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;2 B Arkansas Department of Health

5800 West Tenth Street, Suite 400 e Little Rock, Arkansas 72204 e Telephone (501) 661-2201
Governor Asa Hutchinson

‘ = ’ Nathaniel Smith, MD, MPH, Director and State Health Officer

March 13,2018

Planned Parenthood of Arkansas and Eastern Oklahoma
3729 North Crossover, Suite 107
Fayetteville, AR 72703

Re: Complaint Investigation 02/01/18

On February 1, 2018, the Arkansas Department of Health conducted a complaint investigation at your facility.

Based on document review and confirmation by interviews, it was determined the facility has possibly been requiring
or obtaining payment for services provided in relation to abortion before the expiration of the forty-eight-hour
reflection period, in violation of Ark. Code Ann. § 20-16-1703(d). To further assist our investigation, we ask that
you provide the following information:

e  Describe the steps and timing by which the facility obtains payment from patients who inquire about or
schedule an abortion and who pay by credit or debit card.

e Describe the steps and timing by which the facility obtains payment from patients who inquire about or
schedule an abortion and who pay by cash.

e  Describe the steps and timing by which the facility obtains payment from patients who inquire about or
schedule an abortion and who pay by any means other than credit card, debit card, or cash.

Pursuant to Arkansas Ann Code §20-9-302 (3)(A)(ii) you have thirty (30) days from the mailing of this notice to
submit your plan for correction of the violation or ask for a hearing. If you fail to do so, the license will be
suspended. The suspension shall remain in effect until all violations have been corrected pursuant to §20-9-302 (3)

(A)(iv).

Sincerely,

ok fomt

Becky Bennett, Section Chief
Health Facility Services
Phone: 501-661-2201
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1007 S. Peoria
Tulsa, OK 74120
p: 918.587.1101
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Flanned Parenthood of the Heartland

Kris Carlisle
To:

|, 501-280-4930

From: _

Date: 10119115

. Corrective Action

RE:

Fa
At phone number-:

# of Pages Including Cover: 2

CONFIDENTIALITY NOTICE: The documents accompanying this telecopy transmission contain confidential and
proprietary information belonging fo the sencer. The Information is intended only for the use of the individual or entity
named above. If you are not the Intended recipient, you are hereby notified that any disclosure, copying, distribution or the
taking of any action in reliance on the contents of the telecopied information is strictly prohibited. If you have received this
telecopy in arror, please immediately notify us by tefephone to arrange for the retum of the dacuments to L. Thank you,

Comments:

Signed/Dated Corrective Action Plan follows and will be mailed today, tao.

www.ppheartland.org
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| Based on Clinical Record review and staff

i interview, it was determinad the Facility falled to

i obtain the Patient's hematocrit ar hemoglobin

¢ leve! prior to the pravision of a medication

@bortion in 1 (#8) of 30 (#1-#30) Clinical Records
reviewed. ‘-

1. Review of Clinical Record a
: patient with procedure date o Review
. of an untitled document used ciumentation

_ of an office visit for the purpose of a medication

| abortion revealed no evidence the Hemoglabin
level was tested prior to the administration of the

- abortion inducing medication,

1 2. An interview was conductad with Feeility !
- Represenlative #1 on 09/22/15 at 1415 who :
: verified the omission of thre Patients hemoglabin
level.
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