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An enfrance conference was conducted with the
clinic Administrator of Woman ' s . the purpose of et 1% 2
the unannounced onsite survey (re-licensure) and ‘

survey process were explained. An opportunity
was provided for questions and discussions.

A re-licensure survey was conducted per 25TAC
139.31 to determine the abortion facility ' s
compliance with the requirements at 25 TAC 139
(abortion facifity licensing rules) using survey
report form.

An exit conference was conducted with the
Administrator of the abortion facility. The
preliminary findings of the survey and the next
steps in the survey process were explained. An
opportunity was provided for questions and

discussion,

No evidenca of compliance was provided where

noncompliance was identified.
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