Care Provider: If you discontinue your professional liability insurance policy because you are no longer
rendering professional services as a Kansas resident health care provider, you should immediately contact your licensing

agency and request that your license be made inactive.

SECTION III - Health Care Stabilization Fund Surcharge and Insurance Policy Information For Fund For Fund
Classes 1 to 14 Classes 15 to 24
’ HCSF HCSF HCSF
HCSF Rate Provider's Fund Basic Coverage | (qaq5 Surcharge HCSF 9% Based
Classification License Compliance Premium Group | PaymentFrom | Surcharge Surcharge
Number Number Year Amount Number Rate Tables Percent Payment
S087025 1 6,610.00 15 $ 20 AR 1,322.00

= . soewe e sl o
The published HCSF surcharge for Fund classes 1 to 15 was modified for the following reason or reasons:

The policy is issued for only part of a year and the surcharge was prorated based on the number of days divided by 365.
The proration (rounded to the nearest whole percent) was

%.

“extraordinary circumstances”).

The policy is a unique part-time policy issued by the primary professional liability insurer (requires explanation bel owunder
The part-time factor used was

%.

|:| This Kansas resident health care provider has an active Missouri license.

The applicable Missouri modification factor was included in the surcharge calculation and the factor used was

%.

Type of Primary Coverage Professional Liability Insurance Policy: Occurrence

Claims Made

Insurance
Company Name: D

Name of Agent or Other
Company Representative: Sara Patry Policy Number: KSP0024050
Agent or Company Rep.
Email Address: SPATRY@KAMMCO.COM Coverage Effective Date: 08/15/2023
Agent or CompanyRep.
PhoneNumber: (785) 232-2224 Coverage Expiration Date: 08/15/2024

For insurer explanation of extraordinary circumstances:

FOR HCSF USE ONLY

SWWPC Facility License Renewal Attachment A
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KAMMCO

KANSAS MEDICAL MUTUAL INSURANCE COMPANY

ON BEHALF OF
KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN
CERTIFICATE OF INSURANCE

This certificate is issued as a matter of information only and confers no rights upon the certificate holder. This
certificate does not affirmatively or negatively amend, extend or alter the coverage afforded by the policy below.
This Certificate of Insurance does not constitute a contract between issuing insurer(s), authorized representative
or producer, and the Certificate Holder.

Important: If the Certificate Holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED
provisions or be endorsed. If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain
policies may require an endorsement. A statement on this Certificate does not confer rights to the Certificate

Holder in lieu of such endorsement(s).

POLICY NUMBER: KSP0024050

FOR THE PERIOD FROM 08/15/2023 12:01 a.m. TO 08/15/2024 12:01 a.m. standard time at the address of the
Insured as stated herein.

NAME AND ADDRESS OF CERTIFICATE HOLDER:

NAME AND ADDRESS OF HEALTH CARE PROVIDERS:
South Wind Women's Center LLC
5107 E Kellogg Dr
Wichita, KS 67218

This is to certify that the coverages listed below have been issued to the Health Care Provider named above for
the policy period indicated above. The insurance afforded by the policy described herein is subject to all terms,
exclusions, and conditions of such policy. Notwithstanding the Limits of Liability stated below, the Limits of
Liability shall be reduced to the minimum professional liability insurance (“Basic Coverage”) required by K.S.A.
40-3402, as of the date of the incident giving rise to a claim which may result in the Limits of Liability being
reduced to $200,000 per claim and $600,000 annual aggregate. The Limits of Liability for insureds not subject to
K.S.A. 40-3401 et seq. shall be reduced to the Limits of Liability in effect on the date of the incident giving rise to a
claim. The Limits of Liability below for the Health Care Stabilization Fund (HCSF) are based upon the limits
option selected by the health care provider as shown in the company's records as of the date of issuance of this
Certificate of Insurance and are subject to the Health Care Provider Insurance Availability Act, K.S.A. 40-3401 et

seq.
LIMITS OF LIABILITY
Hospital Professional Liability KAMMCO HCSF OPTION TOTAL
Each Claim 500,000 500,000 1,000,000
Annual Aggregate 1,500,000 1,500,000 3,000,000
116-1H (ED 01/2022) (Page 10f 2)

SWWOC Facility License Renewal Attachment A
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’a”“‘ /;22%2,_ 07/11/2023
AUTHORIZED REPRESENTATIVE DATE OF ISSUE

116-1H (ED 01/2022)

SWWC Facility License Renewal Attachment A

(Page 2 of 2)
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Shukeyla Harrison
Trust Women
Attention: KDHE, Lois Wilkins !

05/17/2025

Dear Lois Wilkins,

Thank you for your request and my apologies for the delay in communication regarding
Trust Women'’s formal change with administrative leadership and who is now the
administrator of facility.

On April 10th, 2024, Trust Women underwent an executive leadership change. The past
Co-Executives, Rebecca Tong and Schaunta Boyd-James are no longer employed
through any avenue with Trust Women. | have stepped into the role of Interim Chief
Executive Officer for a minimum of 12 months. | will update your organization prior to
April 11, 2025, if my tenure will be extended.

If you have any questions, please feel free to reach out by email at
Kharrison@itrustwomen.org or by phone at 785-473-3436.

Regards,

Shukeyla Harrison, Ph.D.
Interim CEO

785-473-3436
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R
Division of Public Health
Curtis State Office Building anS as Phone: 785-296-0127
1000 SW Jackson St., Suite 330 Department of Health Fax: 785-559-4250
Topeka, KS 66612-1368 and Environment www.kdhe.ks.gov/facilities_licensing
Janet Stanek, Secretary Laura Kelly, Governor

Dear Provider,
Re: The Medical Care Facilities - Annual Renewal Report Forms

Enclosed is the Medical Care Facility Annual Report and the Hospital/CAH Database Worksheet or the
Ambulatory Surgical Center Update Information Forms. They must be completed, signed and returned to
our licensing agency within 30 days from the date on this letter. Please check to assure all elements for
the renewal applications are submitted.

facment® - A5 a medical care facility licensee, you need to remain in compliance with the Health Care
Provider Insurance Availability Act (KSA 40-3401 et seq.) which requires all medical care facilities
licensed by the Kansas Department of Health and Environment to maintain professional liability
insurance. Please provide this office the name of the insurance company providing professional liability
coverage on behalf of the facility. The declaration page should include your hospltaI/ASC policy number
and the effective dates of the coverage.

Aeemert® 1 accordance with KSA 65-4922 and KAR 28-52-1, an annual Risk Management Plan (RMP)
submission is required for all medical care facilities licensed by the Kansas Department of Health and
Environment. The RMP needs to be submitted to KDHE 60-90 days prior to the renewal of the medical
care facility licensure. The preferred method of submission is via email to
kdhe.riskmanagement@ks.gov. The RMP must be complete and approved by KDHE prior to the renewal
of the medical care facility licensure.

Attachment C

If the medical care facility is registered with the Kansas Business Center, please submit the
Certificate of Good Standing, you can obtain the certificate at the BESS Website at
https://www.kansas.gov/bess/flow/main?execution=e4s|1.

\

Return all applicable documentation, the renewal application, Hospital/CAH or ASC database worksheet,
insurance declaration page along with any supporting documentation to the Bureau of Facilities and
Licensing to complete the medical care facility annual review process.

Email Annual Renewal Report Forms to:
kdhe.bfla@ks.gov
KDHE Bureau of Facilities and Licensing
1000 SW Jackson Street, Suite 330
Topeka, KS 66612-1365
Office phone: (785) 296-0127

Jerry Smith, LSCSW
Bureau Director
KDHE Bureau of Facilities and Licensing

Enclosures

KDHE/Bureau of Facilities and Licensing Renewal Cover Letter-2023



3/26/24, 2:39 PM

Print Renewal Letters

Licensure Renewal

Facility State Id:

Federal CMS Certification Nbr:
Facility Region:

Facility Name:

Facility Rank:

Type:

L Class:

C Class:

Facility Address:

Facility City:

County:

Facility State:

¥ Facility Zipcode:
Facility Address:

Facility City:

Facility State:

Facility Zipcode:

Phone:

Admin Name:

Total Number of Beds:

Effective Date:

Renewal Date:

Renewal Letter Sent:

Renewal Application Received:
Renewal Approved:

Notes:

S087025

SOUTH WIND WOMEN'S CENTER, LLC
32

ASC

5107 EAST KELLOGG DRIVE
WICHITA

SEDGWICK

KS

67218

316-425-3215
REBECCATONG, CO-CEO

0

07/25/2014
04/01/2024



Division of Public Health aLnS a S
Curfis State Office Building Phone: 785-296-0127

1000 $W lackson St., Suite 330 Depariment of Health Fox: 785-559-4250
Topeko, KS 66612-1365 and Environmuent v kdheks.gov/bhir

Lee A, Norman, M.D,, Secretary Lawvra Kelly, Governor
June 24, 2021

South Wind Women'’s Center, LLC
5107 East Kellogg Drive
Wichita, Kansas 67218

Re: Medical Care Facility License Approval for July 2021
Ambulatory Surgery Center State I.D. Number: S-087-025

Dear Julie Burkhart,

The Health Facilities Program, Acute & Continuing Care received the medical care facility
annual report for South Wind Women’s Center, LLC. The state agency has amended or records
according to the license renewal application received for July 2021. The ambulatory surgery
center’s new effective dates are July 1, 2021 through July 1, 2022. Please maintain a copy of this
letter for individuals who may request the effective dates of this ASC license.

As a medical care facility, you will continue to be required to complete an annual report each
year.

Your license includes a statement that indicates the provisions of KSA 65-425 through 65-441
applies, unless sooner revoked or suspended for failure to comply with the requirements of said
law. Your license shall remain in effect upon filing the next annual report as prescribed by law.

A new license will be issued upon a change in the name on the face of the license or change in
the address.

We appreciate your cooperation with Health Facilities Program during the annual renewal
process and if our office can be of any assistance to you, do not hesitate to contact us.

Thank you,

Marilyn St Peter

Marilyn St Peter, Director

Health Care Facilities Program

Acute & Continuing Care

Bureau of Community Health Systems

Kansas Department of Health and Environment
1000 SW Jackson St. Ste. 330

Topeka, KS 66612

Marilyn.St. Peter@ks. gov




=

Select One:

O Initial

Kans aS  Annual Renewal

Department of Health [l Change of Owner
and Environment 0 Amended

Kansas Department of Health and Environment
Bureau of Community Health Systems & Health Facilities Program
Medical Care Facility Licensure Application
Initial; Annual Renewal; Change of Ownership or Amended Application

Health Facilities Program

Medical Care Facility Identification:

A. Classification of License select one: () General Hospital () Critical Access Hospital
() Special Hospital (=) Ambulatory Surgery Center

B. Name of Medical Care Facility: SO\,L-‘W\ \/\>\ Y\C\ W ') OMN gr\\% C(') (\\\/QQ
Address: 6 \OF € \LQ\&O(‘}G} Dew ¢ City: \f\) . (,\\k- ma)
Zip Code: {, 2\ & Public Phone: LZWOE Fax Al 2.5 S|

Web Address: Lo\ T\ Sshwoomen . DILC}

* Ambulatory Surgery Centers List Days and Hours of Operations for this ASC:

Days Open: MO(\()M ~ sz;om‘. Operation Hours: ORK 0O e — G0 a1

Administration Information:
C/ Chief Executive Officer: ‘—\-\ 1\ £ Q FR\_L (L\L\\CL Wt
Desk phone 3\ U5 216 Email address }k\;\l\[ e ot @ Heud humen. Dﬁ<]

s
/j ¥ Chief of Medical Staft. Y} L\ €4 WO o
a;i / Email address: \U\QS (\(\C-VQS\\()\\\LU\.QOM Phone: 2\(4/ ZLU bq 3\L1[
;;6? /-‘/ *  Director or Risk Manager Name: (\,\’\V\ SHE R\LQ\U\CLQ/‘(
Email address: (o bofe) i o Bhsne: A W25 U5
Do Not Write Below This Line, State Agency Use Only
Effective Date _ / + AS - A o14 Facility LD. Number S O 37 0 QS5
Renewal Date 'k/ - gNerN Reviewed By %

KDHE/HFP Acute & Continuing Care revised 2020 Page |




TRUST WOMEN

Board of Ditectors

Alison Regan, President Susan Edgerley
Anthony Tenbrink, Treasurer Bruce Price, M.D.
Jessica Wells-Hasan, Secretary Jennifer Stastny

July 29, 2021

Kansas Department of Health and Environment

Butreau of Community Health Systems

Health Care Facilities Program, Acute & Continuing Care
1000 SW Jackson Street, Suite 330

Topeka, Kansas 66612

To whom it may concern:

Trust Women that owns and operates South Wind Women’s Center (DBA Trust Women Wichita)
has new administrators. Detailed below are the administrators that have been removed with effective
dates.

e Julie Burkhart, effective 7/9/2021 is no longer the CEO
o Christie Burkhart, effective 7/9/2021 is no longetr Risk Manager
Detailed below are the new administrators with effective dates.

e Schaunta James-Boyd, effective 7/6/2021 is the Co-Chief Executive Officer
o sjamesboyd@itrustwomen.org

e Rebecca Tong, effective 7/12/2021 is the Co-Chief Executive Officer
o rtong@itrustwomen.org

e Ashley Brink, effective 7/19/2021 is the Director
o abrink@itrustwomen.org

Please let us know if you requite any additional information or documentation. Thank you all for the
important work you do.

Sincerely,

Alison Regan, President Susan Edgerley
Anthony Tenbrink, Treasurer Bruce Price, M.D.
Jessica Wells-Hasan, Secretary Jennifer Stastny

Trust Women Foundation
Post Office Box 3222 | Wichita, Kansas 67201 | 316.425.3215 | www.trustwomen.org



Ownership Information:

Select the Disclosing Entity type as it is registered with the Kansas Secretary of State’s Office and
submit the Certificate of Good Standing from the Kansas Secretary of State’s Office.

1. List the name(s) and addresses of each person who has any direct or indirect ownership of 5 percent or
more in this entity.

2. List each person who is the owner (in whole or in part) of any mortgage, deed of trust, note or other
obligation secured (in whole or in part) by such facility or any of the property or assets of such facility.

3. If the disclosing entity is organized as a corporation, attach a list showing the names and address of
each Officer and or Director.

4. If the disclosing entity is organized as a limited partnership or limited liability company, please describe
each limited liability for each 5 percent owner, and for all general partners.

5. If the disclosing entity is a governmental unit, attach a list showing the names and addresses of each
responsible official (i.e., county commissioner).

II. CONTROL AND GOVERNING AUTHORITY:
A. Disclosing Entity’s Name: ( Q_\k&'k \/\) (U AAYTAN FOL\, a\AH On
Physical Address: _O\0 E Ko \Woge INe W Wechdo ¥S 328

City/State Zip code

B. Type of Entity: (_J Corporation for profit (&=} Corporation non-profit

(3 Limited Liability Company (LLC) (3 Professional Associates (P.A.)

(—J Government/County () Other (Explain)
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address

KDHE/HFP Acute & Continuing Care revised 2020 Page 2




:/\X—.\_,\\ & B D&&Q\Z"\CL(“I RN\“CQ{O__ &Cé@

General Information:
A. (FOR HOSPITALS ONLY) Number of Beds: General beds Observation beds
Swing beds IPPS beds LTC ___ Bassinets

B. Number of Active Medical Staff L7L
C.  Check the box that applies:

This applicant is licensed only

() This applicant is licensed, accredited

(0 This applicant is licensed, accredited and deemed to participate in Medicare by an approved
accrediting organization.

D. Specify the Accrediting Organization and provide the current accrediting
organization full survey with the decision letter.

Provide the accreditation effective dates

*Submit copy of the (MCF) Certificate of Professional Liability Insurance i.c., the Declaration Letter.

E. The licensing regulations include standards for optional organized services, departments, or units.
Check the boxes below that are provided by your facility. * Please submit the completed hospital
database and or the ASC updated information worksheet.

(] Surgery department (3 Social Services

(3 Obstetrical department () Psychiatric Services
Outpatient department () Dialysis Services

() Pediatric department (] Physical Therapy

(3 Long Term Care Unit (] Occupational Therapy

(D Intensive coronary care units () Inhalation/respiratory Therapy
(] Radiology

F. Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate
g ¢S, please submit copy a of the current CLIA Certificate of Registration.

(Initials) < } _{ > I the undersigned is authorized to represent the governing body, corporation, organization,
individual, or partnership in whom is vested the responsibility for operation of the facility and certifies that the above
information is true and correct.

I understand that this application may be subject to release pursuant to the A : X TA.BS:215 et seq.).

Print Name Title

2l U2S NG

Phone number Date

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical care facility is subject to
provisions under the Kansas Law. Return completed application & documentation to:

: KDHE / Health Facilities Program
Acute & Continuing Care

1000 SW Jackson St., Suite 330
Topeka, Kansas 66612

Phone Number (785) 296-0127 Fax Number (785) 559-4250

KDHE/HFP Acute & Continuing Care revised 2020 Page 3




TRUST WOMEN

2021 Trust Women Board of Directors and Staff Leadership

Board of Directors

Alison Regan, JD, President
Jessica Wells-Hasan, Secretary
Anthony Tenbrink, Treasurer
Susan Edgerley

Bruce Price, MD

Jennifer Stastny

Staff Leadership

Schaunta James-Boyd, Co-Executive Director
Rebecca Tong, Co-Executive Director

Jules Marsh, MD, Chief Medical Officer

Khadijah Bland, Director of Development

Zach Gingrich-Gaylord, Director of Communications
Ashley Brink, Wichita Clinic Director

Kailey Voellinger, Oklahoma City Clinic Director

Trust Women Foundation
Post Office Box 3222 | Wichita, Kansas 67201 | 316.425.3215 |
www.trustwomen.org



7/23/2021 Kansas Business Entity Search

Business Entity Search Date: 07/23/2021

Be advised the business information on this page is for summary informational purposes only. It is not an official
filing with the Secretary of State's office and should not be relied on as such. Please view actual documents filed
by customers with the secretary of State's office to ensure accurate information. When filing a Uniform
Commercial Code statement on an entity, consult with your attorney to ensure the correct debtor name.

Business Summary

Current Entity Name Business Entity ID Number
TRUST WOMEN FOUNDATION INC. 4747515

Current Mailing Address: JULIE BURKHART - 5107 EAST KELLOGG DRIVE, WICHITA, KS 67218
Business Entity Type: FOREIGN NOT FOR PROFIT

Date of Formation in Kansas: 08/30/2013

State of Organization: DC

Current Status: STATUS PENDING EXAMINATION OF AR

Resident Agent and Registered Office
Resident Agent: JULIE BURKHART
Registered Office: 5107 EAST KELLOGG DRIVE, WICHITA, KS 67218

Annual Reports

The following annual report information is valid for active and delinquent status entities only.
Tax Closing Month: 12

The Last Annual Report on File: 12/2019

Next Annual Report Due: 06/15/2021

Forfeiture Date: 09/15/2021

https://www.kansas.gov/bess/flow/main;jsessionid=3D780021086F9D6CAD4248C656D2B2D6.aptcs03-inst0?execution=e1s8

i
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CENTERS FOR MEDICARE & MEDICAID SERVICES
CLINICAL LABORATORY IMPROVEMENT AMENDMENTS

CERTIFICATE OF COMPLIANCE

LABORATORY NAME AND ADDRESS CLIA 1D NUMBER

SOUTH WIND WOMENS CENTER 1702056639
5107 EAST KELLOGG DRIVE

WICHITA, KS 67218 . EFRECTIVE DATE
111212020
LABORATORY DIRECTOR ) BXPIRATION DATE

JULIET MARSH M.D. i 11/11/2022

Pucstant 1o Section 353 of the Public Hlealdh Services Act (42 U,S.C. 263n) as revised by the Clinical Labowatory Improvement Amcadiients (CLIA),
the above naued Inboratecy Jocated at the address sliows horcon (and other approved locations) say accept human specimens
for the purposes of perfonming labomtory cxami or procedures.
This certificate shiall be valid until the expivation date above, but is subject to revocation, suspension, Bmitation, or ather ssncdons
fur violition of the Act or the regulations promulgated cherewnder.

am "

Amy M ale, Acthlp/Director

Diviston of Laboratory Services

Survey and Certification Group

CINAINS DR ARINE ATE A IIITEAV SIRVECES Center tor Clinleal Standuads and Quality

I o T ;‘F“o g R T
¥ L L AN
NN f‘?‘%}:{%ﬁq" g o Q;??“;f}% y
N TGS g ol e

172 corls2_$11020

1F you cuerently fold a Certificate of Compliance or Certificate of Accreditation, helow is list of the Inboratory
specialties/subspecialties you are certificd to pecform and their offective dates

LAB CERTIFICATION (COLI) EFEECTIVE DATT LAB CERTIFICATION (CODE) LEFEECTIVE DATE
ABO & RH GROUP (510} 11/12/2014

FOR MORE INFORMATION ABOUT CLIA, VISIT OUR WEBSITE AT WWW.CMS.GOV/CLIA
OR CONTACT YOUR LOCAL STATT AGENCY. PLEASE SEE THE REVERSE FOR
YOUR STATE AGENCY’S ADDRESS AND PHONE NUMBER.
PLEASE CONTACT YOUR $TATE AGENCY FOR ANY CHANGES TO YOUR CURRENT CERTIFICATE.
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HOSPITAL PROFESSIONAL LIABILITY PROGRAM

Declarations-Claims Made

Item 1. NAMED INSURED and Address (No. & Street, City, County State, Zip Code)

South Wind Women's Center LLC

5107 E Kellogg Dr
Wichita, KS 67218

L

ftem 2. Policy Period From

08/15/2020 to  08/15/202)

Policy Number:

a

N

KSP0024050
Renews: 087152021

The Named Insured is:

General (Acule Care) Hospital 3
Pediatric Hospital 0

Psychiatric Hospital (1

Teaching andfor Rescarch O3
Other (Specify):

Agent Name & Address:

USH Midwest

222 § Riverside Plaza

Chicago, IL 60606

12:01 A.M. standard time at (he address of the Named Insurcd as stated herein,

ftem 3, The Insurance afforded is only with respect to such of the following Coverage Parts and Coverages as arc indicated by specific premium
charge or charges, The limit of the Company's iiability against cach such Coverage shall be as stated herein, subject to all the terms of this policy

having reference thereto.

COVERAGE PARTS COVERAGLES LIMITS OF LIABILITY ADVANCE PREMIUMS
Hospital Professional Retroactive Date; 08/15/2014  § 200,000 cach claim
Liability Insurance $ 6,000,00
$ 600,000 annual aggregate
deductible
(1) Bodily Injury or $ cach occurrence
Property Damage Liability
Commercial General
Liability Insurance $
(1) Personal Injury/Advertis-  $ annual aggregate
ing Injury Coverage
Firc Legal Liability 5 cach oceurrence
3 deductible
Umbrelia Liabilily Retronctive Date: 5 cach claim
$
3 annual aggregate
b3 deductible
Excess Liability Retroactive Date: $ cach claim
$
3 annual aggregate
$ deductible
Endorsement Nos. 600 (ED 01/17), 604 (ED 01/17)
Total Deposit Premtium 3 6,000.00
J '?aiﬁ'“ -
Countersigned by " =

603 (ED 07/2011)

Authorized Representative




Division of Public Health
Curtis State Office Building Phone: 785-296-0127
1000 SW' Jackson St., Suite 330 Department of Health Fox: 785-559-4250
Topeka, KS 66612-1365 and Environment vevew kdheks.gov/bhir

Lee A, Norman, M.D,, Secretary Lawra Kelly, Gowernor
March 29, 2021

Julie Burkhart, Administrator
South Wind Women's Center, LLC
5107 East Kellogg Drive

Wichita, KS 67218

Re: The Medical Care Facilities - Annual Renewal Report Forms
Dear Administrator,

Enclosed is the Medical Care Facility Annual Report and the Hospital/CAH Database Worksheet or the
Ambulatory Surgical Center Update Information Forms. They must be completed, signed and returned to
our licensing agency within 30 days from the date on this letter.

As a medical care facility licensee, you need to remain in compliance with the Health Care Provider
Insurance Availability Act (KSA 40-3401 et seq.) which requires all medical care facilities licensed by
the Kansas Department of Health and Environment to maintain professional liability insurance. Please
provide this office the name of the insurance company providing professional liability coverage on behalf
of the facility. The declaration page should include your hospital/ASC policy number and the effective
dates of the coverage.

In accordance with KSA 65-4922. Medical care facilities; risk management program required; submission
of plan; inspections and investigations; approval of plan; reports and records confidential; KAR 28-52-1.
General requirements, the Risk Management Plan (RMP) is also which requires all medical care facilities
licensed by the Kansas Department of Health and Environment submitted for review to the KDHE Risk
Management Program no later than 60 days prior to the renewal of the medical care facility licensure. The
preferred timeframe is 90 days, as the RMP must be approved prior to the renewal of the medical care
facility licensure. We understand your RM Plan may be in the review process with the risk management
program and if this applies, please provide proof of RMP submission to the state agency; example... a
snap shot showing the date on the electronic submission to RM Plan kdhe.Riskmanagement@ks.gov.

If applicable to this hospital this hospital and if the entity is registered with the Kansas Business Center,
please submit the Certificate of Good Standing, you can obtain the certificate at the BESS Website at
https://www.kansas.gov/bess/flow/main?execution=e4s1.

Return all applicable documentation the renewal application, Hospital/ CAH or ASC database worksheet,
insurance declaration page along with any supporting documentation to Health Facilities Program to
complete the medical care facility annual review process.

Email to: lois.wilkins@ks.gov or mail to
KDHE / Health Facilities Program, Acute & Continuing Care
1000 SW Jackson Street, Suite 330
Topeka, KS 66612-1365
Office phone: (785) 296-0127




Division of Public Health
Curtis State Office Building

Phone: 785-296-0127

1000 SW Jackson St, Suite 330 Departiment of Health Fax: 785-559-4250
Topeka, KS 66612-1368 and Environment www.kdheks.gov/bhfr
Janet Stanek, Secretary Laura Kelly, Governor

June 14, 2022

South Wind Women’s Center, LLC
5107 East Kellogg Drive
Wichita, Kansas 67218-1625

Re: Medical Care Facility License Approval for July 2022
Ambulatory Surgery Center State I.D. Number: S-087-025

Dear Rebecca Tong

The Health Facilities Program, Acute & Continuing Care received the medical care facility
annual report for South Wind Women’s Center, LLC. The state agency has amended or records
according to the license renewal application received for July 2022. The hospital’s new effective
dates are July 1, 2022 through July 1, 2023.

Please maintain a copy of this letter for individuals who may request the effective dates of this
hospital license.

As a medical care facility, you will continue to be required to complete an annual report each
year.

Your license includes a statement that indicates the provisions of KSA 65-425 through 65-441
applies, unless sooner revoked or suspended for failure to comply with the requirements of said
law. Your license shall remain in effect upon filing the next annual report as prescribed by law.

A new license will be issued upon a change in the name on the face of the license or change in
the address.

We appreciate your cooperation with Health Facilities Program during the annual renewal
process and if our office can be of any assistance to you, do not hesitate to contact us.

Thank you,

Marilyn St Peter

Marilyn St Peter, Director

Health Care Facilities Program
Acute & Continuing Care

Bureau of Community Health Systems

KDHE/HFP, Acute & Continuing Care 2022



M *S,

) Select One:
‘ f?*;{‘fgji, O Initial
) \ o
al l S aS ff‘{‘ 34 Annual Renewal
Department of Health 3 [0 Change of Owner
and Environment V. . 0 Amended
Kansas Department of Health and Environment

Bureau of Community Health Systems & Health Facilities Program
Medical Care Facility Licensure Application
Initial; Annual Renewal; Change of Ownership or Amended Application
Health Facilities Program
Medical Care Facility Identification:

A. Classification of License select one: [__) General Hospital (] Critical Access Hospital
() Special Hospital (37 ] Ambulatory Surgery Center

B. Name of Medical Care Facility: S ookr Wiad Wemenc Cenfe(‘

Address: Sl1o071 £ (Ce“ocxaa, Oe. City: (N7 chito

Zip Code:  (p7] Zl Y’\w’éublicPhone: Zlo-260-093Y% Fax: 214 -4~ 6409

Web Address: ’]’ st emtn. oca

* Ambulatory Surgery Centers List Days and Hours of Operations for this ASC:
Days Open: M o - S un Operation Hours: i) A A - 5 £

Administration Information:

C. Chief Executive Officer: Bbecca %Mb_

Desk phone 3 lo-425-3215 Email address r%bnoog,@Tf}rus’\' LN3nen .o Nz’

*  Chief of Medical Statf: (I is¥inon  foccne. , MO

Email address: Clpewcne ) Tf\'msf]'.,ocmm.or} Phone: _%1(p-2(0 - b?g‘f

*  Director or Risk Manager Name: A-s ‘n\{v}/ B G Ao

Email address: albcin (4,@ T4 ansyy vionen. Orc(‘r Phone:  3lb-2 0o- p93Y
Do Not Write Below This Line, State Agency Use Only
Effective Date ) ; Oy ; A0 ] L Facility I.D. Number SO 8 ‘—\-OK
Renewal Date q S5 . 4T 0 W | Reviewed By D)/ \ T ' B

KDHE/HFP Acute & Continuing Care revised 2020 Page 1



Ownership Information:

Select the Disclosing Entity type as it is registered with the Kansas Secretary of State’s Office and
submit the Certificate of Good Standing from the Kansas Secretary of State’s Office.

1. List the name(s) and addresses of each person who has any direct or indirect ownership of 5 percent or

more in this entity.

2. List each person who is the owner (in whole or in part) of any mortgage, deed of trust, note or other
obligation secured (in whole or in part) by such facility or any of the property or assets of such facility.

3. If the disclosing entity is organized as a corporation, attach a list showing the names and address of

each Officer and or Director.

4. If the disclosing entity is organized as a limited partnership or limited liability company, please describe
each limited liability for each 5 percent owner, and for all general partners.

5. If the disclosing entity is a governmental unit, attach a list showing the names and addresses of each

responsible official (i.e., county commissioner).

II. CONTROL AND GOVERNING AUTHORITY:

A. Disclosing Entity’s Name: Teus ¥ Women Foonda¥ion

Physical Address: 5107 E  \elloaa ©¢. W dnto / S VA ? = ((07—5
°° City/State Zip code
B. Type of Entity: (3 Corporation for profit %) Corporation non-profit
(] Limited Liability Company (LLC) () Professional Associates (P.A.)
(3 Government/County () Other (Explain)
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address
Print Name Title Ownership % Address

KDHE/HFP Acute & Continuing Care revised 2020

Page 2



General Information:

A. (FOR HOSPITALS ONLY) Number of Beds: General beds Observation beds
Swing beds IPPS beds LTC Bassinets

B. Number of Active Medical Staff ‘

Check the box that applies:

(T This applicant is licensed only

(O This applicant is licensed, accredited

3 This applicant is licensed, accredited and deemed to participate in Medicare by an approved
accrediting organization.

D. Specify the Accrediting Organization and provide the current accrediting
organization full survey with the decision letter.

Provide the accreditation effective dates

*Submit copy of the (MCF) Certificate of Professional Liability Insurance i.e., the Declaration Letter.

E. The licensing regulations include standards for optional organized services, departments, or units.
Check the boxes below that are provided by your facility. * Please submit the completed hospital
database and or the ASC updated information worksheet.

(I Surgery department () Social Services

(3 Obstetrical department (O Psychiatric Services

(J Outpatient department (C_ Dialysis Services

() Pediatric department () Physical Therapy

(3 Long Term Care Unit (3 Occupational Therapy

() Intensive coronary care units (O Inhalation/respiratory Therapy
(CJ Radiology

F. Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate
;%o@ , please submit copy a of the current CLIA Certificate of Registration.

(Initials) @ l I the undersigned is authorized to represent the governing body, corporation, organization,
individual, or partnership in whom is vested the responsibility for operation of the facility and certifies that the above
information is true and correct.

I understand that this application may be subject to release pursuant to the Kansas Open Recogds Act (K.S.A. 45-215 et seq.).

K&ba(_c& /I'ar\O\, Co-Oxecdiye O cevhs ;é zfﬂ,u\ [o~_—
i

Print Name 4 Title gnature 0
AL-Y25-3215 412027
Phone number Date '’

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical care facility is subject to
provisions under the Kansas Law. Return completed application & documentation to:

: KDHE / Health Facilities Program
Acute & Continuing Care
1000 SW Jackson St., Suite 330
Topeka, Kansas 66612
Phone Number (785) 296-0127 Fax Number (785) 559-4250

KDHE/HFP Acute & Continuing Care revised 2020 Page 3
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CENTERS FOR MEDICARE & MEDICAID SERVICES |
CLINICAL LABORATORY IMPROVEMENT AMENDMENTS

CERTIFICATE OF COMPLIANCE

LABORATORY NAME AND ADDRESS CLIA 1D NUMBER

SOUTH WIND WOMENS CENTER 17D2056639
5107 EAST KELLOGG DRIVE
WICHITA, KS 67218 . EFFECTIVE DATE

. 11/12/2020
LABORATORY DIRECTOR : EXPIRATION DATE

JULIET MARSH M.D. ‘ 11/11/2022

Pursuant to Secrion 353 of die Public Health Serviess Act (42 U,S.C. 263a) us revised by the Clinical Laboratory Improvement Amendments (CLIA),
the above named laboratory located at the address shown hexeon (and other approved locations) may accept human specimens
for the purposes of performing laboratory inations or procedures,

This ceevificate shall be valid antil che expiration date above, but s subject to revocasion, suspension, limitation, or other sanctions
for violation of the Act ov the regulations promulgated therrunder.

Ammgie, Actittg’Director
Division of Lshoratory Services

Survey and Certification Groop
CHNERS R DD AR B ROIAI0 STRVICES Center for Clinical Standards and Quality

SIS SSSSS5S

cens2 111020

If you cusrently hold a Certificate of Compliance or Certificate of Accreditation, below is a list of the laboratory
specialties/subspecialties you are certified to perform and their offective date:

LAB CERTIFICATION (CODE) EFFECTIVE DATE LAB CERTIFICATION (CODE) EFFECTIVE DATE
ABO & RH GROUP (510) 1171212014

FOR MORE INFORMATION ABOUT CLIA, VISIT QUR WEBSITE AT WW\Y.CMS.GOV/CLIA
OR CONTACT YOUR LOCAL STATE AGENCY. PLEASE SEE THE REVERSE FOR
YOUR STATE AGENCY’S ADDRESS AND PHONE NUMBER.
PLEASE CONTACT YOUR STATE AGENCY FOR ANY CHANGES TO YOUR CURRENT CERTIFICATE.

SRS S i B et



Business Entity Search Date: 04/29/2022

Be advised the business information on this page is for summary informational purposes only. It is not an official filing
with the Secretary of State's office and should not be relied on as such. Please view actual documents filed by custome
with the secretary of State's office to ensure accurate information. When filing a Uniform Commercial Code statement ¢
an entity, consult with your attorney to ensure the correct debtor name.

Business Summary

Current Entity Name Business Entity ID Number
SOUTH WIND WOMEN'S CENTER LLC 6710966

Current Mailing Address: Rebecca Tong - 5107 E. Kellogg Dr., Wichita, KS 67218
Business Entity Type: KANSAS LTD LIABILITY COMPANY

Date of Formation in Kansas: 11/19/2012

State of Organization: KS

Current Status: CORPORATION IS DELINQUENT

Resident Agent and Registered Office
Resident Agent: Rebecca Tong
Registered Office: 5107 E Kellogg, WICHITA, KS 67218

Annual Reports

The following annual report information is valid for active and delinquent status entities only.
Tax Closing Month: 12

The Last Annual Report on File: 12/2020

Next Annual Report Due: 04/15/2022

Forfeiture Date: 07/15/2022
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HOSPITAL PROFESSIONAL LIABILITY PROGRAM
Declarations-Claims Made

Item 1. NAMED INSURED and Address (No. & Street, City, County State, Zip Code) Policy Number: KSP0024050
F Al Renews: 08/15/2022
South Wind Women's Center LLC
5107 E Kellogg Dr The Named Insured is:
Wichita, KS 67218 General (Acute Care) Hospital O

Pediatric Hospital [J
Psychiatric Hospital O
Teaching and/or Research O

Other (Specify):

Agent Name & Address:
I l USI Midwest

222 S Riverside Plaza
Item 2. Policy Period From 08/15/2021 to  08/15/2022 Chicago, IL 60606

12:01 A.M. standard time at the address of the Named Insured as stated herein.

Item 3. The Insurance afforded is only with respect to such of the following Coverage Parts and Coverages as are indicated by specific premium
charge or charges. The limit of the Company's liability against each such Coverage shall be as stated herein, subject to all the terms of this policy
having reference thereto.

COVERAGE PARTS COVERAGES LIMITS OF LIABILITY ADVANCE PREMIUMS

Hospital Professional Retroactive Date: 08/15/2014 § 200,000 each claim
Liability Insurance $ 6,000.00
' $ 600,000 annual aggregate
deductible
(I) Bodily Injury or $ each occurrence

Property Damage Liability
Commercial General

Liability Insurance $
(IT) Personal Injury/Advertis-  $ annual aggregate
ing Injury Coverage
Fire Legal Liability $ each occurrence
$ deductible
Umbrella Liability Retroactive Date: $ each claim
$
$ annual aggregate
deductible
Excess Liability Retroactive Date: $ each claim
$
$ annual aggregate
$ deductible
Endorsement Nos. 600 (ED 01/17), 604 (ED 01/17)

Total Deposit Premium $ 6,000.00

=V

Authorized Representative

Countersigned by

603 (ED 07/2011)
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Division of Public Health a [ l S aS
Curtis State Office Building Phone: 785-296-0127

1000 SW Jackson St., Suite 330 Department of Health Fax: 785-559-4250
Topeka, KS 66612-1368 and Environment WWW.kdhEkS.QOV/bhfl’
Janet Stanek, Acting Secretary Laura Kelly, Governor

March 30, 2022

Schaunta James-Boyd, Administrator
South Wind Women's Center, LL.C
5107 East Kellogg Drive

Wichita, KS 67218

Re: The Medical Care Facilities - Annual Renewal Report Forms

Dear Administrator,

Enclosed is the Medical Care Facility Annual Report and the Hospital/CAH Database Worksheet or the
Ambulatory Surgical Center Update Information Forms. They must be completed, signed and returned to
our licensing agency within 30 days from the date on this letter. Please check to assure all elements for
the renewal applications are submitted.

As a medical care facility licensee, you need to remain in compliance with the Health Care
Provider Insurance Availability Act (KSA 40-3401 et seq.) which requires all medical care facilities
licensed by the Kansas Department of Health and Environment to maintain professional liability
insurance. Please provide this office the name of the insurance company providing professional liability
coverage on behalf of the facility. The declaration page should include your hospital/ASC policy number
and the effective dates of the coverage.

In accordance with KSA 65-4922 and KAR 28-52-1, an annual Risk Management Plan (RMP)
submission is required for all medical care facilities licensed by the Kansas Department of Health and
Environment. The RMP needs to be submitted to KDHE 60-90 days prior to the renewal of the medical
care facility licensure. The preferred method of submission is via email to kdhe.riskmanagement(@ks.gov.
The RMP must be complete and approved by KDHE prior to the renewal of the medical care facility
licensure.

If the medical care facility is registered with the Kansas Business Center, please submit the
Certificate of Good Standing, you can obtain the certificate at the BESS Website at
https://www.kansas.gov/bess/flow/main?execution=e4s]1.

Return all applicable documentation, the renewal application, Hospital/CAH or ASC database worksheet,
insurance declaration page along with any supporting documentation to Health Facilities Program to
complete the medical care facility annual review process.

Email Annual Renewal Report Forms to: lois.wilkins@ks.gov or mail to
KDHE / Health Facilities Program, Acute & Continuing Care
1000 SW Jackson Street, Suite 330
Topeka, KS 66612-1365
Office phone: (785) 296-0127

Marilyn St Peter, RN, Director
Health Facilities Program
Acute & Continuing Care
1000 SW Jackson St. Ste. 330
Topeka, KS 66612

Enclosures
KDHE/HFP, Acute & Continuing Care revision 2022
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Division of Public Health I:< a I I S aS
Curtis State Office Building Phone: 785-296-0127
1000 SW Jackson St., Suite 330 Department of Health Fax: 785-559-4250
Topeka, KS 66612-1368 and Environment www.kdhe ks.gov/facilities_licensing
Janet Stanek, Secretary Laura Kelly, Governor

June 28, 2023

Rebecca Tong, CEO

South Wind Women'’s Center, LLC
5107 East Kellogg Drive

Wichita, Kansas 67218-1625

Re: Medical Care Facility License Approval for July 2023
Ambulatory Surgery Center State I.D. Number: S-087-025

Dear Ms. Tong

The Kansas Department of Health and Environment, Bureau of Facilities and Licensing received the
medical care facility annual renewal application from South Wind Women’s Center, LLC. Our records
have been amended to reflect the successful license renewal application for July 2023.

The ambulatory surgery center’s new effective dates are July 1, 2023 through July 1, 2024.

Please maintain a copy of this letter for individuals who may request the effective dates of this ASC
license renewal.

As a medical care facility, you will continue to be required to complete the annual report each year.

Your license includes a statement that indicates the provisions of KSA 65-425 through 65-441 applies,
unless sooner revoked or suspended for failure to comply with the requirements of said law. Your license
shall remain in effect upon filing the next annual report as prescribed by law.

A new license will be issued upon a change in the name on the face of the license or change in the
address.

We appreciate your cooperation with the Bureau of Facilities and Licensing during the annual renewal
process. If our office can be of any further assistance, do not hesitate to contact us.

Thank You,

QT

Jerry\Sii fh SCSW

Bureau Director

Bureau of Facilities and Licensing

Kansas Department of Health and Environment
1000 SW Jackson Street, Suite 330

Topeka, Kansas 66612

C. Lois Wilkins, Licensure & Certification Coordinator
Lois.wilkins(@ks. gov

Bureau of Facilities and Licensing 2023
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Health Facilities Program

> Select One:
Ka‘ 1 SaS MAY U 4 1/’“25' % K"tlal 1 Renewal
I l nnua enew
Department of Health o Continuin e D Change of Owner
and Environment Acute o LOLUE [J Amended

Kansas Department of Health and Environment
Bureau of Community Health Systems & Health Facilities Program
Medical Care Facility Licensure Application
Initial; Annual Renewal; Change of Ownership or Amended Application

Health Facilities Program

Medical Care Facility Identification:

A. Classification of License select one: () General Hospital (] Critical Access Hospital
D Special Hospital — ([DX)Ambulatory Surgery Center

B. Name of Medical Care Facility: SOUth Wlnd Women S Center’ LLC

address: 2107 E. Kellogg ciy: Wichita
Zip Code: 07218 316-260-6934 . 316-425-3451

Public Phone:

Web Address. WWW.trustwomen.org

* Ambulatory Surgery Centers List Days and Hours of Operations for this ASC':

Days Open: M-F Operation Hours: 8am-5pm

Administration Information:
C. Chief Executive Officer or Administrator: Rebecca Tong Title: Ca-BExceniie Dirsclor

Desk phone 9 10-260-6934 rtong@itrustwomen.org
*  Chief of Medical Staff: ChriStina M Bourne’ MD

Email address

Email address:

cbourne@itrustwomen.org Phone: 316-260-6934
*  Director or Risk Manager Name: ASh Iey Brl n k

abrink@itrustwomen.org  , _ 316-260-6934

Email address:

Do Not Write Below This Line, State Agency Use Only

Effective Date r—) ' ol S. 201 L Facility I.D. Number 8 D %‘7 0O AS
Renewal Date M. FS . A0S Reviewed By S/ 6, ﬂ’{j

KDHE/HFP Acute & Continuing Care Rev. 2020; 3/2022 30of5




Ownership Information:

Select the Disclosing Entity type as it is registered with the Kansas Secretary of State’s Office and
submit the Certificate of Good Standing from the Kansas Secretary of State’s Office.

1. List the name(s) and addresses of each person who has any direct or indirect ownership of 5 percent or
more in this entity.

2. List each person who is the owner (in whole or in part) of any mortgage, deed of trust, note or other
obligation secured (in whole or in part) by such facility or any of the property or assets of such facility.

3. If the disclosing entity is organized as a corporation, attach a list showing the names and address of
each Officer and or Director.

4. If the disclosing entity is organized as a limited partnership or limited liability company, please describe
each limited liability for each 5 percent owner, and for all general partners.

5. If the disclosing entity is a governmental unit, attach a list showing the names and addresses of each
responsible official (i.e., county commissioner).

II. CONTROL AND GOVERNING AUTHORITY:

Disclosing Entity’s Name: 1 TUSt VWOmen Foundation, Inc.

Physical Address: 5107 E. Kellogg

B. Type of Entity: I:‘ Corporation for profit

D Limited Liability Company (LLC)

l___—l Government/County

City/State

D Other (Explain)

Zip code

Corporation non-profit

D Professional Associates (P.A.)

Rebecca Tong

Co-Executive Director O

5107 E. Kellogg Dr. Wichita, KS 67218

Print Name
Schaunta James-Boyd

Title Ownership %

Co-Executive Director O

Address

5107 E. Kellogg Dr. Wichita, KS 67218

Print Name Title Ownership % Address
Alison Regan Board President 0 5107 E Kellogg Dr. Wichita, KS 67218
Print Name Title Ownership % Address
i Treasuer

Anthony Tenbrink 0 5107 E Kellogg Dr. Wichita, KS 67218

Print Name Title Ownership % Address
ssi -

Jessica Hasan-Wells Secretary 0 5107 E Kellogg Dr. Wichita, KS 67218
Print Name Title Ownership % Address
Print Name Title Ownership % Address

KDHE/HFP Acute & Continuing Care Rev. 2020; 3/2022

4 0f 5



General Information:

A. (FOR HOSPITALS ONLY) Number of Beds: General beds Observation beds
Swing beds IPPS beds LTC Bassinets

B. Number of Active Medical Staff \/):)
Check the box that applies:

This applicant is licensed only

This applicant is licensed, accredited

This applicant is licensed, accredited and deemed to participate in Medicare by an approved
accrediting organization.

D. Specify the Accrediting Organization and provide the current accrediting
organization full survey with the decision letter.

Provide the accreditation effective dates

*Submit copy of the (MCF) Certificate of Professional Liability Insurance i.e., the Declaration Letter.

E. The licensing regulations include standards for optional organized services, departments, or units.
Check the boxes below that are provided by your facility. * Please submit the completed hospital
database and or the ASC updated information worksheet.

[ Surgery department L__|Social Services
Obstetrical department |__| Psychiatric Services

[ ] Outpatient department ; Dialysis Services
Pediatric department | Physical Therapy

[ ] Long Term Care Unit _ll Occupational Therapy
Intensive coronary care units Inhalation/respiratory Therapy
Radiology

F. Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate
Yes , please submit copy a of the current CLIA Certificate of Registration.

(Initials) RT I the undersigned is authorized to represent the governing body, corporation, organization,
individual, or partnership in whom is vested the responsibility for operation of the facility and certifies that the above
information is true and correct.

I understand that this application may be subject to release pursuant to the Kansas Open Records Act (K.S.A. 45-215 et seq.).

K%GCC&%AQ CO’I:"Xec«—q(?vQ 0“. W"\ 4/‘1

Print Name /] Title Sfgnature
)-425-3215 H/20/2023
Phone number Date £

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical care facility is subject to
provisions under the Kansas Law. Return completed application & documentation to:

: KDHE / Health Facilities Program
Acute & Continuing Care
1000 SW Jackson St., Suite 330
Topeka, Kansas 66612
Phone Number (785) 296-0127 Fax Number (785) 559-4250

KDHE/HFP Acute & Continuing Care Rev. 2020; 3/2022 50f5




4/11/23, 11:27 AM Kansas Business Center: Electronic Annual Report Filing System

Limited Liability Company Annual Report

1. LLC Name: SOUTH WIND WOMEN'S CENTER LLC
2. Business Entity ID No.: 6710966
3. Tax Closing Date: December 2022
4. State of Organization: KS
5. Official Mailing Address:
Rebecca Tong, 5107 E. Kellogg Dr. , Wichita KS 67218

6. Members who own 5% or more of capital (KKansas LL.Cs only):

Trust Women Foundation, Inc. - 5107 E. Kellogg Dr. Wichita, KS 67218

"I declare under penalty of perjury pursuant to the laws of the state of Kansas that the foregoing is true and

correct."

Executed on April 11, 2023

Signature of Authorized Person: Rebecca Tong

https://www.kansas.gov/annual-reports/displayFiling.do?tid=isnglxciGuwmeya

e
PR T

Electronic File Stamp
Information:

Filed
o Date:04/11/2023

e Time:
11:25:07 AM

7



TRUST WOMEN

2023 Trust Women Board of Directors and Staff Leadership

Board of Directors

Alison Regan, Esq., President, City of West Hollywood, Staff Attorney-2019
Susan Edgerley, Kansas State University, Professor- 2019

Bruce Price, MD, McLean Hospital, Chief, Department of Neurology- 2014
Jennifer Stastny, Ascension Senior Living, Executive Director- 2020

Jessica Wells-Hasan, Secretary, Center for NYC Neighborhoods, Vice President for
Development & External Affairs- 2019

Anthony Tenbrink, Tenbrink Enterprises, President

Schaunta James-Boyd- Trust Women Foundation, Inc.-Co-Executive Director
Rebecca Tong-Trust Women Foundation, Inc. - Co-Executive Director

Trust Women Foundation
Post Office Box 3222 | Wichita, Kansas 67201 | 316.425.3215 | www.trustwomen.org



CENTERS FOR MEDICARE & MEDICAID SERVICES

CLINICAL LABORATORY IMPROVEMENT AMENDMENTS
CERTIFICATE OF COMPLIANCE .

LABORATORY NAME AND ADDRESS

ts (CLIA),

I CLIA ID NUMBER
SOUTH WIND WOMENS CENTER 17D2056639
DBA TRUST WOMEN.
5107 EAST KELLOGG DRIVE
WICHITA, KS 67218 FEREVEEALE
; 11/12/2022
LABORATORY~DIhECT OR EXPIRATION DATE
CHRISTINA M BOUIE{NE M.D. 11/11/2024
Pursuant to Section 353 of the Public Health Services Act (42 U.S.C. 263a) as fevised by the Clinical Laboraiory Imp Amend
the above named laboratory located at the address shown hereon (and other appraved locations) may accept human specimens

for the purposes of performing laboratory examinations or procedures.
This certificate shall be valid until the expiration date above, but is subject 1 revocation, suspension, limitation, or other sanctions
. forviolation of the Act or the regulations promulgated thereunder.

(CMS

CENTERS FOR MEDICARE & MEDICALD SERVICES

Mopidue Spruill, Director

Division of Clinical Laboratory Improvement & Quality

Quality & Safery Oversight Group
Center for Clinical Stan ancf Quality

Ceris2_101822

If you currently hold a Certificate of Compliance or Certificate of Accreditation, below is  list of the laboratory
specialties/subspecialties you are certified to perform and their effective date:

LAB CERTTFICA

BACTERIOLOGY (110)
MYCOLOGY (120)
PARASITOLOGY (130)
ABO & RH GROUP (510)

DE EFFECTIVE DATE

07/29/2020
09/03/2020
09/03/2020
11/12/2014

LABCE ICATION (CODE

EFFECTIVE DATE

PFOR MORE INFORMATION ABOUT CLIA, VISIT OUR WEBSITE AT WWW.CMS.GOV/CLIA

OR CONTACT YOUR LOCAL STATE AGENCY. PLEASE SEE THE REVERSE FOR
YOUR STATE AGENCY’S ADDRESS AND PHONE NUMBER.

PLEASE CONTACT YOUR STATE AGENCY FOR ANY CHANGES TO YOUR CURRENT CERTIFICATE.
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KAMMCO

KANSAS MEDICAL MUTUAL INSURANCE COMPANY

ON BEHALF OF
THE KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN
TOPEKA, KANSAS
HEALTHCARE FACILITY PROFESSIONAL LIABILITY PROGRAM
Declarations
Item 1. NAMED INSURED and Address (No. & Street, City, County State, Zip Code) Policy Number: KSP0024050
(o Al Renews: 08/15/2023
South Wind Women's Center LLC
5107 E Kellogg Dr The Named Insured is:
Wichita, KS 67218 General (Acute Care) Hospital [
Pediatric Hospital (I
Psychiatric Hospital [
Teaching and/or Research [1
L | Other (Specify):
Item 2. Policy Period From 08/15/2022 to  08/15/2023 Agent Name & Address:
12:01 A.M. standard time at the address of the Named Insured as stated USI Midwest
herein. 222 S Riverside Plaza

Chicago, IL 60606

Item 3. The Insurance afforded is only with respect to such of the following Coverage Parts and Coverages as are indicated by specific premium
charge or charges. The limit of the Company's liability against each such Coverage shall be as stated herein, subject to all the terms of this policy
having reference thereto.

COVERAGE PARTS COVERAGES LIMITS OF LIABILITY * ADVANCE PREMIUMS
Professional Retroactive Date: 08/15/2014  $ 500,000 each claim
Liability Insurance $ 6,000.00

$ 1,500,000 annual aggregate

$ deductible

*Notwithstanding the Limits of Liability stated above, the Limits of Liability shall be reduced to the minimum professional liability insurance (“Basic
Coverage”) required by K.S.A. 40-3402, as of the date of the incident giving rise to a claim which may result in the Limits of Liability being reduced to
$200,000 per claim and $600,000 annual aggregate. The Limits of Liability for insureds not subject to K.S.A. 40-3401 et seq. shall be reduced to the
Limits of Liability in effect on the date of the incident giving rise to a claim.

(1) Bodily Injury or $ each occurrence
Property Damage Liability
Commercial General g
Liability Insurance
(II) Personal Injury/Advertis-  § annual aggregate
ing Injury Coverage
Fire Legal Liability $ each occurrence
$ deductible
Umbrella Liability Retroactive Date: $ each claim
$
$ annual aggregate
$ deductible
Excess Liability Retroactive Date: $ each claim
$
$ annual aggregate
$ deductible
Endorsement Nos. 600 (ED 01/22), 604 (ED 01/22)

Total Deposit Premium $ 6,000.00

el

Countersigned by

Authorized Representative

603 (ED 01/22)



KaMMCO

KANSAS MEDICAL MUTUAL INSURANCE COMPANY
ON BEHALF OF
KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN

AMENDATORY ENDORSEMENT

THIS POLICY IS ISSUED BY THE COMPANY IN ACCORDANCE WITH AN AGREEMENT
BETWEEN THE COMPANY AND THE KANSAS HEALTH CARE PROVIDER INSURANCE
AVAILABILITY PLAN UNDER THE SUPERVISION OF THE COMMISSIONER OF
INSURANCE OF THE STATE OF KANSAS, PURSUANT TO KSA 40-3401 et seq.

COVERAGE AMENDMENTS FOR PROFESSIONAL SERVICES OUTSIDE THE STATE

It is hereby understood and agreed that the coverage and/or applicable prior acts coverage under
Coverages A and B as defined by the policy is limited as follows for those non-resident health care
providers and for those Kansas resident health care providers who have resided outside the state of
Kansas and who, during such time, complied with the Health Care Stabilization Fund on a non-
resident basis:

During any period(s) in which the above described health care providers resided
outside the state of Kansas, the coverage and/or applicable prior acts coverage
under Coverages A and B provided by the policy apply only to those Professional
Services rendered, or which should have been rendered, within the state of Kansas
provided that claim is made and suit is brought against the Insured within the
United States of America, its territories of possessions.

COVERAGE C

It is hereby understood and agreed that the provisions of Coverage C shall not apply to this policy
issued by the Kansas Health Care Provider Insurance Availability Plan, and no excess coverage is
provided under this policy.

DIVIDENDS

It is hereby understood and agreed that the provisions relating to dividends contained in this policy
shall not apply.

MUTUAL POLICY CONDITION - MEMBERSHIP

It is hereby understood that the provisions relating to membership contained in this policy shall not
apply.

MUTUAL POLICY CONDITION - VOTING

It is hereby understood and agreed that the provisions relating to the voting rights of members shall
not apply.

KSP 114-2 (ED 09/03) INSURED COPY



KAMMCO

KANSAS MEDICAL MUTUAL INSURANCE COMPANY

ON BEHALF OF
KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN
CERTIFICATE OF INSURANCE

This certificate is issued as a matter of information only and confers no rights upon the certificate holder. This
certificate does not affirmatively or negatively amend, extend or alter the coverage afforded by the policy below.
This Certificate of Insurance does not constitute a contract between issuing insurer(s), authorized representative
or producer, and the Certificate Holder.

Important: If the Certificate Holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED
provisions or be endorsed. If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain
policies may require an endorsement. A statement on this Certificate does not confer rights to the Certificate

Holder in lieu of such endorsement(s).

POLICY NUMBER: KSP0024050

FOR THE PERIOD FROM 08/15/2022 12:01 a.m.  TO 08/15/2023 12:01 a.m. standard time at the address of the
Insured as stated herein.

NAME AND ADDRESS OF CERTIFICATE HOLDER:

NAME AND ADDRESS OF HEALTH CARE PROVIDERS:
South Wind Women's Center LLC
5107 E Kellogg Dr
Wichita, KS 67218

This is to certify that the coverages listed below have been issued to the Health Care Provider named above for
the policy period indicated above. The insurance afforded by the policy described herein is subject to all terms,
exclusions, and conditions of such policy. Notwithstanding the Limits of Liability stated below, the Limits of
Liability shall be reduced to the minimum professional liability insurance (“Basic Coverage”) required by K.S.A.
40-3402, as of the date of the incident giving rise to a claim which may result in the Limits of Liability being
reduced to $200,000 per claim and $600,000 annual aggregate. The Limits of Liability for insureds not subject to
K.S.A. 40-3401 et seq. shall be reduced to the Limits of Liability in effect on the date of the incident giving rise to a
claim. The Limits of Liability below for the Health Care Stabilization Fund (HCSF) are based upon the limits
option selected by the health care provider as shown in the company's records as of the date of issuance of this
Certificate of Insurance and are subject to the Health Care Provider Insurance Availability Act, K.S.A. 40-3401 et
seq.

LIMITS OF LIABILITY

Hospital Professional Liability KAMMCO HCSF OPTION TOTAL
Each Claim 500,000 500,000 1,000,000
Annual Aggregate 1,500,000 1,500,000 3,000,000

116-1H (ED 01/2022) (Page 1 of 2)



Kansas Health Care Stabilization Fund Notice of Basic Coverage Form
(for policy periods effective on and after Jan. 1, 2022)

Ksnsas law requires the insurance company to forward this completed form to the Kansas Health FOR HCSF USE ONLY
Care Stabilization Fund Board of Governors within thirty days of the efTective date of the basic
policy. A copy of this completed form must slso be given to the heslth care provider.

SECTIONI - Health Care Provider Identification and Residency

Health Care Provider’s Name: South Wind Women's Center LLC

Last name, first name, midcdle initial, and professional acronym, or full name of medical care facility or other type of health care provider
Health Care Provider’s

Legal Kansas Residence; EO—/ E Kellogg Dr, Wichita I KS ‘ 67218
Street Address and City (For a hospTial ot ofher Tacility, or a business entity, 1his should be the Tegal Tocation, Zip Code

Daytime Phone Health Care Provider’s

Number; | (316) 260-6934 Email Address;
Mailing Address: I —I
(Optional, if not the sume as legal residence) Street Address or P.O. Box, Gity, State, Zip Code

SECTION II - HCSF Coverage Limit
$500,000/$1,500,000

Date Signed Health Care Provider’s Signature

Notice to Health Care Provider: If you discontinue your professional fiability insurance policy because you are no longer
rendering professional services as a Kansas resident health care provider, you should immediately contact your licensing
agency and request that your license be made inactive.

SECTION III - Health Care Stabilization Fund Surcharge and Insurance Policy Information For Fund For Fund
Classes 1 to 14 Classes 15 to 24
. HCSF HCSF HCSF
HCSF Rate Provider's Fund PamoCovernge | oy Surcharge HCSF % Based
Classification License Compliance Premium Group | PaymentFrom | Surcharge Surcharge
Numbeér Number Year Amount Number Rate Tables Percent Payment
S087025 1 6,000.00] 15 |$ 20 05| § 1,200.00

‘The published HCSF surcharge for Fund classes 1 to 15 was modifi ed for the following renson or reasons;

The policy isissued for only part of a year and the surcharge was prorated based on the number of days divided by 365.
The proration (rounded to the nearest whole percent) was 20,

Ir l The policy is 4 unique part-time policy issued by the primary professional liability insurer (requires explanation bel owunder
“extraordinary circumstances®). The part-time factor used was 9%.

This Kansas resident health care provider has an active Missourd license,
The applicabl ¢ Missouri modification factor was included in the surcharge calculation and the fuctor used was %,

Type of Primaty Coverage Professional Liability Insurance Policy: Occurrence Claims Made

Insurance - - -
Company Name: D

Name of Agent or Other
Company Representative: KSP0024050

Agent or Company Rep.
5 Email Address: SPATRY@KAMMCO.COM Coverage Effective Date: 08/15/2022

Agent or CompanyRep.
PhoneNumber: (785) 232-2224 Coverage Expiration Date: 08/15/2023

Sara Patry Policy Number:

For insurer explanation of extraordinary circumstances: FOR HCSF USE ONLY
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Division of Public Health a I l S aS
Curtis State Office Building Phone: 785-296-0127
1000 SW Jackson St., Suite 330 Department of Health Fax: 785-559-4250
Topeka, KS 66612-1368 and Environment www.kdhe ks.gov/facilities_licensing
Janet Stanek, Secretary Laura Kelly, Governor

April 10, 2023

Schaunta James-Boyd, Administrator
South Wind Women's Center, LL.C
5107 East Kellogg Drive

Wichita, KS 67218

Re: The Medical Care Facilities - Annual Renewal Report Forms
Dear Mr. James-Boyd,

Enclosed is the Medical Care Facility Annual Report and the Hospital/CAH Database Worksheet or the
Ambulatory Surgical Center Update Information Forms. They must be completed, signed and returned to
our licensing agency within 30 days from the date on this letter. Please check to assure all elements for
the renewal applications are submitted.

As a medical care facility licensee, you need to remain in compliance with the Health Care
Provider Insurance Availability Act (KSA 40-3401 et seq.) which requires all medical care facilities
licensed by the Kansas Department of Health and Environment to maintain professional liability
insurance. Please provide this office the name of the insurance company providing professional liability
coverage on behalf of the facility. The declaration page should include your hospital/ASC policy number
and the effective dates of the coverage.

In accordance with KSA 65-4922 and KAR 28-52-1, an annual Risk Management Plan (RMP)
submission is required for all medical care facilities licensed by the Kansas Department of Health and
Environment. The RMP needs to be submitted to KDHE 60-90 days prior to the renewal of the medical
care facility licensure. The preferred method of submission is via email to kdhe.riskmanagement(@ks.gov.
The RMP must be complete and approved by KDHE prior to the renewal of the medical care facility
licensure.

If the medical care facility is registered with the Kansas Business Center, please submit the
Certificate of Good Standing, you can obtain the certificate at the BESS Website at
https://www.kansas.gov/bess/flow/main?execution=e4s]1.

Return all applicable documentation, the renewal application, Hospital/CAH or ASC database worksheet,
insurance declaration page along with any supporting documentation to Health Facilities Program to
complete the medical care facility annual review process.

Email Annual Renewal Report Forms to:
lois.wilkins@ks.gov and Debi.Thompson@ks.gov
Bureau of Facilities and Licensing
Health Facilities Program
1000 SW Jackson Street, Suite 330
Topeka, KS 66612-1365
Office phone: (785) 296-0127

Jerry Smith, LSCSW
Bureau Director
Bureau of Facilities and Licensing

Enclosures

KDHE/Bureau of Facilities and Licensing Renewal Cover Letter-2023
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Division of Public Health I:< a I I S aS
Curtis State Office Building Phone: 785-296-0127
1000 SW Jackson St., Suite 330 Department of Health Fax: 785-559-4250
Topeka, KS 66612-1368 and Environment www.kdhe ks.gov/facilities_licensing
Janet Stanek, Secretary Laura Kelly, Governor

June 28, 2023

Rebecca Tong, CEO

South Wind Women'’s Center, LLC
5107 East Kellogg Drive

Wichita, Kansas 67218-1625

Re: Medical Care Facility License Approval for July 2023
Ambulatory Surgery Center State I.D. Number: S-087-025

Dear Ms. Tong

The Kansas Department of Health and Environment, Bureau of Facilities and Licensing received the
medical care facility annual renewal application from South Wind Women’s Center, LLC. Our records
have been amended to reflect the successful license renewal application for July 2023.

The ambulatory surgery center’s new effective dates are July 1, 2023 through July 1, 2024.

Please maintain a copy of this letter for individuals who may request the effective dates of this ASC
license renewal.

As a medical care facility, you will continue to be required to complete the annual report each year.

Your license includes a statement that indicates the provisions of KSA 65-425 through 65-441 applies,
unless sooner revoked or suspended for failure to comply with the requirements of said law. Your license
shall remain in effect upon filing the next annual report as prescribed by law.

A new license will be issued upon a change in the name on the face of the license or change in the
address.

We appreciate your cooperation with the Bureau of Facilities and Licensing during the annual renewal
process. If our office can be of any further assistance, do not hesitate to contact us.

Thank You,

QT

Jerry\Sii fh SCSW

Bureau Director

Bureau of Facilities and Licensing

Kansas Department of Health and Environment
1000 SW Jackson Street, Suite 330

Topeka, Kansas 66612

C. Lois Wilkins, Licensure & Certification Coordinator
Lois.wilkins(@ks. gov

Bureau of Facilities and Licensing 2023
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Health Facilities Program

> Select One:
Ka‘ 1 SaS MAY U 4 1/’“25' % K"tlal 1 Renewal
I l nnua enew
Department of Health o Continuin e D Change of Owner
and Environment Acute o LOLUE [J Amended

Kansas Department of Health and Environment
Bureau of Community Health Systems & Health Facilities Program
Medical Care Facility Licensure Application
Initial; Annual Renewal; Change of Ownership or Amended Application

Health Facilities Program

Medical Care Facility Identification:

A. Classification of License select one: () General Hospital (] Critical Access Hospital
D Special Hospital — ([DX)Ambulatory Surgery Center

B. Name of Medical Care Facility: SOUth Wlnd Women S Center’ LLC

address: 2107 E. Kellogg ciy: Wichita
Zip Code: 07218 316-260-6934 . 316-425-3451

Public Phone:

Web Address. WWW.trustwomen.org

* Ambulatory Surgery Centers List Days and Hours of Operations for this ASC':

Days Open: M-F Operation Hours: 8am-5pm

Administration Information:
C. Chief Executive Officer or Administrator: Rebecca Tong Title: Ca-BExceniie Dirsclor

Desk phone 9 10-260-6934 rtong@itrustwomen.org
*  Chief of Medical Staff: ChriStina M Bourne’ MD

Email address

Email address:

cbourne@itrustwomen.org Phone: 316-260-6934
*  Director or Risk Manager Name: ASh Iey Brl n k

abrink@itrustwomen.org  , _ 316-260-6934

Email address:

Do Not Write Below This Line, State Agency Use Only

Effective Date r—) ' ol S. 201 L Facility I.D. Number 8 D %‘7 0O AS
Renewal Date M. FS . A0S Reviewed By S/ 6, ﬂ’{j

KDHE/HFP Acute & Continuing Care Rev. 2020; 3/2022 30of5




Ownership Information:

Select the Disclosing Entity type as it is registered with the Kansas Secretary of State’s Office and
submit the Certificate of Good Standing from the Kansas Secretary of State’s Office.

1. List the name(s) and addresses of each person who has any direct or indirect ownership of 5 percent or
more in this entity.

2. List each person who is the owner (in whole or in part) of any mortgage, deed of trust, note or other
obligation secured (in whole or in part) by such facility or any of the property or assets of such facility.

3. If the disclosing entity is organized as a corporation, attach a list showing the names and address of
each Officer and or Director.

4. If the disclosing entity is organized as a limited partnership or limited liability company, please describe
each limited liability for each 5 percent owner, and for all general partners.

5. If the disclosing entity is a governmental unit, attach a list showing the names and addresses of each
responsible official (i.e., county commissioner).

II. CONTROL AND GOVERNING AUTHORITY:

Disclosing Entity’s Name: 1 TUSt VWOmen Foundation, Inc.

Physical Address: 5107 E. Kellogg

B. Type of Entity: I:‘ Corporation for profit

D Limited Liability Company (LLC)

l___—l Government/County

City/State

D Other (Explain)

Zip code

Corporation non-profit

D Professional Associates (P.A.)

Rebecca Tong

Co-Executive Director O

5107 E. Kellogg Dr. Wichita, KS 67218

Print Name
Schaunta James-Boyd

Title Ownership %

Co-Executive Director O

Address

5107 E. Kellogg Dr. Wichita, KS 67218

Print Name Title Ownership % Address
Alison Regan Board President 0 5107 E Kellogg Dr. Wichita, KS 67218
Print Name Title Ownership % Address
i Treasuer

Anthony Tenbrink 0 5107 E Kellogg Dr. Wichita, KS 67218

Print Name Title Ownership % Address
ssi -

Jessica Hasan-Wells Secretary 0 5107 E Kellogg Dr. Wichita, KS 67218
Print Name Title Ownership % Address
Print Name Title Ownership % Address

KDHE/HFP Acute & Continuing Care Rev. 2020; 3/2022

4 0f 5



General Information:

A. (FOR HOSPITALS ONLY) Number of Beds: General beds Observation beds
Swing beds IPPS beds LTC Bassinets

B. Number of Active Medical Staff \/):)
Check the box that applies:

This applicant is licensed only

This applicant is licensed, accredited

This applicant is licensed, accredited and deemed to participate in Medicare by an approved
accrediting organization.

D. Specify the Accrediting Organization and provide the current accrediting
organization full survey with the decision letter.

Provide the accreditation effective dates

*Submit copy of the (MCF) Certificate of Professional Liability Insurance i.e., the Declaration Letter.

E. The licensing regulations include standards for optional organized services, departments, or units.
Check the boxes below that are provided by your facility. * Please submit the completed hospital
database and or the ASC updated information worksheet.

[ Surgery department L__|Social Services
Obstetrical department |__| Psychiatric Services

[ ] Outpatient department ; Dialysis Services
Pediatric department | Physical Therapy

[ ] Long Term Care Unit _ll Occupational Therapy
Intensive coronary care units Inhalation/respiratory Therapy
Radiology

F. Does this facility hold a valid Clinical Laboratory Improvement Act (CLIA) certificate
Yes , please submit copy a of the current CLIA Certificate of Registration.

(Initials) RT I the undersigned is authorized to represent the governing body, corporation, organization,
individual, or partnership in whom is vested the responsibility for operation of the facility and certifies that the above
information is true and correct.

I understand that this application may be subject to release pursuant to the Kansas Open Records Act (K.S.A. 45-215 et seq.).

K%GCC&%AQ CO’I:"Xec«—q(?vQ 0“. W"\ 4/‘1

Print Name /] Title Sfgnature
)-425-3215 H/20/2023
Phone number Date £

The undersigned hereby applies to the Kansas Department of Health and Environment for a license to operate this medical care facility is subject to
provisions under the Kansas Law. Return completed application & documentation to:

: KDHE / Health Facilities Program
Acute & Continuing Care
1000 SW Jackson St., Suite 330
Topeka, Kansas 66612
Phone Number (785) 296-0127 Fax Number (785) 559-4250

KDHE/HFP Acute & Continuing Care Rev. 2020; 3/2022 50f5




4/11/23, 11:27 AM Kansas Business Center: Electronic Annual Report Filing System

Limited Liability Company Annual Report

1. LLC Name: SOUTH WIND WOMEN'S CENTER LLC
2. Business Entity ID No.: 6710966
3. Tax Closing Date: December 2022
4. State of Organization: KS
5. Official Mailing Address:
Rebecca Tong, 5107 E. Kellogg Dr. , Wichita KS 67218

6. Members who own 5% or more of capital (KKansas LL.Cs only):

Trust Women Foundation, Inc. - 5107 E. Kellogg Dr. Wichita, KS 67218

"I declare under penalty of perjury pursuant to the laws of the state of Kansas that the foregoing is true and

correct."

Executed on April 11, 2023

Signature of Authorized Person: Rebecca Tong

https://www.kansas.gov/annual-reports/displayFiling.do?tid=isnglxciGuwmeya

e
PR T

Electronic File Stamp
Information:

Filed
o Date:04/11/2023

e Time:
11:25:07 AM
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TRUST WOMEN

2023 Trust Women Board of Directors and Staff Leadership

Board of Directors

Alison Regan, Esq., President, City of West Hollywood, Staff Attorney-2019
Susan Edgerley, Kansas State University, Professor- 2019

Bruce Price, MD, McLean Hospital, Chief, Department of Neurology- 2014
Jennifer Stastny, Ascension Senior Living, Executive Director- 2020

Jessica Wells-Hasan, Secretary, Center for NYC Neighborhoods, Vice President for
Development & External Affairs- 2019

Anthony Tenbrink, Tenbrink Enterprises, President

Schaunta James-Boyd- Trust Women Foundation, Inc.-Co-Executive Director
Rebecca Tong-Trust Women Foundation, Inc. - Co-Executive Director

Trust Women Foundation
Post Office Box 3222 | Wichita, Kansas 67201 | 316.425.3215 | www.trustwomen.org



CENTERS FOR MEDICARE & MEDICAID SERVICES

CLINICAL LABORATORY IMPROVEMENT AMENDMENTS
CERTIFICATE OF COMPLIANCE .

LABORATORY NAME AND ADDRESS

ts (CLIA),

I CLIA ID NUMBER
SOUTH WIND WOMENS CENTER 17D2056639
DBA TRUST WOMEN.
5107 EAST KELLOGG DRIVE
WICHITA, KS 67218 FEREVEEALE
; 11/12/2022
LABORATORY~DIhECT OR EXPIRATION DATE
CHRISTINA M BOUIE{NE M.D. 11/11/2024
Pursuant to Section 353 of the Public Health Services Act (42 U.S.C. 263a) as fevised by the Clinical Laboraiory Imp Amend
the above named laboratory located at the address shown hereon (and other appraved locations) may accept human specimens

for the purposes of performing laboratory examinations or procedures.
This certificate shall be valid until the expiration date above, but is subject 1 revocation, suspension, limitation, or other sanctions
. forviolation of the Act or the regulations promulgated thereunder.

(CMS

CENTERS FOR MEDICARE & MEDICALD SERVICES

Mopidue Spruill, Director

Division of Clinical Laboratory Improvement & Quality

Quality & Safery Oversight Group
Center for Clinical Stan ancf Quality

Ceris2_101822

If you currently hold a Certificate of Compliance or Certificate of Accreditation, below is  list of the laboratory
specialties/subspecialties you are certified to perform and their effective date:

LAB CERTTFICA

BACTERIOLOGY (110)
MYCOLOGY (120)
PARASITOLOGY (130)
ABO & RH GROUP (510)

DE EFFECTIVE DATE

07/29/2020
09/03/2020
09/03/2020
11/12/2014

LABCE ICATION (CODE

EFFECTIVE DATE

PFOR MORE INFORMATION ABOUT CLIA, VISIT OUR WEBSITE AT WWW.CMS.GOV/CLIA

OR CONTACT YOUR LOCAL STATE AGENCY. PLEASE SEE THE REVERSE FOR
YOUR STATE AGENCY’S ADDRESS AND PHONE NUMBER.

PLEASE CONTACT YOUR STATE AGENCY FOR ANY CHANGES TO YOUR CURRENT CERTIFICATE.
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KAMMCO

KANSAS MEDICAL MUTUAL INSURANCE COMPANY

ON BEHALF OF
THE KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN
TOPEKA, KANSAS
HEALTHCARE FACILITY PROFESSIONAL LIABILITY PROGRAM
Declarations
Item 1. NAMED INSURED and Address (No. & Street, City, County State, Zip Code) Policy Number: KSP0024050
(o Al Renews: 08/15/2023
South Wind Women's Center LLC
5107 E Kellogg Dr The Named Insured is:
Wichita, KS 67218 General (Acute Care) Hospital [
Pediatric Hospital (I
Psychiatric Hospital [
Teaching and/or Research [1
L | Other (Specify):
Item 2. Policy Period From 08/15/2022 to  08/15/2023 Agent Name & Address:
12:01 A.M. standard time at the address of the Named Insured as stated USI Midwest
herein. 222 S Riverside Plaza

Chicago, IL 60606

Item 3. The Insurance afforded is only with respect to such of the following Coverage Parts and Coverages as are indicated by specific premium
charge or charges. The limit of the Company's liability against each such Coverage shall be as stated herein, subject to all the terms of this policy
having reference thereto.

COVERAGE PARTS COVERAGES LIMITS OF LIABILITY * ADVANCE PREMIUMS
Professional Retroactive Date: 08/15/2014  $ 500,000 each claim
Liability Insurance $ 6,000.00

$ 1,500,000 annual aggregate

$ deductible

*Notwithstanding the Limits of Liability stated above, the Limits of Liability shall be reduced to the minimum professional liability insurance (“Basic
Coverage”) required by K.S.A. 40-3402, as of the date of the incident giving rise to a claim which may result in the Limits of Liability being reduced to
$200,000 per claim and $600,000 annual aggregate. The Limits of Liability for insureds not subject to K.S.A. 40-3401 et seq. shall be reduced to the
Limits of Liability in effect on the date of the incident giving rise to a claim.

(1) Bodily Injury or $ each occurrence
Property Damage Liability
Commercial General g
Liability Insurance
(II) Personal Injury/Advertis-  § annual aggregate
ing Injury Coverage
Fire Legal Liability $ each occurrence
$ deductible
Umbrella Liability Retroactive Date: $ each claim
$
$ annual aggregate
$ deductible
Excess Liability Retroactive Date: $ each claim
$
$ annual aggregate
$ deductible
Endorsement Nos. 600 (ED 01/22), 604 (ED 01/22)

Total Deposit Premium $ 6,000.00

el

Countersigned by

Authorized Representative

603 (ED 01/22)



KaMMCO

KANSAS MEDICAL MUTUAL INSURANCE COMPANY
ON BEHALF OF
KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN

AMENDATORY ENDORSEMENT

THIS POLICY IS ISSUED BY THE COMPANY IN ACCORDANCE WITH AN AGREEMENT
BETWEEN THE COMPANY AND THE KANSAS HEALTH CARE PROVIDER INSURANCE
AVAILABILITY PLAN UNDER THE SUPERVISION OF THE COMMISSIONER OF
INSURANCE OF THE STATE OF KANSAS, PURSUANT TO KSA 40-3401 et seq.

COVERAGE AMENDMENTS FOR PROFESSIONAL SERVICES OUTSIDE THE STATE

It is hereby understood and agreed that the coverage and/or applicable prior acts coverage under
Coverages A and B as defined by the policy is limited as follows for those non-resident health care
providers and for those Kansas resident health care providers who have resided outside the state of
Kansas and who, during such time, complied with the Health Care Stabilization Fund on a non-
resident basis:

During any period(s) in which the above described health care providers resided
outside the state of Kansas, the coverage and/or applicable prior acts coverage
under Coverages A and B provided by the policy apply only to those Professional
Services rendered, or which should have been rendered, within the state of Kansas
provided that claim is made and suit is brought against the Insured within the
United States of America, its territories of possessions.

COVERAGE C

It is hereby understood and agreed that the provisions of Coverage C shall not apply to this policy
issued by the Kansas Health Care Provider Insurance Availability Plan, and no excess coverage is
provided under this policy.

DIVIDENDS

It is hereby understood and agreed that the provisions relating to dividends contained in this policy
shall not apply.

MUTUAL POLICY CONDITION - MEMBERSHIP

It is hereby understood that the provisions relating to membership contained in this policy shall not
apply.

MUTUAL POLICY CONDITION - VOTING

It is hereby understood and agreed that the provisions relating to the voting rights of members shall
not apply.
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KAMMCO

KANSAS MEDICAL MUTUAL INSURANCE COMPANY

ON BEHALF OF
KANSAS HEALTH CARE PROVIDER INSURANCE AVAILABILITY PLAN
CERTIFICATE OF INSURANCE

This certificate is issued as a matter of information only and confers no rights upon the certificate holder. This
certificate does not affirmatively or negatively amend, extend or alter the coverage afforded by the policy below.
This Certificate of Insurance does not constitute a contract between issuing insurer(s), authorized representative
or producer, and the Certificate Holder.

Important: If the Certificate Holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED
provisions or be endorsed. If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain
policies may require an endorsement. A statement on this Certificate does not confer rights to the Certificate

Holder in lieu of such endorsement(s).

POLICY NUMBER: KSP0024050

FOR THE PERIOD FROM 08/15/2022 12:01 a.m.  TO 08/15/2023 12:01 a.m. standard time at the address of the
Insured as stated herein.

NAME AND ADDRESS OF CERTIFICATE HOLDER:

NAME AND ADDRESS OF HEALTH CARE PROVIDERS:
South Wind Women's Center LLC
5107 E Kellogg Dr
Wichita, KS 67218

This is to certify that the coverages listed below have been issued to the Health Care Provider named above for
the policy period indicated above. The insurance afforded by the policy described herein is subject to all terms,
exclusions, and conditions of such policy. Notwithstanding the Limits of Liability stated below, the Limits of
Liability shall be reduced to the minimum professional liability insurance (“Basic Coverage”) required by K.S.A.
40-3402, as of the date of the incident giving rise to a claim which may result in the Limits of Liability being
reduced to $200,000 per claim and $600,000 annual aggregate. The Limits of Liability for insureds not subject to
K.S.A. 40-3401 et seq. shall be reduced to the Limits of Liability in effect on the date of the incident giving rise to a
claim. The Limits of Liability below for the Health Care Stabilization Fund (HCSF) are based upon the limits
option selected by the health care provider as shown in the company's records as of the date of issuance of this
Certificate of Insurance and are subject to the Health Care Provider Insurance Availability Act, K.S.A. 40-3401 et
seq.

LIMITS OF LIABILITY

Hospital Professional Liability KAMMCO HCSF OPTION TOTAL
Each Claim 500,000 500,000 1,000,000
Annual Aggregate 1,500,000 1,500,000 3,000,000
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Kansas Health Care Stabilization Fund Notice of Basic Coverage Form
(for policy periods effective on and after Jan. 1, 2022)

Ksnsas law requires the insurance company to forward this completed form to the Kansas Health FOR HCSF USE ONLY
Care Stabilization Fund Board of Governors within thirty days of the efTective date of the basic
policy. A copy of this completed form must slso be given to the heslth care provider.

SECTIONI - Health Care Provider Identification and Residency

Health Care Provider’s Name: South Wind Women's Center LLC

Last name, first name, midcdle initial, and professional acronym, or full name of medical care facility or other type of health care provider
Health Care Provider’s

Legal Kansas Residence; EO—/ E Kellogg Dr, Wichita I KS ‘ 67218
Street Address and City (For a hospTial ot ofher Tacility, or a business entity, 1his should be the Tegal Tocation, Zip Code

Daytime Phone Health Care Provider’s

Number; | (316) 260-6934 Email Address;
Mailing Address: I —I
(Optional, if not the sume as legal residence) Street Address or P.O. Box, Gity, State, Zip Code

SECTION II - HCSF Coverage Limit
$500,000/$1,500,000

Date Signed Health Care Provider’s Signature

Notice to Health Care Provider: If you discontinue your professional fiability insurance policy because you are no longer
rendering professional services as a Kansas resident health care provider, you should immediately contact your licensing
agency and request that your license be made inactive.

SECTION III - Health Care Stabilization Fund Surcharge and Insurance Policy Information For Fund For Fund
Classes 1 to 14 Classes 15 to 24
. HCSF HCSF HCSF
HCSF Rate Provider's Fund PamoCovernge | oy Surcharge HCSF % Based
Classification License Compliance Premium Group | PaymentFrom | Surcharge Surcharge
Numbeér Number Year Amount Number Rate Tables Percent Payment
S087025 1 6,000.00] 15 |$ 20 05| § 1,200.00

‘The published HCSF surcharge for Fund classes 1 to 15 was modifi ed for the following renson or reasons;

The policy isissued for only part of a year and the surcharge was prorated based on the number of days divided by 365.
The proration (rounded to the nearest whole percent) was 20,

Ir l The policy is 4 unique part-time policy issued by the primary professional liability insurer (requires explanation bel owunder
“extraordinary circumstances®). The part-time factor used was 9%.

This Kansas resident health care provider has an active Missourd license,
The applicabl ¢ Missouri modification factor was included in the surcharge calculation and the fuctor used was %,

Type of Primaty Coverage Professional Liability Insurance Policy: Occurrence Claims Made

Insurance - - -
Company Name: D

Name of Agent or Other
Company Representative: KSP0024050

Agent or Company Rep.
5 Email Address: SPATRY@KAMMCO.COM Coverage Effective Date: 08/15/2022

Agent or CompanyRep.
PhoneNumber: (785) 232-2224 Coverage Expiration Date: 08/15/2023

Sara Patry Policy Number:

For insurer explanation of extraordinary circumstances: FOR HCSF USE ONLY
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Division of Public Health a I l S aS
Curtis State Office Building Phone: 785-296-0127
1000 SW Jackson St., Suite 330 Department of Health Fax: 785-559-4250
Topeka, KS 66612-1368 and Environment www.kdhe ks.gov/facilities_licensing
Janet Stanek, Secretary Laura Kelly, Governor

April 10, 2023

Schaunta James-Boyd, Administrator
South Wind Women's Center, LL.C
5107 East Kellogg Drive

Wichita, KS 67218

Re: The Medical Care Facilities - Annual Renewal Report Forms
Dear Mr. James-Boyd,

Enclosed is the Medical Care Facility Annual Report and the Hospital/CAH Database Worksheet or the
Ambulatory Surgical Center Update Information Forms. They must be completed, signed and returned to
our licensing agency within 30 days from the date on this letter. Please check to assure all elements for
the renewal applications are submitted.

As a medical care facility licensee, you need to remain in compliance with the Health Care
Provider Insurance Availability Act (KSA 40-3401 et seq.) which requires all medical care facilities
licensed by the Kansas Department of Health and Environment to maintain professional liability
insurance. Please provide this office the name of the insurance company providing professional liability
coverage on behalf of the facility. The declaration page should include your hospital/ASC policy number
and the effective dates of the coverage.

In accordance with KSA 65-4922 and KAR 28-52-1, an annual Risk Management Plan (RMP)
submission is required for all medical care facilities licensed by the Kansas Department of Health and
Environment. The RMP needs to be submitted to KDHE 60-90 days prior to the renewal of the medical
care facility licensure. The preferred method of submission is via email to kdhe.riskmanagement(@ks.gov.
The RMP must be complete and approved by KDHE prior to the renewal of the medical care facility
licensure.

If the medical care facility is registered with the Kansas Business Center, please submit the
Certificate of Good Standing, you can obtain the certificate at the BESS Website at
https://www.kansas.gov/bess/flow/main?execution=e4s]1.

Return all applicable documentation, the renewal application, Hospital/CAH or ASC database worksheet,
insurance declaration page along with any supporting documentation to Health Facilities Program to
complete the medical care facility annual review process.

Email Annual Renewal Report Forms to:
lois.wilkins@ks.gov and Debi.Thompson@ks.gov
Bureau of Facilities and Licensing
Health Facilities Program
1000 SW Jackson Street, Suite 330
Topeka, KS 66612-1365
Office phone: (785) 296-0127

Jerry Smith, LSCSW
Bureau Director
Bureau of Facilities and Licensing

Enclosures

KDHE/Bureau of Facilities and Licensing Renewal Cover Letter-2023



