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i
' | of birth on ttie affidavit , _ : | | The Medical Director will make.surg "
|| Adtached Graphic </fids/200902286-1.htmi> | the policies.as outlined in Family o
* I Affidavit -followed. ;
L e ___ swearor l.am aware of only a minor 13 years
o affirm that my date of birth is and that | do old that was brought in by her mother \
} I not have appropriate identification that states my who also reported the caseto i .
" | date of birth, ' ) ’ ' authorities, . )
‘ zg'ﬂgl;ﬁzﬁ"rzme; — | 1thought it was sufficient reporting| 12/15/16
Twithess: T ' sirice this case was reported to. :
| N | . State suthorities by the parent, o
R N ' [ already interview, cainsel patients” :
1 Printed name of witness: . '

ages 14:'to 16 years above about

. o i ) sexual abuse and | will contiriue-to
.| {B) The facility shall keep a'copy of the- _ do so. : _
‘ ; identification presented:or the affidavit in its files. : | explained that to thie inspectors.

Henceforth proper form:will be
attached to patient's record.

[T

| This Regquirément is not met as evidericed:by:,
Based on a revlew of doctimentation'and:an
interview with staff, the facility failed to ensure:

1| there were policies forreporting suspected-abuse : ‘

or neglect as stipulated in Family Code, Chapter' i

.1 261.and that such suspected abuse was.
1| screened forand reported.

DSHS Child Abuse-Scréening, Documenting, and
Reporting Policy For Contractors Providers
Revised effective January 1, 2009 found at -
h&'p':lldghs.texa‘s‘ggvichifdabusere_porting!gsc_._pql
shtm stated in part, '
"“Reporting Suspected Sexual Abuse

I. Each contractor/provider shall ensure thatiits .
80D - State Form™  ~ ) i i il
STATE FOI?M

o B88CL11 -f continuation shdat 2 of 8
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1 thai through perinatal fransmission or

Penal Code, whether reportable or not.

. The Texas Family Code, Chapter 261, requires

| limited to, the.actions described:in: Penal Code;

-lll. The DSHS Child Abuge Reporting Form shali

| document reparts m;ade; by-telephone; and (3) to
1 dogliment decisions not to report based on the

“miaking an online report to DFPS,

forms or anline print-outs shall be retzdined by the
.contractor/provider in a manner required by the'
‘pragram and are subject to DSHS monitoring. All

| than 14 years of age as déscribed in item [, of this
| section will be examined during monitéring and

1 staff.

minor under 14 years-of age.who is pregnant or
has.a (_:fonﬁr_med_‘STDjatjqui‘red in‘a manrier othef '
tranisfusion, A sexually fransmitted disease:{s any
diseasg thatiis transmitted by any sexual‘activity

as described in §§21.01, 21.11, and 22.011 of the

reporting of various types of sexual abuse.

§21.11(a) rélating to indecency with a child; Penal’ |

RPN

| Code, §21.01(2) defining "sexual contact™ ; Pena |

Code, §43.01(1) or (3} ~-{5); of Penal Code, * ‘
§22.011(a)(2).relating tosexual d@ssault of a child;
or Penat Cods, §22-.021(a)(2) relating to
aggravated sexual assault of a child,

be'used in.the following manner: (1) to fax reporis
of abuse to:DFPS or law enforcement and to
document the report.in the client record; (2} to

existence of an affirmative défensé. When

contractorfproviders-may use.a print-out of that
Teport, rather than the Ctiild Abuse Reporting
Formi, for docurnentation’in the client record. Al

forms or online print-outs conecerning clients less

rust be.readily availabls to the DSHS moniitoring

| Instances of reportable abuse include but are nat |
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i . PRINTED 11!18/201
. FORM APPROVE
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STATEMENT OF DEFICIENCIES | {X1) PROVIDER/SUPFLIERICLIA K {X2) MULTIPLE CONSTRUCTION
- ANDPLAN OF CORRECTION | ' IDENTIFICAT!ON NUMEER: ‘ ’

S

. (xa) DATE SURVEY
1AL BUILDING:. L COMPLETED

B 008444 . |Bowne__

NAME QF PROVIDER OR SURFLIER ' : 'STREE'}ADDRESS CITY.STATE, ZIF CODE.
o 17070 RED OAK DRIVE SUITE: 505,
suBURBAN WOMENS MEDICAL. GENTER HOUSTON TX 77030°

e ‘m_ T SUMMARY STATEMENT QF DEFICIENCIES i 6 | pRGWDER-S PLAN OF CORRECTION |, oo, |
PREFIX| (EACHDEFICIENGY MUST BE PRECEDED 8Y-FULL: | PREFIX | . (EACHCORRECTIVEACTION.SHOULD BE

COMFLETE
TAG REGULATORY ORLSC. EDENTIFY|N GINFORMATION) ©  + TAG CRGSS REFERENCED TO THEAPPROPR}ATE DATE |

. o T DEF[CIENCY) 7 L
A133 Cbnﬁnuedfwan1page37 C ] At L ’
: ‘A, The DSHS Child.Abuise: Reporhng Formisan

| official DSHS; form and may-not be.modified by . . O .
the ccntractor!prowder B o o e

B" Contractorslp rowders may add information to:
1 the bottom.of the form balow the DSHS' required,”

‘Vinformation. This is.not considered mod;fymg the |,
: form - N

f?— Findmgs were:

eview of the clinical records for.3.nmiincr: patlents v . o !
patlents #9; #12 and #18) ravealed thatnone of 3 ’ ) o
‘ihe-3 minor patients- had been properly screened C
for abuse.

‘--—--;.-"-.?. 1om 2y

“The dhovewas confi rmed in: an intenuew with: the
‘Medical Director and other admlmstratlve staff on
o the aftemoon of 11-15-18. '

f
P

A260] House Bil 15 Dtsclosure Requ;remems 1 aze0

A physaclan must perform a sonogramon'a

1 woman seeking an abortion at least 24 hiours

{ prior o performing' the abortlon, unless the | .
‘woman lives 100 miles from the closest abortion 4, Th"e Médical‘Direc‘tor will be

1-provider-in which case.the sonagram must be S I ble f f '

1 performed at least 2hours prior fo.the abortion, 1 responSt e for per ormmg

1 Aphysician.must provide-a list of agencies' ultrasound on.all patients N

| offering.sonograms’ atingcost to the pregnant

* 1] woman. The physicl ho will be performmg

{'the sborfion must; a. Digp ay.the senogram

| images to the pregnant wommsii: b. Providé a.

| verbal explanation® of thie'sonogram images,

mciudlng descriptions of the fetus; itsheart. = .

agtivity, and its-interrial ofgaiis; and c. Provide the

| heart auscultation of the.fetus for the pregnant:

| woman:to hear as-well’as a verbal explanation‘of -

| It. Abortion. procedures are: exampt from the:

12/10/16

-a

SCD - State Form- ; - —
STATE: FORM g
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| Findings were:

{ Yltrasounds for gestati

| than the-30th day affer

(-abortion-after having the:so

| :surveyors were pravided:with. writte
_ {'documentation from staff #1- .
had been "properly Instructed, trained to parform.
| Ultrasound of the pelvis fof ge ges
g dete’rm'inatr’on."_ C

11n.an interview withstaff #1 on 11,43

{ Confirmed:that [stafi performed the facility -
al'age deterniination but | .

was nota physician;

. A
SOD- State |
STATE Fog_w,

i
i

“sonogram provisions.in the-case of g medieal,
i emergency; and requires a physician, not latef °
the date the abortion is.
1pétiormed, to certify to' DSHS the specifls - :
| medical Cc'mditior;r;t_hatco"ns,tituted—the emergency..

- The physician mLrgf‘p;@@idé"the:pregqggt‘wtimah
. Vwith information abougfpatérnit'y establishment.

| @nd child’stippart if she chdoses ot to have the,.
' ] nogram.

[;)uh‘n_g,a‘review-dfjfagjEi'ty.documentaﬁon,_ the:

fof gestational age: ¢

A2600 |

stating that staff4is

5-16, Staff #1

wa 68CLIT

_ L N 1. Lo 11152018
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A355 TAC'1,39_.-56(54)(2){&)‘(8) Emergency Servicas A3s5 | o

. [ (8) A-Iibensed-ahcr_fionifaci!ity shall haye.-a“:readﬂy - :

r accessible written. pretaco) for marnagirig medical '

emergencies and the transfer of patients .

{ fequiring:further emergency-care to a'hospital : e diillinak al :

|| The fagility shall ensure thait the physicians who T, The:-Medical Dll_rgc,tor,wlllg‘tfla esure G

1] practice at the facility: . ’ { each patient is provided with the “12/15/1%. -

L[ (2} provide the pregnant worman with; L telenhione Aummb s of the'néarest- L

}"J(A)ateiepho,n'e nimbBer by which the pregnan’ I ‘tez,l‘ep:hpr}_g n_um?_er_ h'. patient:

|| womah may reach.tha phys‘i:ci&zn..o;:otﬁethéai;b I ‘_hosp‘ltca,l-chosen,byet_ '@ patient.
+f carg personnel employed by the physiclan orthe | 1 I have'made sure thlS'IS't_lje;gra,gt_}Ce |
C | faclity at which the‘aba‘rﬁqg was ’;Jerch'n;[jed'ion . = m iy offica and will cpn*t‘i!')ug;-.to‘.do_sqf
il induced.-with access to-the woman's relévari P . s ’
- -lfmg'dlpalwrecbrds‘, 24 hours'a day to-request M
i|-assistance for any complications that-arise frony - |.
] the pherfgrmance.pr;induction'of_'_the’aborta’oh or K
_as,k?h‘egIth-r,eiated;qu‘es‘tions’ regarding the-
~abortion; and . o
(B the name anattejephoné-numb:er of the.
inearest hospital o the:home of the Pregnant
woman at which an.emergency. arising from the
abortion-would be trested - :
' This Requirement s not met as evidenced by:
! -Fased on & review'of docu"mentation. the
300~ Shate Far ) ‘ -
STATE FORM’; ooy 68CL11 . If Contintation sheet. 6 g i
i ;
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"SUMMARY-STATENMENT OF DEFICIENCIES. |

__PROVIDER'S PLAN, OF CORRECTION

g

| This Requirement I§ notmet as evidencediby:

| Based onh a review of documentation, the facility .
failed o-provide all patients with written discharge |
‘mstructions. SR i

| Findings were:

During'a review of the clinical records for 16 ,

‘patients, 1 of the 16 patients (pafient #9) did'not
receive written discharge instructions,

. The above was confitrhed in an interview with thé"

likely thé resuit of the follow up

paper-falling aut of the record.

A copy of the discharge instructions
> 'is placed on each.recard.

PREFIX |  (EACH DEFICIENCY MUST BE PRECEDEDSY FULL . PREFIX _(EACH CORRECTVEAGTION SHOULD B | Gotuere
TTAG |'.  REGULATORY OR LSCIDENTIFYING INFORMATION), D Ia »CROSS-REFERENCED TO-THE APPROPRIATE- . ‘DATE,
NN e " e ) DEFICIENGY) 3
A355,-Gonfinued From-page6 .. A 355 .
. Jo : i
| physician practicingat the facility fafled'tq provide |
{ | patients with the telephone number.of themnearest |
i {hospital to their home at whici an.emergency. - -
" | -arising from the abortion-would be treated.
¢ | Findings.were:
| 1n & review of clinical records for 14 surgical’ I
|'patients, & of the 14-patients (patients #2, #3; #5, | :
© | #6, #7 and #15) had nothéen provided with the
'it_elephone-ﬁumber ofithe nearest hospital to. theie |
hiomé at which an emergency arising from the
+ | abortion would be treated. ’ ' I
| The above was confitmedin ani interview with the {
i | Medigal Director and othér administrative staff on 3
i | the affefnoon of 11-15-16. - .~
A 383 TAC139.57(b) Discharge:and Follow-up A363
‘Referrals o
(b) Afacility shall provide'a, patierit with'a.copy.of | ['Thie Medical Director will continue’
the.witten discharge;iné{ructions described in to make. sure every patient receives
‘| subsection (a) of this section. written discharge instructions:
The one patieht out.of 16 is most

12/15/16

SO0~ State Form
STATE FORM:

829

88CL11

1
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"Medical Director and other administrative staff on |
|, the afternoon of. 11+15-16. '

-

SO0 - State Form
STATE FORM
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- Addendum

Al33

Factually tald the inspector-that linquire from each'minor-patient

how.she got pregnant and all responded they were impregnated

by their boyfriend of équal age or a year older,

.




-.uAdpcriendum

A355

am apracticing Obstetrician. Gynecologist for close to 40-vears, What | have found
to' be éffective for any 'of my patiénts needing care for any Obstetrical Emergency
isto call-911 aS'oppo“se_d to calling the hospitaf for answers to any emergency..

My aftercare instructions-dsk all my patients to call 911_foi“:jahy"form of emergency.

including patients in labor.

The DSHS may want to reconsider the requirement asking for patients to be given
the phone riumber of the nearest hospital to. patient's home, in dire, emergency

91T i%thé right way to go:
It i5 unsafe to give patient the impression that the place to call is the nearest
Hospital as'opposed to.calling the Doctor's office-or 911,

e i
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‘Subu_r&ﬁn Women's ilfe'_nter

. of North Wes i

page 1

»

- . SUBURBAN WOMEN'S CLINIC NEXT APFOINTMENT |
' AFTER-CARE INSTRUCTIONS 15 A¥fer” Love. J

»ephone B8.1] $40-1756
_Fak 281)420.53880
; : -

¢ E;

e that bleeding may Qccur varies with each patient, from very little bleediz
L_eontinee spotting for about-2 to 4 weeka duration, Passagé of small blood clots
ussue‘s"amnm'_mal. If.t!__:a blecdi ismmstanhaﬂyheavterthan Your regular

. 1) Ibuprofen 800mg (over e counter) take Levery 6 hrs s needed -

[ 23 -ExtuStength Tylanol, two tablets every 3 hrs a5 needed. THERE IS A CHARGE OF $70. DLLS
. 3)  Apacin 3 two tablets every 3 hours ’
I

WHEN YOU DON'T COME TO TAE
- APPOINT. INDICATED ABOVE .
2 wks. Nosexual intercourse, ~ © -

! and not relieved by Suppested. medicﬁtx‘on:abnve‘.-
1e+doenvi:Foul smetling discharge not related to previcusg vaginal infection
srssone v Temperature 101 deprees or above
wesininii Pelisage of large. amounts of tissue . o .
You can also be gvaluated immediately ae the office for any of the above during office hours,

1f the office is closed you-will be. nstructed to visit the nearest €mergency room for evaluation. . !

i 3 . " :
UNTIL YOUR NEXT CHECK UP; THATIS IN 2 WEEKS TIME, o .
-oikie. NO TAMPONS e NOTUB BATHS OR VAG. BOUCHES. |
IV‘-I_:,_IU'IT_IAONG?SWG:' . . (2] 9-_,.--.N0 SE‘KUALINTERCMSE i :
]{lan:l‘se‘wiil belp prevent some infection. A

Ybi# sl reach us 24 hours a-day seven days per week; for & fast msﬁqn,s‘é.h‘c)"weve; by to call
between 8:30 a.m, and 4:00.p.it. Mon-Fii, and an Sarday between'8:00 2.m. and 11:00 am.
Do not kesitateto call if you have any problems, any how,. o )

; IFYOUOR A FRIEND'NEED_US‘~FOR’ANY7REASON

Rt ﬁ-""‘-msﬁ" "H‘EE-TO- L US ATANY TIME
é ‘ELLOW CAN COLLEGE OF OB-GYN

Suburbéq'women's Center
of North West

M.D, FAC.OGPA

17070 Red Osk Deive
Suite 508
s i R RN Houston, Texas 77000

i o : ) Telephanc (281) 440-1795 ST
. : N .- i " iz Fax(281) 440:3480 ———
S

cotP 192 18Ju8 susluop UeqINgng d}0:zoal 2098
[d A% :



| TESTS PERFORMED BY FACILITY

Date:

Ffacility Name:

D:irect Phone Number to Laboratory Director's Office:

I\:lame of Person Completing Form:

I -
**¥ PLEASE LIST THE MANUFACTURER'S NAME AND MODEL OF THE INSTRUMENT OR MANUFACTURER’S
NAME OF THE TEST KIT USED-FOR PATIENT TESTING. FOR EXAMPLE, DONOT LIST “HEMATOLOGY MACHINE
OR STREP KIT”. THIS WILL ENSURE THAT YOU WILL RECEIVE THE CORRECT CERT!FICATE BASED ON THE

TESTS PERFORMED IN YOUR LABORATORY.

INa .
Name ofTL;::mratory *%* Name of Instrument or Kit Used for Testing

CPT Code

An Equal Employment Opportunity Employer




