‘u

(ﬁﬂ"@‘ RENEWAL OTHER (Speciiy)

LICENSE NUMBER EXPIRATION DATE

*Check & Payment Transmiitnl Form mst be subimiitted ta DHH Licensing Fee, PO Box 62949, New Orlenns, LA T0162-7949 H Eﬂ L ? H
) S‘Tﬁwﬁﬁﬁriﬁﬁ
Lt

CHECK /MONEY ORDER# iO'

STATE ID# AB

check if any change has occurye
I. FACILITY (DBA} NAME

PHYSICAL ADDRESS DA

Xonder Bowesard
CITY/ STATE / ZIP NL[&] “f \ears LG. ID\Q”

eepaone Nowser_ GO 052-9242, saxnumser_ 0 B0

II, MAILING ADDRESS (1¥ DIFFERENT FROM ABOVE)

CITY / STATE / ZIP

APR fgnw:m

I11. ADMENISTRATOR MMne. MEDICAL DIRECTOR.‘EIA&MM‘_MLD,_

REGISTERED NURSE: r ;0 mt\\ tgﬂlﬂ

wislf HSS  nof  nodlfled, pou  muasi submit o Change of Key Personnel form i these positl have changed n  the last pear -
it Zwww. dbh, Je. gow/index ofinvdirectory/detnil/ 703

IV. TYPE OF OWNERSHIF:

NON- PROFIT FOR - PROF

INDIVIDUAL /SOLE PROPRIETOR VDIVIDUAL /SOLE  PROFPRIETOR

P qCORPORATION)
PARYINERSHIP RPOMTION
RELIGIOUS AFFILIATION "ARTNERSHIP _
UNINCORPORATED ASSOCIATION GROUP PRACTICE
OTHER (Specify): OTHER ( Specify) LI_. P,

V. ENTITY/CORPORATION NAMEbCﬂn'L “Cﬂl‘\h M (& QD( Nﬁﬂm
MAILING ADDRESS (F DIFFERENT) \2,'15 Vbﬂ(flﬁ, _ﬁat(_,

CITY/ STATE / ZIP R\E}Lﬁl\dﬂﬂ. \,.ﬂ\ rh 303
TELEPHONE NUMBER @ﬂ) ?_ﬂb?j!ﬁq FAX NUMBER 5[21‘:) 25 2'%02 v Lk!“ 2,5‘1033‘1

VI, List name, address, and telephone numbers for persons or group of persens having direct or indirect ownership or a4 countrolling interest (=5%) of thel
corporate stock or par tuership interest or any person or busincss entity which kos a direct business interest, including, but not limited to, 2 wholly owned subsidiary,
the details of any conversion rights wlich mway exist for the benefit of any party and whether such stock, parinership interest, or ownership belng held by the

discloged person or business entity is, in fact, owned by another person or busi entity (ATTACH ADDITIONAL SHEETS IT ADDITIONAL SPACE IS NEEDED).
OWNER NAME ADDRESS TELEPHONE
Mashonde Dean MD. 1995 Vrodiee Tyate (3372002929
DEPARTMENT OF HEALTH AND HOSPITALS HEALTH STANDARDS SECI{TON

http:/fwww.dhh.leuisiana.gov/assets/medicaid/hes/docs/Abortion/HS8-AB-01_License_Application.doc
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ABORTION FACILITIES LICENSFE APPLICATION

VIL If the disclosing entity is a corporation, list naime, address and telephone number of the President.

NAME ADDRESS TELEPHONE NUMBER
15 Bondite ok
f\&g: oo Lo 1803 [3371)300- 2029

VIIL Are any owners of the disclosing entity also owners of other licensed health care facilities? YES
(Proprietorship, Parinership or Board Member). If yes, list names, addresses of individuals and Facility prmder nunthers,

NAME ADDRESS PROVIDER NUMBER

IX. Hus there been a change of ownership or control within the lust year?  YES

I yes, give date.

X. PROGRAM OPERATIONAL INFORMATION:

. 2 ©
DAYS OF OPERATION, Mﬂl]dm' - E[l!lﬂg HOURSOFOPERATION6 AT H‘ 7|

Is this ¢ change since last application?  YES

ATTESTAYION: I understand that if the agency license is granted, it is granied for one year and shall become void upon change of
ownership. It is my responsibility to notify the Department of Health and Hospitals, Health Standards Section in writing of any changes
in the information provided in this application. I certify that the information hevein is true, correct and supportable by documeniation to
the best of my knowledge. Documentation of the information above is available upon request by the Department of Health and Hospitals,

LJ[I(‘,K!L annEL

AUTH ORIZL'D EPRESENTATIVE NAME (TYPED OR PRINTED)

RESENTATIVE SIGNATURE ) DATE

htte:/fwww.dhh.louisiana.gov/assets/medicaid/hss/docs/Abortion/MSS-AB-01_License_Application.doc

14718, 9:45 AM
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