Application Checkiist
Instructions:

1. Please check each box below, as appropriate; and
2. The completed checklist must be submitted as the first page of the
CON application.

ﬁ Attached is the CON application filing fee in the form of a
certified, cashier or business check made out to the “Treasurer
State of Connecticut” in the amount of $500.

For OHCA Use Only:

Docket No.: __ J1- N299 Check No.: 3 -'2’1
OHCA Verlfled by: E ?f;g ~‘Date: __|, . ,

@/ Attached is evidence demonstrating that public notice has been
published in a suitable newspaper that relates to the location of
the proposal, 3 days in a row, at least 20 days prior to the
submission of the CON application to OHCA. (OHCA requests
that the Applicant fax a courtesy copy to OHCA (860) 418-
7053, at the time of the publication)

Attached is a paginated hard copy of the CON application
including a completed affidavit, signed and notarized by the
appropriate individuals.

B/ Attached are completed Financial Attachments I and II.

IZ( Submission includes one (1) original and four (4) hard
copies with each set placed in 3-ring binders.

'Note: A CON application may be filed with OHCA eiectronically
through emall, if the total number of pages submitted is 50
pages or less. In this case, the CON Application must be

emailed to chca@ct.gov.

Important: For CON applications(less than 50 pages) filed
electronicalfly through email, the singed affidavit and the check
in the amount of $500 must be delivered to OHCA in hardcopy.

[ The followin'g have been submitted on a CD

1. A scanned copy of each submission in its entirety, including
all attachments in Adobe (.pdf) format.

2. An electronic copy of the documents in MS Word and MS
Excel as appropriate.



AFFIDAVIT

Applicant: _ Gueeenwic Flaghe. W@ﬁ?jf (enkg

Project Title: (7;)2%1/7'7 of~ Q,A‘éi’?&ﬁﬂ@ /z/;f—féﬁ;y

I, \{f;nb% L. /?7:4»@/@” my od Ele M Kk mh Dwre.

(Individual's Name) {Position Title — CEO or CFO)
@gz@nu&ﬁ— @A@%&DB _ being duly sworn, depose and state that
(Hospital or Facility Name) .
G?ié'ﬁé’i!’)wmf?‘” W&}a ’s information submitted in this Certificate of

(Hospital or Facility Name)

Need Application is accurate and correct to the best of my knowledge.

2@3//7;4— f@a /faduww ’/0/26 [ 2042

Sfgnature Date

Subscribed and sworn to before me on / 250} ZO\ —7\

/ﬁ/éu

Notary Public/Commissioner of SuperioeCouyt

VALBONA ULAJ

My commission expires: St o Conneetit
MyComm ExplresAug 31 20l 1




CERTIFICATE OF NEED APPLICATION

Docket Number:

Applicant: Elsa M. Raskin, MD and Sandra L. Margoles, MD
Greenwich Plastic Surgery Center

Contact Person: Sandra L. Margoles, MD

Contact Person’s Title: physician

Contact Persons’s Address: 2 Y% Dearfield Dr., Greenwich, CT 06831
Contact Person’s Phone Number: (203) 769-1200

Contact Person’s Fax Number: (203) 861-6621

Contact Person’s Email: slmargolest@aol.com

Project Town: Greenwich CT
Project Name: Certificate of Need for Greenwich Plastic Surgery Center
Statue Reference: Section 19a-038, C.G.S.

Estimated Total Capital Expenditure: $32,000




Greenwich Plastic Surgery Center
Raskin and Margoles

1. Project Description: Outpatient Surgical Center

a.

Greenwich Smartlipo d/b/a Greenwich Plastic Surgery Center, proposes 10
(establish) upgrade our existing procedure room to a freestan ing operating
facility at 2 ¥ Dearfield Dr., Suite 102, Greenwich, CT 06870 at a total capital
cost of $32,000. '

See Attached Letters of Support

We previously established Greenwich $martlipo in 2010 to provide cosmetic
procedures under local anesthesia to our patients at the 2 % Dearfield Dr.
location. We now wish to upgrade to d single operating room to previde IV,
general sedation to make our patients rore comfortable.

2. Clear Public Need

a. The Greenwich Plastic Surgery Center will provide for its existing patients
over the age of 18 to provide anesthesia to make them more comfortable.

We provide state of the art laser liposuction treatment that is not available at
the hospital. This new technology is 1éss painful and traumatic to the tissues
than traditional liposuction and is now done under local anesthesia, however,
our patients will still benefit from a deeper form of sedation. In addition, The
Greenwich Hospital does not provide block time to the plastic surgeons 10
accommodate scheduling needs of our other co smetic patients.

b.
Retrospective Volume Per Year
Procedures Operating Room 1 2009 2010 2011

Abdominoplasty 1 1 16 ' 5
Blepharoplasty 1 10 7 5
Breast augmentation 1 9 6 7
Breast {ift 1 7 i3 5
Breast reduction 1 34 37 10
Facelift 1 2 3 3
Liposuction 1 5 20 30 -
Rhinoplasty 1 1 1 2
Subtotal 1 69 80 42




Greenwich Plastic Surgery Center
Raskin and Margoles

c. Location

i. The proposed location is our current office and procedure room and will
take less cost to upgrade than moving to another location. We will be able to
perform the surgeries for patients with lower fees and lower expenses for the
physicians and thefore result in lower cost to the patients. There will be reduced
costs for in-house staffing, lower infection rates and lower anesthesia costs (see
attached journal article).

. The direct service area is the town of Greenwich, CT and its
surrounding towns inclydmg Stamford, Darien, New Canaan
and other towns of Fairfield County.

iit. The center will provideiservices to existing cosmetic patients

as well as new patients over the age of 18. Drs. Raskin and
Margoles have been in practice for over 12 years with most
patients coming from referrals from previous patients.
Insurance cases and large procedures will still be performed at
the Greenwich Hospital. The applicant will offer low interést
rate patient financing for those unable to afford the total fe¢
prior to surgery. This is not provided by the local hospital.

iv. Currently, cosmetic patients will seek other plastic surgeons in
NY or Conn to have their procedures because they expect their
surgeries to be performied in an OR in a plastic surgeons office
and not in the acute hospital setting. Most of our comipetitors
have a freestanding facility and we are losing patients to those
surgeons. The proposed center will improve the quality and
accessibility of the ambulatory surgical services for patients
seeking cosmetic surgery.

V. Table 1. Utilization and Capacity of Existing Providers
# Operating Est.
Provider Nare Rms Capacity Utilization
Available Utilized* Not Utilized Equipped
Greenwich Hospital 0 Rooms 7 Rooms 7 Rooms 1 Room 1 Room *k
5 Perryridge Road
Greenwich, Ct 06831
Hemsley Ambulatory Center 0 Rooms 4 Rooms 4 Rooms 1 Room 1 Room *EE
Greenwich, Ct 06831 ' '

*Utilized by other surgeons
+£0ur cases are only available on a last minute standby basis
**xpartly utilized and owned exclusively by Orthopedics and Neurosurgical Associates sinde 2009
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Greenwich Plastic Surgery Center
Raskin and Majrgoles

Vi There is no impact on the other surgical providers in the hosPitél;
they have scheduled, protected block time.

d. There will not be any duplication of existing or approved health care
services. The hospitals have not provided the state of the art plastic surgical
techniques we provide in the office and do not provide the financing required
by some of the cosmetic patients. More importantly, the hospital dees not
provide operating room surgical assistants or serub nurses for the co smetic
cases. :

d. See Attached for copies of article:

Analysis of Outpatient Surgery Center Safety Using an Internet-Based
Quality Improvement and Peer Review Program; Plas. Recontr. Surg 113:
1760, 2004

This study documents a comparison of between hospitals and accredited office
surgery centers On measures of safety.: The Greenwich Plastic Surgery Center
has been accredited by AAASF from 3010-12 and we propose to utilize the
Standard of Practice Guidelines of The American Association for
Accreditation of Ambulatory Surgery Facilities. (AAAASF).



Greenwich Plastic Surgery Center
Raskin and Margoles

3. Projected Volume

Projected outpatient Surgical Volume by Procedure Type and Operating Room * single room

Projected Volume Retrospective
Greenwich Plastic Surgery Center

Operating Room 1
Abdominoplasty
Blepharoplasty
Breast augmentation
Breast lift
Breast reduction
Facelift
Liposuction
Rhinoplasty
Smartlipo

T N Y

Greenwich Hospital

Abdominoplasty
Breast Reduction
Breast Reconstruction

4. Quality Measures
a. Attached Copies of CV

Per Year

2012

12

12

28

45

12
28
15

2013
i8
14
20

13

30
6
8
4

65

24
20

Elsa Raskin. MD., Sandra Margoles, MD, Christina Zarb, RN
b. As outlined in our attached journal article in Section 2d the quality for

cosmetic, self pay patients will have improved access and costs.
¢. The Greenwich Plastic Surgery Center has been accreditated by AAASF
from 2010-12 and we propose to utilize the Standard of Practice
Guidelines of The American Association for Accreditation of Ambulatory

Surgery Facilities. (AAAASF).
d. see attached

2014
25
20
30
20
30
10
12

6
80

20
30
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Greenwich Plastic Surgery Center
Raskin and Margoles

5. Organizational and Financial Information

-~ Greenwich Plastic Surgery Center d/b/a Greenwich Smartlipo, LLP

b. Dr. Raskin and Dr. Margoles are equal partners in the ownership of
Greenwich Smartlipo, LLP
Articles of Organization, included
We do not have a non-profit status
. N/A

f. See Attached:
g. Final Version of Capital Expenditures/Costs

(DP.._O

Table 3. Proposed Capital Expenditures/Costs

Medical Equipment Purchase 26,000
Construction Renovation $1000
Non medical Equipment $5000
Total Capital Expenditure $32,000

h. The capital expenditure will be funded by the cash accounts of Greenwich
Smartlipo, LLP. There will be no loans from a lending institution.

i The Center will not accept insurance. We offer patient financing for those
unable to afford procedures. '

6. Patient Population Mix: Current and Projected
a. N/A This proposal is for cosmetic, self pay operating room. We will not take
any cases covered by insurance.
b. N/A

7. Financial Attachments

Projected Incremental Revenues and Expenses

Description FY 2012 FY 2013 FY 2014
Revenue from

operations $250,000 $550,000 $625,000
Non-operative revenue $20,000 $25,000 $30,000
Total revenue $270,000 $575,000 $855,000
Total operating

expenses $216,000 $240,000 $260,000
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October 24, 2012

To Whom It May Concern:

This letter is written in support of Dr. Elsa Raskin and Dr. Sandra Margoles to
achieve a Certificate Of Need for an operating room at their office.

As a patient of theirs, [ had surgery at Stamford Hospital. Although the outcome
was a success, the journey getting there was not.

The morning of the surgery, my case was delayed due to unforeseen emergencies.
After waiting 2 hours in a crowded waiting room, it was finally niy time. Even though
this was an elective procedure, I felt there were unnecessary hurdles to jump. It would
have been a better experience if | could have had this.done at their office. The lack of
privacy and one-on-one attention that I received at the hospital could have been averted,
had I been able to have the procedure done at their office. )

Please strongly consider their application so that future patients can reap the
rewards of a convenient, comfortable elective procedure.

Thank you,

JOJH(L @2(/&4/\»@1&)

11




October 26,2012

To Whom it May Concern:

I am writing in support of Drs. Elsa Raskin and Sandra Margoles to obtain a Certificate
of Need for an operating room in their medical office at 2 ¥ Dearfield Drive, Greenwich,

CT.

On 9/10/ 2010 T underwent SmartLipo of the abdomen and neck. While I am very
pleased with the results, there is no doubt that it would have been a much better
experience if I had been under some form of general anesthesia. The oral medications
simply were not effective for the level of discomfort involved.

I strongly believe that firture patients will be better served if they have choices for pain
contfrol. :

Yours truly,
%w_._»y Q&'Jﬁ?

Barbara Asciutto
32 Harkim Road
Greenwich, CT 06831

12



Special Topic

Analysis of Qutpatient Surgery Center Safety
Using an Internet-Based Quality Improvement
and Peer Review Progl am

Geoffrey R. Keyes, M.D., Robert Smger, M.D., Emnald E. Iverson, M.D., Michael McGuire, M.D.,
James Yates, M.D., Alan Gold, M.D., and Dennis Thompson, M.D.

Assessing the quality of care delivered in office-baskd
outpatient surgery centers is difficult because formefly
there was no central data collecton system. The American
Association for Accreditation of Ambulatory Surgery F.
ciliies (AAAASTE), in is ongoing effort to assess and im-
prove patient care, has developed an Intermetbased qual-
ity improvement and peer review program to analyze
outcomes for surgery centers it accredits, Reporting]is
mandatory for 21l surgeans operating in AAAASFaccred-
ited faciliries. Each surgeon must report all unanticipated
sequelae and at least six random cases reviewsd by an
accepted peer review group biannually. A toral of 411,650
procedures were analyzed during a Z-year period (frdm
2001 to 2002} . There were 2597 sequelae reported durihg
this period. The most common sequela was hematoipa
formmation following breast sugmentation. Infection oo
curted in 388 cases. Deep vein thrombosis, pulmondry
embolism, and intraoperative cardiac archythimias were
found to occur in a frequency consistent with previous
reports. Significant complications (hematoma, hypertgn-
sive episode, wound infecrion, sepsis, and hypotension)
were infreqaient. A total of 1378 significant sequelae were
reported for 411,670 procedures. This calculates to one
unanticipated sequela in 299 procedures (an incidenceiof
0.33 percent). Seven dearhs were reported. A death oc-
curred in one in 58,810 procedures {0.0017 percent). The
overall risk of death was comparable whether the proge-
dure was performed in an AAAASF-accredited office sar-
gery facility or a hospital surgery facility.

This study documents an excellent safety record ﬁor
surgical procedures perfonmed in accredited office sur-
gery facilities by board-certified surgeons.  (Plast. Rgran#:
Swrg. 118: 1760, 2004.)

The number of outpatient surgery cenférs
and physician office-based surgery fac;huesns
escalatmg dramaucally] “ This phenomenon is
in direct response to the demand for safe, cost-
effective surgu:al care for procedures that can
be performed in an outpatient setting. The}'e

i
Received for publication Seprember 5, 2008; revised january 13,

DOIL: 10,1097 /01.PRS.0000124743.75859.11

2004.
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are advantages to performing operatons in an
outpatient setting for both patients and sur-
geons, including convenience, patient privacy
and comfort, consistency in nursing and sup-
port staff, and increased efficiency.?

The American Society of Anesthesiologists
predicts that by the year 2005, an estimated 10
millicn procedures will be performed annually
in doctors’ offices—twice the number of office-
hased operations performed in 1995.* This dra-
matic increase in the number of procedures
performed in outpatient surgery centers has
focused attention on the need for accredita-
don as a means of ensuring compliance with
standards for their safe operation.®®

Currently, only 14 states have mandated ac-
creditation of surgery centers. The number of
stales requiring accreditation or licensure to
perform surgery in an outpatient setting will,
and should, continue to increase, untl accred-
itation becomes the national standard.

In the spring of 1999, recognizing the im-
portance of accreditation, the American Soci-
ety of Plastic Surgeons and The American So-
clety for Aesthetic Plastic Surgery passed a joint
mandate for all of their members stipulating
that members who perform outpatient opera-
tons under sedation or general anesthesia do
so in an accredited or statelicensed facility.”
Accredited or lcensed cutpatient surgical fi-
cilities must meet at least one of the following
criteria’”

+ Be accredited by 2 nationaily recognized

or state-recognized accrediting agency
or organization, such as the American
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Associadon for Accreditation of Ambula-
tory Surgery Facilites (AAAASF), Accredith-
tion Association for Ambulatory Health
Care, or the Joint Commission on the Ar-
creditation of Healthcare Orga::izaf;ions
e Be certified to participate in the Me d1<:1qe
program under Tide XVIL
s Be licensed by the state in which the faml—

ity is Jocated.

MONITORING SURGERY CENTER MANAGEMENT ;

Des1gn and management of a surgery cent@l
require compliance wuh nationally 1ecogmzéd
standards to safeguard patient care. Ongomg
monitoring of care deliv ery is vital 1o ensure
patient safety. However, it is difficult to com-
pile and compare the data documenting care
delivery. This difficulty is a consequence of lagk
of centralization of datwa collection from th'e
muiltiple accrediting, licensing, and managing
entities of outpadent surgical facilities. As.a
result, there is littde avallable coordinzted ih-
formation concerning ultimate outcomes g:bf
cutpatient surgery in nonhospital settings.
Since 1982, AAAASF, the largest organizp-
tion in the United States that accredits singile
or multispecialty office-based surgery cen-
ters, has been at the foreiront of developing
safety standards for the operation of outpa-
tient surgery centers and coordinating rele-
vant data. In 1996, AAAASF conducted a vol—
untary survey of all of their accredltqd
surgery centers to assess outcomes of surgical
care. The directors of all the surgery centeys
were asked to fill out guestionnaires about
unanticipated sequelae that occurred in
their facilities. Of the 418 facilities accreld-
ited at that time, 241 (57.7 percent) returnad
the anonymous guestionnaires, a very high
response rate. In 1997, Morello, Colon,
Fredricks, Iverson, and Singer published a
review of this survey, entitled “Patient Safety
in Accredited Office Surgical Facilities.”®

The following findings were of interest:

s 400,675 operative procedures were re-

orted during a b-year period from Janu-

ary 1, 1989, to December 31, 1993,

» Sigmificant complications (hematoma, hy-

pertenswe episode, wound infection, sep-

“sis, and hypotension) were Lnfr(_queut

numbeung 1877, for an occurrence af one
in every 213 cases, or 0. 47 percent. ;

¢ Return: to the operamng room: within 24

hours and precautionary hospma]zzatmn
were less frequent. :
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+ Seven deaths were reperted. A death oc-
curred in one in 58,810 procedures
(0.0017 percent). The overall risk of death
was comparable whether the procedure
was performed in an AAAASF-accredited
office-based surgery facility or a hospital
surgery facility.®?

This study documented an excellent safety
record for surgical procedures performed in
accredited office-based surgery facilites by
board-certified surgeons.

QUALITY IMPROVEMENT AND PEER REVIEW

The geal of a surgery facility is to provide the
highest level of care delivery. The facility,
whether office-based, free-standing, orin a hos-
pital, should provide care with posidve out-
comes and a reduced incidence of unantici-
pated sequelae. In an effort to improve guality
of patient care, AAAASE designed and adopted
the first Internet-based reporting system for
quality improvement and peer review. The pur-
pose of the Internet system was twofold: to
improve monitoring of random case review
and unanticipated sequelae and to facilitate
coliation and analysis of the data acquired.
This system has provided AAAASF with the
ability to more precisely evaluate outcomes.

The guidelines for using this new reporting
systemn follow AAAASFE standards,® which re-
quire facilities to institute an ongoing quality
improvement program that (1) monitors and
evaluates the quality of patient care, (2} evalu-
ates methods to improve patient care, (3) iden-
tifies and corrects deficiencies within the facil-
ity, and (4) alerts the medical director to
identify and resolve recurring probiems.

Peer review must be performed every &
months and must include reviews of both ran-
dom cases and unanticipated operative se-
quelae. If peer review sources external to the
facility are used to evaluate delivery of surgical
care, the patient consent form is 5o written as
to protect confidentiality of the medical
records, consistent with current legal stan-
dards. Peer review is performed either by a
recognized peer review organization or by a
physician other than the operating surgeomn.

A minimum of six random cases per surgeon
utilizing the facility must be reviewed, and for
group praciices, 2 percent of all cases per-
formed must be reviewed every 6 months.
These random case reviews must include as-
sessment of the following: (1) thoroughness
and legibility of the history and physical exam-
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inaton; (2) adequacy and appropriatezness q:)f
the surgical consent form; (3) presence of ap-
propriate laboratory, electrocardiographie,
and radiographic reports; (4) presence of |a
dictated operative report or its equivalent; (3)
anesthesia record for operations performed
with intravenous sedation or general anesthe-
sia; (6) presence of instructions for posioperg-
tive and follow-up care; (7) and documenta-
ton of unanticipated sequelae. !
All unanticipated operauve sequelae are rbﬂ
viewed, including, but not limited to the fol-
lowing: (1) unplanned hospital admission; (2)
unscheduled return to the operating room fcior
complication of a previous procedure; (3) Llﬂ—
toward result of a procedure, such as miccuon
bleeding, wound dehiscence, or inadvertent m-
jury to another body structure; (4) cardiac or
respiratory problems during stay at the facility
or within 48 hours of dlschalge {5 aﬂerﬂic
Teaction to medication; (6) incorrect needle m
sponge count; (7) patient or family complamt
{8) eqmpment malfunction leading to injury
or potential injury to patient; and (9) death
Each unanticipated operative sequela chart te-
view includes the following information, in addl-
tion to the operative plocedule performed: (1)
identification of the problem; (2) immediafe
treatrnent or disposition of the case; (3) out
come; (4) analysis of reason for problem; and (.’p)
assessiment of efficacy of treatrnent.
The datz obtained through the individual
surgery center peer review meetings are then
entered into the Internet quality 1mprovement
and peer review prograi. i
Data obtained from 621 surgery centers from
2001 throvgh 2002 were statistically analyzef.
The AAAASF standards require a bound surgi-
cal log book be kept that records sequentally
all operations performed. The first and last
surgical log numbers of ail reviewed random
cases and unanticipated sequelae from a re-
porting period are entered into the Interngt
program with the reported data. This allows for
the computation of the total number of casgs
performed per surgeon per period. In this
study, 73 percent of reporting surgeons cor-
rectly entered their surgical log numbers. The
average number of cases for those surgeons was
assigned to the surgeons whose numbers wez
not correctly entered. The average case cojr-
sisted of 1.87 procedures. Using this multiple,
the total number of procedures reported fo1
this study was 411,670.
A total of 2597 sequelae in 411,670 prooe—
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dures were reported. The standards for
AAAASF require all unanticipated sequelae to
be reported, including patient complaints, sur-
gery cancellations, anc a vanety of sequelae
deemed less significant than those reported by
Morello et al.®

When analyzing data in this report compara-
ble to data in the aforementioned article, a
total of 1378 significant sequelae were re-
ported in 41 1,670 procedures over a 2year
period {from 2001 to 2002). This calculates to
one unanticipated sequelae in 299 procedures
(an incidence of 9.33 percent) compared with
one in every 213 cases, or 0.47 percent, for the
Morelio et al.¥ article.

Recently, Byrd et al.? reported 35 unantici-
pated sequelae in 5316 cases. The 0.7 percent
incidence of unanticipated sequelae in their
study, conducted over a §-year period, supports
the incidence found in the current study.

ANALYSIS OF SEQUELAE

Table I lists the 1378 reported sequelae by
type in descending order of frequency.

Hematoma

Hematoma was the most common unantic-
ipated sequela reported in the study. There
were a toral of 740 hematomas reported, rep-
resenting 28 percent of all sequelae or 0.18
percent of all procedures. The majority of
hematomas (n = 676) were managed on an
outpatient basis (Fig. 1). Sixty-four patients
with hematoma required hospitalization

TABLE I

Sequelae®

Sequelze

Hematoma

Infeciion

Necrosis

Cardiac events

Respiratory distress
Prnieumoihorax

Burn

Pulmonary embolism.
Deep vein thrombosis
Hypotension/hypertension
Fulmonary edema

Allergic reaction G
Cellwits 3}
Death 6
Hypoxia
Cardiac arrest
Chesi pain
Hyperthermia

[N S NG

*Toval number ol sequelac = 1378
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200

186

160

140

128

168

50

68

40

28

0

F1G. 1. Hematomas managed on an outpatient basis {

(Fig. 2). Of those patients hospitalized, three
patients were hospitalized for obscr\ratxon
and had no surgiczl intervention. The av?x—

676 Hematomas Managed ai,n an Qutpatient Basis
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64 Hen

B Breast Angmentation or Revision
8 Pacelifl and Related Procedures
D Evacuitien of Hemaloma

O Blepbaruplasty
®Abdominoplasty

A Capsulectony with or without Implants
& Breast Reduction

B Miscellaneous Complications

& Forehesd, Brow, or Corrugator

# Mastopexy with Implants
EMastopexy

G Masal Surgery

% Subcmtancous Mastecmu}y

® Liposuction

& Bultock, Thigh, or Extremity Lift

& Breast Recorsstouction

as Managed onan Inpaticnt Basis

i3

16

14

12

HY

BiG,

i
1
1
¢
f
I
i

2. Hernatomas managed on an inpatent ’basis {n = G4).
i

o Abdmninoplasty
& Frcelift and Helated

Procedures
= Hreast Acgmeniation or

Reviston

& Miscelianeans Complications

& Blephzroplasiy

& Brvast Redaction

O Cepsulcctomy with or withoot
Irsplanis

¥ Evocuxiion of Hematoma

O Lipeseciion

& Farchead, Hrow, or Corripator

23 Nas! Surgery

o W astopexy

age hospital stay for these patients was 1.38
days (range, 1 to 6 days),
Breast augmentation resulted in the largest

16
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number of hemmatomas managed as outpatient
cases (n = 200). Abdominoplasty accounted
for the largest number of patients hospitalized
with hematomas (7 = 16). All hematomas weze
managed successfully without residuai ng:-»
quelae. No deaths were reported as the result
of hematomas. : ‘
Morello et al.® reported hematoma or bleed-
ing cpisodes in 965 of the 400,675 operath}p
procedures, or one in ecvery 415 procedures
(an incidence of 0.24 percent). Byrd et al®
reported that 77 percent of sequelae were he-
matornas, an incidence of 0.5 percent or one ij;n
200 procedures. Natof'? performed a prospec-
tive study on 13,433 procedures with a fdl-
iow-up of 14 days. Bleeding occurred in 44
patents, or one in 182 procedures {{).:jlf)
percent}. |
Infection !

There were 388 infections reported, repre-
senting an incidence of 0.09 percent or one in
1061 procedures. A total of 348 patients had
infections that were managed on an outpaﬁegfzt
basis (Fig. 3). Forty of the patients who had

PLASTIC AND RECONSTRUCTIVE SURGERY, May 2004

infections required hospitalization (Fig. 4).
The average hospital stay for these patients was
5.1 days. The length of stay varied from 1 day to
21 days. All infections resolved with local
wound care or a combinadon of antibiotics
and local wound care.

Forty-eight patients had an infection associ-
ated with an implant that was eventually re-
moved. Forty-three patients had breast im-
plants removed, and five patients had chin or
other facial implants removed. There were no
deaths atuibutable to infection.

Interestingly, Morello et al.® reported the
same incidence of infection, 0.09 percent, fora
frequency of one in 1145 procedures. Byrd et
al.? reported six infections, an incidence of one
in 886 procedures, or 0.11 percent. Natof’s'
study reported 10 paticnts with postoperative
infections for an incidence of one in 1343 pro-
cedures or (.074 percent.

Cardiac-Related Sequelae

Cardizc events occurred in 29 patients {inci-
dence of one in 14,196 cases, or 0.007 per-

348 Infections Mapaged o an Oéxfpatient Basis

160 i
- | D Breasl Aa-gmeniétjmn or Revision
o -——:‘:EF“- @ Abdominoplasty
86 & Facelifl and Related Procedures
i Breast Beduction
75 L Blepharoplasty
i’ B Aspiration or Incisfon and Braisage Pracedure
69 4| 1 Excision of Lesion ar Cyst (Bendgn)
& Liposuction
50— HEE ) Lip/Nasolablai Foid Augmentation
M N astopexy with Lnplants
40 1 Batttock, Thigh, or Extremity Lt
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cent}. Twenty-seven patients had arrhythmxa;s
and two patients had cardiac arrests. |

Of the two cardiac arrests, one patient bfff-
came bradycardic, hypctensive, and unrespon-
sive in the postoperative recovery room. A code
was called and cardiopulmonary resuscitatio
atropine, and epinephrine were admmzsterc&
The patient was transferred to a hospital and
admitted. Unresponsive and without spontane-
ous respiration, she was admitted to the Cardiaic
care unit and placed on a respirator. After p
34-day hospital stay, the patient was disc! 1arged
with some neurologic deficit.

The second patient was undergoing a fac
lift under mtravenous sedation. It is believe
that the patient had a myocardial infarctio
after becoming hypotensive intrzoperatively
The patient was resuscitated, but immediate}
became bradycardic and was admitted to a hos

“ pital. She died after a 2-week hospital stay.

Fourteen of the patients with cardiac af-
rhythmias were hospitalized, with an average
length of stay of 4 days (range, 0 to 34 days).

ST

T

i
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4. Infecdons managed on and inpgatient basis (n = 40).

Two patients were reported to have had chest
pain in the early postoperatve period that was
determined to be due to anxiety (Fig. 5).

Blood Pressure Alteration

The current study showed that nine patients
developed notable hypertension intraoperative-
Iy. All of these patients responded to medical
management. Hypertensive episodes occurred
in 0.002 percent of cases. One of these patients
had their surgery canceled and was referred for
medical evaluation.

Seven patients, or 0.002 percent of all cases
performed, had notable hypotensive epi-
sodes. Five of these patients were hospital-
ized for an average peried of 2.1 days. Two
patients received a blood transfusion. All pa-
tients recovered without residual segquelae
(Fig. 6). In the Morello et al.® article, hyper-
tensive episodes represented 414 cases, or
one in 968 procedures (an incidence of 0.1
percent). Intraoperative and postoperative
hypotension occurred in 148 cases, or cne in
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27 Cardiac Arrhythriia
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o Breast Augmentation

x Facelift

8 Nasal Surgery

o Miscelizneous

o Abdominoplusty
o Blepharoplasty
3 Trorchead Lift

= Buttock, Thigh, Extremity Lift

Cardiac Arrhyﬁhmiaé

Fig, 5. Cardiac arvhythmias (n = 27). ‘grhere were also two occurences of cardiac arrest

Intraoperative Blood P‘ressu;zre Alterations

o Facelift and Related Procedures

= Blepharoplasty

2 Lipasuction

Hypertensive

Hyp-oiensive

O Breast Aupmentation

B Abdeminoplasty

FiG. 6. Intraoperative blood pressure aflteran‘ons {n = 15). One other patient experienced
hypertension, but the operation was canczzlled.

2707 procedures, an incidence of O.Qat
percent. ‘

Deep Vein Thrombosis or Pulmonary Embolissn

All surgical patients are at some risk for the
development of deep vein thrombosis in the
lower extremities. The risk is increased for pa-
tients with a previous history of that conditiof,
pulmonary embolism, or chronic venous insyf-
ficiency and for those with a family history of
thrombotic syndromes. Other contributing fac-
tors inciude obesity, rauma, severe infectjop,
polycythemia, central nervous system disease,

malignancy, homocystinemia, history of radia- .

1
i

i

19

tion therapy, especially for pelvic neoplasms,
and the use of birth control pills.1?

There have been few reported studies on the
frequency of deep vein thrombosis and pulmo-
nary embaolism associated with outpatient sur-
gery. In the 2-year period moritored by the
AAAASF guality improvement and peer review
program, 31 padents developed deep vein
thromboses or pulmonary emboli in 411,670
procedures (Fig. 7). This represents 0.01 per-
cent of procedures performed, consistent with
the report by Reinish et al.’® As with the study
by Morello et al,, the Reinish group’s study was
conducted through a voluntary survey. The
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31 Deep Vein Thromboses / Pulmonary Emboli
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Fic. 7. Deep vein tllromboses/pulmon]ary emboli (n = §1).

correlationn of statistics with the mandatony
AAAASF quality improvement and peer review
Internet-based reporting system is significant

Of these 31 patients with deep vein throm-
boses or pulmonary emboli, 14 patients had
deep vein thromboses, of whom eight werpe
hospitalized for management; six patients were
treated on an outpatient basis. The average
length of stay for those hospitalized for deep
vein thromboses was 5.38 days (range, 2 to 12
days). There were no deaths associated with
deep vein thromboses that did not eventuate in
pulmonary emboli. All thromboses that did n@t
result in pulmonary embolism resolved mthout
additional sequelae.

The 17 patients who developed pulmonzuy
emboli were hospitalized. The incidence of
pulmonary embolism was one in 24,216 proce-
dures, or 0.004 percent. The average length of
stay for pulmonary emboli patients was 6.2 days
(range, 1 to 11 days). Six deaths were report-
edly due to pulmonary embolism. Four of the
patients who died of pulmonary embolism had
undergone an abdominoplasty. One of the
aforementioned patients had undergone mul-
tiple procedures. The fifth patient who died
had a pulmonary embotus 2 weeks after rhine-
plasty. The procedure for the sixth patient who
died was suction lipectomy of the abdomen
using epidural anesthesia. The total amount of
fat removed for the liposuction case was 370{}

20

cc. All farel pulmonary embeoli occurred be-
tween postoperative days 2 and 14, In the re-
maining 11 patients, the pulmeonary emboli
resolved without residual sequelae.

The incidence of deep vein thrombosis was
reported to be 0.3 percent in one large series
of patients undergoing hip replacement.'® Fa-
tal pulmonary emboli occur in 0.1 to 0.8 per-
cent of general surgery patients, 2 to 3 percent
of patients undergoing elective hip replace-
ment, and 4 to 7 percent of padents underge-
ing operative reduction of hip fracture

In a smdy of patients undergoing face Iift
surgery, Reinisch et al.l® reported an incidence
of thrombosis of 0.1 percent based on a survey
of selected surgeons from the American Soci-
ety of Plastic and Reconstructive Surgeons. In
that study, 37 of 9493 face lift patents devel
oped deep vein thrombosis (0.39 percent) and
15 patients developed pulmonary embolism
(0.16 percent). Byrd et al.* reported no pulmo-
nary emboli in their 5316 elective plastic sur-
gery cases performed in an accredited outpa-
tient plastic surgery facility.

Paegumothorax

Intraoperative pneumothorax has been re-
ported as a complication in major surgical pro-
cedures about the chest wall when obtaining
rib grafts, mobilizing chest muscle flaps, and
performing chest wall reconstruction. In a re-
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cent study, Osborn and Stevenson® surveyed
%63 members of the California Society of Plas-
tic Surgeons, requesting demographic data on
each participant regarding the number of
years that they were in practice and the num-
ber of breast operations performed per year.
The remainder of the questons dealt with the
incidence of pneumocthorax encountered by
surgeons when performing breast augmenta-
tiorr. Fifty percent of the surgeons responded
{n = 181); their responses indicated that a
total of 83 cases of pneumothorax had been
encountered during breast augmentation in
their practices.’

This study reports 19 cases of pneumotho-
rax {Fig. 8}. The incidence of pneumothorax
was greatest for breast augmentation and
augmentation-related procedures {n = 17}.
The other two cases of pneumothorax were
diagnosed during an abdominoplasty and a
breast reduction. In 17 patients, the pneu-
mothorax was noted in{raoperatively, and in
two patients, it was diagnosed between post-
operative days 1 and 4. Puncrure of the
pleura at the time of rib block occurred in
seven patients, and an intraoperative pleural
tear while cauterizing bleeders was the cause
of pneumothorax for 11 patients. In one pa-
tient, pneumothorax was attributed to preex-
isting pulmonary blebs.

Osborn and Stevenson'® discuss the poten-
tial for the occurrence of catamenial pneumo-
thorax caused by endometrial implants on the

1% Poeumothoraces

PLASTIC AND RECONSTRUCTIVE SURGERY, May 2004

lungs. They usually occur between 48 to 72
hours after the onset of menstruation and have
been reported to account for 2.8 percent to 5.6
percent of all episodes of spontaneous pneu-
mothorax in women.’*® There were no cases
of catamenial prneumothorax reported in this
study.

Twelve patients required chest tubes and
were hospitalized. The average length of stay
was 1.83 days (range, 1 to 7 days). The patient
hospitalized for 7 days had bilateral pneumo-
thorax with pulmonary edema that resolved.
There were no deaths from pneumothorax in
the 411,670 procedures performed.

Fyperthermia

Two cases of hyperthermia were reported.
One case was managed with aspirin, The other
case was a true malignant hyperthermia; the
patient was managed with dantrolene sodium
in the surgery center and transported o a hos-
pital. The hospital stay lasted 1 day, and the
patient was discharged without residual
sequelae.

Deaths

In addition to the six deaths related to pul-
monary embolism and the one death related to
intraoperative hypoxia, another patient died
on the first postoperative day, presumably from
hypoxia related to sleep apnea. The patient was
obese and had undergone a face lift. She died

A

ui Breast Aggmentaiion

= Capsulectony

= Breast Reduaction

a2 Abdominoplasiy
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@B -1N O N RN MWD

Fic. 8. Preumothorax (n = 19).
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in her sleep at home the evening after the
operation.

The incidence of a patient dying after having
an outpatient procedure was 0.002 percent, or
one in 51,459 procedures. This compares fa-
vorably to the incidence in Morello et al’s
study,’ which reported seven deaths in 400,675
procedures for an incidence of 0.0017 percent,
or less than one in 57,000 procedures.

DIsCUSSION

Comparison of data obtained through volun-
tary and mandatory reporting programs dermn-
onstrates close correlation in overall incldence
of unanticipated sequelae, their occurrence by
type, and postoperaiive deaths. It is important
to note that of the eight deaths reperted
through the Internet reporting program, oniy
two occurred in the intraoperative or immedi-
ate postoperative period. Most of the deaths
were secondary to the development of pulmo-
nary embolism, which can occur as the result of
any surgical procedure, whether it is per-
formed in a multispecialty free-standing outpa-
tient facility, an office-based outpatent faciiity,
or a hospital.

All patents with unanticipated sequelae who
required hospitalization as the result of bleed-
ing or infection were managed and discharged
from the hospital with the sequelae resolved.

The AAAASF standards for accreditation of a
SUrgery center require all surgeons to be cert-
fied by an American Board of Medical Special-
ties surgical board and to have core credentials
in a hospital for all procedures that they per-
form in their surgery centers. It may be as
sumed that the surgical technique for any
given procedure performed by a certified sur-
geon would be the same whether the proce-
dure is performed in a hospital or a surgery
center. The low incidence of intracperative
sequelae in this report demonstrates cenclu-
sively the safety of operation of outpatient sur-
gery centers that are accredited by a recog-
nized accrediting organization and staffed by
American Board of Medical Specialties board-
certified surgeons.

Additional broad based studieés are being de-
signed to identify areas to improve the delivery
of outpatient surgical care. The first Internet
model for colleeting data on outpatient surgi-
cal outcomes, designed by the AAAASF, has

added a new dimension to monitoring and

evaluating patient care. Its current use and
expansion will provide the needed data for

22
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further analysis of surgical outcomes. It is im-
ortant to note that the analysis of outcomes
will be more meaningful when reviewed In con-
junction with a surgery center’s compliance
with accepted standards for operation. [#%4]

Geoffrey R Keyes, M.D.

Suite 611

9201 Sunset Boulzvard

Los Angeles, Calif. 90069-3701

grk1@aol. comn
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Hospital Affiliations:

Greenwich Hospital, Greenwich CT
L enox Hill Hospital, New York, NY|
Manhattan Eye, Ear and Throat Hospital, New York, NY
Center for Specially Care
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Research Grants

Fight for Sight, the Research Divis

ion of the National Society to

Prevent Blindness: Pathogenesis and Prophylaxis of Postoperative

Endophthaimitis.
Publications (in peer-reviewed journals)
Molecular Biology of Circulatory S

Cabin DE, Raskin EM, et al. Surg

The Effect of Rigid Gas Permeab!

Corneal Endothelium Post—KeratoP

Edelhauser HF, Clemons CS, Are
Ophthalmology 1991; 109: 1703-1

A Case-Control Study of Risk Fac
Endophthalmitis. Menikoff JA, Sp

Ophthalmology 1991; 98: 1761-17

Blepharitis. Raskin EM, Speaker
Laibson PR. (1992)

Infectious Disease Clinics of Nortt:
Ocular Infections. J. Baum and M

Polypropylene Haptics Increase B
Intraocular Lenses. Raskin EM, 8
Wong DS, Menikoff JA. Pelton-H
Archives of Ophthalmolegy. 1993;

Non-infectious Granulomatous Idi
Raskin EM, McCormick SA, Mahe
Plastic and Reconstructive Surget

hock. Buchman TG,
ery; Sept. 1990, 559-566.

e Contact Lens Wear on the
lasty. Speaker MG, Cohen EJ,
htsen JJ, Laibson PR, Raskin EM.
708,

tors for Postoperative
saker MG, Raskin
68.

MG,

America:
. Barza (ed) W. B. Saunders.

acterial Adherence to
neaker MG, McCarmick, SA
enrion K.

111:250-253.

opathic Orbital Inflammation.
r EA and Della Rocca RC. Ophthalmic
y 1995; 11,2:131-135.

Reducing Eyelid Retraction Following Subperiosteal Facelift. Hurwitz DJ.
Raskin EM. Aesthetic Surgery Journal.1997;17,3:149-156.
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Presentations and Published Abstracts

Prediction of Late Enophthaimos b
Fractures. Raskin EM, Miliman AL
RD, Maher EA. Ophthalimic Plasti
14:18,1998.

A Long Road. Raskin EM.
This Side of Doctoring; Reflections
Eliza Lo Chin. Sage Publications,

“Why do we age in our cheeks?” F
Plastic and Reconstructive Surger,
Journal.2007:27,1:19-28.

Decentration and Tilting of Posteri
Intraocular Lenses After Trans-scl
American Society for Cataract ang
Boston, Aprit, 1991.

Phenotypic and Genetic Evaluatio
Staphylococei Causing Postopera
Raskin EM, Menikoff JA, Speaker
Assaciation for Research in Visior

y Volumetric Analysis of Orbital
Lubkin V, Della Rocca RC, Lisman
and Reconstructive Surgery.

-
3

- from Women in Medicine.
2002.

zaskin, E.M. LaTrenta, G.S.,
y Journal. Aesthetic Surgery

or Chamber
aral Suture Fixation.
i Refractive Surgery,

n of Pathogenic

tive Endophthalmitis.

MG, Kreiswirth, BN, Shah, MK.
) and Ophthaimology, May, 1991.

Systemic Ciprofloxacin and Ceftriaxone in the Treatment of

Postoperataive Endophthalmitis.
Speaker, MG. Association for Re;

May 1991.

Decentration and Tilting of Poster|

Menikoff, JA, Raskin, EM,
search in Vision and Ophthalmology,

or Chamber Intra-

Ocular Lenses After Trans-Scleral Suture Fixation.
Speaker, MG, Raskin, EM, Menikoff, JA. Association
for Research in Vision and Ophthalmology, May, 1991.

Phenotypic and Genetic Evaluatia
Staphylococci Causing Postopers

Raskin, EM, Menikoff, JA, Speake

Shah, MK. Ocular Microbiology 4

n of Pathogenic
taive Endophthalmitis.
or, MG, Kreiswirth, BN,
nd immunology

Group, Anaheim, CA., October 12, 1991.
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Decentration and Tilting of Posteri
Ocular Lenses After Trans-Scleral
Speaker, MG, Raskin, EM, Meniko
Anaheim, CA., October 12, 1991.

or Chamber Intra-

Suture Fixation.
ff, JA. Castroviejo Society,

Polypropylene Haptics Increase Bacterial Adherence o

Intraocular Lenses. Raskin EM, S
Shah MK, Wong DS McComick,
in Vision and Ophthaimology, May

Orbital Traumatic Neuromma: Pathg
Culture Observations of an Under
pathologic Entity. McCormick SA,
RC, Millman AL, Raskin EM. Assg
Ophthalmology, May, 1992.

peaker MG, Peiton-Henrion V,
SA. Association for Research
1902

vlogic and Tissue

Recognized Clinico-

Maher EA, Hu DN, Della Rocca
ciation for Research in Vision and

A Microbial Evaluation of Pre-Operative Praphylaxis

with Topical Ciprofioxacin and Pov
Speaker MG, Shah MK, Mermelst
SA. American Academy ‘of Ophth
1992

Non-infectious Granulomatous Idi
("Inflammatory Pseudotumor”);
McCormick SA, Maher EA and Del
Research in Vision and Ophthaim

Microbiologic Evaluation of Pre-O
Bacterial Contamination of Intraoc

MG, Raskin EM, McCormick SA, S

Association for Research in Vision

dine-lodine. Raskin EM,
in JM, Preschel N, McCormick
Imology, Dalias, Tx, November,

pathic Orbital Inflammation

alysis of Five Patients.Raskin EM,
a Rocca RC. Association for

fogy, May, 1893.

rative Prophylaxis And

lar Fluids. Preschel N, Speaker
hah MK, and Mermelstein JR.
and Ophthalmology, May, 1993.

Non-infectious Granulomatous Idiopathic Orbital Inflammation

("Inflammatory Pseudotumor™): An
McCormick SA, Maher EA and Del

Ophthalmic Plastic and Reconstrud

1893.

alysis of Five Patients. Raskin EM,
a Rocca RC. American Society of
tive Surgery, Chicago, IL, November

Early Surgical Interventien for Orbital Cellulitis. Maher EA,

Weiner, MH, Raskin EM and Della

Ophthalmic Plastic and Reconstrug

November 1993.

34

Rocca RC. American Sotiety of
tive Surgery, Chicago, IL,




Volumetric Analysis of Bnophthalmos in Orbital Fractures

Elga M. Raskin, Arthur L. Millman, V. Lubkin,

Robert C. Della Rocea, Richard D. Lisman, Elizabeth A.

Maher, American Academy of Ophthalmelogy, 8an Francisco, CA,
November, 1894.

Orbital Anatomy. Elsa M Raskin. Scheie Eye Institute. Annual Board
Review Course. Philadelphia, PA,|September, 1995. :

Enucleation, Evisceration and Socket Reconstruction. Elsa M Raskin.
Scheie Eye Institute. Annual Board Review Course. Philadelphia, PA,
- November, 1995.

{ acrimal Problems in the Pediatric Age Group. James A. Katowitz,
Katrinka Heher, Flsa M.Raskin. Cpurse, American Academy of
Ophthalmology, Atlanta, GA,November, 1893.

Orbital Decompression in Thyroid|Related Ophthaimopathy.
Elsa M.Raskin. Plastic Surgery Grand Rounds. Pittsburgh, PA.
February, 1896.

Prediction of Late Enophthalmos by Volumetric Analysis of Orbital
Fractures. Elsa M. Raskin, ArthuriL. Miliman. lvy Society Annual
Meeting. Pittsburgh, PA, March, 1996.

Prevention of Post-Operative Lower Lid Retraction in the Deep Plane
Face Lift - A Series of Fifty Patients” Elsa M. Raskin Dennis J. Hurwitz,
Ohio Society. Cleveland, OH, June, 1996.

Periocular Reconstruction. Elsa M.Raskin. Plastic Surgery Grand
Rounds. Pittsburgh, PA. June, 1986.

Orbital Fractures. Elsa M. Raskin, Plastic Surgery Grand Rounds.
Pittsburgh, PA. August, .1996.

Vascularized Cranial Bone Grafts| Elsa M. Raskin. Plastic Surgery Grand
Rounds. Pittsburgh, PA. September, 1996. ’

Reducing Eyelid Retraction Following Subperiosteal Facelift. Dennis J.
Hurwitz, Elsa M. Raskin. The American Society for Aesthetic Plastic
Surgery. New York, NY. May, 1997.
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Surgical Fiaps. Elsa M. Raskin. P
York Presbyterian Hospital, NY. N

Breast Reduction and Mastopexy.

astic Surgery Grand Rounds. New
ovember 1999,

Elsa M. Raskin. Plastic Surgery Grand

Rounds. New York Presbyterian Hospital, NY.May 2000.

Periorbital Reconstruction. Elsa M
Rounds. New York Presbyterian H

Raskin. Plastic Surgery Grand
ospital, NY.January 2001.

Fat distribution within the layers of the human face: A cadaveric study.

Elsa M. Raskin, Gregory S. LaTre
Conference. Providence, Rhodes

nta, Lloyd Hoffman. Senior Residents
sland, March 2001.

Fat distribution within the layers of the human face: A cadaveric study.

Elsa M. Raskin, Gregory S. LaTre
NY, May 2001.

nta, Lloyd Hoffman. ASAPS. New York,

“Why do we age in our cheeks?” Gregory S. LaTrenta, Elsa M. Raskin.

ASAPS, Las Vegas, April 2002.

PSEF in service writing guestions

task force. Philadelphia, May 21% 2004.

“Why do we age in our cheeks?” Gregory S. LaTrenta, Elsa M. Raskin.

Submitted to PRS, October 2004.

PSEF in service writing questions fask force

PSEF in service writing questions
PSEF in service writing questions
PSEF in service writing questions
PSEF in service writing questions

PSEF in service writing questions
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. Philadelphia, May 5th' 2006.
. Philadelphia,June 15, 2007.
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. Philadelphia, May 29, 2000.

. Philadelphia,June 4, 2010.



Christine N. Zarb

60 Wilton Crest
Wiiton, CT 06897 |
Cell Phone (917) 859-4936 :
Email: czarbo@optoniine.net

VISITING NURSE SERVICE OF NEW YORK
Nurse consultant, VNS Choice - Medicaid Managed Long Temr Care Program —
1997-2001

NEW YORK UNIVERSITY MEDICAL CENTER -~ TISCH HOPIT Aﬂ.
Staff Nurse — 1996-1997

AC&R ADVERTISING ‘
Senior Media Planner — 1992-1994

BOZELL WORLDWIDE ADVERTISING ;
Media Planner — 1989-1992

EDUCATION ]

MASTER OF PUBLIC HEALTH — 2062
Columbia University School of Public Health

MASTER OF SCIENCE, GERIATRIC/ADULT NURSE PRACTIT! IONER 2001
Columbia University Schoot of Nursing

BACCALAUREATE OF NURSING SCIENCE - 1996
New York University School of Education

BACHELOR OF BUSINESS ADMINISTRATION - 1989
Hofstra University School of Business

LICENSING & PROFESSIONAL ASSOCIATIONS !
« Connecticut, New York and Florida APRN Licenses 1
«  American Nurses Credentialing Center Board Certified for Adibit and Gerontology NP
«  Member of the American Academy of Nurse Practitioners. | '
« Member of Dermatology Nurses Association |
LASER EXPERIENGCE
Candela Gentlelase :
Cutera Xeo Platform with Coolglide, Limefight, Titan XL, Pearf F ractrona]
Sciton 1064
Palomar Stariux
Lumenis Quantum 1PL
Compileted Laser and Light Technologies 16 hour course in theory operation and
requiation of lasers and pulsed light devices December 2005
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Christine N. Zarb |
60 Witton Crest
Wiiton, CT 06897 |
Cell Phone (917) 8594936
Email: czarbo@optonline.net

PROFESSIONAL EXPERIENCE

ELSA RASKIN, MD (PRIVATE PRACTICE)
Piastic and Cosmetic Surgery
Independent Contractor — 201 2-present
« Provide cosmetic medical services including Laser Hair Reduction, Photofacials, and
injectables. :

{ ONG RIDGE DERMATOLOGY ‘ :
Nurse Practitioner — 2007-2612

« Provide cosmetic dermatology services including Botox, Dysport, Dermal fillers, Scuiptra,
Chemical Peels, Microdermabrasion, Laser Hair Reduction, IPL, Fraxel, Titan, Pearl
Fractional. 3,

+  Provide medical services including diagnosis and treatment of various skin conditions,
cancer screening, biopsies, photodynamic therapy. |

« Preceptored an FNP Student. :
Trained Medical Assistants on Laser treatments and safety i

KLINGER ADVANCED AESTHETICS ;

Cosmetic Nurse Practitioner Consultant — 2005-2007 f

« Completed an 11-week intensive training program on cosmetic/services deveioped
ty Johns Hopkins School of Niedicine. ;
Set up a new office for a start-up medical spa in Manhasset, NY. -
Provided Botox Cosmetic, dermal fillers, photorejuvenation, lager hair reduction, and
chemical peels. ;’

» Developed and delivered medical in-service seminars on cosmetic procedures and
acne management for spa staff. ;

SKINKLINIC

Nurse Practitioner — 2004-2005 5

« Provided skin consultations to identify client goals for heaithier| skin. |

« Administered cosmetic dermatology services including Botox Cosmetic and dermal
filers, chemical peels, microdermabrasion, IPL, and laser hair [reduction. '

NORTHERN WESTCHESTER HOSPITAL CENTER |

Geriatric Nurse Practitioner — Community Outreach —2002-2004

« Coliaborated with physicians to provide care to geriatric patients with complex case
loads to improve quality of care and decrease length of stay. |

o Corresponded with area nursing homes to enhance relationships, streamline referral
process, and provide staff education. j
Participated in staff education and orientation.
Developed a 12-bed Geriatric Unit to provide specialized care to frail elderly patients.

EVERCARE ‘;

Niirse Practitioner- Medicare Managed Care Program — 2001-2002

« Delivered on-going medical care for nursing home residents. |

« Managed chronic and sub-acute conditions in the nursing home setting.

. Assessedmemedicalnecessityandappmpdaten&ssofancilr sendceas and
" interfaced directly with the provider and case managers. ]
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4 Lewis Street Apartment €, Greenwi

PROFESSIONAL
EXPERIENCE:

CREDENTIALS:

AFFILIATIONS:

PUBLICATIONS:

EDUCATION:

- Greenwich Hospital — Yale New Hax

WALTER LAMPETER (SA, RNFA,

Surgical Assistant December 204

9 - Present

vent Health. Connecticut

fich, CT 068300 {917) B37-9908

Supervisor: Steven Fern, MLD. — Attending Surgeon

Surgical Assistant

Jannary 2004 | Present

Lenox Hili / Manhattan Fve Ear & Throat Hospital, New York

Supervisor: Sherrell Aston, M D. — (hairman of Plastic Surgery

Surgical Assistant  Ogtober 2000 {- Present
Walter Lampeter CSA, RNFA. New [York / Connecticut

Prevate Practice

Surgical Technologist

July 2001 + December 2003

Maghattan Eve Far & Throat Hospital,

New York

Supervisor: Peggy Rivers, ADN — Surgical Services

Surgical Assistant Febroary 1998 — September 2000

Andrew Korpstein MD.. F.A.CS, Plastic Surgery, New York
Supervisor: Andrew Komstein, M.D. |~ Medical Director

RN First Assistamt Intern  Septerber 1997 — December 1997

North Shore University Hospital at Glen Cove, New York

Supervisor: Michael Grieco, M.D. - Chief of Surgery

Cerlified Surgical Assistant (CSA)

Registered Nurse First Assistant (RNFA)

Certified Surgical Technologist (CST)
Licensed Cosmetologist

American College of Sargeons - AfF

hate Member

National Surgical Assistant Association
Board of Directors / Educational Ligidon

Technical Editor - Aston, 8.1, Steintirech, D.S., Walden, J.1.. eds, Aesthetic Plastic Surgery.

London: Elsevier, 2005,

Walden, J.L., Lampefer, W. Hyaluro
Walden, Y.L cds, Aesthetic Plastic

Variabitity of Educational Standar
Wisely”, CS4 Nede, Volume 26 Ni

Adjuvant Therapies in Reconstru

Delaware Connty Commusnity Coll
January 1997 - December 1997
Certificate: RN First Assigtant

Nm Community Colleae Garden ¢

September 1992 — May 1994
Degree: Associate of Science — Norsin:

Oneens College — Cii
September 1981 — June 1986

ic Acid Injectable Filler, In Aston, $.7, Steinbrech, D.S .,
ery. London: Elsevier, 2009, pp. 865-874.

s in Snrgical Assisting: “Selecting Your Program

2,2009.

ive Surgery, CSA Node, Volume 25 Number 1, Z2008.

e Media, Pennsyivania

City, New York

14

University of New York

Degree: Bachelor of Arts — Communicitions
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Sep. 6. 2017 10:494M z X0 voiv

RPPF GREENWICH
, HOSPITAL

YarE New Haven HeALTH

August 16, 2012

To Whom It May Concern:

This is to certify that Sandra Margoles, M.D. has been a member of the
Greenwich Hospital Medical Staff in the Departrpent of Surgery, Section of
Dlastic Surgery since September 28, 1999,

She is 2 member of the Active Attending Stadf has operating and admitting
privileges and is in good standing, In the event of emergency, Dr. Margoles
may transfer patients o Greenwich Hospital Iroﬁn her office.

Do

Brian } /Doran, M.D.
SenioWVice President, Medical Services &
Chief Medical Officer

5 Perryridge Road
GCreenwich, CT 06830-4697
{203) 863-3000

40




SECRETARY OF 'TEE STATE
30 TRINETY STREET
p.0. BOX 150470
HARTPORD, CT ' 06115-0470

59 DOGWOOD ROAD
WETHERSFIELD, OF 06109

RE: Bcceptance of Business Filing . Y

This letter is to comfirm the acceptance of a filing for the following
business: .

GREENWICH SMARTLIPO LLP

Work Order Number: 2010163238-001
musiness Filing Number: 00041912890 -
Type of Request: CERTIFICATE OF LIMITED LIABILITY PARTNERSHIP
File Date/Time: JUf. 01 2010 12:06 PM '
rffective Date/Time: '
Work Order Payment Received: 1070.00

_ Payment Received: 170.00 -

pusiness I1d: 10084857

PATRICIA SHANAHAN

Commercial Recording Divigion
B60-509-6037
WWW.COHCORD.SOTS.CT.GOV'

41




BUSTNESS PILING REPORT

WORK ORDER NUMBER : 2010163228-001
BUSINESS FILING NUMBER: 0004191250

BUSINESS NAME:
GREENWICH SMARTLIPO LLP
RUSINESS LOCATION:

5 1/2 DEARFIELD DRIVE, SUITE 102
GREENWICH,CT 06831

++ END OF RE
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ECRET&RX OF 'THE STATE

20 TRINITY' 'STREET
P.0. BOX 150470
HARTPORD, CT "06115-0470

JULY 11,2010

CcsC THE UNTTED STATES CORPORATION'

5g DOGWOOD ROAD
WETHERSFIEID, CT 06109

RE: Acceptance of Business Filing . 5

This letter is to confirm the acaeptance oi a filing for the followlng
buginess:

CREEMWICH SMARTLIPO LLIP

wWork Order Number: 2010163238-601

Busineas Filing Mumber: 0004191250
of Redguest: CERTIFICATE OF LIMITED LiABILITY PARmERSI—II? ‘

File Date/Time: JUL 01 2010 12:06 PM
gffective Date/Time:

Work Order Payment Received: 1076.00
_Payment Received: 170.00 .-

Businsss id: 1008857

PATRICIA SHANAHAN

Commercial Recording pivisgion
860-505-6037

WWW . CONCORD . 80TS.CT. GOV
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PUSINESS FILING REPORT

WORK ORDER BUEBER:Z@‘!.GTLSZ&E?;B—OGI
RUSINESS FILING NUMBER: 0004191250

BUSINESS NAME:

GREENWICH SMARTLIPO LLF
BUSINESS LOCATION:

2 1/2 DEARFIELD DRIVE, SUITE 102
GREENWICH,CT 06831

++ END OF REPORT **
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PARTNERSHIP AGREEMENT FOR
GREENWICH SMARTLIPO L1LP

a Connecticut Limited Liability Partmership -

) This PARTNERSHIP AGREEMENT (together with the schedules and exhibits attached
hereto, the “Agreement™), dated as of 2010, by and among Greenwich Smartlipo
LLP (the “Company”), and each of the undersigned members (individually, a “Member.” and
collectively, the “Members™). Capitalized terms used in this Agreement and not otherwise
defined shall have the meanings ascribed to such terms in Article 1.

Preliminary Statement

WHERFEAS, the Company was formed as a limited liability partnership under the laws of
the State of Connecticut by the filing of its Certificate of Limited Liability Partnership on Tuly 1,
2010, (as amended, modified, restated or supplemented from time to time, the “Articles™) with
the Secretary of State of the State of Connecticut, and the Members hereby adopt and ratify the
Articles and all acts taken by the sole organizer in connection therewith; and

WHEREAS, the parties hereto wish to set forth their respective rights and obligations to
and among each other with respect to the operation of the Company.

NOW, THEREFORE, for and in consideration of the mutual covenants set forth herein
and for other good and valusble consideration, the adequacy, receipt and sufficiency of which is
hereby acknowledged, the parties hereto hereby agree as follows.

ARTICLEI
SDEFINITIONS

As used in this Agreement, the following terms shall have the meanings set forth below;
“A A A has the meaning ascribed to such term in Section 15.17.

“Act” means the Connecticut Uniform Partpership Act, as amended from time to time (or
any corresponding provisions of succeeding law).

« A ffiliate” of a Person means any other Person that directly, or indirectly through one or
more intermediaries, controls, or is controlled by, or is under common control with such Person.

“Agreement” means this Partmership Agreement of the Company, as hereafter amended,
modified, restated or supplemented from time to time, and the terms “hereof,” “hereto,”
“hereby,” and “hereunder,” when used with reference to this Agreement, refer to this Agreement
as a whole, unless the context otherwise requires.

«Articles” has the meaning ascribed to such term in the preamble to this Agreement.

4628-001 Doc#3
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“Bankrupt” or “Bankruptcy” means: (i) the entry of a decree or order for relief against a
Member by a court of competent jurisdiction in any involuntary case brought against the
Member under any bankruptcy, insolvency or other similar law (collectively, “Debtor Relief
Laws”) generally affecting the rights of creditors and relief of debtors now or hereafter in effect;
(ii) the appointment of a receiver, liquidator, assignee, custodian, trustee, sequestrator or other
similar agent under applicable Debtor Relief Laws for the Member or for any substantial part of
such Member’s assets or property; (iii) the ordering of the winding up or liquidation of the
Member; (iv) the filing of a petition in an involuntary bankruptcy case, which petition remains
undismissed or suspended for a period of sixty (60) days or for which is not dismissed or
suspended pursuant to Section 305 of the Federal Bankruptey Code (or any corresponding
provision of any future United States bankruptcy law); (v) the commencement by the Member of
a voluntary case under any applicable Debtor Relief Law now or hereafter in effect; (vi) the
consent by the Member to the entry of an order for relief in an involuntary case under any such
law or to the appointment of or the taking of possession by a receiver, liquidator, assignee, .
trustee, custodian, sequestrator or other similar agent under any applicable Debtor Relief Laws
for the Member or for any substantial part of such Member’s assets or property; or (vii) the
making by a Member of any assignment for the benefit of such Member’s creditors.

“Capital Account” means, with respect to any Member, the capital account which the
Company establishes and maintains for such Member pursuant to Section 3.4.

“Capital Contribution” means the total value of cash and fair market value of property,
services or other consideration contributed to the Company by Members as reflected on Schedule

A hereto.

“Code” means the Internal Revenue Code of 1986, as amended from time to time, the
provisions of succeeding law, and to the extent applicable, the Regulations.

“Company” has the meaning ascribed to such term in the preamble to this Agreement.

“Company Minimum Gain” has the meaning ascribed to the term “Partnership Minimum
Gain” in the Regulations Section 1.704-2(d).

“Confidential Information” means any information, whether oral, written or otherwise,
concerning or relating to the Company, that is not generally known to the public and that
constitutes confidential or proprietary information or frade secrets, including, without limiting
the generality of the foregoing: information regarding the Company’s business, intellectual
property, products, designs, manufacturing arrangements, processes, financing, financial
information, projections and forecasts, market plans, expansion plans, personnel related plans]
systems, methods of operation, sales and marketing information and methods, revenues, costs,
expenses, operating data, contracts, plans, prospects, records and similar data, mailing lists,
vendor/vendee information, customer information, and promotional information. The term
“Confidential Information” does not inclade any information which: {(a) is or becomes available
to the public other than by disclosure by the party receiving such Confidential Information or his,
her or its representatives in violation of this Agreement; (b) was demonstrably known to the
party receiving such Confidential Information previously with no obligation to hold it in

4628-001 Doc#4 2
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confidence: (c) is independently developed by the party receiving such Confidential Information
without recourse to the Confidential Information; or (d) is approved for release by written
authorization of the Company, but only to the extent and subject to such conditions as may be
imposed in such written authorization.

“Covered Person” and “Covered Persons” have the meanings ascribed to such terms in
Section 11.1.

“Disability” means a physical or mental impairment continuing for a consecutive period
of six (6) months that substantially limits a Member’s ability to engage in the business of the

Company.
“Disputes” has the meaning ascribed to such term in Section 15.17.

“Tyistributable Cash” means the amount of cash which the Managers deem available for
distribution to the Members, taking into account (i) payment of afl Company debts, liabilities,
expenses and obligations then incurred, including debts, liabilities, expenses, fees, guaranteed
payments and obligations to the Members, and (ii) amounts which the Managers, in their sole
and absolute discretion, deems necessary for reserves for the Company’s future needs, but
excluding Net Sale Proceeds (which shall be distributed in accordance with Section 10.5).

“Fiscal Year” means the Company’s fiscal year, which shall be the calendar year.

“Indemnified Person” and “Indemnified Persons” have the meanings ascribed to such
terms in Section 11.2.

“Managers” means the individuals selected to manage the affairs of the Company as
provided under Article V.

“Margoles” means Sandra Margoles.

“Member” means each Person who (a) is an initial signatory to this Agreement, has been
admitted to the Company as a Member in accordance with the Articles or this Agreement or is an
assignee who has become a Member in accordance with Article VII, and (b) has not resigned,
withdrawn, been expelled or, if other than an individual, dissolved.

“Member Nonrecourse Debt” has the meaning ascribed to the term “Partner Nonrecourse
Debt® in Regulations Section 1.704-2(b)(4).

“Member Nonrecourse Deductions” means items of the Company loss, deduction, or-
Code Section 705(a)(2)(B) expenditures which are attributable to Member Nonrecourse Debt.

“Membership Interest” and “Membership Interests” have the meaning ascribed to such
term in Section 3.2,

“Member Material” has the meaning ascribed to such term in Section 14.2.

4628001 Doctd 3
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“MSF” has the meaning ascribed to such term in Section 15.1.

“Net Profits” and “Net Losses” means the income, gain, loss, deductions, and credits of
the Company in the aggregate or separately stated, as appropriate, under the method of
accounting at the close of each fiscal year on the Company’s information tax return filed for
federal income tax purposes. Net Profits and Net Losses are to be allocated as provided in

Article VI.

“Net Sale Proceeds” means the net proceeds of sale (after payments of all expenses
attributable thereto) of all or substantially all of the Company’s assets.

“Percentage Interest” has the meaning ascribed to such term in Section 3.2.

“Permitted Transferee” means, with respect to any Member, any one of the following
Persons who may receive Units Transferred pursuant to this Agreement: (a) a spouse, child, step
child, descendants or the lineal ancestors of such Member or such Member’s spouse; (b) the
custodian, executor, heirs, receiver, liquidator or trustee of any Member or such Member’s estate
upon (i) the death of such Member for purposes of administration of such Member’s estate, or
(ii) upon the incompetence of such Member for purposes of the protection and management of
such Member’s assets; () a family limited partnership or limited liability company in which all
interests are held by the Member, the Member’s spouse, and/or the lineal ancestors, step
children, siblings, nieces, nephews or descendants of such Member or such Member’s spouse;
provided, that control of such partnership or limited ligbility company by virtue of voting power
resides with such Member, his spouse, or a combination of both; (d) a trust, all of the
heneficiaties of which are a Member, the Member’s spouse and/or the lineal ancestors, step
children, siblings, nieces, nephews or descendants of such Member or such Member’s spouse;
provided, that control of such partnership or limited liability company by virtue of voting power
resides with such Member, his spouse, or a combination of both; (e} a limited liability company
or other entity provided that the majority interest in such entity is and continues to be owned or
controlled by the Member; or (f) with respect to any Member that is a trust, all of the
beneficiaries of such trust, and the spouse, children, step children, descendants or the lineal
ancestors of such beneficiaries. In each case, the Permitted Transferec shall take such Units
subject to, and otherwise be bound by, the provisions of this Agreement.

“Person” means an individual, general partnership, limited partnership, imited liability
compay, corporation, trust, estate, real estate mnvestment trust, association or any other entity.

“purchase Price” has the meaning ascribed to such term in Section 3.5.
“Raskin’ means Elsa Raskin.

“Regulations” means, unless the context clearly indicates otherwise, the regulations
currently in force as final or temporary that have been issued by the U.S. Department of Treasury
pursuant to its authority under the Code.

4628-001 Docid 4

48




“Securities Act” means the Securities Act of 1933, as amended.

“Tax Distribution” has the meaning ascribed to such term in Section 6.4.

“Transfer” has the meaning ascribed to such term in Section 7.1.
“Unit” shall have the meaning ascribed to such term in Section 3.2.

“Unreturned Capital Contributions Account” means, with respect to any Member that has
made a Capital Contribution in accordance with Section 3.1 consisting of cash .or other
immediately available funds, a bookkeeping account which shall at all times be equal to the
Capital Contributions, if any, made by such Member in accordance with Section 3.1, reduced by
the distributions, if any, made to such Member pursuant to Section 6.5(1).

ARTICLE II
ORGANIZATIONAL MATTERS

2.1  Formation. Pursuant to the Act, the Mapagers have formed a limited liability
partnership under the laws of the State of Connecticut by filing the Articles with the Secretary of
State of the State of Connecticut and entering into this Agreement. The rights and liabilities of the
Members shall be determined pursuant to the Act and this Agreement. To the extent that the
rights or obligations of any Member are different by reason of any provision of this Agreement
than they would be in the absence of such provision, this Agreement shall, to the extent
permitted by the Act, control.

22  Name. The name of the Company is “Greenwich Smartlipo LLP.” The business
of the Company may be conducted under that name or, upon compliance with applicable laws,
any other name that the Managers deem appropriate or advisable. The Managers shall cause to
be filed any fictitious name certificates and similar filings, and any amendments thereto, that the
Managers considers appropriate or advisable.

2.3 Term. The term of the Company commenced on the filing of the Axticles with the
Secretary of State of the State of Comnecticut and shall continue in existence in perpetuity until
the Company shall be sooner dissolved and its affairs wound up in accordance with the Act or
this Agreement. The Managers are hereby authorized to execute and file such documents as the
Managers determine are necessary or appropriate, including an amendment to the Articles, to

effectuate the foregoing.

2.4  Pumpose of Company. The purpose and business of the Company shall be to
engage in a medical practice or any lawful act or activity for which a limited liability partnership
may be organized under the Act. The Company shall be permitted to engage in any lawiul
activities in furtherance of the foregoing as may be necessary, desirable, expedient, convenient or
incidental to carry out the purpose and business of the Company and for the protection and

benefit of the Company.

2.5  Office and Agent. The Company shall continuously maintain a registered agent
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in the State of Connecticut. The principal office of the Company shall be at 2 ¥ Dearfield Drive,
Suite 102, Greenwich, Connecticut 06831 or at such other location . as the Managers may
determine. The Company also may have such offices as the Managers from time to time may
determine, or the business of the Company may require. The registered agent shall be as stated
in the Articles or as otherwise determined by the Managers. The Managers shall cause the
Company to be qualified to do business in all jurisdictions where the Company is required to so

qualify.

176  Addresses of the Members. The respective addresses of the Members for notice
purposes are set forth on Schedule A. The address for any Member shall be changed upon the
request of such Member, and, upon such request, the Managers shall update Schedule A

accordingly.

277  Reservation of Other Business Opportunities. Subject to any other agreement
between a Member and the Company, no business opportunities other than those actually exploited
by the Company shall be deemed to be the property of the Company, and any Member {or Manager)
may, subject to the express terms hereof, engage in or possess an interest in any other business
venture (including those which may be competitive with the Company), independently or with
others of any nature and description, and neither any other Member nor the Company shall have any
rights by virtue hereof in and to such other business ventures, or to the income or profits dertved

therefrom.

ARTICLE 11t
CAPITAL CONTRIBUTIONS AND CAPITAL STRUCTURE

3.1  Capital Contributions. The Capital Contribution of each Member is as set forth on
Schedule A. Schedule A shall be revised by the Managers to reflect any additional contributions or
other changes in the membership of the Company. Members shall not be entitled to a return of their
Capital Contribution or to receive any interest on such Capital Contributions except as otherwise
expressly set forth herein. A Member shall not be entitled to withdraw any part of such Member’s
Capital Accourt or to receive any distributions from the Company, except as specifically provided
in this Agreement.

32 Units: Membership Interest: Percentage Interest. Each Member’s interest in the
Company, including, without limitation, (a) the right of a Member to receive distributions of
revenues, allocations of income and loss and distributions of liquidation proceeds under this
Agreement, and (b) any management rights, voting rights, rights to consent, and the right to
information concerning the business and affairs of the Company, as provided in this Agreement
and under the Act are referred to herein individually as a “Membership Interest” and collectively
as “Membership Interests.” Fach Member’s Membership Interest shall be represented by units
of limited liability company interest {each, a “Unit”). The ownership by a Member of Units shall
entitle such Member to allocations of Net Profits and Net Losses and other items and
distributions of cash and other property as set forth in this Agreement. The Company shall have
one class of Units and is authorized to issue an unlimited number of Units. Units shall be issued
in non-certificate form. The percentage of each Member’s Membership Interest at any time shall
be determined by dividing the number of Units owned by such Member at such time by the total
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number of Units then issued and outstanding, and shall be referred to as a Member’s “Percentage
Interest” The number of Units held by each Member and the Percentage Interest of each
Member shall be as set forth on Schedule A, which shall be amended from time to time by the
Managers as required to reflect the issuance of additional Units, the reduction in any Member’s
Units, the Transfer or redemption of Units, the applicable Percentage Interests of the Members,
and the addition or withdrawal of Members.

33  Additional Capital Contributions. No Member shall be required to make any
additional Capital Contribution to the Company.

34  Capital Accounts. The Company shall establish an individual Capital Account for
each Member. The Company shall determine and maintain each Capital Account in accordance
with Regulations Section 1.704-(1)(b)(2)(iv). If a Member transfers all or a part of such
Member’s Units in accordance with this Agreement, such Member’s Capital Account attributable
to the transferred Units shall carry over to the new owner of such Units pursuant to Regulations

Section 1.704-1(b}2)GV)(L).

36  Dilution. In the event that the Company issues additional Units to an existing
Member or Members, or admits an additional Member or Members, then the respective
Percentage Interest of each Member who does not participate in her pro rata amount of any such
issnance shall be diluted by the issuance of such additional Units, and Schedule A shall be

amended by the Managers accordingly-

ARTICLE IV -
MEMBERS

41  Limited Liability. Except as required under the Act or as expressly set forth in
this Agreement, no Member or Manager shall be personally liable for any debt, obligation, or
liability of the Company, whether that liability or obligation arises in contract, tort, or otherwise
by reason of being a Member.

42  Admission of Additional Members. The issuance of additional Units and/or the
admittance of additional Members, for such consideration (including services) and on such terms
and conditions as shall be determined by the Managers, shall be permitted upon the election of
the Managers. Any such additional Member or Members shall obtain Units and will participate
in the management, Net Profits, Net Losses, and Distributable Cash of the Company as
determined by the Managers. ‘

43  Power to Bind the Company. No Member (other than a Manager) shall have any
authority to bind the Company with respect to any matter except pursuant to a resolution
expressly authorizing such action, which resolution is duly adopted by the Managers.

44  Meetings of and Voting by Members. No annual or regular meetings of the
Members shall be required. A meeting of the Members may be called at any time by any
Manager or Members holding a Percentage Interest equal to or greater than twenty-five percent
(25%). Mestings of Members shall be held at the Company’s principal place of business or at
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any other place within the State of Connecticut selected by the Manager or the Members calling
the meeting. Not less than five (5) nor more than thirty (30) days before each meeting, the
Person calling the meeting shall give written notice of the meeting to each Member entitled to
vote at the meeting. The notice shall state the place, date, hour, and purpose of the meeting.
Notwithstanding the foregoing provisions, each Member who is entitled to notice waives notice
if before or after the meeting the Member signs a waiver of the notice which is filed with the
records of Members’ meetings, or is present at the meeting in person or by proxy without
objecting to the lack of notice. Unless this Agreement provides otherwise, at a meeting of
Members, the presence in person or by proxy of Members holding at least a maj ority of the Units
constitutes a quorum. A Member may vote either m person or by written proxy signed by the
Member or by the Member’s duly authorized attorney in fact. A Member may also participate in
any meeting telephonically so fong as all Members can hear cach other at the same time. Any
action that may be taken at a meeting of Members may be taken without a meeting, if a consent
in writing setting forth the action so taken, is signed and delivered to the Company by Members
having not less than the minimum number of votes that would be necessary to authorize or take
that action at a meeting at which all Members entitled to vote on that action at a meeting were
present and voted. All such consents shall be filed with the Company and, in any event, shall be
maintained in the Company records. If an action is authorized by written consent, no meeting of
the Members need be called or notice be given. A copy of any action taken by written consent
shall be sent promptly to all Members.

45  Member Loans. In the event that the Managers determine in good faith that the
Company tequires additional funds, the Managers may, or may permit the Members to, lend
funds to the Company at interest rates and upon such other terms as determined by the Managers.
Unless otherwise determined by the Managers, any such Manager or Member loans shall be
repaid by the Company on a pari passu basis prior to the distribution of Distributable Cash.
Loans by a Member to the Company shall not be considered Capital Contributions.

ARTICLE
MANAGEMENT AND CONTROL OF THE COMPANY

51  Manasement of the Company by the Managers. Subject to the express limitations
set forth herein, the right to manage, control and conduct the business and affairs of the Company
and to take any and all actions on behalf of the Company shall be vested exclusively in the
Managers, who shail manage the Company solely in their capacity as the Managers of the
Company, and who shall jointly have all necessary powers to manage and carry out the purposes,
business, property and affairs of the Company, including, without limitation, the power to exercise
on behalf and in the name of the Company all of the powers described in the Act. There shall
initially be two (2) Managers. The Members hereby designate Raskin and Margoles as the
Managers, and should either Raskin or Margoles resign, become Bankrupt (in which event such
Manager shall be deemed to have resigned as a Manager) or is otherwise unable to serve as a
Manager, the number of Managers shall be one and the other of Raskin and Margoles shall be the
sole Manager, with all of the rights and powers of the Managers, and all references in this
Agreement to Managers shall be deemed amended to reflect that there is only one Manager. A
Manager is not required to be a Member of the Company. Any action, approval, or determination
taken or made on behalf of the Compaty shall require the unanimous vote or written consent of
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the Managers. Subject to such vote or consent, gach Manager shall have full and complete
authority, power and discretion to manage and control the business, property and affairs of the
Company, to make all decisions regarding those matters and to perform any and all other acts or
activities customary or incident to the management of the Company’s business, property and
affairs. Decisions made by the Managers in accordance with the terms and conditions of this
Agreement may be implemented through any Person selected by the Managers.

57 Powers of the Managers. Subject to the express limitations set forth herein, the
Managers shall have all necessary powers to manage and carry out the purposes, business,
property, and affairs of the Company, including, without limitation, the power to exercise on
behalf and in the name of the Company all of the powers described in the Act. Without in any
way limiting the foregoing, or the provisions of Section 5.1, the Managers shall have the
authority, without the need to obtain the consent of any Member, to: (i) consurmmate any sale,
reorganization, merger or consolidation of the Company with or into any other Person or any
other business combination; (ii) sell all or any portion of the assets of the Company; (iii) acquire
. all or substantially all or any of the assets or equity of any other company or business; (1v) incur
indebtedness; (v) grant a lien on any of the Company’s assets; (Vi) issue additional Units (or
options or rights to acquire Units) to new or existing Members and admit additional Members;
and (vii) file a petition for the voluntary bankruptcy, dissolution or liguidation of the Company.

53 Performance of Duties; Liability of Managers.

(a) Fach Manager shall only be required to devote such time, attention, skill
and energy to the business and affairs of the Company in her capacity as Manager as she believes
is reasonably necessary for her to properly perform her obligations as Manager.

(b)  The Managers shall not be liable to the Company or to any Member for any
loss or damage sustained by the Company or any Member, unless the loss or damage shall have
been determined by a court of law not subject to further appeal to have been the result of such
Manager’s fraud, bad faith, or willful misconduct. In exercising the rights of a Manager, each
Manager shall be entitled to rely on information, opinions, reports, or statements, including financial
statements and other financial data, provided by the officers, employees or other agents of the
Company or any attorney, independent accountant or other professional.

54  Acts of Managers as Conclusive Evidence of Authority. Third parties shall be
permitted to rely on any note, mortgage, evidence of indebtedness, contract, certificate, statement,
conveyance, instrument or other document in writing, and any assignment or endorsement thereof,
executed or entered into between the Company and any other Person, when signed by a single
Mamager.

55  Officers and Employees. The Managers may appoint such Persons as the Managers
shall determine as officers or employees of the Company and such officers and employees shall
have such duties as may be approved by the Managers. The officers and employees of the
Company shall serve subject to the direction of the Managers. The Managers shall determine the
compensation (including base salary, bonus, and benefits) payable to each officer and employee of
the Company; such compensation shall be reasonably commensurate with the duties and
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responsibilities of such officers and employees in the reasonable discretion of the Managers. The
Managers may remove, at their discretion, any officer or employee appointed or engaged by the
Managers at any time.

5.6 Limited Liahility. Neither the Managers, nor any Person who is an officer or
employec of the Company, shall be personally liable under any judgment of a court, or in any other
manner, for any debt, obligation, or liability of the Company, whether the lability or obligation
arises in contract, tort, or otherwise, solely by reason of being Managers, an officer or employee of
the Company.

57  Reimbursement of Managers. The Managers shall be reimbursed for all reasonable
out-of-pocket expenses, disbursements and advances incurred or made by such Manager in
connection with the management, operation or business of the Company, including, without
limitation, fees for outside services, accounting expenses, reasonable travel and entertainment
expenses, insurance premiums, legal fees, taxes or other governmental charges, expenses relating to
the business of the Company, and other direct or indirect costs upon submission to the Company of
reasonably detailed evidence of such expenditures. Any out-of-pocket expenditure made by a
Manager and eligible for reimbursement pursuant to this Section 5.7 shall not be treated as a Capital
Contribution and any reimbursement of such expenditure shall not be treated as a distribution to
such Manager.

ARTICLE VI
ALLOCATIONS OF NET PROFITS
AND NET LOSSES AND DISTRIBUTIONS

6.1 Allocations of Net Profit and Net Loss. (a) Net Loss, other than Net Loss in
connection with the liquidation of the Company or the sale of all or substantially all of the
Company’s assets, shall be allocated to the Members in proportion to their positive Capital
Account balances until their respective Capital Account balances equal Zero Dollars ($0), and
then in accordance with their respective Percentage Interests. Notwithstanding the previous
sentence, loss atlocations to a Member shall be made only to the extent that such loss allocations
will not create a deficit Capital Account balance for that Member in excess of an amount, if any,
equal to such Member’s share of Company Minimum Gain that would be realized on a
foreclosure of the Company’s property. Any loss not allocated to a Member because of the
foregoing provision shall be allocated to the other Members {to the extent the other Members are
not limited in respect of the allocation of losses under this Section 6.1(2)). Any loss reallocated
under this Section 6.1(a) shall be taken into account in computing subsequent allocations of
income and losses pursuant to this Article VI, so that the net amount of any item so allocated and
the income and losses allocated to each Member pursuant to this Article VI, to the extent
possible, shall be equal to the net amount that would have been allocated to each such Member
pursuant to this Article VI if no reallocation of losses had occurred under this Section 6.1(a).

(b)  Net Profit, other than Net Profit in connection with the liquidation of the
Company or the sale of all or substantially all of the Company’s assets, shall be allocated (i) first,
to the Members in proportion to any losses previously allocated to the Members to the extent of
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such allocations (less any Net Profit heretofore allocated under this Section 6.1(b)(1)); and (i1)
second, if the Capital Account of any one or more Members is negative, to the Members in
proportion to their relative negative capital account balances, if any, until all Capital Account
balances equal or exceed zero after taking into account Net Profits allocated under Section
6.1(b)(i); and (iif) third, to the Members in accordance with their respective Percentage Interests.

(c)  Subject to Sections 6.2 and 6.3, but notwithstanding any of the other
provisions contained in this Article VI, any Net Profit recognized on the sale of all or
substantially all of the Company’s assets or otherwise in connection with the liguidation of the
Company shall be allocated to and among the Members as follows: (1) first, to any Member with
a negative Capital Account to the extent of such Member’s negative Capital Account balance,
and (i) second, any additional Net Profit, in accordance with Members’ respective Percentage
Interests. Subject to Section 6.3, but notwithstanding any of the other provisions contained in
this Article VI, any Net Loss recognized on the sale of all or substantially all of the Company’s
assets or otherwise in connection with the liquidation of the Company shall be allocated to and
among the Members in the reverse order set forth in the preceding sentence.

62  Special Allocations. (a) Notwithstanding Section 6.1, if there is a net decrease in
Company Minimum Gain during any Fiscal Year, each Member shall be specially allocated
items of Company income and gain for such Fiscal Year (and, if necessary, in subsequent fiscal
years), in an amount equal to the portion of such Member’s share of the net decrease in Company
Minimum Gain that is allocable to the disposition of Company property subject to a Nonrecourse
Liability, which share of such net decrease shall be determined in accordance with Regulations
Section 1.704-2(g)(2). Allocations pursuant to this Section 6.2(a) shall be made in proportion to
the amounts required to be allocated to each Member under this Section 6.2(a). The items to be
so allocated shall be determined in accordance with Regulations Section 1.704-2(f). This
Section 6.2(a) is intended to comply with the minimum gain chargeback requirement contained
in Regulations Section 1.704-2(f) and shall be interpreted consistently therewith.

(b)  Notwithstanding Section 6. | of this Agreement, if there is a net decrease
in Company Minimum Gain attributable to a Member Nonrecourse Debt, during any Fiscal Year,
each Member who has a share of the Company Minimum Gain attributable to such Member
Nonrecourse Debt (which share shall be determined in accordance with Regulations Section
1.704-2(1)(5)) shall be specially allocated items of Company income and gain for such Fiscal
Year (and, if necessary, in subsequent Fiscal Years) in an amount equal to that portion of such
Member’s share of the net decrease in Company Minimum Gain attributable to such Member
Nonrecourse Debt that is allocable to the disposition of Company property subject to such
Member Nonrecourse Debt (which share of such net decrease shall be determined in accordance
with Regulations Section 1.704-2(i)(5)). Allocations pursuant to this Section 6.2(b) shall be
made in proportion to the amounts required to be allocated to each Member under this Section
6.2(b). The items to be so allocated shall be determined in accordance with Regulations Section
1,704-2(i)(4). This Section 6.2(b) is intended to comply with the minimum gain charge-back
requirement contained in Regulations Section 1.704-2(i)(4) and shall be interpreted consistently
therewith.

(¢)  Notwithstanding Section 6.1, any nonrecourse deductions (as defined in
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Regulations Section 1.704-2(b)(1)) for any Fiscal Year or other period shall be specially
atlocated to the Members in proportion to their Percentage Interests.

(d)  Notwithstanding Section 6.1, those items of Company loss, deduction, or
Code Section 705(a)(2)(B) expenditures which are attributable to Member Nonrecourse Debt for
any Fiscal Year or other period shall be specially allocated to the Member who bears the
economic tisk of loss with respect to the Member Nonrecourse Debt to which such items are
attributable in accordance with Regulations Section 1.704-2(i).

(e)  Notwithstanding Section 6.1, if a Member unexpectedly receives any
adjustments, allocations, or distributions described in Regulations Section 1.704-
1)), (5) or (b), or any other event creaies a deficit balance in such Member’s Capital
Account in excess of such Member’s share of Company Minimum Gain, items of Company
income and gain shall be specially allocated to such Member in an amount and manner sufficient
to eliminate such excess deficit balance as quickly as possible. Any special allocations of items
of income and gain pursuant to this Section 6.2(e) shall be taken into account in computing
subsequent allocations of income and gain pursuant to this Article VI so that the net amount of
any item so allocated and the income, gain, and losses allocated to each Member pursuant to this
Arficle VI to the extent possible, shall be equal to the net amount that would have been allocated
to each such Member pursuant to the provisions of this Section 6.2(c) if such unexpected
adjustments, allocations, or distributions had not occurred.

63  Code Section 704(c) Allocations. Notwithstanding any other provision in this
Article VI, in accordance with Code Section 704(c) and the Regulations promulgated thereunder,
income, gain, loss, and deduction with respect to any property contributed to the capital of the
Company shall, solely for tax purposes, be allocated among the Members so as to take account of
any variation between the adjusted basis of such property to the Company for federal income tax
purposes and its fair market value on the date of contribution. Allocations pursuant to this
Section 6.3 are solely for purposes of federal, state and local taxes. As such, they shall not affect
or in any way be taken into account in computing a Member’s Capital Account or share of
profits, losses, or other items of distributions pursuant to any provision of this Agreement.

6.4  Tax Distributions. With respect to each taxable year and portion thereof in which
the Company is taxed as a partnership for U.S. federal income tax purposes, the Managers shall
cause the Company, within ninety (90) days of the end of each fiscal year other than the year in
which the Company liquidates, to distribute to the Members in proportion to their Percentage
Interests an aggregate amount (a “Tax Distribution”) that will provide to each Member an
amount equal to at least forty percent (40%) of the Net Profits allocated to that Member (“1ax
Distribution”™). Distributions under this Section 6.4 shall only be made to the extent funds are
legally available therefor and would not result in the Company’s breach of any obligation. All
distributions to a Member under this Section 6.4 shall take priority over and shall reduce the
amount of any future distributions to that Member under Section 6.5 by the same amount.

6.5  Distributions of Distributable Cash by the Company. Subject to applicable law
and the provisions of Section 6.4 and Section 10.5, the Managers shall determine, in their sole
and absolute discretion, the amount of Distributable Cash and, from time t0 time upon such
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determination, but in no event less than semi-annually, the Company shall distribute to the
Members the amount of Distributable Cash so determined to ail Members pro rata in accordance
with each Member’s respective Percentage Interest. Neither the Company nor any Mermber shall
incur any liability for making distributions in accordance with this Section 6.5. Net Sale
Proceeds shall be distributed in accordance with Section 10.5.

6.6 Form of Distribution. A Member, regardless of the nature of the Member’s
Capital Contribution, has no right to demand or receive any distribution from the Company in
any form other than money except upon the liquidation of the Company in accordance with
Article X. No Member may be compelled to accept from the Company a distribution of any
asset in kind in lieu of a proportionate distribution of money being made to other Members.

6.7  Withholding Taxes. The Company is authorized to withhold from distributions to
a Member, or with respect to allocations to a Member, and to pay over to a federal, state, local or
foreign government, any amounts required to be withheld pursnant to the Code, or any
provisions of any other federal, state, local or foreign law. Any amounts so withheld shall be
treated as having been distributed to such Member pursuant to this Article VI for all purposes of
this Agreement, and shall be offset against the amounts otherwise distributable to such Member.

6.8 Oblisations of Members to Report Allocations. The Members are aware of the
income tax consequences of the allocations made by this Article VI and hereby agree to be
bound by the provisions of this Article VI in reporting their shares of Company income and loss
for income tax purposes.

6.9  Neeative Capital Account Balances. No Member shall be required to restore any
negative balances in such Member’s Capital Account.

ARTICLE
TRANSFER AND ASSIGNMENT

7.1 General. No Member shall gift, sell, assign, pledge, hypothecate, exchange,
dispose or otherwise transfer (collectively, a “Transfer”) any Units to another Person without the
prior written consent of the Managers; provided, however, that a Member may Transfer all or a
portion of such Member’s Units to a Permitted Transferee or another Member only upon such
Member’s death or Disability. Notwithstanding the foregoing, no Transfer of Units may be
made: (i) if such Transfer, alone or when combined with other transactions, would result in a
termination of the Company within the meaning of Section 708 of the Code; (ii) without an
opinion of counsel satisfactory to the Managers that such Transfer is subject to an effective
registration under, or exempt from the registration requirements of, the applicable state and
federal securities laws (which opinion may be waived by the Managers in their sole discretion)
and containing such other opinions of counsel as reasonably required by the Managers; (iii)
unless and until the Company receives from the transferee the information and agreements that
the Managers may reasonably require, including, but not limited to, an agreement of the
transferee to be bound by all the terms and conditions of this Agreement; (iv) unless and until the
Company receives from the transferring Member all expenses of the Company (including
reasonable attorneys’ fees) incurred in connection with such Transfer; and (V) unless the
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Company has received a signed spousal consent form from the spouse of the Person receiving
the Units from such transferring Member, if applicable.

72 Admission of Transferee as Member. A transferee shall be admitted as a
substitute or additional Member having the rights in whole or in part of the transferring Member
in and to such Member’s Membership Interest upon compliance with the provisions of this
Article VIL If so admitted, the substitute or additional Member shall have all the rights and
powers and shall be subject to all the restrictions and liabilities of the Member originally
transferring the Membership Interest; provided, that Permitted Transferees shall not have the
right to vote on or consent to any matter required to be approved by the vote or consent of the
Members. The admission of a substitute or additional Member, without more, shall not release
the Member originally transferring the Membership Interest from any liability to the Company
that may have existed prior to approval of the Transfer.

73  Transfers Not in_Compliance Void. Any attempted Transfer of Units by a
Member not in compliance with this Articte VII shall be null and void ab initio and of no force

whatsoever.

ARTICLE VIII
CONSEQUENCES OF BANKRUPTCY OR DEATH
OF A MEMBER

81  Bankruptcy and Death or Disability: Transfer Procedures. Upon the happening of
the Bankruptcy or death or Disability of a Member, the applicable Member and/or such
Member’s Permitted Transferees shall be deemed to have offered all of such Member’s Units
and/or such Member’s Permitted Transferees’ Units to the Company, and the Company shall
purchase all of such Units, for the purchase price of One Dollar ($1.00). Upon the Bankruptcy or
death or Disability of a Member, the Company shall give written notice o the applicable
Member or such Member’s legal representative and her Permitted Transferees, if any, within
twenty (20} days of the date the applicable Member became Bankrupt or died or became
Disabled that such Member’s Units and the Units held by such Member’s Permitted Transferees,

"if any, will be purchased by the Company in accordance with this Section 8.1. Any Transfer
from such Member, trustee in bankruptcy or legal representative shall be subject to the

provisions of this Agreement.

82  Tax Allocations Regarding Former Member’s Units. For federal income tax
purposes, any gains or losses realized by the Company on the sale of assets in connection with
the liquidation or redemption of a former Member’s Units shall be allocated to the former
Member in such amounts and character that would equal the amounts that would be allocated to
the former Member had the Company sold all of its assets on the valuation date and distributed
all proceeds in liquidation to each Member in accordance with each Member’s Percentage

Interest.

83  Closing of Purchase of Former Member’s Interest. The closing for the sale of a
former Member’s (and such Member’s Permitted Transferees, if applicable) Units pursuant to
this Article VIIT shall be held as soon as practicable, and in any event within thirty (30) days of
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the date the applicable Member became Bankrupt or died or became Disabled. The closing shall
occur at the principal office of the Company. At the closing, the former Member or such
Member’s Permitted Transferees, if applicable and/or such Member’s or such Member’s
Permitted Transferees’ legal representative(s) shall deliver to the Managers or the Company an
instrument of transfer (containing warranties of title and no encumbrances) conveying the former
Member’s Units (and the Units held by such former Member’s Permitted Transferees, if
applicable). The former Member, the former Member’s legal representative, each Member, the
Managers and the Company shall do all things and execute and deliver all papers as may be
necessary fully to consummate such sale and purchase in accordance with the terms and

provisions of this Agreement.

ARTICLE IX
BOOKS, REPORTS AND REPORTING

9.1  Books. The Managers shall cause to be maintained complete and accurate books
of account of the Company’s affairs at the Company’s principal place of business, which shali be
available for the review of the Members at the offices of the Company during normal business
hours and upon reasonable advanced notice, and subject to such other restrictions and
requirements as may be imposed by the Managers in accordance with the Act. Such books shall
be kept on such method of accounting as the Managers shall select.

92  Reports. The books of account of the Company shall be closed after the close of
each Fiscal Year, and there shall be prepared and sent to each Member a Form K-1 for that

period.

93  Filings. The Managers, at the Company’s expense, shall cause the income tax
returns for the Company to be prepared and timely filed with the appropriate authorities. The
Managers, at the Company’s expense, shall also cause to be prepared and timely filed, with
appropriate federal and state regulatory and administrative bodies, amendments to, or
restatements of, the Articles and all reports required to be filed by the Company with those
entities under the Act or other then current applicable laws, rules and regulations. If a Member
required by the Act to execute or file any document fails, after demand, to do so within a
reasonable period of time or refuses to do so, the Managers may prepare, execute and file such

document.

94  Tax Matters for the Company Handled by Tax Matters Partner. The Tax Matter
Partner (as defined below) shall from time to time cause the Company to make such tax elections
as it deems to be in the best interests of the Company and the Members. The Tax Matters
Partner, as defined in Code Section 6231, shall represent the Company (at the Company’s
expense) in connection with all examinations of the Company’s affairs by tax authorities,
inchuding resulting judicial and administrative proceedings, and shall expend the Company funds
for professional services and costs associated therewith. The Tax Matters Partner shall oversee
the Company tax affairs in the overall best interest of the Company. If for any reason the Tax
Matters Partner can no longer serve in that capacity or ceases to be.a Member, as the case may
be, the Members holding a majority of the Units may designate another Member to be Tax
Matters Partner. The Tax Matter Partner shall initially be [Margoles and Raskin].
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ARTICLE
DISSOLUTION AND WINDING UP

10.1 Dissolution. The Company shall be dissolved, its assets shall be disposed of, and
its affairs wound up on the first to oceur of the following: (i) upon the happening of any event of
dissolution specified in the Articles; (ii) upon the entry of a decree of judicial dissolution; (iii)
the sale of all or substantially all of the assets of Company; or (iv) otherwise upon the consent of

the Managers.

10.2 Filings. As soon as possible following the occurrence of amy of the events
specified in Section 10.1, the Company shall execute, acknowledge and cause to be filed such
certificates and other instruments in such form as shall be necessary or appropriate to evidence
the dissolution of the Company.

10.3 Winding Up. Upon the occurrence of any event specified in Section 10.1, the
Company shall continue solely for the purpose of winding up its affairs in an orderly manner,
liquidating its assets, and satisfying the claims of its creditors. The Managers shall be
responsible for overseeing the winding up and liquidation of the Company, shall take fudl
account of the liabilities of the Company and its assets, shall either cause its assets to be sold or
distributed, and if sold as promptly as is consistent with obtaining the fair market value thereof,
shall cause the proceeds therefrom, to the extent sufficient therefore, to be applied and

distributed as provided in Section 10.5.

10.4 Distributions in Kind. Any non-cash asset distributed to one or more Members
shall first be valued at its fair market value to determine the Net Profit or Net Loss that would
have resulted if such asset were sold for such value, such Net Profit or Net Loss shall then be
allocated pursuant to Article V1, and the Members® Capital Accounts shall be adjusted to reflect
such allocations. The amount distributed and charged to the Capital Account of each Member
receiving an interest in such distributed asset shall be the fair market value of each interest (net
of any liability secured by such asset that such Member assumes or takes subject to). The fair
market value of such asset shall be determined in good faith by the Managers.

10.5 Order of Payment of Liabilities and Distributions Upon Dissolution or
Liguidation. The Net Sale Proceeds and all other assets of the Company upon its liquidation
shall be applied and distributed in the following order of priority: (a) first, to the payment of the
expenses of liquidation and the debts and liabilities of the Company, including, without
limitation, debts and liabilities owing to the Members; (b) second, to the setting up of any
reserves which the Managers may deem necessary or desirable for any contingent or unforeseen
liabilities or obligations of the Company, which resetves shall be paid over to a title company or
an attorney-at-law admitted to practice in the State of Connecticut or New York as escrow agent,
to be held for a period to be determined by the Managers for the purpose of payment of the
aforesaid liabilities and obligations, at the expiration of which period the balance of such
reserves shall be distributed as hereinafter provided; (c) third, to the Members in proportion to
their respective Capital Accounts until each Member has received cash distribution equal to any
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positive balance in his Capital Account, in accordance with the rules and requirements of
Regulations Section 1.704-1(b)(2)(ii}(b) and after taking into account the allocation of Net
Profits, Net Losses, gains or losses pursuant to Article VI; and (d) finally, to the Members in
proportion to the Members® Percentage Interests. If the Managers determine that it is not
practicable to liquidate all of the assets of the Company, the Managers may retain assets having a
fair market value equal to the amount by which the net proceeds of liquidated assets are
insufficient to satisfy the debts and liabilities referred to above. If, in the absolute judgment of
the Managers, it is not feasible to distribute to each Member his proportionate share of each
asset, the Managers may allocate and distribute specific assets to one or more Members in such
manner as the Managers shall determine to be fair and equitable, taking into congideration the

basis for tax purposes of each asset.

0.6 - Limitations on Pavments Made in Dissolution. Except as otherwise specifically
provided in this Agreement, each Member shall only be entitled to look solely at the assets of
Company for the return of his positive Capital Account balance and shall have no recourse for
his Capital Contribution and/or share of Net Profits (upon dissolution or otherwise) against any
Manager or any other Member except as provided in Article XL

10.7 Termination. Upon completion of the dissolution, winding up, liquidation and
distribution of the assets of the Company, the Company shall be deemed terminated.

ARTICLE XI
EXCULPATION, INDEMNIFICATION AND INSURANCE

11.] Exculpation. Notwithstanding any other provisions of this Agreement, whether
express or implied, or obligation or duty at law or in equity, neither the Managers nor any of the
Members, or any officers, directors, stockholders, partners, employees, representatives,
consultants or agents of either of the foregoing, nor any officer, employee, representative,
consuliant or agent of the Company or any of its Affiliates (individually, a “Covered Person”
and, collectively, the “Covered Persons”) shall be liable to the Company or any other Person for
any act or omission (in relation to the Company and the conduct of its business, the Agreement,
any related document or any transaction contemplated hereby or thereby) taken or omitted in
good faith by a Covered Person and in the reasonable belief that such act or omission was in or
was not contrary to the best interests of the Company; provided that such act or omissien does
not constitute fraud, willful misconduct or bad faith.

112 Indemnification. To the fullest extent permitted by applicable law, in the event
that any Member or Manager or any of their heirs, legal representatives, partners, members,
trustees, directors, officers, shareholders, employees, incorporators, agents, Affiliates or
controlling persons, successors or assigns {(collectively, “Indemnified Persons” and each,
including the applicable Member, an “Indemnified Person™}, becomes involved, in any capacity,
in any threatened, pending or completed action, proceeding or investigation, in connection with
any matter arising out of or relating to the Company’s business or affairs, the Company will
periodically reimburse such Indemnified Person for its legal and other related expenses incurred
in connection therewith, provided, that such Indemnified Person shall promptly repay to the
Company the amount of any such reimbursed expenses paid to such Indemnified Person if it
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shall ultimately be determined that such Indemnified Person is not entitled to be indemnified by
the Company in connection with such action, proceeding or investigation as provided in the
exception contained in the next sentence. To the fullest extent permitted under the law of the
State of Connecticut as the same exists or may hereafter be amended (but, in the case of any such
amendment, only to the extent that such amendment permits the Company to provide broader
indemnpification rights than said law permitted the Company to provide prior to such
amendment), the Company also will indemnify and hold harmless each Indemnified Person
against losses, claims, damages, liabilities, obligations, penalties, actions, judgroents, suits,
proceedings, costs, expenses and disbursements of any kind or nature whatsoever (collectively,
“Damages”), to which such Indemnified Person may become subject in connection with any
matter arising out of or in connection with the Company’s business or affairs, except to the
extent any such Damages tesult solely from the fraud, willful misfeasance, gross negligence or
bad faith of such Indemnified Person. The reimbursement and indemnity obligations of the
Company under this Section 11.2 shall be in addition to any liability which the Company may
otherwise have to any Indemnified Person and shall be binding upon and inure to the benefit of
any successors, assigns, heir and personal representative of the Company and any Indemnified
Person. The reimbursement and indemnity obligations of the Company under this Section 11.2
shall be limited to the Company’s assets, and no Member or Manager shall have any personal
liability on account thereof. Any amendment or repeal of this Section 11.2 shall not adversely
affect any right or protection existing hereunder immediately prior to such amendment or repeal.

113 Insurance. The Company shall maintain professional liability insurance in an
amount not less than the amount required by the Act. The Company shall have the power to
purchase and maintain insurance on behalf of any Person who is or was an agent, officer,
employee, Member or Manager of the Company against any liability asserted against such
Person and incurred by such Person in any such capacity, whether or not the Company would
have the power to indemnify such Person against such Hability under the provisions of Section
11.2 or under applicable law.

ARTICLE XII
AMENDMENTS

12.1  Amendments. Except as otherwise explicitly set forth herein, amendments,
modifications, restatements or supplements to this Agreement shall require only the written
consent of the Managers; provided, however, that any amendment, modification, restatement or
supplement which adversely affects any Member and is prejudicial to such Member relative to
all other Members cannot be effected without consent of such Member. For the avoidance of
doubt, the issuance (including, without limitation, with respect to the consideration to be
received and/or the rights, preferences or privileges of any interest in the Company so issued) or
Transfer of Units to any Member (new or existing) pursuant to the terms of this Agreement, and
the appropriate amendments to this Agreement 0f Schedule A hereto to reflect such issuance
shall be deemed not to have an adverse effect on the rights of a Member.
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ARTICLE XIH
TRANSACTIONS WITH THE COMPANY: OTHER AGREEMENTS

131 Business Transactions with the Company. The Members, including the
Managers, or an Affiliate of any Member or Manager may lend money to, act as surety,
guarantor or endorser for, guaranty Or assutiié one or more obligations of, provide collateral for
the Company upon the consent of the Managers. In addition, the Company may transact
business with any Member, Manager or Affiliate of any Member or Manager and such Member,
Manager or Affiliate thereof may receive compensation and remunerationt therefor, as
determined by the Managers; provided, however, that such services are provided on arms-length
terms. No transaction with the Company shall be voidable solely because a Member, Manager
or Affiliate of a Member or Manager has a direct or indirect interest in the transaction. Subject
to applicable law, any Member, including a Manager, transacting business with the Company
shall have the same rights and obligations with respect to any such matter as a Person who is not
a Member.

ARTICLE XIV
CONFIDENTIALITY

14.] Confidentiality. The Members acknowledge and agree that, as a result of their
relationship with the Company, each Member will have access to confidential and proprietary
information relating to the business and operations of the Company, provided however, that the
personal information of any patient of the Company shall be subject the rights of the individual
to which such personal information relates and the applicable privacy laws. The Members
acknowledge that such Confidential Information is of critical importance to the Company and
that disclosure of it or its use by the Members or others could cause substantial loss to the
Company. The Members and the Company also recognize that an important part of each
Member’s duties will be to develop goodwill for the Company through her personal contact with
Persons having business relationships with the Company, and that such goodwill developed for
the benefit of the Company will become the exclusive proprietary asset. of the Company.
- Accordingly, each Member covenants and agrees that such Member shall not (a) at any time
while a Member use any Confidential Information for any purpose other than for the benefit of
the Company, (b) during or after a Member’s membership in the Company, directly or indirectly,
disclose to others, or permit the disclosure of, any Confidential Information of the Company
except as required by applicable law, regulation or court order, or (c) after all of a Member’s
Units have been Transferred or a Member is otherwise no longer a Member of the Company, use
or disclose any Confidential Information for any purpose without the prior written consent of the
Managers. Upon a Member ceasing to be a Member or the earlier demand by the Managers, the
applicable Member will promptly return to the Company all Confidential Information available
to them in any form whatsoever and any copies thereof, along with a list of all Persons that
Member knows, or should reasonably know, have had access to such Confidential Information.
In the event that a Member becomes legally compelled (by deposition, interrogatory, request for
documents, subpoena, civil investigative demand or similar process) to disclose any Confidential
Information, it shall provide the Company with prompt prior written notice of such requirement
so that the Company may seek a protective order or other appropriate remedy and/er watve
compliance with the terms of this Agreement. In the event that such protective order or other
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remedy is not obtained, or that the Company waives compliance with the provisions hereof, the
applicable Member agrees to furnish only that poition of the Confidential Information which it is
advised by written opinion of counsel is legally required and to exercise best efforts to obtain
assurance that confidential treatment will be accorded such information. In mo event will a
Member oppose action by the Company or any other Member to obtain an appropriate protective
order or other reliable assurance that confidential treatment will be accorded the Confidential

Information.

ARTICLE XV
MISCELLANEOUS

15.1 Counsel to the Company. Each Member acknowledges that Meister Seelig &
Fein LLP (“MSF”) (i) is counsel to the Company; (i) does not represent any Member,
specifically, in connection with the preparation of this Agreement and generally, in any other
manner, in the absence of a clear and explicit written agreement to the contrary; and (iii) MSF
may also be counsel to any Member, Manager or any Affiliate of a Member or Manager. In the
absence of any such agreement as referred to in clause (ii) of the preceding sentence, MSF shall
owe o duties directly to a Member. The Company and the Members hereby waive any conflict
of interest to the fullest extent permitted under applicable law with regard to MSF representing
any Member in matters unrelated to the Company and the Company. The Company and the
Members hereby freely and willingly waive any conflict of interest to the fullest extent permitted
under applicable law with regard to MSF representing the Company against any Member in the
event of a default and/or if proceedings are commenced by the Company. Each Member
represents that he, she or it has been advised to retain independent counsel of such Person’s own
choice and has had the opportunity to review this Agreement with such counsel.

152 Complete Agreement. This Agreement constitutes the entire agreement among
the Members hereto relating to the subject matter hereof and supersedes all prior contracts,
agreements and understandings between them. No course of prior dealings among the Members
shall be relevant to supplement or explain any term used in this Agreement. Acceptance or
acquiescence in a course of performance rendered under this Agreement shall not be relevant to
determine the meaning of this Agreement even though the accepting or the acquiescing party has
knowledge of the nature of the performance and an opportunity for objection. No provisions of
this Agreement may be waived orally, but only by an instrument in writing executed by the
waiving party. No waiver of any terms or conditions of this Agreement in one instance shall
operate as a waiver of any other term or condition or as a waiver in any other instance. No
representation, statement, condition or warranty not contained in this Agreement or the Articles
will be binding on the Members or have any force or effect whatsoever.

153 Binding Effect. Subject to the provisions of this Agreement relating to
transferability, this Agreement will be binding upon and inure to the benefit of the Members, and

their respective successors and assigns.

15.4 Parties in Interest. Except as set forth in Article X1, nothing in this Agreement
shall confer any rights or remedies under or by reason of this Agreement on any Persons other
than the Members and their respective, heirs, administrators, successors and assigns nor shall

4628-001 Docli4 20

64




anything in this Agreement relieve or discharge the obligation or liability of any third person to
any party to this Agreement, nor shall any provision give any third person any right of
subrogation or action over ot against any party to this Agreement.

155 Pronouns: Statutory References. All pronouns and all variations thereof shall be
deemed to refer to the masculine, feminine, or neuter, singular or plural, as the context in which
they are used may require. Any reference to the Code, the Regulations, the Act, or other statutes
or laws wilt include all amendments, modifications, or replacements of the specific sections and

provisions concerned.

15.6 Headings. All headings herein are inserted only for convenience and ease of
reference and are not to be considered in the construction or interpretation of any provision of

this Agreement.

15.7 Interpretation. In the event any claim is made by any Member relating to any
conflict, omission or ambiguity in this Agreement, no presumption or burden of proof or
persuasion shall be implied by virtue of the fact that this Agreement was prepared by or at the
request of a particular Member or his or her counsel.

15.8 References to this Agreement. Numbered or lettered articles, sections and
subsections herein contained refer to articles, sections and subsections of this Agreement unless

otherwise expressly stated.

159 GOVERNING LAW. THIS AGREEMENT SHALL BE GOVERNED BY AND
CONSTRUED IN ACCORDANCE WITH THE LAWS OF THE STATE OF CONNECTICUT
WITHOUT REGARD TO THE PRINCIPLES OF CONFLICTS OF LAWS THEREOF.

15.10 JTURISDICTION. SUBJECT SO SECTION 15.17, THE COMPANY AND EACH
MEMBER HEREBY CONSENTS AND SUBMITS TO THE EXCLUSIVE VENUE AND
JURISDICTION OF THE STATE AND FEDERAL COURTS SITTING IN FAIRFIELD
COUNTY, CONNECTICUT, IN ANY ACTION ON A CLATM ARISING OUT OF, UNDER OR
IN CONNECTION WITH THIS AGREEMENT OR THE TRANSACTIONS CONTEMPLATED
BY THIS AGREEMENT. THE COMPANY AND EACH MEMBER FURTHER AGREES
THAT PERSONAI JURISDICTION OVER HIM OR IT MAY BE EFFECTUATED BY
SERVICE OF PROCESS BY REGISTERED OR CERTIFIED MAIL ADDRESSED AS
PROVIDED IN SECTION 15.14 OF THIS AGREEMENT.

15.11 Schedules. All schedules and exhibits attached to this Agreement are
incorporated and shall be treated as if set forth herein.

15.12 Severability. If any provision of this Agreement or the application of such
provision to any person or circumstance shall be held invalid, the remainder of this Agreement or
the application of such provision to persons or circumstances other than those to which it is held
invalid shall not be affected thereby and will continue in full force without being impaired or
invalidated in any way. The Members agree to replace any invalid or unenforceable provision
with a valid provision that most closely approximates the intent and economic effect of the
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invalid or unenforceable provision.

15.13 Additional Documents and Acts. Each Member agrees to execute and deliver
such additional documents and instruments and to perform such additional acts as may be
necessary or appropriate to effectuate, carry out and perform all of the terms, provisions, and
conditions of this Agreement and the transactions contemplated hereby.

15.14 Notices. Unless otherwise specificaily provided in this Agreement, all notices
and other communications required or pemmitted to be given hereunder shall be in writing and
shall be (i) delivered by hand, (i) delivered by a nafionally recognized commercial overnight
delivery service, (iii) mailed postage prepaid by first class mail, (iv) by telecopier, or (v) by
electronic mail, in any such case directed or addressed to each Member at the address or telecopy
number set forth on Schedule A hereto or the facsimile number or electronic mail address
provided by such Member to the Company. Such notices shall be effective: (a) in the case of
hand deliveries when received; (b) in the case of an overight delivery service, on the next
business day after being placed in the possession of such delivery service, with delivery charges
prepaid; (c) in the case of mail, five (5) days afier deposit in the postal system, first class mail,
postage prepaid, (d) in the case of facsimile notices, when electronic indication of receipt is
received, and (e) in the case of electronic mail, when sent. Any Member may change its address
and telecopy number by written notice to the Company; upon the receipt of any such notice the
Managers shall amend Schedule A consistent with such notice and shall promptly provide such
amended Schedule A to the Members in accordance with this Section 15.14.

15.15 No Interest in Company Property; Waiver of Action for Partition. No Member
has any interest in specific property of the Company. Without limiting the foregoing, each
Member irrevocably waives during the term of the Company any right that he or she may have to
maintain any action to dissolve the Company or for partition with respect to the property of the
Company.

i5.16 Representations and Warranties of the Members. Each Member represents and
warrants to the Company as follows:

(a) This Agreement constitutes the legal, valid and binding obligation of such
Member enforceable in accordance with its terms.

(b)  No consents or approvals are required from any governmental authority or
other Person for such Member to enter into this Agreement and all action on the part of such
Member necessary for the authorization, execution and delivery of this Agreement, and the
consummation of the transactions contemplated hereby, have been duly taken.

(c) The execution and delivery of this Agreement by such Member, and the
consummation of the transactions contemplated hereby, does not conflict with or contravene the
provisions of such Member’s organizational documents, if any, or any agreement or instrument
by which such Member or her properties are bound or any law, rule, regulation, order or decree
to which such Member or her properties are subject.
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(d)  Such Member is an “accredited investor” (as defined in Regulation D
under the Securities Act of 1933, as amended (the “Securities Act™)) and understands and agrees
that (j) such Member is acquiring Units for such Member’s own account for investment only, and
not with a view to, or for sale in connection with, any distribution thereof in violation of the
Securities Act; (ii) an investment in the Company involves substantial and a high degree of risk,
(iii) no federal or state agency has passed on the offer and sale of Units in the Company to any
Person, (iv) such Member must bear the economic risk of such Member’s investment in the
Company for an indefinite period of time, since such Member’s Units have not been registered
for sale under the Securities Act, and, therefore, cannot be sold or otherwise transferred unless
subsequently registered under the Securities Act or an exemption from such registration is
available, and such Member’s Units cannot be sold or otherwise Transferred unless registered
under applicable state securities or blue sky laws or an exemption from such registration is
available and that the Transfer of Units is restricted in accordance with the terms of this
Agreement, (v) there is no established market for such Member’s Units and it is not currently
anticipated that a public market will develop, and (vi) such Member has such knowledge and
expetience in business related to the business of the Company and other financial and business
‘matters that he is capable of evaluating the merits and risks of an investment in the Company.

(e) Such Member has been given the opportunity to (i) ask questions of, and
receive answers from, the Company concerning the terms and conditions this Agreement, and (ii)
obtain any additional information from the Company that was relevant to permit such Member to
make a free and knowledgeable decision to execute this Agreement. Such Member has not relied
upon any representations made by, or other information (whether oral or written) furnished by or
on behalf of, the Company, any Manager, or any director, officer, Member, parter, employee,
agent, counsel, representative or affiliate of such persons, other than as set forth in this

Agreement.

5.17 Dispute Resolution. Subject to seeking equitable relief in a court of competent
jurisdiction to enforce this Agreement or as mecessary to prescrve the status quo during the
pendency of final resolution of a Dispute in accordance with this Section 5.17, the Members will
first attempt to settle each and every dispute, controversy or claim arising out of or relating to
this Agreement (“Disputes™) through good faith negotiations. Any Dispute not thus resolved
within thirty (30) days or such other period as the parties shall mutually agree in writing shall be
then settled by final and binding arbitration conducted in a mutually agreed location in Fairfield
County, Connecticut by one neutral arbitrator, in accordance with this Section 5.17 and the then
current Commercial Arbitration Rules of the American Arbitration Association (the “AAA”).
Each party shall bear its own expenses and the parties shall equally share the filing and other
administrative fees of the AAA and the expenses of the arbitrator. Judgment upon an award may
be entered in any court having competent jurisdiction. The arbitrator shall not have the power to
award any consequential or punitive damages. The arbitrator shall have the power to order
prehearing discovery of documents and the taking of depositions, and may compel attendance of
witnesses and the production of documents at the hearing. The arbitrability of any Dispute,
including those as to the enforceability of this Section 5.17, shall be determined solely by the
arbitrator. The Federal Arbitration Act, 9 U.S.C. Section 1 to 16 shall govern the interpretation
and enforcement of this Section 5.17. The statute(s) of limitation applicable to amy Dispute shall
be tolled upon initiation of the Dispute resolution procedures under this Section 5.17 and shall
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remain toiled until the Dispute is resolved under this Section 5.17. However, tolling shall cease
if the aggrieved party does not file a demand for arbitration of the Dispute with the AAA within
sixty (60) days after good faith negotiations have been terminated by either party. The parties,
their representatives and participants and the arbitrator shall hold the existence, content and
result of the arbitration in confidence, except to the limited extent necessary to enforce a final
settlement agreement or to obtain or enforce a judgment on an arbitration decision and award.

518 Attorneys’ Fees and Costs. Except as otherwise expressly provided herein, in any
action, proceeding or dispute resolution process arising from, out of or in connection with this
Agreement, or the transactions contemplated hereby, the prevailing party therein shall be entitled
to recover from the other party(ies) thereto the costs, expenses and reasonable attorneys’ fees
incurred by the prevailing party in connection therewith.

15.19 Multiple Counterparts; Facsimile. This Agreement may be executed in two or
more counterparts and by facsimile, each of which shall be deemed an original, but all of which

shall constitute one and the same instrument.

15.19 Failure of Member to Comply; Remedies Cumulative. If any Member fails to
perform in accordance with, or to comply with the terms and conditions of this Agreement, then
the Members acknowledge that the Company and all other Members bound by this Agreement
will have no adequate remedy at law and shall be entitled to such equitable and injunctive relief
as may be available to restrain a violation or threatened violation of this Agreement or to
specifically enforce the provisions thereof without the necessity of posting a bond or proving
actual damages. The remedies under this Agreement are cumulative and shall not exclude any
other remedies to which any person may be lawfully entitled.

[SIGNATURES ON FOLLOWING PAGE]

£628-00] Docki4 24

68




IN WITNESS WHEREOF, the Company and all of the Members of Greenwich
Stnartlipo LLP, a Connecticut limited Hability partnership, have executed this Partnership
Agreement, effective as of the date written above.
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GREENWICH SMARTLIPO LLP
By: ELSE fzﬁ S i . Bp

Name:
Title:

By:
Name:
Title:

MANAGERS:

Slr b
e

SANDRA MARGOLES

MEMBERS:

L s

ELSA RASKIN

\ (ﬁ\fmi;_/-—-—

SANDRAﬁ{éRGOLES

25

69



Member Name and Address, Capital Contributions, Units

SCHEDULE A

and Percentage Interest

Member’s Nanie Capital Number of Percentage
and Address Centributions Units Interest

Elsa Raskin

100 50%
Sandra Margoles

100 50%
TOTAL 200 100%
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8:59 AM Greenwie;h SmartLipo LLP

09114112 Profit & Loss
Cash Basis January thrc?ugh December 2011
\
| Jan - Dec 11
Ordinary lncome/Expenss 1
Income ; .
Fee for Service !ncufpe 205,365.67
Refunds 5 -4,650.00
Total income i 200,715.67
Expense
Advertising and Promotion 34,260.40
Bank Service Charges 41.00
Computer and Internet Expenses 1,867.23
Contract Labor ! 23,285.05
Credit card fess | 5,078.27
Depreciation Expensg 31,882.00
Donations ] 350.00
Insurance Expense ‘ 0,827.28
Interest Expense | 8,071.14
Janitorial Expense 3,008.66
Licensing & Permits 126.00
Meals and Entertainment 521.55
Medicat Recotds and Supplies 175.60
Medical Supplies 28,802.61
Office Supplies 273456
Practice Expenses . 250,58
Professional Fees
Accounting Fees 2,430.00
Total Professional Felas 3,430.0C
Repairs and Maintenance 1,618.83
Taxes -Business | 250.00
Taxes - Property ; 1,035.86
Telephone Expense | 904.05
Utifities f 20.00
Total Expense 15,133.75
Net Ordinary Income i 41,581.92
Net [ncome ; 41,581.92

Page 1
71




|
!
|

9:27 AM Gre-enw-icé'l SmartLipo LLP

03/14/12 Balance Sheet
. Cash Basis As of D ]cember 31, 2011
i Dec 31, 11
ASSETS ’
Current Assets
Checking/Savings -
Chase Checking|xx25118 1,945.40
Total Checking/Szvings 1,945.40
Totat Current Assets 1,945.40
Fixed Assets
Accumulated Deprelciation -128,368.00
Furnifure and Equi;:?men-t 177,255.22
Leasehold Emprova?:ents 3,400.78
Total Fixed Assets | 52,296.00
TOTAL ASSETS 54,241.40
LIABILITIES & EQUITY |
Liabilities 5
Current Liabilities |
Other Current Liablities
Commercial Loan - JP Morgan 132,455.00
Partner 2 Loay - SM -5,847.71
Partners Loan[- EMR -5,847.71
‘ el
Total Other Curr%nt Liabilities 120,753.58
Total Current Liabilities 120,759.58
Total Liabilities 120,758.58
Equity ?
Partner 1 Draws | -22,600.00
Parther 2 Draws | ~22,000.00
Partner Equity - E. Raskin 1,000.00
Partner Equily - 5. Magoles 1,000.00
Retained Earnings -66.100.10
Net Income ’ 41,581.92
Total Equity [ -65,518.18
TOTAL LIABILITIES & EQUITY 54,241.40
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t CORY

U.S. Retumn of Partnership Income OME No, 15450029
Form 1 065 For calendar year 2011, or tax year beginning , 2011,
Department of the Treasury ending , 20 - 201 1
Infernal Revenue Service > See separaie instructions.
A Principal business activity Natne of parership D Employer identfication
number
Medical services GREENWICH SMARTLIPO LLP 27-2954781
B Principal product or service Print Number, street, and rmom or suite number. If a P.0. bax, see the instuctions. E Date business started
or type.
MEDICAL SERVICES tpe. |, 1/2 DEARFIELD DRIVE, SUITE 102 07/03/10
C  Business code number City or town State ZIP code F Joial asssts {see instrs)
6213111 GREENWICH CT 06830 = 54,241 .
G Check applicable boxes: 1 Iniial refurn - (2) D Finat refurm 3) D Name change  (4) D Address change  {5) D Amended refum

(6) | | Technicat termination - also check (1) or (2)

H Check accounfing method: {1} Cash (2) D Acoruat (3) D Other {specify) »
I Number of Schedules K-1. Attach one for each person who was a pariner at any time during the taxyear. . .»_ 7 2
J Check if Schedules C and M-3 are aftached H__TT
Caution. Include only trade or business income and expenses on lines 1a through 22 below. See the instructons for more information.
1 a Marchant card and third-party payments (including amounts -
reported on Form{s) 1098-K). For 2011, enter-0-. . . . . . . ... .. .. ia 0.
b Gross receipts or sales not reported on fine 1a (ses instructions) Tb 200,716,
cTotal. Addlinesfaand1b . - . . . . . . .. Lo 1¢c 200,716.}
d Returns and allowances pius any ofher adjustments to line 1a (seeinst) . . | 1d
@ Subfract line 1d fomidne1c . . . . . . .. e e e e e e e e e e 1e 200,716,
. Costof goods sold {atfach Form 1125-A). . . . .. .. .. .. ... ... 2
h!i 3 Gross profit. Subtractlfine 2 fromline e . o . o L . L L L e e e e 3 200,716
c 4 Ordinary income (loss) from other parinerships, estates, and frusts
g (attachstatement) . . . . .« . . L L e e e e e e e e e 4
E 5 Netfarm profit (foss) (attach Schedule F (Form 1040)) . . . . - . . .« . . . . . .. o L. 5
& Net gain (foss) from Form 4797, Part I, line 17 {attach Form4787) . . . : o . .. . . ... .o ... L, )
7 Other income (loss)
{altachstatement) . . . . .. .. .. L 7
8 Tolalincome (loss). Combinelines 3through 7 . . . . . . .. . . . o o oL L, § 200,716,
8 Salaries and wages (other than to partners) (fess employmentoredits) - . . . . . . . o oo oL g
g 10 Guaranieed payments I0PaMnerS . . .« ¢ 4 v v vt e e e e e e e e e e e e e e e e 10 0.
E] 11 Repaimsand mainternance . . . . . . . . . L L L e e e e e e e e ki 1,620,
1|12 Beaddebis . . . . . . o e L e e e e e e e e e e e e e e e e e e 12
D N
E ? 13 Rent . o o . e e e e e e e e e 13
D R{14 Taxesand lCenses. . . . . . o i o i e e e e e e e e e e e e e e e e e e 14 1,5806.
g : A5 THBFOSE. « « « « « v e v e e e e e e e e 15 8,071.
T o | 16a Depreciation (ifrequired, atachForm 4562} . . . . ... . ... .. ... 16a 31,882. ‘ .
é l,{ b Less depreciation reported on Form 1125-A and elsewhere onretum. . . . | 18b 16c 31,882.
N 5| 17 Depetion (Do not deductoiland gas depletion.). . . . . . . ... ... ... .. ... ... ..., 17
8 Mid48 Reffrementplans,efc. . . .. oL L e 18
; 19 Employee henefit programs . . . . . . . L L L e e e e e e e e 19
T| 20 Other deductions
g (aftechstaternent) . . . . . . . . L e e e e e e T STMT| 20 115,045,
s
21 Total deductions. Add the amounts shown in the far rght column for lines 9through 20 . . . . . . .. . . 21 158,524.
22 OQrdinary business income (loss). Subiractline 21 fromline 8 . . - . . . . . . . .. ... ... L. 22 42,1592,
Under penalties of perjury, | declare that | have examined this retum, Including accompanying schedules and statements, and to the bast of my knowledge and befied, itis
frue, correct, and compiete. Declaration of preparer {other than general pariner ar fimited liabifity carmpany member managen) is based on al!t imformation of which
S[gn preparer has any knowisdge.
Here 2) 02/30/12 VB e trsoare Sbown b,
’ Sigrature of general partner [ mambe ager ' > Date (gee instrs)? ﬂ Yes m No
Erint/Type preparer's name Preparer's signature Oate Check D i |PTN
Paid selff-employed
Preparer Frmi's name ™ Self-Prepared Fim's EIN >
Use Only Firm's address ™
Phone no.
BAA For Paperwork Reduction Act Notice, see separate instructions. PTPAOTIZ 10/27111 Form 1065 (2011)
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Form 1865 (2011) GREENWICH SMARTLIPO LLEP 27-2584781 Page 2

[Séhedifle’B. " | Other Information
1 What type of entily is filing this retum? Check the applicable box: Yes | No
a Domestic genaral partnership b Demestic limited partnership ' "
[ Domestic iimited liability company d [% | Domestc limited Hability partnership
e Foreign partnership f Other. . . .» o ____

2 At any time during the tax year, was any parinrerin the parinership a disregarded entity, a partnership (including an entity
treated as a partnership), a frust, an S corporation, an estate (other than an estate of a deceased partner), or a nominee or

3 Atthe end of the tax year
a Did any foreign or domestic corporation, partnership (including any enfity freated as a partnership), frust, or fax-exempt
grganization, or any forsign government own, directly or indirectly, an interest of 50% or more in the profit, loss, or capital of
the parmership? For ruies of constructive ownership, see instructions. If "Yes," attach Schedule B-1, information on Pariners

Owning 50% or More of the Parinership - . . . v o o oo o i v oo e e e X

b Did any individual or estate own, directly or indirectly, an interest of 50% or more in the profit, joss, or capitat of the
partnership? For rules of constructive ownership, see insfructions, if "Yes,’ attach Schedule B-1, information on Partners
Owning 50% or More 0f the PAMRership - -« -« o oo v o v e e e X

4 At the end of the tax year, did the partnership: L

a Own directly 20% or more, or own, dirsctly or indirectly, 50% or more of the total voting power of ali classes of stock entitied

to vote of any foreign or domestic corporation? For rules of constructive ownership, see instructions. If 'Yes,” complete (i)

X

through (V) BOIOW - + -« o« o o o e et e e e e e a4 e e e s s ste e nrittercsweceerov
‘ {i) Name of Corporation {if) Employer {iif) Country of {iv) Percentage
identification Tncorporation Owned in
Nunber (if any) Voting Stock
b Own directly an interest of 20% or more, or own, directly or indirectly, an intsrest of 50% or more in the profit, loss, or capilal
in any foreign or domestic partnership (including an enlily reated as & partnership) or in the beneficial inferest of a trust? For
ruias of constructive ownership, see instructions. If 'Yes, complete (i) through () below . . . . . - - @ o o 0 v 0 v v v b 2 b s s X
() Name of Entity ﬁi-t') Employer {iif) Type of {iv) Country of | {v) Maximum
dentification Entity Organization Percentage
Number (if ary) Owred in Profit,
Loss, or Capital
" PTPACTiZ 10727111 Form 1085 (2011)
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Form 1065 (2011) GREENWICH SMARTLIPO LLP 27*@@ ¥3
Yes | No

5 Did the partnership file Form 8893, Etection of Partnership Level Tax Treaiment, or an election statement under section
6231(a)(1)(B){ii} for partnership-leve! tax freatment, that is in effect for this tax year? See Form 8883 formore defails . . . . . . . .. X

6 Does this parinership safisfy all four of the following conditions?
a The partnership’s total receipts for the tax year were jess than $250,000.
b The partnership’s fotal assets at the end of the tax year were less thar $1 million.

¢ Schedules K-1 are filed with the retum and fumished to the pasiners on or before the due date (including extensions)
for the partnership returm.

d The parinership is not filing and is not required to file Schedule M-3. . . . . . . . . . . . . . . L . L L o L e X

if Yes,' the parinership is not required to complete Schedules L, M-1, and M-2; Item F on page 1 of Form 1065; or
ltem L on Schedule K-1.

75 this partnership a publicly fraded parinership as defined in section 469(K)(2)7 - . - . . . . . . . . ..., X

& During the tax year, did the partnership have any debt that was cancelled, was forgiven, or had the terms modified so as to
reduce the principal amounfofthedebt? . . . . . . . . . . L e e e X

9 Has this parinership filed, or is it required fo file, Form 8318, Material Advisor Disciosure Statement, to provide information on
any reportable ransacion? .« . v o o o i i e i e e e e e a e e s b e e ey e e e e e e e e X

10  Atany time during calendar year 2011, did the partnership have an interest in or a signature or other authority over
a financial account in a foreign country (such as a bank account, securities account, or other financial account)?
See the instructions for exceptions and filing requirements for Form TD F 80-22.1, Report of Foreign Bank and Financial
Accounts. If Yes,” enter the name of :
the forsign country. . ‘ x

11 At any ime during the tax year, did the parinership receive a distribution from, or was it the grantor of, or transferar to, a
foreign trust? If “Yes,” the partnership may have to file Form 3520, Annual Retum Te Report Transactions With Foreign Trusts
and Receipt of Certain Foreign Gifts. Seainstiucions. . . & v v 0 v v i i v it i e e e e e e e e e X

12 a Is the parinership making, or had it previously made {and not revoked), a section 7S84 election?. - - . . . . .. . . .. ... ... X
See instruciions for details regarding section 754 election. R B

b Did the parinership make for this tax year an opfional basis adjustment under section 743{(b} or 734{b)? If 'Yes,' attach a
statement showing the computation and allocation of the basis adjustment, Seeinstructions . . . . . . .. .. . . .. 0. X

c Is the partnership required fo adjust the basis of partnership assets under section 743(b) or 734(b) because of a substantial
built-in loss (as defined under section 743(d)} or substantial basis reduiction (as defined under section 734{d))? If "Yes,’
attach a statement showing the computation and allocation of the basis adjustment. Seeinstructions . . . . . .. . . . . ... ... X

13 ' Check this box if, during the current or prior tax year, the parinership distributed any property received in a ltke-kind
exchange or contributed such property to ancther eniity (other than disregarded entifies wholly-owned by the
parnership throughout he faxyear) . . . . . . . . . . o oL o i e e e e e e s e e 4 > |_]

14 Abany time during the tax year, did the partnership distribute to any partner a tenancy-in-cormmon or other undivided interest

inapartmership property? . . . . . . e b e e e e e e e e e e s e e e e e e e X
15 ifthe partnership is reguired fo file Form 8858, Information Return of U.S. Parsons With Respact To Foreign Disregarded ‘ ] ,' '
Entifies, enter the number of Forms 8858 aftached. : L
" See insfructions » ]
18 Does the parinership have any foreign partners? If 'Yes,' enter the number of Forms 8805, Foreign Pariner’s information
Staternent of Section 1446 Withholding Tax, filed for this parinership. . 5
17 Enter the number of Forms 8865, Retum of U.S. Persons With Respect to Certain Foreign Partnerships, attached
WthiSTetUm . . . . . . L . e e e e e e e e e e e e e e e e e e »
18 a Did you make any paymenis in 2011 that would require you to file Form(s) 10997 Seeinstructions - . . . .« . . . . . .. .. ... b4
b If "Yes,' did you or will you flle all required Form(s} 10887 . . . . . . . . . . . L. L. e e e e e e e e ps
19 Enter the number of Form(s) 5471, Information Retum of U.S, Persons With Respect To Certain Forsign Corporations, T
atachedtofhisratum - -« 0 @ v 0 o r e s e e e e e e e e e e e e e e >
Designation of Tax Matters Partner (see the instrucfions)

Enter below the general pariner designated as the fax matters partner (TMP) for the tax year of this retum:

MName of Identifying

designated TMF ’ rumber of TMP }
If the TMP is an

entity, nama of Phone number

TP representative of TMP }

Address of >
designated TMP

Form 1065 (2011)
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Form 1065 (2011) GREENWICH SMARTLIFC LLP 27-2884781 Page 4

[Schedule K- | Partners’ Distributive Share ltems Total amount
1 Ordinary business income (loss) (page 1.1 22) . . . .« . . o 0 v v o it i n e e e e 1 42,192,
2 Netrental real estate income (loss) (atlach Form 8825). . . . . . . . . ... . ... .., 2
3 a Other gross rental income (loss) . . - . ... ... .. U 3a
b Expenses from other rental activities {attach stanty . . . . . . . . . . L L. L. 3b ER
¢ Other net rental income (loss). Subtractline 3bfromfine3a . - - - - . . . . .. .. ... ... 3c
4 Guaranteedpayments . . . . . . . . e e e e e e e e e e e e e e e e 4 0.
5 Inerestincome. . . . . . . . oL e e e e e e e e 5
?Egg"s’;e 6 Dividends: a Ordirllary dIVIdEOAS. « &« o e e e e e e e e e e e e 6a
b Qualified dividends « + + « o ot { 6bl -
T Royalies. . o . v o . o L e e e e e e e e e e e e e e 7
8 Net short-term capitai gain (loss) (attach Schedule D (Form 1065)) . . . . . . . . . . . .. ..., 8
9a Net long-term capital gain (loss) (attech Schedule D (Form 1065)) - . . - . . . . . o o ., . 93
b Collectibles (2B%)gain{loss). . . . - . .« . oo oo L. Sb N
¢ Unrecaptured section 1250 gain (attach statement) . - . . . . . . . . . . . . 9c o
10 Net section 1231 galn Joss) (attach Form4797) . . . . .« . . . . . L ot ol o i e 10
11 Other income (loss) (see instructions)  Type» 11
12 Section 178 deduction {attach Form4562) . . . . . . . . . . . . o oL e, 12 1,000.
Deduc- | $3@Contributions. « . . ... oL oL Domations. ... ... ... ... ... 13a 350.
tions blmvesimentinterestexpense . . . . . . . L L L e e e e 43h
© Section 58(e}(2) expendiwres: {1y Type »~_ __ {2) Amount | 13¢c(2)
d Other deductions (see mstructions) Type ™ MEDICAL INSURANCE PAYMENTS FOR PARTNERS| 13d 0.
Self- 14a Neteamings (loss) fromself-employment . . . . . . .. oo o o0 o oo e i4a 42,192,
i‘sgg"% b Gross farming orfishingincome . . . . . . . . . L L L e 14b
GBS NONTAMTNINGOMIE « + « v ot e e e e e e it e e e e e e e e e e e e e e e 1de 200,716.
15a Low-income housing credit (secton 420)(5)) . .« v o v v v o e i e e 152
blow-income housing credit(other} . . . . . . . o o L 0ol 15h
Credits ¢ Qualified rehabilitation expenditures (rental real estate) (aftach Form 3468). . . . . .. . . . ... the
d Gther rental reat estate cradits (sea insfructions) . . Type » 15d
e Other rental credits (see instructions). . .. ., .. Type *mWWAHWWAH::::::::: 15e
f Other credits (seeinstructions) . . - . . ..., ., Type » 15f
16a Name of country or U.S. possession . . »_ o
bGrossincomefromallsoUrcas . . . . . . L . L. L oL L L e e e e e e e i6b
cGrossincomesourced atpartnerlevel . . . . . . L L L L L e e i6¢c
Foreign gross income sourced at partnership lavel S
Forsign dPassive category » _ e General category » _ f Other. ... » . ‘Iﬁ“f
Trans- Deductions aliocated and apportioned at partner leve! Sl
actions ginterestexpense > _ BOher. . o o oo e e =i 16h
Beductisns aliocated and apportioned at partnersitip level io foreign source income ' Do
i Passivecategory » i General category » ____kOGther . . .. »| 16k
I Total foreign faxes (check one): » Peaid Accrued D_ 161
m Reduction in taxes available for credit (affach statement) . . . . . . . . . o ..o Lol 16m
n Cther foreign tax information (sHach SEMEN!) - . . . .« « c oo o b i i e L E e
17a Post-1886 depreciation adjustment . . . . . . . . o o i 0 0 i s s e e e e e e e e 17a 40.
Altermative bAdiusted gainorloss . - - & - v v v v L e L e e e e e e i e e e e i7h
%’Eﬁm ¢ Depletion (otherthanoffand gas) . - . - . . o . . o i v v o i i e e e e e i7¢c
{AMT) d Oll, gas, and geothermal properties — grossineome - . - - . . . . . ... oo L 17d
Hems e O, gas, and geothermal properfies —deductions . . . . . . . .. . .. oL Ca 17e
f Other AMT lems (AHACHSITE) - - . . . o . . o e e e e e e e e e e 17¢
18a Tax-exemplinterestincome - . . . . o 0 i e e e e e e e e e e 18a
Other b Othertax-exemplinCome. . . . . . . o o v v i it e e e e e e e e e e e e e e e e e 18b
infor- C Nondeductible expanses . . . . . . . . . . L e e e e e e e e e e e 18¢c 261 .
mation | 494 Distributions of cash and marketable securifies . . . . . . . . o L o et . 19a 44, G00.
bbOistdbutions of otherproperty . . . . . . . L L o e e e e e e e e 18b
202 investmentinCoOMIB . .+« & v v v e e e e e e e e e e e e e e 20a
Blimvestment expanses. « .« . v o L e e i e e e e e e e 20b
¢ Other ltems and amounts (BHACh ML) + + o o o 4 oo o vt e . R R
BAA ' Form 1085 (2011)
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Form 1065 {2011) GREENWICH SMARTLIPQ LLP

27-2984781

Page 5

Analysis of Net Income (Loss)

1 Netincome (loss). Combine Schedule K, lines 1 through 11. From the result, subtract the sum of

Schedule ¥, lines 12 through 13d, and 16}

2 Analysis by
parter type:
a General
ers

.................................. il

40,842,

(i} Corporate

(i) Individual
(active)

(it} Individual
(passive)

{iv) Parinership

{v) Exempt
organization

{vi) Nominee/Othey

40,842.

b Limited
pariners

[Schediile

Beginning of tax year

End of tax year

2 a Trade notes and accounts receivable . . . . . .
blessallowance forbaddebts. . . . .. .. ..

3 dnventories . .« . . .. . e e e e Lo

4 U.8. goveniment obligations
5 Tax-exempt securities

6 Other cument assets (aitachstmt). . . . . . . . ... :
7 a Loans to partriers {or persons related to parnersy - . . .17
b Mortgage and real estate foans . . . . . . . ..

8 OCthermvestments (attachstmty . . . . . . . . ...
9 a Buildings and other deprediable assets . . . . .
b Less accumulated depreciaton . . . . . . ...
10 a Depletabie assets
b Less accumulated depletion
11 Land (net of any amortization)
12a intangible assets (amortizable only). . . . . . .
b Less accumuiated amortizaion . . . .. . ...
13 Other assets (attach stmf)
14 Total assets
LiabHities and Capital
15 Accounts payable

16  Morigages, nates, bonds payableinless than Tyear . . .}
17 Otser currert lizblites (atach s . « . . . . . . . . P
18 Allnonrecourseloans. . . . ... ... ... i
19:a Loans from pariners (o persons refated o partrers) . . .}

b Martgages, notes, bonds payablein Tyearormore . . .
20 OtherBabiltles fattachsm® . . . . . . . - . . ...
21 Pariners’ capital accounts

e

(0) o)

(d)

5,726. ]

1,945,

175,430, [ -

86,487.

78,943. 31,577.

83,873.[ -

52,296,

54,241,

84,665,

160,762,

132,455,

-76,100.

-78,214.

84,659,

S4,241.

22 Total liabilities and capital

Note. Schedule M-3 may be required instead of Schedule M-1

M-1| Reconciliation of income (Loss} per Books With Income (Loss) per Return

(see instructions).

1 Net income (loss} par books

41,886,

6 Income recorded on books this year not

Income Inclided on Schedule K, lines 1,
2,3c, B, 85,7, 8, 8a, 10, and 11, not
recorded on books this year (iternize):

included on Schedule K, fines 1 through
11 (itemizs):

a Tax-cxemptinteresi . S

3 Guaranteed pmis (other than health insurance) . . .

7 Deductions included on Schedule ¥, fines T through
13d, and 761, not charged against book tneome this

4 Bxpenses recorded on books this year not included
on Scheduie K, lines 1 through 13¢, and 161
{femize):

a Depreciaion . . . §

b Travel ang
Emertarmr;em .. 5

261.

year (itemize):
a Depreciation . . .

1,305.

1,305.

w

tncome {foss) (Analysis of Net Income (Loss), line 1).

42,147.

Subtractline8fomlmesd. . . . . . L L.

40,842,

5 Addlines 1ftwoughd. . . . ........

] Analysis of Partners’ Capital Accounts

-1 - Ba[ance atbeginning ofyear . . . . . . . .

-76,100.

& Distdbutions: aCash. . . .. ... .. ..

44,000,

Capitat contributed: a Cash

bfroperty . . . ... .. ..

7 Other decreases (temizel:

3 Netincome {loss) per books

41,886.

4  Cther increases (femize):

44,000.

~-34,214.

9 Balance at end of year, Subtactiine 8 fromline 5 . . .

-78,214.

PTPA

34 08/06/11
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SCHEDULE B-1

(Form 1065) Information on Partners Owning 50% or _

(Decembes 2091) More of the Partnership o N, 15450093
Department of the Treasury 545-01
intsmal Revenue Service

* Attach to Form 1065. See instructions.

Name of partnership

Employer idestification number (EIN}
GREENWICH SMARTI.IFPQO LLP

27-2994781
-{ Entities Owning 50% or More of the Partnership (Form 1085, Schedule B, Question 3a)

Compiete columns (i) through (v) below for any foreign or domestic corporation, parinershi

i p (including any entity reated as a partnarship),
frust, tax-exempt organization, or any foreign govermment that owns, directly or indirectly,

an inferest of 50% or more in the profit, loss, or
capital of the parinership (see instructions),
Name of Enif i o) iii} Type of Enti {iv) Mz
@ Name of Entity icentfichin Nomber (5 Tope of Entey Gourtiry of Organization paggmaiim0wmm
(if amy) in ngt, g;{ssh or
Epil

1. individuals or Estates Owning 50% or More of the Partnership (Form 1065, Schedule B, Question 3b)

Complete columns (1) through (iv) below for any individual or estate that owns, di rectly or indirectly, an inferest of 50% or more in the profit,
loss, or capital of the partnership (see Instructions).

{ Name of individual or Estate {ii} identifying Number {iif} Country of Citizenship {see instructions) {iv) Maximum
{if any) Percentage Cwned
in Profit, Loss, or
Capital

PR. ELSA RASKIN

53.0000

DR SANDRA L. MARGOLES

50.0000

BAA For Paperwork Reduction Act Notice, see the instructions for Form 1065, Scheduie B-1 (Formm 1065) (12-2011)

FTPA1301  06/27M1
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OMB No. 15450172
Form 562 Depreciation and Amortization
{Including Information on Listed Property)} 201 1
inidmal Revonue Servi ~ (29) > See separate instructions. > Affach to your tax return. mt 178
Name(s) shiowe: on return Identifyirg number
GREENWICH SMARTLIPO LLP 27-2994781

Business or activity to which this form relates
Form 1065 Line 22

| Efection To Expense Certain Property Under Section 179
Note: Jf you have any listed property, complate Fart V before you complete Part 1.

1 Meximum amount (seeinstructions) . . . . . . . oL L L L e e e e e 1 500,000.
2 Tolal cost of section 179 property placed in service (seeinstrucfions) . - . . . - - - .. .. . . ..o 2 4,3132.
3 Thresheld cost of section 172 property before reduction in limitation {see instructions) . . . . . . . . . .. .. .. 3 2,000,000.
4 Reduction in fimitation. Subtract fine 3 from line 2. fzercorless, enter-0- . . . . . o . .. . o .o 4 0.
5 Dollar limitation for tax year. Subfract line 4 from line 1. If zero or less, enter -0-, If married filing
separalely, see ImSiUCHONS . . . . . . . L e e e e e e e e e e e 5 500, 000.
6 (&} Description of property : {b) Cost (business use orly) {£) Bected cost T
Bovie 1250 Electrosung Unit 2,495, 500.
Defibulator 1,637. 500.}
7 Listed property. Enter the amount fromine 29 . . . . .o oo v o e s e e e BE B}
8 Total elected cost of section 179 property. Add amounts in column (), ines 6and7 . . . . . . . . . ... ..., 8 1,000.
9 Tentative deduction. Enter the smallerof fineSorfine8 . . . . . .. ... . . ... . oo oL, 9 1,000.
16 Camyover of disallowed deduction from fine 12 of your 2010 Form 4562 . . . . . . . . . . . . o . oo . 10
11 Business income fimitation. Enter the smaller of business income (not less than zem) or line 5 (see insirs) . . . . . i1 42,192,
12 Section 1792 expense deduction. Add fines S and 10, but do notenter more than line 414, . . . . . . . . ..., .. 12 1,000.
13 GCarryover of disallowed deduction to 2012, Add lines 8 and 10, lessline 12. . . . . . . »| 13 ] a.1 " o
Note: Do not use Part If or Part il below for listed property. Instead, use Part V.
[Part1I" ‘| Special Depreciation Allowance and Other Depreciation (Do not includs listed property.) (See instructions. )
14 Special depreciation aflowance for qualified property (other than listed properfy) placed in service during the
taxyear (see insrUCHONS) . . . . o . L e e e e e e e e e e 14
15 Property subjectfo section 188(f(1) election . . . -« . . . . L L e e e e e 15
16 Other depreciation (including ACRS) . v ¢ o o v o v i e o e e e e e e e a e e e 16
[Partlll - | MACRS Depreciation (Do not include listed property.) (See instructions.)
Section A
17 MACRS deductions for essefs placed in service in fax years baginning before 2041, . . . . . . . . . . ..., .. 17 ; 31,577.
18 ff you are ejecting to group any assels placed in service during the tax year mto one or more general ' :
assetaccounds, checkhere. . . . . - . . . . .. L L L it e e e »> m .
Section B — Assets Placed in Service During 2011 Tax Year Using the Generai Depreclation System
{(a) {b} Month and {C) Basis for depreciation (d) (&) ) () Depraciation
Classificafion of property year placed {busingssfinvestment use Recovery period Convention Method deduction
i Senvice only — see instructions)
18a 3-year property . . - . . . R
b &-year properfy . . . . . . L
¢ 7-year properfy . . . . . . E 3,132.] 7.0 yrs oy Various 305.
& 10-vear property . - . - . .
e 15vyearproperty . . . . .
f 2C-yearproperty . . . . . ST Y _
__ g25yearproperty . . . . . i ] 25 yrs S/L
h Residents! rental 27.5 vrs MM 5/L
property . . . ... .. s 27.5 yrs MM S/L
i Nonresidential real 39 yrs MM 5/L
property .« - - . o a -4 - ) MM 5/1
Section C — Assets Placed in Service During 2011 Tax Year Using the Alternative Depreciation System
0aCisslife. . . . .. . .. LT S/ L
hi2-year. . . . ... ... L 12 vrs S/L
c4year. . . .. ... 40 yrs MM s/L
PartIV { Summary (See instructions. )
21 Listed property. Enter amount fromiine28 . . . . . . ... .. ... e e e e e e e e e 21
22 Total Aod amourds from Ine 12, ines 34 trough 17, Ines 1% and 20 in column (g), and Bre 21, Enter here and on
the appropriate fines of your retum. Parnerships and S corporations — seeinsfclions . . - . . . . . L L L oL 22 31,882,
23 For assets shown abovs and piaced in service during the current year, enter T
the portion of the basis atiributable to section 263Acosts . . . . . . .. . .. .. .. 23 T )
BAA For Paperwork Reduction Act Notice, see separate instructions. FDIZ0812 05/2011 Form 4562 (2011}
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Form 4562 (2011) CGREENWICH SMARTLIPO LLP 27-2854781 Page 2
Listed Property (Include automobites, certain other vehicles, certain computers, and propariy used for entertainrent,

recreafion, of amusement.}

Note: For any vehicle for which you are using the standard mileage rafe or deducting lease experise, complete enly 24a, 245,

columns {a) through (c) of Section A, alf of Section B, and Saction C if applicable.

Secticn A — Depreciation and Other information (Caution: See the instructions for limits for passenger automobiies.)

242 Do you have evidence to support the businessfinvestment use claimed? . . . . . . Eﬂ Yes I_] No %Zdb if 'Yes,' is the evidence witien?. . . . [:ﬂ Yes r] No
(@) ® |, (@ (e) ® (@ (h) ()
Type of i Date placed ’ Basig for depreciation it Elactsd
moorerer | Dmegse | SIS | eetor | Gemogmr | oremm | e ) cmmEe | S
use orly) cost
percaniage
25 Special depreciation aliowance for qualified listed property placed In service during the tax year and
used more than 50% in a qualified business use (seeinstructiens) . . . . . . . . .« ¢ 0 v - - .- - - - 25

26 Properly used more than 50% in a qualified business use:

27 Property used 50% or less in a qualified business use;

28 Add amounts in column (h), lines 25 through 27. Enter hereandon line 21, page 1 - - . . - - . -« .« . & i 28
29 Add amounts in column (i), line 26. Enterhereandonfine 7, page ! . . . -~ o o i e v e e e e s { 29
Section B — Information on Use of Vehicles
Complete this section for vehicles used by a sole propriefor, partner, or other 'more than 5% owner,’ or related persan. If you provided vehicles
to your employees, first answer the guestions in Section C to see if you meet an exception o compieting this section for those vehicles.
30 Total business/investment mites driven (?} (t.}) {?) @ {‘.9) (.ﬂ
Vehicle 1 Vehicle 2 Vehicie 3 Vehicle 4 Vehicle 5 Vehicle 6

during the year (do not include
commutingmiles). . . - . - .. ..o

31 Total commuting miles driven during the year . - . . -

32 Totsl other personal (noncommuting)
milesdiiven . . . .. . .. oo oL

33 Total miles driven during the year. Add
fnes30through32. . . . . . . . . .. . ..

Yes No Yes | Ho Yes Ko Yes No Yes No Yes Mo

34 Was the vehide available for personal use
during offduty hours? . . - . . - - . . . ..

35 Was the vehidle used primarily by a more
than 5% owner or related person? . . . . . .

36 Is another vehicle available for
persanal use? . . . . . oo . ... ..

Answer these questions to determine if you meet an exception to completing Section B for vehicles used by employess who are not more than
5% owners of related persons {see instructions).

37 Do you maintain a written policy statement that prohibits all persenal use of vehicles, including commuting, Yes No
BY YOUT BMPIOYEEST .+ « « « + v - = c s f s s s e eae e e e aes e
38 Do you mainiain a written pelicy statement that prohibits personal use of vehicles, except commuting, by your
empioyees? See the instructions for vehicles used by corporate officers, directors, of 1% ormore OWNErs. -« - .« . . - . - . ..
39 Do you treat all use of vehicles by employees ag personaluse?. . . . . . .« o o h i e i e
40 Do you provide more than five vehicles fo your employees, obtain information from your employees about the use of the
vehigies, and retain the Informmation receiVed?. « - -« . . . . s o o v e e e
41 Do you meet the requirements conceming qualified sutomobile demonstration use? {See instructions.) - . . . . ... ... L
Note: /f your answer fo 37, 38, 39, 40, or 41 s 'Yes," do not complete Section B for the coversd vehicles.
/t. | Amortization
{a) {b) {) {d) {e} gl
Description of costs Date amertization Amardizable Code Amortization Amortization
begins armnount saction pefiod or for this year
percenizage
42 Amortization of costs that begins during your 2011 tax year (ss¢ instructions):
43 Amortization of costs that began before your 2011 taxyear. + . - - .« oo v s o e e e 43
44 Total. Add amounts in column (f). See the instructions for wheretoreport . . . .« . -« « « .« « 0 v o 20 b - - 44

FDZ0B12 05/20/11 Form 4562 (2011)
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GREENWICH SMARTLIFO LLP 27-2934781

Form 1065, Line 20

Other deductions

ACCOUNTING 3,430.
ADVERTISING 34,260,
BANK CHARGES 41,
TNSURANCE 9,827,
JANITORIAL 3,007.
MEALS AND ENTERTAINMENT (50%) 261.
OFFICE EXPENSE 2,986.
QUTSIDE SERVICES/INDEFENDENT CONTRACTORS 23,285,
TELEPHONE S04.
UTILITIES 20.
INTERNET/ COMPUTER SUPPCRT EXPENSE 1,867.
CREDIT CARD MERCHANT FEES ‘ 5,078.
MEDICAL SUPPLIES 2%,979.
Total 115, 045.
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GREENWICH SMARTLIPG LLP 27-2994781

Supporting Statement of:

Form 1065 pl-3/Line 1b

82

Description | Amount
Fee for Service Income ‘ 205,366,
Refunds -4,650.
Total 200,716,
i
Supporting Statement of:
Form 1065 pl-3/Line 14b
Description Amount
' Taxes - Business 0.
Taxes - Property 1,536.
Total 1,536.
Supporting Statement of: ;
Porm 1065 pl-3/Line l4e I
Description Amount
Licensing & Permits 120.
Taxes - Business 0.
Total 120,
Supporting Statement of:
Form 1065 p4-5/Sch L, Line 1:91:) (d}
Description Amount
5 1 132,455.
Total ' 132,455,




i

GREENWICH SMARTLIPO LLP 27-299}‘1-781

)

|
i

Supporting Statement of:

Form 1065 p4-5/Qual nonrecodyrse liab

Description Amount

132,455,

Total 132,455.




Schedule K-1 (Form 1085) 2011 DR. FIL.SA RASKIHN 27-2984781 Page 2
This list identifies the codes used on Schedule K-1 for all parters and provides summarized reporting informatign for partners who file Form 1040, For detafied reporting
and filing iaformation, see the separate Partner's Instructions for le K-1 and the instruciions for your iIneome tax retuam.
1 Ordinary business income (less}, Determine whether the income (loss) is passive Code Repoit on
or nenpassive and enter on your retum as foliows. . .
Report on J ‘J\fork opportunity credit
Passive loss See the Paitner's Instruciions K Disabled access credit
Passive income Schedule E, fine 28, colun {g) L. Empowerment zons and renewal community
Nonpassive ioss Scheduie E, ins 28, col smployment cred bae e Paers
o iy . columea () M Credi for increasing research activities [ Instrucons
Nonpassive income: Schedule E, fine 28, column ) N Credt ” ol . a
2 Net renta! rea! ostate income {loss) See the Partner's Instructions Medicaﬁ ggs Yl SOCiE & ¥ an
3 Other net rental income {loss) O Backup wittholding Form 1040, line 62
Net income Schedule E, fine 28, column (g) P Other credits Ses the Partner's instuctions
Net loss See the Partner’s Instructions 46 Foreign transactions
4 Gusrantesd payments Schedule E, fine 28, column () A Name of country or LS. possession 1
5 interest income Fomm 1040, line Ba B Gross income from all sources | . Form 1118, Part |
6 @ Ordinary dividends Form 1040, fine 92 € Gross income sousced at pariner ievel
6 b Qualified dividends Foem 1040, line 95 Foreign gross income sourced at partnership level
7 Royaliies Scheduie E, ine 3b D Passive category =
8  Net shori-term capifal gain (loss} Scheduie D, fins 5 E General category L Form 1116, Part}
9 & Net long-ferm capital gain {ioss) Scheduis D, line 12 F Other
9 b collectibles (28%) gain {loss 28% Rate Gain Worksheet, line ; ; -
(28%) gain {loss) 1 Eehachie D Instuctions] geducffcns aflocated and apportioned af pariner level
9 ¢ Unrecapturad section 1258 gain Bee the Pariners {nstructions H g:rest expense Form 1116, Part{
10 Net section 1231 gain (i See the Pariner's Instuct ol , Form 1116, Part|
11 rocen gain (los=} © ons Deductions aflocated and apportioned atf partnership level to
Other income {ioss) foreign source income
Eode . [ Passive category
Other portiolio income {i0ss) See the Parines’s Instrucfions J Geneml category Form 1118, Part |
B involurtary conversions Ses the Parners Instructions K Other
C Secion 1256 contracts and straddies Form 8761, line 1 Other information
D Mining exploraion costs recapturs See Pub 535 L Totsi foreign taxes pald Form 1116, Part I
E cCanceliztion of debt Fonm 1040, ine 21 or Farm 982 B Tota forsign taxes accrued Forrn 1116, Past If
F cther income (loss) See the Partner's Instructions N Reduction in taxes available for credit Form 1118, fine 12
12 Secfion 178 deduction See the Parines's instuctions 0 Foreign trading gross receipts Form BE73
13  Other deductions P Extraterritorial income exclusion Fomn 8873
A Cash confributions {50%) [ Other foreign transaclions See the Pariner’s Insfructons
B Cash contribufions {30%) 47 Alternative minimum tax (AWMY) items
C Noncash cantributions (50% - 2
oncash contribuf (50%) Ses the Partners A Post 1985 djézprectafion adjustment
D Noncash contributions (30%) istrctions B Adjusted gain or foss Seg the Parmer
E Capital gain property o & 60% C Depletion (other than ofl & gas) > ranne s -
organization (30%) D Of gas. & secthermal — gross | Instructions and
F Capital gain property (20%) . gas, & geotnermal — g ?come the Instrucions for
o ) E il gas, & geothermal — deductions Form 6251
G Contributions (100%) i
H Investment interest expense Form 4252, fine 1 . F Other AMT items —
" pe M t8 Tax-exempt income and Tondetuctible expenses
E Deducions — royelty income Schedule £, line 15 A Tax-exsmpt interest income Form 1040, line &b
J Sechon 55(e)2) mﬁfnﬁum See the Pann.ea‘s Instrctions B Othertax-exempt income See ihe Parmer's instructions
K Doductions — posticlio (2% ficor) Schedule A, line 23 G Nondeductible expenses See the Parmer's instnufions
L Deductions — portiolio {other) Schedute A, fine 28 19 Distributions
M Amounts paid for medical Schedule A, fine 1 or -
insurance Form 1840, line 28 g C'asb an‘d markr'iiable semmses Soe the Parter
N EBducational assistance benefits See the Partner's instructions c Distribufion subject to section 737 [nsw;u; s
O Dependent care benefits Form 24471, fine 12 20 %Oﬂf:g;m’w:ﬁﬁ -
P Preproductiva period expenses See the Pariner’s Instructions A ?r ! et i s 4052, lins 42
€} Commercial revitalization deduction fom rvestment income o 4552, finz
rental real estste achvites See Form B582 Instructions B investment expenses Form 4852, bne 5
R Pensions and IRAs Ses the Parner's Instructions G Fuel tax credi information Form 4136
S Reforestation expense deduction See the Pariner's instructions D Q‘:faiiﬁw Er?}esﬁfat?dabon expenditures {other then See the Partners nstructio
T Domestic produchion activifies infotmation See Form 8903 Instuctions E ;Ea% n:z N <) . ﬂ-|a Parn : 1"5 Hons
T
U Qualified producticn activities income Form 8903, fine 7h ofenergy property ee he Parners instruclions
F fure of low-income housing credit {section
V' Employer's Form W2 wages Form 8903, line 17 420)(5)) Form 8511, line 8
W Other deductions See the Pariner's Instructions G Recapture of low-Income housing credit (other) Form 8611, line 8
14  Seifemployment eamnings {loss) H Recapture of investment credit Fomm 4255
Note, I you have a section 178 deduclion or any parinerdevel deductions, see the | Recapture of other credits Ses the Pariners | ;i
Fartnar's instructions hefore completing Schedule SE. I L:i%a; irterest — completed ® s Insirustions
A Net samings (foss) from self-emplayment Scheduie SE, Secion Aor B long-term contracts See Form 3697
B Gross farming or fishing income See the Parner's Instructions K Look-back intarest — income
€ Gross non-farm income Ses the Partner's Instructions L gr:pc;a::ﬁcz\ef]uﬁmpeﬁy with - See Form 5355
. G
15 ;reﬂﬂs —_ section 178 deductions
Low-incarae housing credit (section 42()(5)) y
frowm Pra-2008 buihngs M Recapture of section 179 deduction
B lawdncome housing cred? (other) from N interest expense for corporate partners
pre-2008 bildings O Seciion 453(143) information
C Low-ncomea housing credit (section 42()(5)} P Section 453A(E) infermation
o post-2007 buidings See the Pariner's Q  Section 1260(p} information
[} Low-income housing credit (other) from L Instnucfions - X L See the Parrer's
post-2007 bulktings R interest allocsble to production expendikires Instructions
E AQualified rehabilitaion expendiiures (rental S COF ronqualified withdrawals
E real estate) . T Depletion information — oil and gas
G Other rental real esia!ﬂ credits ' U  Amortization of reforestation costs
H Undismr r'emednw ital gains cradit Ferm 1040, line 71; check bax V' Unreiood business boxabis incoms
CapH gains om |, NE H g " .
Precontribution gain {oss:
b Alcohol 2nd cellulosic bicfue! fusts cradit See the Partner's Instruciions W Preco ongai {joss)
X Section 108(} nformation
Y Other information ]
PTPAGSIZ  08M1E/11 Schedule K-t (Form 1065) 2011




5111%

I_l Final K-1 . H Amended K-1 OMB Na. 1545-0099
Schedute K-1 2011 Bareill Partner’s Share of Current Year Income,
{Ferm 10635) For calendar year 2011, or tax ———= Deductions, Credits, and Other items
Department of the Treasury year begionig L2011 1 | Ordinary business incoms (loss) {15 | Credits
Intermal Revenue Senvice —_—
ending . 21,096, N
Partner’s Share of Income, Deductions, 2 Netrenizl resi estale income foss)
Cred!ts’ efc. > See separate instructions. 3 | Other net rental income (loss) 16 | Foreign fransactions
| Information About the Partnership R R T e
4 | Guaranteed payments .
A Partnership’s employer identification number 0.1
27-2894781 5 |interest income
B Partnership’s name, address, city, state, and ZIP code . R
GREENWICH SMARTLIPO LLP & a; Ordinary dividends
2 1/2 DEARFIELD DRIVE, SUITE 102 _ I
GREENWICH, CT 06830 6 bi Quaiified dividends
C RS Center where partnershiip filed retum 7 |Royalties | | T TTTTTTo
CINCINNATI, OH
D [ ]Checkif this is 2 publicly traded partnership (PTP) 8 | Net short-ferm capital gai {oss)
Tinformation About the Partner 9 a| Nt iong-term: capital gain (loss) |17 | Alternative minimum tax (AMT) Bems
A 2{
E  Partner's identifying number 9 b| Coliectibles (28%} gain (ioss)
F Pariner's name, address, city, state, and ZiP code 9 ¢| Unrecaptured section 1250 gain I F A
DR. ELSA RASKIN
230 TACCNIC ROAD 18 | Net section 1231 gain (loss) 18 | Tax-exempt income and
GREENWICH, CT 06831 nondeductible expenses
11 | Gther income (loss) o 130,
G General partner or LLC D Lirnited partner or other L B A
member-manager LLGC member - —_t - - —————
H @ Domestic partner D Foreign partner I
[ What of entity is this partner? INDIVIDUAL -
fype of entiy s this p 19 | Distibutions
J4  Pariner's share of profit, loss, and capital (see instructions): 12 | Secfion 179 ceduction B 22,000 =
Beginning Ending 500.
Profit 50.00000 % 50.00000 | % |13 | Other deductions
toss 50.00000 % 50.00000 sl __ ____ 175.|20 |Ofher information
Capital 50.,00060 % 50.00000 |%
2 S L Y S S
K Pariner's share of liabiliies at year end:
NOMBCOUTSE - » v v v v v v e v v v e [ .
Qualified nonrecourse financing. . . . . 3 66,220 .14 |{Self-employment eamnings {loss)
RECOUFSE + + v v v v v v v o e s a v e S VA _Rlese| Lo
L Partner's capit.al account analysis: “ 100,358.
Beginning capiial sccount. . .. ... $ =38, 050.I'*See attached statement for additional information.
Capital contributed during the yvear . . . $ -
Current year increase (decrease) . . . . § 20,943, ©
Withdrawals and distributions . . . . . . s 22,000D. {
Ending capital account . . . . . . . L. g ~39,10V. g
Tax basis D GAAP D Section 704(b) book g
. Cther (explain} E
M Did the pariner contribute property with a buili-in gain or loss? ﬁ
D Yes No L
if 'Yes', altach statemant {see insiructions} A

BAA For Paperwork Reduction Act Notice, seé Instructions for Form 1065, ' Schedule K-1 (Form 1065) 2011
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GREENWICH SMARTLIPO LLP 27-2994781

Schedule K- (DR SANDRA 1. MARGOLES), Suppiementad Information
Suppiemental Information

This Schedulz K-1 is from an Eligible Small Business.
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2011

Schedule K-1

[7] Finat K-1

[ ] Amended K-1

BE5LLLL

OB No, 15455098

7| Partner's Share of Current Year Income,
- Deductipns, Credits, and Other ltems

{Form 1065} For calendar year 2811, oriax
Department of the Treasury year beginning Lz 1 | Crdinary business income (loss) {15 | Credits
Intemal Revenue Service
ending 21,096, [ R
= 2 | Netrentai real estate i i
Partner's Share of Income, Deductions, ot rental real estate incoms foss)
Credl-ts, etc. > Ses separate instructions. 3 | Gther net rental income (Joss) 16 | Foreign transactions
" | Information About the Partnership B e
4 | Guaranteed paymenis
A Parinership’s employer identification number e.¢ L
27-2994781 5 |interest income
B Partnership's name, address, city, state, and ZiP code N
GREENWICH SMARTLIPO LLP 6 a| Ordinary dividends
2 1/2 DEARFIEID DRIVE, SUITE 102 I
GREENWICH, CT 06830 6 b| Qualified dividends
C RS Center where partnership filed retum 7 |Royaliies ST T T
‘CINCINNAZTI, OH
b [ Check if this is a publicly traded partnership (PTP) 8 | Net short-term capial gain floss}
9 a| Net long-term capital gain (loss) |17 | Alternative minimum tax (AMT) items
A ____z20.
9 b Coilectibles (28%) gain (foss)
F Parner's name, address, city, state, and ZIP code 9 ¢| Unrecaptured section 1250 gain T
DR SANDRA L. MARGOLES
14 RICHMOND DRIVE 10} Net section 1231 gain {loss) 18 | Tax-exempt income and
OLD GREENWICH, CT 06870 nondeductible expenses
11 | Other income (loss) C 131
G E General parmer or LLC I:I Limited pariner or other| N
memberanagsr LLC member e
H Domestic pariner D Foreign partner N
1 What fype of entity is this partner? INDIVIDUAL s
19 | Distibulions
J  Pariner's share of profit, loss, and capital (see instructions): 12 | Section 179 deduction A 22,000
Beginning Ending 5G0
Profit 50.00000 % 50.00000 | g |13 | Other deductions
Loss 50.00000 % 50.00000 8121 _________ 17520 |Otherinformation
Capital 50.00000 % 50.000001%
L I % EO
K Parner’s share of lablliies at year end:
NORBCOUESE + + v v « v « v v v v o - & 4 _ ]
Cualified nonrecourse finanging . . . . . g 66,228 |14 |Selfempioyment eamings (loss)
RECOUMSE - - - « v v v v e e e e $ A | 21,096 | o]
L Part.ner.’s capi;al account analysis: o 100,258.
Beginning capital account. . - . . . . - & 38,050 . '~Soe attached statement for additional information,
Capital contributed during the vear . . . $ - i
Cument year increase (decrease) . . . . $ 20,848, g
Withdrawals and distibutions . . . . . . s 22,00pP. |
Ending capital account - - . . . . . - - 3 -3%,107. g
Tax basis [ casr [7] section 704(b) book y
Other {explain) E
M Did the partner coniribute property with a built-in gain or loss? g
L
Y

DYes No

i Yes', attach stalement {see insiruclions)

BAA For Paperwork Reducstion Act Notice, see Instructions for Form 1065,

COPY
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Schedule K-1 {Form 1065) 2011 DE SANDRA I.. MARGOLES 27-2994781 Page 2

This list identifies the codes used on Schiedule K-1 for afl partners and provides|stmmarized reporting inforemation for partners who file Formt 1040, For detafled teporiing
and filfing information, see the separate Parmer’s Instruclions for Schedule K-1 2nd the instructions 167 your income 1ax retes,

1 Ordirary business income floss). Detemmine whether the income {loss) is passive Code Report on
or nonpassive and enter on your retum as follows. .
Report on J Work oppartunity credit
Passive loss See the Partnars Instructions K Disabled access oredit
Passiva incorme Schedule E, line 28, cokumn [g) L Empowerment zone and renewal community
" ! employment credit See the Pariner's
Nonpassive loss Schedule E, fine 28, column {h) M Creditfor increasing activik nstrucions
Nonpassive income Scheduie E, line 28, column ) Credit i o ]
2 Netrantal real estata income {loss) See the Pariner's Instructions N Creditfor empioyer social sectaty and
3 Oth'ar net rental income (foss) ] O Backup withhoiding For 1040, line 62
Net income Schedule E, line 28, column (g} P Other credits See the Partner's Instructions
Net ioss See the Pariner’s Instructions 16  Foreign transactions
4 Guaranteed payments Schedule E, fine 28, column §) A Name of country or U.S. possession
5 Interest income Form 1040, line 8a B Gross income from all sources Form 1116, Part !
6 2 Ordinary dividends Foim 1040, line 8 € Gross income sourced at partner jeval |
6 b Qualified dividends Form 1048, iine 8b Foreign gross income sourced at parfnership level
7 . Royalfies Schedule E, line 3b D Passive category
8  Het short-term capital gain (loss) Schedule D, line 5 E General category Form 1176, Part |
9a Net fong-term capital gain (loss} Schedule D, line 12 F Other
2 b Coliectibies (28%) gain {loss] 28% Rate Gain Worksheet, fine ; : it
C (28%) gain {loss) 4 (Schedute B Inshucdions) Dedudtions alfocated and apportioned af pariner leve!
9¢ Unrecaptured section 1258 gain See the Partner's Instructions ‘f-—:‘] Interest expense :jorm ::g' ::ar: :
10 Net section 1231 gain (loss Ses the Partner’s Instructions Other, . orm 1116, Part
1 C:hs l on ' gain (loss) ors o Deductions aflocated and apportfoned at partnership Jevel o
or incame {loss) foreign source income
g()de . 5 1 Passive category
Other portfolio income (Joss) See the Partner's (nstructions J General category Fom 1116, Part |
B Involuntary conversions See the Partner's instructions K Other
G Section 1256 contracts and straddles Form 6781, line 1 Other information -
D} Mining exploration costs recapture Ses Pub 535 1 Total forelgn froes paid Fomm 1118, Part 1
E Cancellation of debt Form 1040, line 21 or Form 382 M Total foreign taxes sconed Fomn 1118, Part il
F Other income Joss) See the Pariner's instructions N Reducton in taxes avaiable for credit Form 1118, line 12
12  Section 179 deduction See the Partner's instructions O Foroign frading gross receipts Form 8873
13  oOther deductions P Extrateritorial income exdusion Form 8873
A Cash contributions (50%} Q  Cther foreign transactions See the Pariner’s Instructions
B cash contributions (30%) 17 Alternative minimum tax (AMT) ifems
C  Noncash conitibutions (50%) sos the Pariner A Post-1988 depreciation adjustment
D Noncash canmibutions (30%) e A B Adjusied gain or loss
i - o . i See the Pariner's
E Capitd ggmmxz;%{?édy toa50% € Depistion {other than oil & gas} | oms s
Y . - ) [} O, ges, & gecthermal — gross income. the Instructions for
F Capital gain property (20%} . .
- E 08, gas, & geothermal — deductions Form 5251
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STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

November 28, 2012 VIA FAX & EMAIL ONLY

Sandra L. Margoles, MD
Greenwich Platic Surgery Center
2 % Deerfield Drive

Greenwich, CT 06831

RE:  Certificate of Need Application; Docket Number: 12-31799-CON
Greenwich Smartlipo d/b/a Greenwich Plastic Surgery Center
Establish and Operate an QOutpatient Surgical Facility in Greenwich

Dear Dr. Margoles:

On October 31, 2012, the Office of Health Care Access (“OHCA”) received your initial
Certificate of Need application filing on behalf of Elsa M. Raskin, MD and Sandra L. Margoles,
MD of Greenwich Smartlipo, LLP, d/b/a Greenwich Plastic Surgery Center (“Applicants” or
“Facility™) to establish and operate an outpatient surgery center in Greenwich, Connecticut.

OHCA requests the following additional information pursuant to Connecticut General Statutes
§19a-63%a(c):

1) Please revise the “Retrospective Volume” table on page 3 of the application to include
columns for: January — October 2012 (actual), November — December 2012 (estimated) and a
2012 total (10 months actual + 2 months estimated).

2) Provide a breakdown of the patients’ town of residence based on volumes for 2010, 2011 and
2012, year-to-date.

3) Do the patient volumes listed on page 3 of the application represent procedures completed
only at the Greenwich Plastic Surgery Center, or do these numbers include procedures
performed at other facilities? If procedures were completed at facilities other than the
Greenwich Plastic Surgery Center, please identify volumes by facility.

4) Please provide additional detail to support the statement found on page 3 of the application,
which states: “We provide state of the art laser liposuction treatment that is not available at
the hospital.” Provide additional documentation to explain the type of liposuction that you
perform, if it is available at other area providers (application states this type of liposuction is
not available at Greenwich Hospital) and show evidence to support the advantages of this
method of treatment.

An Equal Opportunity Employer
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Toll-Free: 1-800-797-3688
Fax: (860) 418-7053



Greenwich Smartlipo, LLP d/b/a Greenwich Plastic Surgery Center November 28, 2012
Docket Number: 12-31799-CON Page 2 of 2

5) On page 4 of the application you state that the approval of this proposal would enable you to
“perform the surgeries for patients with lower fees and lower expenses for the physicians and
thefore [sic] result in lower cost to the patients.” Explain why the physician fees, expenses
and overall cost to the patients would be reduced as a result of this proposal.

6) If this proposal were approved, identify the personnel responsible for administering the
delivery of the general anesthesia. If not already noted, describe their qualifications for
performing this service.

7) Provide copies of any transfer agreements that the Applicants have in place with the area’s
acute care hospitals.

8) Provide documentation to verify your current accreditation by the American Association for
Accreditation of Ambulatory Surgery Facilities (AAAASF) as stated on page 5 of the
application.

9) Please revise the projected volumes on page 6 of the application to include FY 2015. Provide
additional detail on how these estimates were calculated, and include subtotal and total rows.

10) Based on the historical data you provided on page 3 of the application, the average number of
surgical procedures from 2009 to 2011 is 67. The surgical volumes projected on page 6 of the
application anticipate surgical volumes to increase to 119 in 2012, 178 in 2013 and 233 in
2014. Please provide the assumptions used to determine the projected surgical volumes.

11) Revise the financial estimates found on page 7 to reflect Financial Attachment 1, Version B
(see OHCA Website) adding additional row detail and columns that include: Projected w/out
CON, Projected Incremental, and Projected with CON. Add FY 2015 to the projections and
provide all assumptions used to prepare these projections. Also, identify the starting and
ending months of your fiscal year.

In responding to the questions contained in this letter, please repeat each question before
providing your response. Paginate and date your response, i.e., each page in its entirety.
Information filed after the initial CON application submission (i.e. completeness response letter,
prefile testimony, late file submissions and the like) must be numbered sequentially from the
Applicant’s document preceding it. Please begin your submission using Page 90 and reference
“Docket Number: 12-31799-CON.” Submit one (1) original and six (6) hard copies of your
response. In addition, please submit a scanned copy of your response, in an Adobe format (.pdf)
including all attachments on CD. If available, a copy of the response in MS Word should also be
copied to the CD.

If you have any questions concerning this letter, please feel free to contact Brian Carney at (860)
418-7014.

Sincerely,

Pram Q.

Brian A. Camey

Associate Research Analyst
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Greer, Leslie

From: Carney, Brian

Sent: Wednesday, November 28, 2012 1:52 PM

To: 'simargoles@aol.com’

Cc: Riggott, Kaila; Greer, Leslie

Subject: 12-31799-CON Greenwich Plastic Surgery Center
Attachments: 12-31799 Completeness letter.docx

Dear Dr. Margoles,

Please see the attached completeness letter in response to your Certificate of Need application. | faxed you the signed
copy earlier, but am providing this attachment for your convenience (ability to copy and paste questions into your
response letter). Also, please note that we repaginated your original application; please begin numbering your response
letter with page 90.

Sincerely,
Brian Carney

Brian A. Carney, MBA
Department of Public Health
Office of Health Care Access
411G Capitol Ave.

Hartford, CT 06134-0308
Phaone: 860-418-7014

Fax: 860-418-7053



STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

November 28, 2012 VIA FAX & EMAIL ONLY

Sandra L. Margoles, MD
Greenwich Platic Surgery Center
2 ¥4 Deerfield Drive

Greenwich, CT 06831

RE:  Certificate of Need Application; Docket Number: 12-31799-CON
Greenwich Smartlipo d/b/a Greenwich Plastic Surgery Center
Establish and Operate an Outpatient Surgical Facility in Greenwich

Dear Dr. Margoles:

On October 31, 2012, the Office of Health Care Access (“OHCA”) received your initial
Certificate of Need application filing on behalf of Elsa M. Raskin, MD and Sandra L. Margoles,
MD of Greenwich Smartlipo, LLP, d/b/a Greenwich Plastic Surgery Center (“Applicants™ or
“Facility™) to establish and operate an outpatient surgery center in Greenwich, Connecticut.

OHCA requests the following additional information pursuant to Connecticut General Statutes
§19a-639%a(c):

1) Please revise the “Retrospective Volume” table on page 3 of the application to include
columns for: January — October 2012 (actual), November — December 2012 (estimated) and a

2012 total (10 months actual + 2 months estimated).

2) Provide a breakdown of the patients’ town of residence based on volumes for 2010, 2011 and
2012, year-to-date.

3) Do the patient volumes listed on page 3 of the application represent procedures completed
only at the Greenwich Plastic Surgery Center, or do these numbers include procedures
performed at other facilities? If procedures were completed at facilities other than the
Greenwich Plastic Surgery Center, please identify volumes by facility.

4) Please provide additional detail to support the statement found on page 3 of the application,
which states: “We provide state of the art laser liposuction treatment that is not available at
the hospital.” Provide additional documentation to explain the type of liposuction that you
perform, if it is available at other area providers (application states this type of liposuction is
not available at Greenwich Hospital) and show evidence to support the advantages of this
method of treatment.

An Equal Opportunity Employer
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Toll-Free: 1-800-797-9688
Fax: (86(0) 418-7053




Greenwich Smartlipo, LLP d/b/a Greenwich Plastic Surgery Center November 28, 2012
Docket Number: 12-31799-CON Page2 of 2

5) On page 4 of the application you state that the approval of this proposal would enable you to
“perform the surgeries for patients with lower fees and lower expenses for the physicians and
thefore [sic] result in lower cost to the patients.” Explain why the physician fees, expenses
and overall cost to the patients would be reduced as a result of this proposal.

6) If this proposal were approved, identify the personnel responsible for administering the
delivery of the general anesthesia. If not already noted, describe their qualifications for

performing this service.

7) Provide copies of any transfer agreements that the Applicants have in place with the area’s
acute care hospitals.

8) Provide documentation to verify your current accreditation by the American Association for
Accreditation of Ambulatory Surgery Facilities (AAAASF) as stated on page 5 of the

application. '

9) Please revise the projected volumes on page 6 of the application to include FY 2015. Provide
additional detail on how these estimates were calculated, and include subtotal and total rows.

10) Based on the historical data you provided on page 3 of the application, the average number of
surgical procedures from 2009 to 2011 is 67. The surgical volumes projecied on page 6 of the
application anticipate surgical volumes to increase to 119 in 2012, 178 in 2013 and 233 in
2014. Please provide the assumptions used to determine the projected surgical volumes.

11) Revise the financial estimates found on page 7 to refiect Financial Attachment 1, Version B
(see OHCA Website) adding additional row detail and columns that include: Projected w/out
CON, Projected Incremental, and Projected with CON. Add FY 2015 to the projections and
provide all assumptions used to prepare these projections. Also, identify the starting and
ending months of your fiscal year.

In responding to the questions contained in this letter, please repeat each question before
providing your response. Paginate and date your response, i.e., each page in its entirety.
Information filed after the initial CON application submission (i.e. completeness response letter,
- prefile testimony, late file submissions and the like) must be numbered sequentially from the
Applicant’s document preceding it. Please begin your submission using Page 90 and reference
“Docket Number: 12-31799-CON.” Submit one (1) original and six (6) hard copies of your
response. In addition, please submit a scanned copy of your response, in an Adobe format (.pdf)
including all attachments on CD. If available, a copy of the response in MS Word should also be

copied to the CD.

If you have any questions concerning this letter, please feel free to contact Brian Carney at (860)
418-7014.

Sincerely,
@W LA

Brian A. Carney
Associate Research Analyst




Greer, Leslie

From: Carney, Brian

Sent: Thursday, December 06, 2012 1:12 PM
To: 'slmargoles@aol.com'’

Cc: Riggott, Kaila; Greer, Leslie

Subject: FW: CON questions

Dear Dr. Margoles,

Steve forwarded your email to me for response. In answer to your question, please submit your volumes by town;
adding the broad region the town belongs to (e.g., Westchester County, NY) would also be appreciated. You do not need
to list zip codes. If you have any additional questions, please contact me at Brian.Carney@ct.gov or (860) 418 -7014.

Sincerely,
Brian Carney

From: Lazarus, Steven

Sent: Thursday, December 06, 2012 12:10 PM
To: Carney, Brian

Cc: Sandra Margoles (slmargoles@aol.com)
Subject: FW: CON questions

Brian,
Here is the email | had mentioned to you. Can you please follow up with Dr. Margoles.

Thank you,
Steve

Steven W. Lazarus

Associate Health Care Analyst
Office of Health Care Access
Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone (Direct): 860.418.7012
Fax (Main): 860.418.7053

From: simargoles@aol.com [mailto:slmargoles@aol.com]
Sent: Wednesday, December 05, 2012 3:44 PM

To: Lazarus, Steven

Subject: CON questions

Steve- we have submitted our CON application and are now responding to further questions. They wish to know the
breakdown per volume for place of residence per year. Should we list zip codes and town names or just broad regions;
towns?

Sandra L. Margoles, MD
Associate Plastic Surgeon
Dept. of Plastic Surgery



Greenwich Hospital/Stamford Hospital
203-869-2939

This message is being sent by or on behalf of a physician;

it is intended for the exclusive use of the individual or

entity that is the named addressee and may contain information
that is privileged. If you are not the named addressee or an
employee or agent responsible for delivering this message to
the named addressee, you are not authorized to read, print,
retain, copy or disseminate this message or any part of it.

If you have received this message in error, please notify us
immediately by e-mail, discard any paper copies and delete all

electronic files of the message.



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

November 28, 2012 VIA FAX & EMAIL ONLY

Sandra L. Margoles, MD
Greenwich Platic Surgery Center
2 ¥ Deerfield Drive

Greenwich, CT 06831

e | & 2018

RE:  Certificate of Need Application; Docket Number: 12-31799-CON
Greenwich Smartlipo d/b/a Greenwich Plastic Surgery Center
Establish and Operate an Outpatient Surgical Facility in Greenwich

Dear Dr. Margoles:

On October 31, 2012, the Office of Health Care Access (“OHCA”) received your initial
Certificate of Need application filing on behalf of Elsa M. Raskin, MD and Sandra L. Margoles,
MD of Greenwich Smartlipo, LLP, d/b/a Greenwich Plastic Surgery Center (“Applicants” or
“Facility”) to establish and operate an outpatient surgery center in Greenwich, Connecticut.

OHCA requests the following additional information pursuant to Connecticut General Statutes
§19a-639a(c):

1) Please revise the “Retrospective Volume” table on page 3 of the application to include
columns for: January — October 2012 (actual), November — December 2012 (estimated) and a
2012 total (10 months actual + 2 months estimated).

2) Provide a breakdown of the patients’ town of residence based on volumes for 2010, 2011 and
2012, year-to-date.

3) Do the patient volumes listed on page 3 of the application represent procedures completed
only at the Greenwich Plastic Surgery Center, or do these numbers include procedures
performed. at other facilities? If procedures were completed at facilities other than the
G—reenwj‘%‘_éh Plastic Surgery Center, please identify volumes by facility.

4) Please provuie additional detail to support the statement found on page 3 of the application,
which states: “We provide state of the art laser liposuction treatment that is not available at
the hospital.” Provide additional documentation to explain the type of liposuction that you
perform, if it is available at other area providers (application states this type of liposuction is

not available at Greenwich Hospital) and show evidence to support the advantages of this
method of treatment.

An Egual Opportunity Employer
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Toll-Free: 1-800-797-9688
Fax: (860) 418-7053



Greenwich Smartlipo, LLP d/b/a Greenwich Plastic Surgery Center November 28, 2012
Docket Number: 12-31799-CON Page 2 of 2

5) On page 4 of the application you state that the approval of this proposal would enable you to
“perform the surgeries for patients with lower fees and lower expenses for the physicians and
thefore [sic] result in lower cost to the patients.” Explain why the physician fees, expenses
and overall cost to the patients would be reduced as a result of this proposal.

6) If this proposal were approved, identify the personnel responsible for administering the
delivery of the general anesthesia. If not already noted, describe their qualifications for
performing this service.

7) Provide copies of any transfer agreements that the Applicants have in place with the area’s
acute care hospitals.

8) Provide documentation to verify your current accreditation by the American Association for
Accreditation of Ambulatory Surgery Facilities (AAAASF) as stated on page 5 of the
application.

9) Please revise the projected volumes on page 6 of the application to include FY 2015. Provide
additional detail on how these estimates were calculated, and include subtotal and total rows.

10) Based on the historical data you provided on page 3 of the application, the average number of
surgical procedures from 2009 to 2011 is 67. The surgical volumes projected on page 6 of the
application anticipate surgical volumes to increase to 119 in 2012, 178 in 2013 and 233 in
2014. Please provide the assumptions used to determine the projected surgical volumes.

11) Revise the financial estimates found on page 7 to reflect Financial Attachment 1, Version B
(see OHCA Website) adding additional row detail and columns that include: Projected w/out
CON, Projected Incremental, and Projected with CON. Add FY 2015 to the projections and
provide all assumptions used to prepare these projections. Also, identify the starting and
ending months of your fiscal year.

In responding fo the questions contained in this letter, please repeat each question before
providing your response. Paginate and date your response, i.¢., each page in its entirety.
Information filed after the initial CON application submission (i.e. completeness response letter,
prefile testimony, late file submissions and the like) must be numbered sequentially from the
Applicant’s document preceding it. Please begin your submission using Page 90 and reference
“Docket Number: 12-31799-CON.” Submit one (1) original and six (6) hard copies of your
response. In addition, please submit a scanned copy of your response, in an Adobe format (.pdf)
including all attachments on CD. If available, a copy of the response in MS Word should also be
copied to the CD.

If you have any questions concerning this letter, please feel free to contact Brian Carney at (860)
418-7014.

Sincerely,

Brian A. Carney
Associate Research Analyst
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1) Please revise the “Retrospective Volume” table on page 3 of the apphcatmn to

include columns for:

January — October 2012 (actual), November — December 2012 (estlmated) and a

2012 total (10 months actual + 2 months estimated).

RETROSPECTIVE
YEAR
2009 2010 2011
PROCEDURE Room1 Jan-Dec Jan-Dec Jan-Dec
Abdominoplasty 1 1 16 5
Blepharoplasty 1 10 7 5
Breast augmentation 1 9 6 7
Breast lift 1 7 13 . 5
Breast reduction 1 34 37 10
Facelift 1 2 3 3
Liposuction 1 20 30
Rhinoplasty 1 1 1 2
Subtotal 1 69 103 67

Greenwich Plastic
Surgery Center
since 2010 {GPSC)
Greenwich Hospital
(GH)

2012

Jan-Oct

W~

15

338

75

2012

Nov-Dec

O WO NP NN
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LOCATION
2012
total
2012 Location
7 GH
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17 GH
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88
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Docket Number 12-31799-CON 81

1/16/13

2) Provide a breakdown of the patients’ town of residence based on volumes for
2010, 2011 and 2012, year-to-date.

Volume
Town of Residence 2010 2011 2012
Darien ‘/ 5% 5% 5%
Greenwich 36% 34% 33%
New Canaa? / 6% 8% 8%
Norwalk 6% 5% 5%
Stamford o/ 13% 15% 15%
Other 2% 3% 2%
NY State 32% 30% 32%

91




. Docket Number 12-31799-CON 92

1/16/13

3) Do the patient volumes listed on page 3 of the application represent procedures
completed only at the Greenwich Plastic Surgery Center, or do these numbers
include procedures performed at other facilities? If procedures were completed at
facilities other than the Greenwich Plastic Saurgery Center, please identify volumes
by facility

The initial patient volumes listed on page 3 of the application include procedures
performed at the Greenwich Hospital. As of 2010, Greenwich Plastic Surgery Center
began doing liposuction in the office based operating room under local anesthesia . All
liposuction cases since 2010 have been done solely at the Greenwich Plastic Surgery
Center. Insurance paid cases such as some breast reductions, breast reconstructions, or
cosmetic, self pay patients who require or request an overnight stay will be performed at
the Greenwich Hospital.

In summary:
Total Volumes by Facility
Greenwich Hospital Greenwich Plastic Surgery Center
20069 . 69 0
2010 83 20
2011 37 30
2012 45 43

92




Docket Number 12—3 1799-CON 93

1/16/13

4) Please provide additional detail to support the statement found on page 3 of the
application, which states: “We provide state of the art laser liposuction treatment
that is not available at the hospital.” Provide additional documentation to explain
the type of liposuction that you perform, if it is available at other area providers
(application states this type of liposuction is not available at Greenwich Hospital)
and show evidence to support the advantages of this method of treatment.

Laser assisted liposuction is not available at either Greenwich Hospital, or Stamford
hospital, and there are no plastic surgeons in Fairfield County with this state of the art
laser machine.

Laser assisted liposuction has been shown to facilitate fat removal, reduce procedure time,
patient recovery time and postoperative pain. The most current laser liposuction machine
the triplex, also has a statistically significant improvement in skin shrinkage and
tightening of the skin when compared to traditional liposuction alone; the only type of
liposuction offered in the hospital setting.

DiBernardo, B.E., Randomized blinded split abdomen study evaluating skin shrinkage

and skin tightening in laser-assisted liposuction versus liposuction control Aesthetic
Surgery Journal, 30(4), 2010 p. 593-602
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Tightening in Laser-Assisted Liposuction Versus e 10560707

Liposuction Control

Barry E. DiBernardo, MD

Abstract

wanw.aastheticsurgeryjournal.com

®SAGE

Background: | aser-assisted liposuction has shown great potential in facilitating fat removal, improving patient recovery time, and decreasing
postoperative side effects. Clinical experience has indicated superior skin tightening after laser-assisted fiposuction than with livosuction alone.
Objectives: The aim of the present study was to obtain quanttative, obiective data for comparing tissue shrinkage and skin tightening achieved by

\asei-assisted liposuction versus liposuction alone.

Methods: Ten female subjects from the author’s private practice with unwanted abdomina! adiposity and mild to moderate skin Jaxity were enrolied.
O the abdomina! skin of each patient, the comners of four rectangular regions {approximately 5 x 5 tm each) were tattooed with India ink and randornly

assigned to treatment with laser-assisted lipostction {Smartly MPX laser, Cynosure, Inc., Westford, Massachusetts) or with fiposuction alane. The laser

systern permits indpvidual &3 well as sequential emission of 1064-am and 1320-

nm wavalengths. Skin shrinkage was quantified by caleulating the changes

in surface area of the regions. Skin tightening was quantified by changes in the skin stiffness index measured in the treated regions.

Results: One month and thiee months after reatment, the mean skin shrinkage ratios were significantly higher on the laser-treated side than on the
sudtion side. One month after treatment with or without laser, the mean skin stifiness and skin tightening showed no statistically significant difierence from
paseline. Three menths after treatment, the mean skin tiffness and skin tightening were significantly higher on the laser-reated side.

Conelusions: Laser-assisted liposuction has a statistically significant effect on skin shrinkage and tightening of the skin n the abdominal area when

compared ‘o liposuction alone.

Keywords
tiposuction, laser, laser-assisted liposuction, skin fightening, skin shrinkage

Accepted for publication December 28, 2009

Liposuction is considered the gold-standard procedure for
body sculptiag and contouring.! The introduction of the
tumescent technique has reduced the risk of bleeding,
which has thereby reduced the need for general anesthesia
and hospitalization and diminished postoperative ecchy-
moses associated with liposuction.'® Other advances
include the refinement of body site-specific cannulas and
the manual syringe suction for autologous fat transfer and
fine contouring.® More recently, ultrasound-assisted lipo-
suction (UAL), power-assisied lipesuction (AL}, vibroli-
posuction,® and laser-assisted liposuction {LAL) Dbave
shown promise in facilitating fat removal and in reducing
procedure duration, surgeon strain, patient recovery time,
and postoperative pain.'*?

Described first in a muliicenter study with a Nd:YAG
laser,”® LAL was designed to enhance outcomes of stand-
ard liposuction.! An updated technique with a 1064-nm

N YAC laser was described in detail by Goldman and col-
leagues,"” showing histological evidence of coaguiation of
small bloot vessels, rupture of adipecyles, reorganization
of the reticular dermis, and coagulation of collagen in fat
dssue, In this and in a later study,'? Goldman and col-
leagues delivered the laser energy directly to the adipose
tssue transcutaneousty through a 300-pm-diameter fiber,
with its distal end extending 2 to 3 mm beyond the distal
end of a 1-mum stainless stee] cannula. Badin et al,*** with
a technique and laser similar to that of Goldman et al,"""?

Dr. DiBernardo is a surgeon in private practice in Montclair, New
Jersey.
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showed rupture of adipocyte cell membranes, coagulation
of small blood vessels in fat tissue, coagulation of collagen
in adipose and dermal tissue, and reticular dermal reor-
ganization. Subsequent histological studies’® showed that
irradiation of freshly excised human skin and subcutane-
ous fat with 1064-nm laser energy resulted in greater
vaporization, liquefaction, and cell membrane destruction
than in nonirradiated controls. The authors also presented
evidence of laser-induced coaguiation of collagen fivers,
which should stimulate collagen remodeling and tissue
tightening.! The effects on adipocytes and collagen fibers
were dose dependent. Kim and Geronemus'® showed that
LAL with the Nd:YAG laser was well tolerated and associ-
ated with dermal tightening, rapid recovery, and magnetic
respnance imaging (MRI)-proven reduction in fat volume.
A detailed study?’ described the physics, quaniification,
and safety of subdermal laser heal treatment. Later, the
same authors presented a preliminary report on skin
shrinkage and increased elasticity as a result of multiwave-
length laser application.’® Although the aforementioned
study showed promising results, it did not directly com-
pare the effects of the LAL to those of an internally con-
trolled traditional liposuction alone. The aim of the present
study was to obtain quantitative, objective data for com-
paring tissue shrinkage and skin tGghtening achieved by
LAL versus liposuction alone, Skin shrinkage was quanti-
fied by changes in surface area and skin tightening was
quantified by changes in the skin stifiness index.

METHODS

Ten female subjects ages 31 to 57 years (median, 38) with
unwanted abdominal adiposity and mild to moderate skin
laxity without structural ptosis enrolled in the study
through the auther’s private clinic. Pregnancy, recent
abdominal surgery, disorders of the lower abdomen,
thrornbophlebitis, acute infection, heart failure, and previ-
ous Hposuction or liposculpiure in the study area were
grounds for exclusion. The study was approved by the
independent institutional review hoard in Plantation,
Florida, and all subjects provided signed informed consent
prior to participation.

The study was designed as a “split abdomen” study, in
which one side of each subject was treated with LAL
(Smartlipe MPX, Cynosurg, Inc.. Westford, Massachusetts)
followed by aspiration and the contralateral side was
treated with the laser cannula and fiber without delivery
of laser energy foliowed by liposuction. Subjects and staff
were required to wear laser eye proteciion during the laser
portion of the procedwre, The selection of treatment for
each side was randomized. Prior to treatment, the enire
treatment area was divided into § * 5-cim squares drawn
with a surgical marker. The corners of each square were
tattooed with India ink, delivered by dermal puncture with
a 20-gauge needle. Subsequent to marking the area with
tattoos, the subjects were photographed with the Vectra
system (Canfield Scientific, Fairfield, New Jersey) to estab-
lish a surface topography measurement baseline. Skin

laxity taseline was measured with a suction cup probe
{Derma Lab Suction Cup, CyberDerm, Media, Pennsylvania)
positioned at the center of each tattooed regiol.

Subjects were given tumescent anesthesia as per the
Hunstad formula'® (lidocaine, 1 g per L of ringer's lactate;
epinephrine, 1 mg per L of rnger’s lactate; and sodium
bicarbonate, 10 meq/L in normal saline) five to 20 minutes
before laser treatment by infiltration via a cannula into the
subeutaneous fat of the premarked areas. This tumescent
fluid was given to both the LAL and lipesuction-alone
sides in a similar fashion, approximately 50 to 100 mlL per
§ x S-cin? sector. [n addition, patients were given two oral
diazepam (10 mg each) and two acetaminophen/oxyco-
done (325 mg/5 mg) approximately 20 to 30 minutes
before tumescent fiuid application.

The laser systemn employed in this study permits indi-
vidual as well as sequential emission of 1064-nm and
1320-nm wavelengths, Energy is delivered to the subder-
mal tissue through a 6G0-pum fber threaded through a
1.mun microcannula and extending 2 to 3 mm beyond the
distal end of the microcannula. When the microcannula is
inserted in tissue, the laser is activated, and the microcan-
rula is moved slowly and evenly through the deep or
superficia! subdermal layer.

Sequential emission of both wavelengths provides a
spatially uniform laser energy profile for treating both
superficial and deep subdermal layers. An accelerometer
delivery system {SmartSense, Cynosure, Inc., Westford,
Massachusetts) attached to the laser handpiece helped to
minimize the occurrence of localized thermal damage dur-
ing treatment. If, during treatment, the surgeon slowed the
motion of the handpiece, the delivered laser power dropped
accordingly. If the handpiece stopped, energy delivery
ceased within 0.2 seconds.

The tissue was treated with a two-layer/iwo-step tech-
nique. The first step on the laser-treated side was 10
address the deep fat layers (1-3 cm below the epidermis)
within the premarked squares. Two to four incisions of
1 mm each were made with a number 11 blade in each
treated area for insertion of the microcannula. The deep
fat areas were treated with Multiplex Mode 1 20 W of
1064-um wavelength source and 10 W of 1320-nm wave-
length source). Subsequently, in the second step, the
superficial subdermal layer (0.5 cm below the epidermis)
was treated with Multiplex Mode 3 (8 W of 1064-nm wave-
length source and § W of 1320-nm wavelength source],
Epidermal temperature was monitored during treatment
with a handheld infrared thermal camera (FLIR
ThermaCAM B45, Niceville, Florida). The fiber was moved
back and forth in a fan-like pattern, moving deeper into
the 5 x 5-cm?® region and generating lipolysis in the
medium and deep layers of adipose tissue until sufficient
epergy was supplied to cause cell wall distuption and
coagulation of small vessels. (This amount of energy is
believed to be in the range of 1000 to 2000 joules per 5 x
5-cm? tegion for every centimeter of pinched skin thick-
ness in the overlying area.) In the superficial layer, the
microcannula was moved continually in a fan-like patiern
within each premarked square, and energy delivery was

Downioaded from aas,ségepub.m Dy guestan Mach 24, 2011

96




p—

DiBernardo

5495

Figure 1. {A) The suction cup houses a space into which the skin stretches as vacuum is applied to the skin. The negative

pressure (vacuum} exerts a force per unit area (stress) on the skin. This stretching [s an elastic deformation of the skin. Elevation

detectors with light beams are positioned at two heights within the space, As vacuum is applied, the skin stretches into the

space. {B) When the skin reaches the lower detector, it obstructs the light beam at this Jower level, and the (negative) pressure
is recorded. As the vacuum (negative pressure) increases, the skin continues to streich (C) and eventually reaches the upper
detector where it obstructs the light beam (D). The negative pressure at this upper level is also recorded. Since the positiens of
the light beams are fixed, the strain on the skin (the magnitude of the deformation [AX in Eguation {2) caused by the vacuum)
at sach of the two levels is known. The (negative) pressure that lifted the skin to the lower level is a reasure of the stress al
that Jevel. The same relationship hoids as the skin stretches 1o the upper level. The greater the negative pressure (Ap in Equation

{2)) required to stretch the skin to a given level, the lesser the el
Damia I, Grove M, Zerweck C. Suction chamber method for me

asticity of the skin. Reproduced with permission from Grove GL,
asurament of skin mechanics: the DermalLab. In: Serup J, Jemec

GBE, Grove GL, editors. Handbook of Non-Invasive Metheds and the Skin. 2nd ed, Boca Raton, FL: CRC Press; 2006. p. 594.

stopped when the epidermal temperature observed with
the thermal camera reached a nearly uniform 40°C to
42°C. This temperature range was shown i previous stud-
ies to be safe to induce skin tightening and shrinkage.”” A
red aiming beam from a HeNe laser source, better seen
with most of the room lights out, permitted the surgeon 1o
visualize the tip of the fiber during meatment. For the con-
trot liposuction-alone side, a similar microcannula was
inserted into the same depths as described above and
moved about for a similar duration to mechanically dis-
rupt the fat at the same depths. This was done to eliminate
the possibility that skin shrinkage and tightening on the
LAL side were caused by mechanical damage alone. The
entire abdomen was then aspirated with a standard 3-mm
suction cannula fo remove any remaining fat, disrupted
cells, and free fat oils.

When aspiration was complete, standard firm-pressure
dressings were applied to the wounds and subiects were
instructed to wear a compression garment for the follow-
ing three to four weeks. Oral antibiotic prophylaxis began
one day before treatment and continued for seven days
after treatment. Subjects were evaluated for skin shrinkage
and skin tightening one month and ihree montns after
treatment. Skin shrinkage was evaluaied by measuring
changes in the dimensions of the regicns marked with tat-
toos for each subject, Tattooed reglons were photographed
at baseline, one month, and three months with the
same camera under standardized conditions of lighting,

magnification, and background. Dimensions {horizontal,
verticzl, and diagonal) and. the perimeter of each tatteo
were measured with the Vectra System at each time point
and formed a basis for calculating surface areas, All meas-
wrements were reviewed and caiculated by an unrelated
third party blinded with respect tc the treatment modality.

Shrinkage and tightening on the laser-assisted side ver-
sus the liposuction-alone side were compared at one
month and three months. Differences were tested for sig-
nificance through a paired ¢ test, with P < .05 as the cutoff
value. Skin shrinkage was evaluated by calculating the
surface area shrinkage ratio {Equation (1)) for each region
on each subject.

SAposiTx -8

RSkinShrinkage = SA

ApreTx 1)
preTx ’

where

Rgisusheinkoge s the skin area shrinkage ratio,
Tx indicates treatment, and
5 A indicates surface area (mm?).

The tatiooed regions were also assessed for skin tighten-
ing with an elasticity device. A suction cup probe {Derma
Lab Suction Cup, cyberDerm, Media, Pennsyivania)*®
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Table 1. Reduction in Tattooed Region Surface Areas From
Baseline for Laser-Treated Side and Suction Side

One Month (%)

Three Menths (%)

Subject Laser Sucticn Laser Suction
1 12 9 12 13
2 27 25 18 13
E} 19 G 9 2
4 36 27 23 17
5 25 19 20 14
6 ) 12 7 16
7 27 20 21 19
8 14 13 10 9
9 25 22 — —
16 28 26 25 23
Ave 22 18 16 13

Percentage shrinkage calculation based on Equation {1},

was positioned at the center of each tattooed region.
When sucdon was applied, the skin was drawn up to a
lower level first and then to an upper tevel {Figure 1. As
the skin was pulled toward each level, it was subjected
to tensile mechanical stress. The {negative) pressire
difference between the upper and lower levels at each
time point was a measure of skin elasticity at that time
point.

In the present study, skin tightening was determined by
measuring the skin stiffness index at haseline, one month,
and three months and then comparing the stiffness index
at one month and three monihs with the stiffness index at

baseline. If the skin had a higher stiffness index at one
month or three months than at baseline, the skin had been
tightened. The skin stitiness indexes were calculated from
a stress-strain relationship {Eguation @n.

Lo dp 2
YSkinStiﬁ’nessﬁaZ\E’ @

where

Y quigstimess 15 the skin stiffness index,

o= 03125 is & fixed system constant based o the
geometry of the detecting suction probe,

Ap is the difference in negative pressure (mm Hg)
between the upper and fower level, and

Ax is the distance betwesn the upper and lower defectors
(mm).

The Ax vaiue is fixed by the geometry of the prebe, 80 Ap
is a direct measurement of the skin stiffness index. if the
skin stiffness index was preater at three months than at
haseline, the skin had tightened during the three-rnonth
period.

RESULTS

All subjects tolerated the procedure well. Adverse events
were limited to minor swelling and bruising in the
treated areas. The average volume of the aspirate was
936 mL.

&
=
\

| Skin Area Shrinkage
- i improvement Ratio

5 o

o 2
R =
H 1

S_kin Shrinkage improvement
Ratio {Laser vs, suction side)
&

2

1 month

{Laser side-vs. Suction side})

3 months

Figure 4. Mean skin shrinkage improvement ratio at ope month and three months postireatment. Individual skin shrinkage

improvement ratios, calculated from Equatien (3}
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Figure 5. Individual skin stiffness indices at baseline and one month postireatment, calculated from Equation (2).

Skin shrinkage data are tabulated in Table I. At one
month, the reduction in surface areas was greater in the
laser side than in the suction side for nine of the 10 sub-
jects, After that time, one subject, Patient 9, was lost to
foilow-up due tc pregnancy. At three months, the same
was true for eight of the nine remaining subjects. Patient
6 had a weight gain of over 15 pounds through the course
of the study, contributing to results that were not consist-
ent with the other patients,

Area shrinkage ratios at one month and three menths
are shown in Figures 2 and 3, respectively. A two-iailed
paired t test showed that the mean shrinkage ratios were
significantly higher (P = .018) on the laser side than on
the suction side in nine of 10 subjecis at one month and
in eight of nine subjects at three months (P = .014).
(Again, one subject was lost to follow-up at three months.)
Among subjects with excess flaccidity, improvement was
greater on the laser-trealed side.

The variable skin shrinkage response in individual patients
was accounted for by calculating for each patlent a skin
shrinkage improvement ratio defined in Equation (3).

RSkinf‘;m'inkagewLaser

SkinShrinkage_Suction

ISkiriShrir:ak&ge R

-1 (3)

where

Lajinshrinkags 1S the_skin shr'inkage improvgmen? ratio,

RSkinShrinkngcJasa:r is the skin shrinkage ratio usingthe
laser, and

R gy inshrinksge Suction is the skin shrickage ratio using suc-
tion alone.

Improvement in shrinkage ratios on the laser side over the
suction side at one month and three monaths was quanti-
fied by Equation (3}, The mean of the individual skin
shrinkage improvement ratios showed 35% greater shrink-
age on the laser side at one month and 54% greater
shrinkage at three months. These results are presented
graphically in Figure 4.

To assess improvement in skin tightening, suction cup
probe measurements were taken and the skin stiffness
indexes were calculated from Equation (2) for both sides
of the abdomen at baseline, one month, and three menths.
The skin stiffness indexes for each subject at baseline, one
month, and three months are shown in Figures 5 and 6,
respectively.

The variable skin stiffness index at baseline and skin-
tightening response in individual patients were accounted
for by caleulating for each side of the abdomen of each
patient a skin-tightening index defined in Equation (4).
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Figure 6. Individual skin stiffness indices zt baseline and three months postireatment, calculated from Equation (2).

TSkinTighteningﬁLaser_or _Suction

:YSkinStifEncss Laser or Suction_] (@)

YayinStiffness_Beseline

wherte

TkinTightening 15 the skin-tightening index calcuiated sepa-
rately for the laser or the suction side, and

Y gonstiteness 15 the skin stiffness index at baseline and
posttreatment on the laser or suction side.

At one month {n = 9), the mean skin-tightening
indexes of the laser side versus suction side did not differ
significantly. Mean improvements in skin stiffness from
baseline were ~2% for the laser side and 3% for the suc-
tion side (Table 2). Based on a paired two-tailed t test at
one month, the difference between the mean skin stiffness
after treatment (laser or suction) and baseline was not
statistically significant.

Al three months (n = &), all patients had higher skin
stiffness on the laser side than on the suction side. Mean
skin-tightening imnprovements were 62% for the laser side
and $% for the suction side (Table 2). One subject was

lost to follow-up. Based on a paired two-tailed ¢ test, the
mean skin stiffness index was significantly higher (P =
.02) on the laser than con the suctien side. The difference
between the mean skin stiffness after treatment with suc-
tion alone and baseline was not statistically significant. On
the laser side, the difference between the mean skin stiff-
ness index at three months and baseline was of borderline
significance (P = .06). Due to the small sample size and
large variance over patients, Wilcoxon signed rank tests
were used to check for significance. The test showed that
the median skin stifness index at three monthsi was signifi-
cantly higher on the laser side versus baseline (P = .011).

The mean skin-tightening indices for the laser-assisted
and the suction side, calculated from Equation {4), are
plotted on the graph in Figure 7. A clinical example is
shown in Figures 8 and 9.

DISCUSSION

Previous studies!? covered the safety and laser physics of
laser-assisted liposuction and the specific temperature
ranges involved for safe and effective treatment. In addi-
tion, a preliminary report'® indicated initial evidence for
skin shrinkage and tightening with laser. The present
study is the first to provide objective data showing that
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Table 2. Skin-Tightening [ndex for Laser-Assisted Side and
Suction-Only Side

One Month {%)

Three Months (%)

Subject Laser Suction Laser Suction
1 9 -3 54 21
2 —-25 —-33 225 54
3 —40 -7 67 -20
4 6 -19 - -
5 — — 10 -3
a -14 18 14 -2l
7 i) 26 54 26
8 —35 —35 3 0
9 27 47 — —
10 -7 -18 14 -14
-2 ~3 G2 5

>
=
1

Parcentage skin-tightening indexes calculation based on Equation

(4).

skin g hiehing thdex

3 Months

Figare 7. Mean skin-tightening indices at one and three
months posttreatment. Individual skin-fightening indices
calculated from Equation (4).

LAL with the Smartlipp MBX foliowed by aspiration pro-
vides greater skin shrinkage and skin tightening than
liposuction alone. The results support those of earlier
studies’'® in which a similar 1084-nm device was
employed. The 600-jm fiber in the present study is larger
than the 300-pm fiber in previcus studies.t'2'%¢ The
larger diameter fiber would aliow more energy to be deliv-
ered at a [aster rate with lower probability for fiber fail-
ures. Uncontrolled large energy sources near the skin
surface can cause complications if not monitored properly.

Goldman et al? showed that LAL and liposuction did
not alter blood ievels of hemoglobin, hematocrit, triglycer-
ides, and cholesterol up to one month after treatment.
Badin and colleagues' showed improvement in tissue
flaccidity and in areas that, if treated by liposuction,
would potentially become flaccid. Badin and colleagues,*
employing adipocyte diameter as an indicator of reversible
damage (tumefaction) to adipocytes, showed that LAL

Pigure 8. (A) This 40-year-old woman presented for treatment
of unwanted abdominal adipoesity and skin laxity. (B) Seven
months after a single treatment. The right side of the abdomen
was treated with the Smartlipo MPX laser (Cynpsure, Inc)
and the left side by manual manipulation with the cannula
and suction.

affected adipocytes both reversibly and irreversibly (lysis)
and that the procedure resulted in better wound healing,
better hemostasis, less surgical fatigue, improyed postop-
erative recovery, Inore rapig teturn to daily activities, and
an excellent aesthetic result.

To eliminate the possibility that skin shrinkage and
tightening were caused by mechanical damage, the side
not receiving laser energy was treated with the cannula
alone, both subdermally as well as in deep faf. The man-
ual treatment was performed for approximately the same
amount of time as the laser cannula was moved manually
during LAL. However, the mechanical damage did not lead
to the improvement achieved on the side treated with laser
energy. It is clear that laser-assisted lipolysis achieved
greater skin tightening and skin shrinkage than lipesuc-
tion alone. ‘

Both the 1064-nm and 1320-nm wavelength energies
in the present study are absorbed by adipose tissue and
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Figure 9. (A) This 42-year-old woman presented for treatment of unwanted abdominal adiposity and skin laxity} (B} Seven

months after a single laser treatment (18,00¢ J deep and 15,681 1 superficial} on the left side and manual manipylation with
the cannulz on the right side. {C, T} The identical before and after photos with an overlay of the 3D measured tattq:o reference

squares.

converted to heat that causes deformation, volume
expansion, and rupture of the fat cells. The laser-
induced heating also stimulates activity of dermal and
fat cell collagen. The 1084-nm wavelength energy is
absorbed by both oxyhemoglobin and methemoglobin,
which is responsible for coagultation of small blood ves-
sels in the faf tissue® Since absorption of 1320-nm
energy by hemoglobin results in methemoglobin forma-
tion and methemoglobin absorbs 1064-nm energy three
to five times as strongly as it absorhs 1320-nm energy,
the synergistic 1064-nm/1320-nm unit further enhances
hemostasis.”® The 1320-nm wavelength energy has a
higher water absorption coefficient and is scattered less
than the 1064-num energy, so energy of this wavelength
rapidly heats adipose tissue in small regions close to the
tip of the cptical fiber® Since the 1064-nm energy rom
the tip of the fiber has good tissue penetration and is
scattered more than its 1320-nm counterpart, it is dis-
tributed over a broader treatment area, resulting in move
controlled increases in temperature, more generalized

heating of adipose cells, and more widespread activity in
hemoglobin. As for the 1320-nun energy, because its target
is water, its effect on dermal collagen is greater than that
of the 1064-nm energy and the result is greatér collagen
shrinkage and skin tghtening.” :

The skin-tightening indexes, plotted on the graph in
Figure 7, suggest that one month after treatment, the
mean skin stiffness and skin tightening showedi no statisti-
cally significant difference from baseline both for the
laser-assisted and the suction-alone side. That might be
accounted for by the fact that at the one-month time point,
skin healing is incomplete. Three months after treatment,
mean skin stiffness and skin tightening were significantly
higher on the laser-treated side. ,

In summary, the advantages of LAL with aspiration
over liposuction alone are that the small-diameler cannula
reduces the trauma to (ke patient and permits the surgeon
lo treat superficial areas, the face, and othér areas in
which it is either cifficult to remove fat?? or i which the
trauma of a larger cannula without laser energy in the
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superficial zone would cause skin irregularities after treat-
ment. LAL provides the additional laser energy source, for
those difficult-to-treat fibrous areas such as breasts in
gynecomastia, upper abdomen, and back rolls.
Additional studies with more subjects would be needed
to further optimize the parameters for treatment of the
abdomen and other anatomicai sites with unwanted fat.

CONCLUSIONS

Laser-assisted liposuction has experienced increase usage
in clinical practice. Previous work has confirmed safety,
efficacy, and temperature parameters to elicit skin tighten-
ing. In the present study, the sequential delivery of the
1064 apd 1320-nm laser energles, as the only variable
parameter in this internally controfed study, has led to
data suggesting that the delivery of laser energy prior to
liposuction has a statistically significant effect on skin
shrinkage and tightening of the skip in the abdominal
area.

Disclosures

Dr. DiBernardo is a paid speaker for Cynosure, Inc.

Funding

This research was supported by Cynosure Inc,

REFERENCES

1. Parlette EC, Kamniner ME. Laser-assisied liposuction: here's
the skinny. Semin Cutan Med Surg 2008;27:258-263.

2. Kiein JA. Anesthesia for lipesuction in dermatologic sur-
gery. . Dermatol Surg Oncol 1588;14:1124-1132,

3. Klein JA. Tumescent technique for local anesthesia
irmproves safety in large-velume liposuction. Plast Recon-
str Surg 1993;92:1085-1098; discussion 1099-1100.

4, Heymans O, Castus P, Grandjean FX, et al. Liposuction:
review of the techniques, innovations, and applications.
Acta Chir Belg 2006,106:647-653.

5. Goldman A, Gotkin RH. Laser-assisted liposuction. Clin
Plast Surg 2009;36:241-253, vii; discussion 255-260.

6. Mann MW, Palm MD, Sengelmann RD. New advances
in liposuction techmology. Semin Cutan Med Surg
2008;27:72-82.

9.

10.

11

14.

15.

8.

17.

18.

19.

20,

2l

22,

Assthetic Surgery Jod;fmal 30(4)

Coleman WP 1V, Hendry SL I Principles of ﬁposuction.
Semin Cutan Med Surg 2006;25:138-144, :
viterho F, Ochoa JS. Vibroliposuction: a study of rate of
aspiration. Aesthetic Plast Surg 2002;26:118-122,
Fredricks S. Analysis and inoduction of a technology:
UUlirasound-assisted Lipoplasty Task Force, Clitt Plast Surg
1999,26:187-204; vil. ‘

Apfelberg DB. Results of multicenter study of laser-
assisted liposuction. Clin Plast Surg 1996;23:713-719.
Goldman A, Schavelzen DE, Blugerman GS. Laserlipoly-
sis: liposuction using Md:YAG laser. Rev Soc Bras Cir Plast
2002;17:17-26.

. Goldman A. Submental Nd:Yag laser-assisted liposuction.

Lasers Surg Med 2006;38:181-184.

. Badin AZ, Moraes LM, Gondek L, Chiaratti MG. Canta L.

Laser lipolysis: flaccidity under control, Aesthetic Plast
Surg 2002;26:335-339. ‘

Badin AZ, Gondek LB, Garcia MJ, Valle LC, Flizikowski
FB, de Noronha L. Analysis of laser lipolysis effects on
human tissue samples obtained from liposuction. Aes-
thetic Plast Surg 2005;29:281-286.

ichikawa K, Miyasaka M, Tanaka R, Tanine R, Mizukami
K, Wakaki M. Histologlc evaluation of the pulsed Nd: YAG
laser for laser lipolysis, Lasers Surg Med 2005;36:43-46.
Kim KH, Geronemus RG. Laser lipolysis using & novel
1,064 nm Nd:YAG Laser, Dermatol Surg 2006132:241-248;
discussion 247. :
DiBernards BE, Reyes J, Chen B. Evaluation of tissue
thermal effects from 1064/1320-nm laser-assisted lipol-
ysis and their clinical implications. J Cosm Laser Ther
2009;11:62-69. 3
DiBernardo BE, Reyes ). Evaluation of skin tighten-
ing after laser assisted liposuction. Aestletic Surg J
2009;29:400-407. }

Hunstad JP, Aitken ME. Liposuction and turhescent sur-
gery. Clin Plast Surg 2006;33:39-40, vi. ‘

Grove GL, Damia J, Grove MJ, Zerweck C. Suction cham-
ber method for measurement of skin mechanics: the
Dermalab. In: Serup J, Jemec GBE, Grove [GL, editors.
Handbook of Non-lvasive Methods and the Skin. 2nd ed.
Boca Raton, FL: CRC Press; 2006. p. 593-59%;

Pedersen L, Hansen B, Jemec GBE. Mechanrical proper-

ties of the skin: a comparison between fwo!suction cup .

methods, Skin Res Tech 2003;9:111-115. ;

DiBemnardo BE, Goldman MP, Saluja R, et al. Laser Lipolysis
With Sequential Emission of 1064 nm and 1320 nm Wave-
lengths. White paper. Westford, MA: Cynosure; 2008.

Downioaded from aes.sagepub.com by guest on March 24, 2011

104




Docket Number 12-31799-CON 105

1/16/13

5) On page 4 of the application you state that the approval of this proposal would
enable you to “perform the surgeries for patients with lower fees and lower expenses
for the physicians and therefore [sic] result in lower cost to the patients.” Explain
why the physician fees, expenses and overall cost to the patients would be reduced as
a result of this proposal.

A shift to an office based operating room, solely for the specialty of plastic surgery will
become a more cost effective center, we are able to better control costs of supplies, only
buying specifically what is needed for plastic surgery and not a farge, diverse set of
supplies and instruments needs for all specialties. It has been proven that doctors are
more cost efficient when responsible for the costs of their own supplies.

In addition, the costs can be under direct control on a case to case basis, especially
important for touch up cases and revisions,

A hospital based facility must distribute the costs and expenses for the non paying
population that uses the center; and these costs have been passed on to the paying
customer,

American Association for Accreditation of Ambulatory Surgery Facilites, Inc.
Committee for Insurance and Reimbursement, Guide for Third Party Reimbursement,
John Pitman 11, MD, Chair. 1-18

Hollinsworth et., al.,, Ambulatory Surgery Centers and Physician offices less costly than
hospitals, 2012

Paquett, Im, Smink, D., Finlayson, SR, Outpatient cholecystectomy at hospitals versus
freestanding ambulatory surgical centers., J. Am Coll Surg: 2008 Feb; 206(2): 301-5

Keyes, GR., et. al, Analysis of Outpatient Surgery Center Safetly using an internet-based
quality improvement and peer review program.

Plas. Recontr. Surg.:Vol 113(6), 2004

See attached articles.
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This article contains information about reimbursement matters for ASCs. Any
legal information provided in this article is not legal advice. Legal advice must be
tailored to the specific circumstances of each reader. In addition, although AAAASF and
the author have made every effort to ensure that the information in this article is accurate,
the healthcare regulatory landscape changes daily and may vary considerably by
jurisdiction. AAAASF and the author strongly recommend that investors in and users of
ASCs seek individual legal counsel to review their ownership structure and billing
practices for compiiance.
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Introduction to Insurance Reimbursement for AAAASF
Accredited Ambulatory Surgical Centers

The last quarter century has seen a dramatic shift in surgical practice across all
specialties. With advances in anesthesia safety, a better understanding of the physiologic
response to surgery, the use of prophylactic antibiotics, and less invasive surgical
technigues surgeons are now able to safely perform the majority of cases in the outpatient
setting. Third parfy payors and the federal government are keenly aware that outcome
studies continually demonstrate that outpatient surgery performed in an accredited
mi; center (ASC) leads to excellent outcomes at a cost significantly
Below that of hospital based facilities. In fact it is federal CMS policy to encourage case
shifting to ASC care whenever possible primarily because of the lower cost. As an
owner or shareholder in an ASC the prudent surgeon can take advantage of this
circumstance to provide the best possible surgical experience for the patient and do so in
the most efficient and reasonably profitable manner. '

AAAASF accredited ASCs have taken many forms. In some cases they can be as simple
as a single provider office based surgical suite. In other cases they can as complex as a
large multi-specialty, multiple surgeon facility. No matter what form is taken the
performance of appropriate cases reimbursed by third party payers will have a significant
number of salutatory effects. First and foremost, third party payors are always looking to
control costs and are increasingly supportive of shifting care to an ASC. As a general
rule, they are very willing to reimburse the ASC facility fees well beyond what they pay
for surgeons fees alone. Increasingly surgeons are finding that cases that pay only a
surgeon’s fee are barely profitable. However, when a facility fee is added these cases can
return to significant profitability. In addition the practitioner is now empowered to
tightly focus on control of both safety and cost. The use of the AAAASF guidelines
enables the surgeon to attain a proactive stance towards safety issues and correct
potential problems in a much more timely and direct fashion than the typical hospital
committee structure. In addition, prudent ASC management virtually demands careful
tracking of costs. Most surgeons have little knowledge of the cost factors in a typical
case they perform. By being directly involved in these issues surgeons find that they are
able to be very helpful in cost control measures without compromising safety. The
surgeon also will typically find much greater convenience and improved time
management when utilizing their own ASC. By keeping cases “in house™ the ASC will
allow the utilization of assistants familiar with the surgeon’s needs leading much greater
efficiency in case time. Struggles with scheduling and long drives to multiple hospitals
as well as emergency cases “bumping” cases on the elective schedule is virtually
eliminated. These efficiencies can allow the surgeon to increase his/her caseload without
a significant change in work hours.

The use of a AAAASF accredited ASC is also empowering for the practitioner when it
comes to negotiating with third party payers as both parties now share a mutual interest
in cost contro] for the patients and the surgeon now has a means of providing lower cost
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care for the payer. This allows even the solo practitioner to attract much more favorable
third party payer contracts. Instead of having case reimbursement virtually dictated to the
practitioner most third party payors are willing to discuss facility reimbursement.
Charitable care also can become less financially onerous. Many practitioners and
patients find that a single price to cover pre and post-operative care, operating room and
anesthesia fees (an arrangement familiar to cosmetic surgeons) can be worked out
reasonably and equitably in advance. In point of fact, ASC licensure by some states
requires a certain percentage of charitable care to be performed in the facility. However, |
by providing a lower cost setting, patients lacking adequate coverage can find that their i
care becomes more affordable. In addition, in the sefting of a profitable ASC these cases |
can become less Tinancially taxing for the operating surgeon.

When taken together the surgeon owner/shareholder of an ASC will find that both gross
and net income can rise substantially. This derives from several sources. Income can
rise directly from facility fees. More favorable contracts can improve revenues for the
surgeon’s office overall. Finally, “downstream income” can improve dramatically with
the typical improvement in efficiency experienced by surgeons participating in ASC
ownership/use. This guide is meant to serve as a very basic introduction to facility fee
reimbursement in AAAASF accredited ASCs. The opinions expressed in this guide are i
not definitive and cannot substitute for sound legal and professional advice (please refer |
to disclaimer on page 2).




Legal Matters

It cannot be stressed enough that when the provider embarks on the adventure of seeking
reimbursement for an ASC there is a virtual minefield of rules and regulations unique to
ambulatory surgery. This chapter cannot substitute for sound legal advice but is intended
only as a very brief and general guide to some of the governing principles. The ASC
owner/operator is strongly urged to seek sound and experienced legal advice proactively.
It is easy to make very expensive mistakes or place oneself in significant legal and
financial jeopardy if these issues are not carefully addressed weli in advance of any
attempt at collecting facility fees. Attempting to fix damage retroactively can cost
enormous amounts of time and money both in potentially lost revenues, legal defense and
in possible cessation of ASC operations while these issues are being sorted out. Also it is
axiomatic that ignorance of the law is not a valid legal defense. The ASC operator/owner
must be aware that a whole host of state and federal laws are always involved and each
state is different in how it approaches ASC regulation. Some states require licensure of
an ASC and some states require a Certificate of Need (CON). It is foolhardy for the
physician owner/operator/shareholder to not get sound legal advice when setting up an
ASC for reimbursement and familiarize him/herself with the applicable legal concepts. A
multitude of legal concepts apply to ASC reimbursement and operation and include (but
are not limited to) contractual law, restraint of trade, conflict of interest, anti-kickback
statutes, anti-self referral rules{e.g. Stark), state licensure, CON, reimbursement rules,
contract language, dispute mediation, and “governing law” a concept where the state the
ASC is operating is not the state which governs contract rules. The legal complexity and
corresponding peril rises even higher if an ASC attempts to bill government providers
such as Medicare, Medicaid and Tricare. Recent changes in anti-fraud legislations can
attach criminal penalties to billing errors for certain government based payers. It is
possible that some state rules directly conflict with federal rules, particularly healthcare
fraud and abuse laws and regulations such as anti-kickback statutes and self referral laws
such as Stark. These rules can be so complex that multiple interpretations of meaning
and effect are common and muitiple legal opinions are frequent. The ASC
owner/operator is warned that these conflicts can preclude a true “safe harbor” from these
so called fraud and abuse laws. It is essential that the owner/operators of an ASC
understand that AAAASF certification does not in any way change the above
requirements and they must be pursued as a matter separate from accreditation. On the
other hand the growth in physician owned and operated ASC’s is rapid and substantial so
it is apparent that many physicians have been able to negotiate this legal and financial
minefield and have found that this form of reimbursement is possible and very rewarding.

As alegal entity the ASC can exist in a number of forms. For example it can simply be
part of a physician’s office and simply integrate into the normal daily operation of the
physicians practice. Billing and reimbursement would occur within the context of the
daily operation of the physician practice. In some states this arrangement is considered
“office based surgery” and is a separate entity from a true ASC. This is a frequently
employed possible safe harbor against healthcare fraud and abuse laws. In states where
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there are CON requirements this form of billing can sometimes bypass those
requirements as well. In the setting of an existing CON the practitioner will typically bill
on form HCFA 1500 and the third party payer will reimburse at a higher rate that
includes facility fees. These arrangements are almost universally contractually based
prior to performing the procedures and billing for them. This type of arrangement can
also bypass separate liability for the ASC in some cases but obviously this needs to be
discussed with the liability carrier and tends to vary significantly from state to state. For
these and other reasons some third party payors prefer this type of arrangement.
Government providers (e.g. Medicare, Medicaid, Tricare) typically do not provide for
this pathway for reimbursement as they cannot negotiate with individual ASC
owner/operators. This tends to be more suited to individual practitioners with an
AAAASF accredited office based surgical suite.

The second possibility is that the ASC exists as a stand alone legal entity that generates
its own revenue, usually under a separate provider number. Once this occurs the owner
operator must be aware that the ASC is likely to incur its own liability and is very likely
to fali under the same state laws that regulate hospitals and stand alone ASC’s. This is
also the type of entity that can more typically bill government third party payers. The
size/number of providers is not necessarily relevant but the legal basis for existence is.
Once a physician has a relationship with such an entity federal healthcare frand and abuse
laws and regulations almost invariably come into play. A separate contract between
private payers and the ASC are almost mandatory in this case. These facilities sometimes
require state licensure and concomitant state regulation. In states where a CON law
exists these entities typically require obtaining such a certificate (which can be a very
onerous process). It is imperative that the owner/operator addresses these issues in
advance of any consideration of facility reimbursement or perhaps even construction.
There have been cases in which third party payers have demanded high six figure refunds
when these issues weren’t properly addressed in advance. These entities typically bill on
form UB92 under a unique provider number.

Medicare publishes a list of services by CPT code reimbursable to ASC’s and private
payers typically model the codes they will pay for after this list. The list is subject to
review semniannually by the Center for Medicare and Medicaid Services (CMS). It is
wise for the ASC owner/operator to become intimately familiar with this list prior to
commencing facility fee reimbursement procedures. The owner/operator should realize
that there are several legal issues associated with this list that most surgeons are unaware
of. If a provider performs a non-listed service in an ASC the third party payor may have
the legal right to deny payment depending on contract language. In the case where the
third party payor is federal (e.g. Medicare) the ASC can run afoul of federal heaithcare
fraud and abuse laws if it can be shown that the provider intended to perform the
procedure free of charge. In addition when surgeons operate in an ASC who are not
owner/shareholders Stark rules can apply if there is a perceived financial inducement. So
“fee splitting” arrangements in which the ASC splits facility fees with providers are
strongly discouraged. The facility director is strongly encouraged to learn about the
Health and Human Services (HHS) Office of Inspector General (OIG) safe harbors for
ASC reimbursement.
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The ASC owner/operator is also cautioned about billing practices that are overly creative
and/or aggressive. Since the number of ASC’s is relatively small they have a much
higher likelihood of closer scrutiny by both private and government third party payors
than the typical physician’s office. Audits are much more likely to be triggered if billing
is perceived as out of the norm. The most common cause for an audit is perceived
“unbundling” of services. The physician owner/shareholder is usually familiar with
correctly coding procedures but unbundling in an ASC can also involve improperly
billing for ancillary services and materials (e.g. splints and medications) that are
considered to be included in the basic facility fee and not eligible for additional
reimbursement. To make matters worse criminal penalties can be attached under fraud
and abuse statutes when government third party payors are involved. This liability can
even extend to all partners in an ASC. Fortunately there are new insurance policies on
the market that may provide some comfort to owner/operators. It’s called “compliance
insurance” and it can pay for the cost of defending yourself and even negotiate and pay
for settlement with Medicare or Medicaid if you are investigated for billing
improprieties.

Another legal problem arises when private carriers are billed out of network or off the
ASC list. Insurance companies may have their corporate offices in another state. The
ASC may find itself with little legal recourse if the plan refuses to pay even if the
procedure was preauthorized. In fact, the plan can require that dispute resolution take
place in the home state of the corporate headquarters. Although this doesn’t in and of
itself present legal problems the provider has much less protection against non-payment
than if there is a contractual relationship.
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Managing Overhead Expenses

The most common purpose for accepting third party reimbursement in an ASC is to
enhance practitioner profitability. The most essential ingredient in a financially
successful ASC is precise information on profit and loss. Since most third party payers
reimburse the ASC with a flat fee per CPT code the ASC can best achieve profitability by
controlling the cost of procedures. This can only be done by carefully tracking and
analyzing every cost involved with performing a procedure. Although ASC failure is
uncommon it does occur. The most common cause of ASC failure is non-profitability
which occurs without relation to facility size or level of utilization. The cost involved in
operating a facility are numerous but fortunately highly controllable and with careful
attention can be made quite manageable.

There are three basic categories of expenses for the facility:

«Fixed (costs that oceur irrespective of case type or volume)

+Variable (costs that vary with case type and volume)

*Personnel (these can be fixed or variable depending on how staffing is utilized and
maintained).

Fixed Expenses: The calculation of these expenses depends on whether the ASCis a
stand-alone facility or is physically or functionally part of a medical office. If part of an
office then they should be calculated as a percentage of the overall square footage,
otherwise the calculation is straightforward.

Rent

Utilities

Insurance (e.g. non medical liability, property loss etc.)

Liability insurance (if facility carries a separate policy)

Janitorial

Hazardous waste disposal

Routine Equipment inspection and maintenance

Telephone Service -

Transcription

Equipment Lease

Loans (c.g. build out). If facility is part of an office then loans can be apportioned
by percent square footage

Depreciation of facility and equipment

Any service provided as a fixed monthly expense (e.g. scrubs, oxygen).
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Variable Expenses: These expenses vary by the volume, length and type of case. These
are also the ones most subject to control or conversely overrun.

Anesthesia supplies and medications
Local Anesthetics
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Suture

IV fluids and administration supplies

Implants (if used)

Splints

Plates and screws

Electrocautery supplies

Scalpels and drains

Needles

Transcription services

Laboratory services (if not billed to the patient)
Linen (e.g. gowns, drapes and towels)
Hazardous waste disposal

Stationary

Dressings, binders and garments

Photographic services

Medical records

Pre-op and recovery room medications

Sharps

Cleaning supplies specific to OR cleaning and maintenance
Liquid waste disposal ‘
Paper cost for pre- and post-op forms
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Personnel Costs: These expenses vary depending on whether or not personnel are

utilized on an as needed (prn) basis for each case or are part of the overall office function.

Remember to include the costs of benefit packages when calculating personnel costs.
Typical personnel are as follows:

+,
o

Or director (RN or higher by AAAASF standards)
Recovery room

Scrub technicians

Instrument technicians

Circulator

Anesthesia personnel (uniess billing separately)
Scheduling personnel

e

4

*
e

3

!

* - -
"W “0

Cost Containment Strategies: Typically, the largest single area of cost for an ASC is
personnel. This is the trickiest area to manage because several factors are virtually
always in play and require careful monitoring. It is always in the facilities best interest to
attract and retain highly qualified and highly productive personnel. It is also a fact of life
that an ASC run efficiently can accommodate a higher case load leading to greater
revenues. On the other hand in most cases facilities will see some variability in
utilization as well as significant variability in case by case reimbursement. Successful
facility directors juggle these competing factors effectively but to do so wisely takes
constant analysis of actual revenues, case numbers, turn-around times, start times, and
day to day profitability. The more information the facility director monitors the better. It
is also helpful to use realistic growth projections and to be as realistic as possible in
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looking at case numbers. It is short sighted to utilize cuts in staff as a cost control
measure if that leads to a drop in efficiency. Again careful analysis of the effect of
personnel numbers on case times and efficiency should be reviewed frequently. Also
keep an eye on patient satisfaction as a staff stretched too thin is less able to give patients
the attention they require to be satisfied with your facility. Although it seems that using
the fewest personnel and paying them as little as possible is the best course from a
financial perspective that frequently turns out to be a false hope and unwise course.

The area of variable cost that has the highest risk/reward ratio is ordering supplies. The
cost of medical supplies varies widely depending on the source and types used.
Maintaining a large inventory of supplies can leave dollars sitting on the shelf vet
constantly ordering supplies piecemeal can avoid the savings that ordering volume can
bring. Personnel that are ordering supplies can literally make or break an ASC in a very
short period of time and this activity must be monitored closely and revisited frequently.
Employees rarely have an incentive to assume the responsibility of shopping around for
the best price and will generally gravitate towards comfort and convenience. Sometimes
contracts with suppliers can be written with lowered cost for the most frequently used
supplies. In fact hospitals will often let staff physicians “piggy back” onto their ordering
at the lower cost these larger entities are able to negotiate.

Potential areas of variable cost saving: The following is a list of areas identified as more
conimon ways to save money on variable costs.

% Reprocessing- many items that are normally single use or would be discarded
because they were not used during a procedure can be safely reprocessed. Gas
sterilization provides a means of sterilized unused items like sutures and paper
drapes. Most facilities find that gas sterilizers pay for themselves in a very short
period of time. It is the responsibility of the facility director to ensure the safety
of this method, however.

%+ Group purchasing alliances- the prices that large hospital chains pay for medical

items is a fraction of retail. Alliance with a hospital or other such entity can yield

very substantial savings. There is one such plan affiliated with AAAASE. Please
call the central office for more information.

Bulk purchasing- buying in volume is a double edged sword because large

inventories simply sit on the shelf and if an item is bought in bulk that is not used

in bulk a facility can be stuck with expiring items. Alliance with other area

ASC’s or hospitals can help in that obsolescing items can be “swapped” around

and used prior to expiration.

Sharing items with other facilities- Infrequently used equipment can be shared or

bulk purchases can be divided. Expensive drug requirements like Dantrolene®

can be purchased with other facilities and shared.

Equipment rental-infrequently used high cost items like c-arms, lasers,

endoscopes, dermatomes can often be rented. This is another area where cost can

vastly exceed revenue and facilities must be very realistic about how often “big
ticket” items are used and facilities should address these procedures in advance of
performing them.
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<+ Avoiding obsolescence- frequent inventory is a must so items nearing expiration
are used. This requires maintaining accurate inventory and checking it frequently
and rotating stock accordingly.
% In house services vs. outsourcing- laundry is a good example. Although
seemingly inexpensive, surgical scrubs can be a major expense in a busy ASC and
in some cases ownership of scrubs and drapes and the use of in house laundry can
yield large savings when compared to rental.
Consignment-consignment services are a means of controlling stocking without
purchase. These arrangements are really ideal for a busy ASC. Facility directors
must be vigilant because these can lead to very “choppy” cash flow as items are
used quickly and the bills mount quickly.
Comparison shopping-in particular ordering personnel must be monitored closely.
There is little incentive for staff to search for best price much less continue too
negotiate the most favorable terms in real time. In particular be wary of a single
vendor arrangement as often certain “loss leaders” will be used to entice a
relationship and simply made up elsewhere. This area requires constant vigilance
by the facility director.
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As a general rule at least ten cases per CPT code should be audited on a regular basis
for payment vs. cost. This number should be multiplied by the number of surgeons
utilizing the ASC as each surgeon should be looked at separately. As physicians we
are unaccustomed to having our costs looked at closely but the reality is that facility
costs can vary substantially from one surgeon to another even for the same case.
With time and attention most prudent facility managers find that surgeons become
very adept at cost control once they know what items and their alternatives cost and
the entire cost picture becomes clarified. Sometimes the cost of using a favored high
expense item can be offset by savings elsewhere. The other area of cost control is
ensuring that the cases are performed in the most efficient manner possible. Simply
looking for lowered cost can sometimes Iead to longer case and/or turn around times,
Although this may yield higher profit on a single case the overall financial picture can
suffer. It is sometimes better to accept lower profits per case when this allows more
cases to be done in a time efficient manner. A 20% profit on five cases may be better
cash flow for a facility than a 30% profit on 3 cases.

It cannot be overemphasized that constant vigilance combined with clear and frequent

communication is a must. The successful facility director will ensure that staff and
operating surgeons function as a team to maximize profitability, efficacy and safety.
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Billing Considerations

There is probably no more important activity that affects the financial health of an ASC
than effective billing. This sounds simple but most ASC managers would agree that it is
the most vexing aspect of managing third party reimbursement. The prudent
physician/owner is well advised to monitor this activity very closely. The fundamental
problem for most ASC’s is that a significant cost is accrued with each case performed in
a busy facility. These costs can add up very quickly. At the same time third party payers
rarely have an incentive to pay facility fees in a timely fashion. In fact it is a known
“dirty little secret” that one of the business models payers utilize is “benign neglect.” By
delaying payment a certain percentage of claims will be ignored by the ASC in addition
to the interest accrued by the carrier on cash reserves retained by delaying payment. As
payments are delayed costs continue to accrue. In a short period of time a substantial
operating deficit can be developed and without accurate, timely and aggressive
collections an ASC can quickly become insolvent. There are several steps in the billing
process of an ASC that are critical to understand.

Pre-Authorization: With the addition of ASC facility fee billing this process has several
unique aspects beyond preauthorizing a surgeon’s fee. Some third party payors still fail
to recognize the validity of accredited ambulatory surgical centers. For this reason it is
wise to per-authorize procedures for any payor with whom the facility does not have a
contractual relationship. For those payors who fail to recognize AAAASF as a legitimate
deeming authority but recognizes others (e.g. AAAHC) please contact the central office.
It is also critical to realize that some CPT codes are not reimbursable in an ASC. A list
of covered procedures should be obtained from each carrier. The Center for Medicare
and Medicaid Services (CMS) publishes one such list applicable to the government
carriers and most private payors mimic this list with some modifications. The provider
must ensure that the carrier supports reimbursement of ASC billing for the given
procedure. Even if a procedure 1s preauthorized carriers will typically only cover
procedures on a predetermined list. Some carriers require that only a facility under
contract be used. Finally, many procedures have additional fees beyond the basic facility
fee associated with ASC billing such as splints, implants, radiology etc. and it is
important that these costs are also pre-authorized.

Flat-Fee per CPT Code Method: Virtually all government third party payers and most
HMO, IPA, and PPO payors insist on this method. Although simpler to use there is
potentially greater financial pressure exerted on a facility by this method depending on
the profit margin for each case. It is critical that facility managers accurately track each
CPT code to ensure that payments are both accurate and timely. Frequent checks of -
Explanation of Benefit (EOB) forms can be done but a better method is to develop a
tracking sheet that determines if facility fees were paid properly for each CPT code for
every paid case.
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Submission of Billing: In a busy facility cash flow becomes much more acute than a
typical office as there are larger payments being tendered and much larger costs being
generated. The proactive facility director will have a number of arrangements in place
with his major carriers prior to submitting billing for reimbursement. These will be
discussed in the section on Contracts later in this booklet. If your facility accepts
payments typical for an ASC you will accept around 50-60% of hospital level
reimbursement per CPT code. The ASC payment schedule published by CMS also

- provides a rough guide. In 1983 the Center for Medicare and Medicaid Services (CMS)
published the Healthcare Common Procedure Coding Systerm (HCPCS). There are two
levels of codes. Level 1 is the American Medical Association Current Procedural
Terminology Codes (e.g. CPT). These will cover the basic surgeon and facility fees.
Level II codes classify services/supplies not covered by CPT codes. These codes cover a
number of items like splints, implants and certain medications. The prudent facility
director will familiarize him/herself with these codes and their use. There are two
general categories of level I HCPS codes that are frequently used in the ASC setting,
Codes beginning with the letter J or L are most frequently used. J codes encompass
drugs administered and L codes cover Orthotic and prosthetic procedures and devices,
Alloderm® (J7344) and breast implants (1.8600) are examples. There are also some
modifiers unique to the ASC. Coding for surgical first assistants such as a Physician
Assistant uses either modifier AS or 80. In some cases coding for a facility fee requires
the use of modifier TC (e.g. Technical Component). Coding for anesthesia services are
billed in a number of different ways. MD providers typically bill separately for
themselves but CRNA’s can be billed for under separate anesthesia CPT codes if [V
sedation is given under the direction of the operating surgeon. Finally, the use of certain
types of equipment such as C-arm, magnification and lasers can be billed for. It is
critical that the facility director have a full and complete understanding of when and how
and when these types of services are billed for.

Time based and flat fee billing: These arrangements are becoming increasingly rare. In
some cases these can fail to cover expenses while in others they can be very
remunerative. One should seek expert advice on how to proceed if this is offered by a
carrier.

Medicare Billing: All Medicare billing for ASC reimbursement is limited to the list of
Medicare-covered ASC procedures. This list is available on the CMS website. It should
be noted that most private payors use various modifications of the same list and it is
unwise to perform procedures not on the ASC list as they are subject to exclusion from
payment. CMS publishes a Correct Coding Initiative (CCI) every quarter and ASC
reimbursement is subject to CCI edits. These are revised every quarter so the facility
director must keep track of these. www.cms.hhs.gov/physicians/cciedits/ is the site to
check these. It is critical to understand that all Medicare billing is subject to audit and
that billing deemed fraudulent regardless of intent is subject to criminal penalties. Also,
if a facility is out of compliance with Medicare rules it can be shut down, even to non-
Medicare patients. Any facility director that considers performing procedures on
Medicare patients is responsible for knowing these rules. Also, remermber that the
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number of facilities that bill for Medicare is limited and most likely subject to much

-greater scrutiny that a physician is accustomed to.

Getting Reimbursed in a Timely Fashion: This is undoubtedly the most vexing and
difficult problem facing any physician’s office and the problems are only multiplied in a
busy ASC. Third party payors have little incentive to pay in a timely fashion and many
carriers appear to reject a certain percentage of claims g priori. Stories of “lost claim”,
“sent to the wrong office”, “never got the claim”, “sent to the wrong person” occur so
frequently that mere coincidence appears unlikely. The best way to deal with this issue is
to obtain contract language that spells out timely payment with accurate (“clean”) claims.
Automatic payment deposit into an account owned by the ASC is even faster. Electronic
tracking (typically internet) and a close working relationship with the provider
representative is helpful and the ASC manager should get names, phone numbers and
email addresses for the provider representative for as many carriers as possible. Most
states have reguiations that require carriers to pay in a timely fashion, typically 30- 45
days depending on the state. Some carriers will frequently wait till the time limit has
almost expired and then deny claims for dubious reasons. The problem for the ASC is
that once a claim is denied foliow up phone calls or resubmission of billing only restarts
the time limit clock. A better way to proceed 1s to develop a “warning package”. A copy
of the original claim with a correct quote of state rules on timely reimbursement coupied
with a threat to go to the state insurance commissioner is a one such aggtessive tactic.
The package can also include a legal citation. In Alsobrook v. National Travelers Life
Ins. Co. an award of $126,239 was awarded ($100,000 in punitive damages!) to the
plaintiff against an insurer for unreasonable delaying payment of health insurance claims.
This case specifically found the insurer liable for delaying claims when they received
proper proof of loss and that bad faith applies not only to unpaid claims but also to claims
whose payments are simply delayed. A citation of this case is an excellent motivator for
a third party carrier when enclosed with a warning package.

Conducting Self Audits: This is a good practice as it avoids problems arising if your
ASC is audited. If you find that you have been overpaid it is important that these
payments are returned with an accompanying letter of explanation. By performing these
maneuvers one can avoid very expensive mistakes later on if an audit is performed.
There are a number of publications that explain this concept further. This practice is
particularly heipful if the ASC finds itself being audited externally. As a general rule the
ASC will find itself standing on much firmer ground if it has already performed internal
self audits.
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Acquiring Participation with Private Carriers

Probably the most important step for an ASC after accreditation is the acquisition of
contracts with area PPO’s, HMO’s ete. This is somewhat simplified in smaller (e.g.
single provider) facilities as the physician will frequently already have acquired
participation with a number of these and adding the technical component (facility fee) is
a simple matter of expanding services. Larger facilities will frequently have to acquire
participation as a separate entity. The existence of CON laws makes this a much more
complex task which wili vary from state to state. Generally this type of contracting will
need to be done on an individual provider basis. Most physicians find negotiating with
insurance carriers to be a one-sided process and generally fruitless unless one is a
member of a large group or is hospital based. The physician owner/operator of an ASC,
even if he/she is a solo practitioner, can find the tables turn in his/her favor quite a bit.
An ASC has several advantages for both the provider and the carrier. Following below
are some guidelines for negotiating with third party payors.

Cost of Care: The first and foremost advantage of an ASC to a third party payor is cost.
By limiting (or eliminating) the cost of operating on non-payers (a.k.a “self pay) the
burden of finding sufficient excess profits elsewhere (known as cost shifting) by the ASC
is obviated. Second, participating surgeons can be monitored closely on a case by case
basis to ensure that they are functioning in a cost effective manner for the facility.
Thirdly poorly reimbursing or excessively expensive procedures can be eliminated from
the ASC. Finally the prudent facility director can find a multitude of ways to control
variable costs as noted earlier in this manual. All of these factors combine to allow the
facility to approach the carrier as an entity that has the ability to save substantial doliars
by offering lower cost to the third party payor while the ASC still maintains an
acceptable profit margin.

Safety: Asan AAAASF accredited facility there is a certainty of safety that is unmatched
among ASC’s. This was elegantly demonstrated in two recent publications in Plastic and
Reconstructive Surgery {113: 1760, 2004). As an entity under constant peer review
AAAASF facilities have no equal in identifying and quantifying the complication rate for
procedures performed in our facilities. We have demonstrated unequivocally that
outpatient surgery with a very low complication rate can be performed in our facilities.
No other deeming entity requires the rigorous quality assurance combined with data
collection that we do. Safe surgery with minimized complications is very cost effective
to the provider as the cost of a single complication generally far exceeds the cost of initial
care. This should be factored in by every payor when contracts are negotiated. In
addition the push for “pay for performance” has left AAAASF facilities uniquely
positioned for success in this area as it becomes more prevalent.

Case Mix: The prudent facility director can look very carefully at existing levels of ASC
reimbursement for different specialties and avoid poorly reimbursing ones. For example
ENT, Gynecology, Plastic Surgery, Orthopedic Surgery, Hand Surgery, General Surgery,
Podiatry, and Pain Management are all proven performers from an economic standpoint
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nationwide. Urology, Ophthalmology, Vascular Surgery tends to perform poorly. There
are of course regional differences in all of these and certain cases in all specialties tend to
perform better than others. In this fashion by encouraging more profitable specialties to
use the facility one can achieve a higher profit margin and perhaps accept somewhat
tower facility fees overall when negotiating with carriers.

Legal Structure for ASC Reimbursement: The legal basis upon which the facility is
formed can have a substantial impact on reimbursement. In states where CON rules exist
the facility is faced with several options. Obtaining the CON is possible but will usually
be granted only over the objection of area hospitals and competing ASC’s that have
deeper pockets and more political clout. CON laws were originally developed in the
1970°s when Medicare reimbursed individual facilities on an annual basis. Now that
Medicare pays per procedure CON laws are essentially obsolete. However 14 states have
retained these laws as a means of (theoretically) controlling costs by prevention of
overbuilding. The real effect this has had is the stifling of competition and allowed
continued growth of politically favored entities such as hospitals at the expense of newly
developing ASC’s. The best advice on obtaining a CON can be obtained from other
ASC’s who have been successful in this venture. It tends to be a daunting process.
However, in CON states there are usually a much smaller number of facilities providing
ambulatory surgical services because of reduced competition. For this reason the
physician owner may have much more bargaining power than he/she may realize. CON
laws generally do not restrict how physicians are paid so in many CON states
arrangements can be made to receive an enhanced fee for procedures performed in a
physician owned ASC which bypasses the CON mandate. Usually billing is on form
HCFA 1500 and the TC modifier is used. This must be set up with each individual
carrier and it is critical that the provider get sound legal advice prior to embarking on this
strategy. It should be noted in states where this type of arrangement has been challenged
the provider, not the state, has usually prevailed. In states where there are no CON
restrictions most facility directors agree that the ASC should be set up as a separate entity
with it’s own tax ID number, business license etc. It is felt that this improves ones
negotiating position and that bargaining power is enhanced. Again good legal advice
must precede any negotiation. '

Potential Pitfalls in Contracts with Third Party Payors: There are a number of potential
pitfails for contracts any ASC has with third party payors and avoiding them is important.
First the facility director must establish what cases will be performed in the ASC and
what specialties will participate if the ASC will be a multispecialty entity. It is critical
that third party payors and the facility agree on those procedures. Most payors will have
a list of supported CPT codes but all participating physicians should peruse such a list
very carefully. If exceptions are to be made both parties should agree on a
preauthorization mechanism for “off the list” procedures in advance of their being
performed. In the case of procedures that are deemed medically necessary and must be
performed at the time of surgery an agreement should be reached as to how they are
handled. Many payor contracts have a “hold harmless” clause that exempts the plan
member from being responsible for services the plan refuses to cover even if the plan
goes bankrupt. Although there are varying state laws regarding this (and federal in the
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case of Medicaid/Medicare) most plans will attempt to write a much more restrictive
clause than required even to the point that procedures previously authorized can be
denied after the fact and the ASC cannot bill the member. Fortunately most plans are
willing to negotiate this clause. Another clause cailed “governing law” dictates which
state’s law applies if there is a dispute between the plan and the provider. 1t is a good
idea to change this to the state the ASC is located in or ask for binding arbitration. If this
isn’t addressed in advance the facility may be forced to legally challenge improper
payment in a distant state. If an ASC is audited, particularly my Medicare or Medicaid a
new insurance product called “compliance insurance” can cover the legal expenses of
providers in the case of an audit or sometimes even if criminal proceedings are started.
Given the higher profile that an ASC has this can be prudent if the ASC accepts Medicare
facility fees. Submission of bills and late payments by payors is another frequently
overlooked area. Plans that allow electronic submission to be heid till required document
can be submitted either on paper or electronically will speed payment considerably.
Adding interest to late payments another area that plans will sometimes agree to or this
can even be required by the state.

17
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Attracting Other Providers and Carriers to the Facility

The ASC that bills for facility fees can be very attractive for both surgeon and insurance
carrier. By developing a cost profile the ASC can look towards expanding to other
panels. In particular local employers can persuade the carrier to add your ASC to their
panels when you can lower their costs. In the same way surgeons can lower their cost
profile by taking their cases to a facility that costs third party payers less. The other
elements that make a facility attractive to an insurance plan are patient satisfaction and
safety. Since both are an integral part of AAAASF accreditation the prudent facility
director can quantitatively demonstrate success in both areas. It is important that third
party payors (in theory) serve their clients (your patients). One area of attracting
surgeons to a facility must be addressed. The use of incentives that even have the
appearance of a referral to a facility that the physician has a financial interest in brings in
the possibility of Stark rules and Laws. Additionally, if there is a perceived financial
benefit to the referral anti-kickback laws can come into effect. Physicians who are
shareholders are less susceptible to these rules but non-owner physicians are not exempt
either. It is critical to get sound legal advice on these matters. Unfortunately, there are
no absolute safe harbors for Stark rules for participating physicians so the ASC facility
director and shareholding physicians must have as complete an understanding of Stark as
possible. It is also possible to “lease” space in the facility at fair market value and allow
the surgeon to collect his own facility fee. These arrangements must be made very
carefully and be able to withstand close legal scrutiny. However despite the pitfalls it can
still be in the facilities’ interest to make such arrangements with other providers to
enhance profile and better utilize existing personnel.
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" Ambulatory surgery centers and physician offices less costly than hospitals

Ambulatory surgery centers and physician offices less
costly than hospitals

Published on October 22, 2012 at 3:51 AM

More and more outpatient surgical procedures are being done at nonhospital-based facilities such as freestanding
ambulatory surgical centers and physician offices, instead of at hospital-based outpatient departments. A new study
comparing the cost to Medicare of 22 urplogicat surgical procedures performed in each setting has found that
ambulatory surgery centers and physician offices are less costly than hospitais. The results are published in the
December issue of The Journal of Uralogy.

"Our findings indicate that for comparable procedures, hospitals were associated with significantly higher payments
than ambulatory surgical centers and the physician office,” says lead investigator Jobn M. Hollingsworth, MD,

' Department of Urclogy, Dow Division of Health Services Research and Center for Healthcare Cutcomes & Policy,
University of Michigan, Ann Arbor, "In fact, offioading 50% of the procedures from hospitals to ambulatory surgery
centers would save the Medicare program nearly $66 mitlion annually.”

Investigators examined national Medicare claims from 1298 to 2006, identifying elderly patients who underwent one
of 22 common outpatient uroiogical procedures, They measured alt relevant payments made within 30 days of the
procedure to capture any costs that may have resulted from postoperative complications and unexpected
hospitalizations. They assessed the extent to which hospital payments, professional services, and facility payments
vary by the ambulatory care setting where a procedure is performed,

The authars found that 88% of the procedures examined were performed at an ambulatory surgical center or
physician office. Ambulatory surgical centers and physician offices were less costly than hospitais for all but two of
the procedures. For instance, average adjusted total payments for urodynamic procedures performed at ambulatory
surgical centers were less than a third of those done in hospitals. Compared to hospitals, office based prostate
biopsies were nearty 75% less costly. While physician offices tended to be more cost-efficient than ambulatory
surgical centers, the difference was not significant. Facility payments tended to be the driver of payment

differences.

The average Charlson score, which measures how severely ill a patient is, was lower for patients treated in a
nonhospital setting. Dr. Hollingsworth notes that low risk patients may be more likely to be treated in an ambuistory
sefting, and the resuits may reflect the lower cost of treating patients who are less seriously #l. While Medicare
claims data may not be generalizable to other payers, Dr. Hollingsworth says, "the Medicare program accounts for
15% of total national spending on personal health services, making it the single largest payer in the United States.
Therefore, with regard to health care financing, as Medicare goes, so goes the nation.”

Dr. Hollingsworth and his colleagues observe that if the cost differences between nenhospital and hospital settings
are unjustified, e.g., due o inefficiencies rather than case mix, service, or content, then Medicare might base
payment in the future on costs at the least expensive seiting. "Alternatively, Medicare may bundle reimbursements
to facilities and physicians involved in care around & single outpatient surgical episode into a single payment, The
observed variation in fadiities payments suggests opportunities for improvement,” they conclude.

Source: Elsevier Heelth Sciences

Saved from URL: http:/Awww.news-medical net/news/201 21022/Ambulatory-surgery-centers-and-physician-offices-less-costly-than n
-hospitals. aspx
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Outpatient cholecystectomy at hospitals
versus freestanding ambulatory surgical
centers.

Paguette 1M, Smink D, Finlavson SR.

Source

Department of Surgery, Dartmouth-Hitchcock Medical Center, Lebanon, NH 03756, USA.
Abstract

BACKGROUND:

Because of safety concerns, some payers do not reimburse for laparoscopic cholecystectomy performed in
freestanding ambulatory surgical centers (ASCs). This policy has been controversial because of increasing
competition between ASCs and hospitals for low risk surgical patients.

STUDY DESIGN:

We performed za retrospective cohort study of patients undergoing elective outpatient laparoscopic
cholecystectomy in the state of Florida in 2002 and 2003 (n=40,040), using the Agency for Healthcare
Research and Quality State Ambulatory Surgery Database. Patients treated in hospitals and ASCs were
compared with respect to patient characteristics, charges, outcomes, and processes of care.

RESULTS:

For both hospital-based and ASC-based laparoscopic cholecystectomy patients, greater than 95% were
successfully discharged home, and there were no reported deaths. Compared with those treated in hospitals,
patients in ASCs had a higher rate of infraoperative cholangiogram (39% versus 36%, p=0.008). There was no
difference in the proportion of procedures converted to open cholecystectomy. ASC-based patients were
slightly younger {mean age 45 years versus 49 years, p < 0.001), were less often diagnosed with acute
cholecystitis (4.8% versus 8.3%, p < 0.001), and had fewer comorhidities on average than hospital-based
patients, but both cohorts had few comorbidities overall (98% had Charison scores of 0 ar 1). ASC patients
were more likely to be Caucasian {86% versus 75%, p < 0.001) and were more likely to have private insurance
(92% versus 87%, p < 0.001). For patients who had ambulatory [aparoscopic cholecystectorny as the only
procedure, the median charges were $6,028 at ASCs, compared with $10,878 at hospitals.

CONCLUSIONS:

In a population of stightly younger, healthier patients, laparoscopic cholecystectomy in freestanding ASCs
appears to be performed safely and with substantiafly lower charges than in hospitals.

PMID:

18222383
[PubMed - indexed for MEDLINE]
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Special Topic

Analysis of Outpatient Surgery Center Safety
Using an Internet-Based Quality Improvement
and Peer Review Program

Geoffrey R, Keyes, M.D., Robert Singer, M.D.,
James Yates, M.D., Alan Gold, M.D., and De

Assessing the quality of care delivered in ofﬁcebastd
outpatient surgery centers is difficult because formerly
there was no central data collection system. The American
Association for Accreditation of Ambulatory Surgery Fa
cilities (AAAASF), in its ongoing effort to assess and im-
prove patient care, has dcveloped an Internet-based qup]
ity improvement and peer review Drogram (o anfd}{?r:
outcomes for surgery centers it aceredis. Reporting)is
mandatory for all surgeons operating in AAAASFaccred-
ired facilities. Each surgeon must report all unanticipatgd
sequelae and at least six random cases reviewed by an
accepted peer review group biannually. A total of 411, b570
procedures were analyzed during a 2-year period (1 dm
2001 1o 2002). There were 2597 sequelae reported durz.pq
this period. The most comraon sequela was hematomd
formation following breast augmentation. Infection qu:—
curred in 388 cases. Deep vein thrombosis, pulmon:{n
embolism, and intraoperative cardiac arrhythnias were
found (o occur in a frequency consistent with prevldu.,
TEpOTLs. Sigmificant comphcations (hematoma, hy-per{&n
sive episode, wound infection, sepsis, and hypoiension)
were infrequent. A total of 1378 significant sequelae were:
reported for 411, 670 procedures This calculates to ope
unanticipated sequela in 299 procedures (an mcxdenccxof
0.3% percent). Seven deaths were reported. A death oc-
curredin one in 58,810 procedures (G.0017 percent). Thr
overall risk of death was comparable whether the proge-
dure was performed in an AAAASFaccredited office sor-
gery facility or a hospﬂa] surgery facility.

This study documents an excellent safety record for
surgical procedures performed in accredited office syr-
gery facilies by beard-certified swgeons. (Plast. Rfrezmjtv
Surg. 113: 1760, 2004.}

The number of cutpatient surgery centers
and physician office—based surgery facilities 1 s
esca}aung dramatically.** This phenomenon is
in direct response (o Lhe demand for sate, cost-
effective surgjcal care for pr ocedures that can
be performed in an outpadent setting. There

Received for publication Seprember 5,

DO 10,1097 /01 PRS5.00061 24743.758589.11

200%; revised januay 13

2044

1760

ic:nald E. Iverson, M.D., Michael McGusre, M.D.,
Thom;ason, M.D.

are advantages to performing operations In an
outpatent setting for both patients and sur-

geons, including convenience, patient privacy

and cormnfort, consistency in nursing and sup-
port staff, and increased efficiency.’

The American Society of Anesthesiologists
predicts that by the vear 2005, an estimated 10
million procedures wili be performed annually
in doctors’ offices—rwice the number of office-
based operations performed in 1895, This dra-
matic increase in the number of procedures
performed in ouipatient surgery centers has
focused attention on the need for accredita-
tion as a rmeans of ensuring compllance with
standards for their safe operaton.®®

Currently, only 14 states have mandated ac-
creditation of surgery centers. The number of
states requiring accreditetion or licensure to
perform surgery in an outpatent serting will,
and should, continue to increase, until accred-
itation becomes the natonal standard.

In the spring of 1999, recognizing the im-
portance of accreditaton, the American Soci
ety of Plastdc Surgeons and The American So-
ciety for Aesthetic Plastic Surgery passed a joint
mandate for ail of their members supulating
that members who perform outpatient opera-
tions under sedation or general anesthesia do
so in an accredited or state-licensed facility.’
Accredited or licensed outpatient surgical fa-
cilities must meet at least one of the following
criteria’

¢ Beaccredited by a

or state-recognized
or organization, such

nationally recognized
accrediting agency
as the American
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Association for Accreditation of Ambula-
tory Surgery Facilities (AAAASF), Accredity-
tion Association for Ambulatory Health
Care, or the Joint Commission on the Ar-
creditation of Healthcare Organizations.

+ Be certified to participate in the Medicare
program under Tide XVIL

» Be licensed by the state in which the facjl-
ity is located.

MONTTORING SURGERY CENTER MANAGEMENT

Design and management of a surgery center
require compliance with nationally recognizdd
standards to safeguard patient care. Ongoing
monitoring of care delivery is vital to ensufe
patient safety. However, it is difficult to corh-
pile and compare the data documenting care
delivery. This difficulty is a consequence of lack
of centralization of data collecuon from die
multiple accrediting, licensing, and managing
entities of outpatient surgical facilities. As a
result, there is litde available coordinated 1~
formation concerning ultimate outcomes of
putpatient surgery in nonhospital setings.

Since 1982, AAAASF, the largest organiza-

tion in the United States that accredits single
or multspecialty office-based surgery cep-
ters, has been at the forefront of developing
safety standards for the operation of ourpa-
tient surgery centers and coordinating rele-
vant data. In 1996, AAAASF conducted a vgl-
untary survey of all of their accredited
surgery centers to assess outcomes of surgical
care. The directors of all the surgery centers
were asked to fill out questionnaires aboiit
unanticipated sequelae that occurred in
their faciliies. Of the 418 facilities accred-
ited at that time, 241 (57.7 percent) returned
the anonymous questionnaires, a very high
response rate, In 1997, Moreilo, Coloh,
Fredricks, Iverson, and Singer published-a
review of this survey, entitled “Patient Safety
in Accredited Office Surgical Facilides.™

The following findings were of interest

+ 400,675 operative procedures were re-
ported during a S-year period from Jani-
ary 1, 1989, o December 31, 1993,

» Significant complications (hematoma, Hy-
pertensive episode, wound infecuon, sep-
sis. and hypotension) were infrequent,
numbering 1877, for an occurrence of one
in every 213 cases, or 0.47 percent.

» Return to the operating room within 24
hours and precautionary hospitalizanon
were less frequent,

1761

+ Seven deaths were reported. A death o¢
curred in one in 58,810 procedures
(0.0017 percent). The overall risk of death
was comparable whether the procedure
was performed in an AAAASF-accredited
office-based surgery facility or a hospital
surgery facility.®?

This study documented an excellent safety
record for surgical procedures performed in
accredited office-based surgery facilities by
board-certified surgeons.

QUALITY IMPROVEMENT AND PEER REVIEW

The goal of a surgery facility is to provide the
highest level of care delivery. The facility,
whether cffice-based, free-standing, or in a hos-
pital, should provide care with positive out
comes and a reduced incidence of unantici-
pated sequelae, In an effort to improve quality
of patient care, AAAASF designed and adopted
the first Internet-based reporting system for
quality improvement and peer review. The pur-
pose of the Internet systern was twofold: to
improve menitoring of random case review
and unanticipated sequelac and to facibtate
collaton and analysis of the data acquired.
This system has provided AAAASF with the
ability to more precisely evaluate outcomes.

The guidelines for using this new repoTuUng
system foliow AAAASE stanidards,? which re-
quire facilides to institute an ongoing quality
improvement program that (1) monitors and
evaluates the quality of patient care, {2} evalu-
ates methods to improve patient care, (3) iden-
tifies and corrects deficiencies within the facik-
ity, and (4) alerts the medical director to
identify and resolve recurring problems.

Peer review must be performed every 6
monihs and must include reviews of both ran-
dom cases and unanticipated operauve se-
quelae. If peer review sources external to the
facility are used to evaluate delivery of surgical
care, the patient consent form is so written as
to protect confidentiality of the medical
records, consistent with current legal stan-
dards. Peer review is performed either by a
recognized peer review organization or by a
physician other than the operating surgeon.

A minimum of six random cases per surgeon
utilizing the facility must be reviewed, and for
group practces, 2 percent of ail cases per-
formed must be reviewed every 6 months.
These random case reviews must include as-
sessment of the following: (1) thoroughness
and legibility of the history and physical exam-
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ination; (2) adequacy and appropriateness cpf
the surgical consent form; (3) presence of ap-
propriate laboratory, eiectrocardiographi{::,
and radiographic reports; (4) presence of ja
dictated operative report or its equivalent; (é:)
znesthesia record for operations performed
with intravenous sedation or general anesthe-
sia; (6) presence of instructions for postopers-
tive and followup care; (7) and documentp-
tion of unanticipated sequelae. :

All unanticipated cperative sequelae are re-
viewed, including, but not limited to the fak-
lowing: {1) unplanned hospital admission; (2
unscheduled return to the operating room for
complicaticn of a previous procedure; (3) up-
toward resuit of a procedure, such as infectuon,
bleeding, wound dehiscence, or inadvertent ift-
jury to another body suructure; (4) cardiac ¢r
respiratory problems during stay at the facilily
or within 48 hours of discharge; (5) allergic
reaction to medication; (6} incorrect needle or
sponge count; (7) patent or family complaint;
(8) equipment malfunction leading to injuty
or potential injury to patent, and (3) deathi

Each unanticipated operative sequela chart re-
view includes the following information, in addi-
tien to the operative procedure performed: (1)
identification of the problem; (2) imrnediate
treatment or disposidon of the case; (3) oyt
come; (4) analysis of reason for problem; and {5)
assessment of efficacy of mreatment ‘_

The data obtained through the individual
Surgery center peer review mectings are thén
entered into the Internet quality improvement
and PC&I’ review pl‘OgI"&m<

Data obtained from 621 surgery centers from
2001 through 2002 were statisucally analyzed.
The AAAASF standards require a bound surgi-
cal log book be kept that records sequentally
all operations performed. The first and last
surgical log numbers of all reviewed random
cases and unanticipated sequelae from a ne-
porting pericd are entered into the: Interngt
program with the reported data. This allows far
the computaton of the total number. of cases
performed per surgeon per period. In this
study, 78 percent of reporung surgeons cor-
rectly entered their surgical log numbers. The
average number of cases for those surgeons was
assigned to the surgeons whose numbers were
not correctly entered. The average case con-
sisted of 1.37 procedures. Using this multiple,
the rotal number of procedures reported for
this study was 411,670,

A total of 2697 sequelae in 411,670 proce-

PLASTIC AND RECONSTRUCTIVE SURGERY, May 2004

dures were reported. The standards for
AAAASF require all unanticipated sequelae o
be reported, including patient complaints, sur-
gery cancellations, and a variety of sequelae
deemed less significant than those reported by
Morello et al.?

When analyzing data in this report compara
ble to data in the aforementioned article, a
total of 1378 significant sequelae were re-

orted in 411,670 procedures over a Z-year
period (from 2001 to 2002). This calculates 1o
one unanticipated sequelae in 299 procedures
(an incidence of 0.33 percent) compared with
one in every 213 cases, or 0.47 percent, for the
Morello et al.® article.

Recently, Byrd et al? reported 35 unantici-
pated sequelae in 5316 cases. The 0.7 percent
incidenice of unanticipated sequelae in their
study, conducted over a E-vear period, supports
the incidence found in the current study.

ANALYSIS OF SEQUELAE

Table [ lists the 1378 reported sequelac by
type in descending order of frequency.

Hematoma

Hematoma was the most commaorn unantic-
ipated sequela reported in the study. There
were a total of 740 hematomas reported, rep-
resenting 28 percent of all sequelae or 0.18
percent of all procedures. The majority of
hematomas {(n = 676) were managed on an
outpatent basis (Fig. 1). Sixty-four patients
with hematoma required hospiralization

TABLE
Sequelac*

Sequelae . No.
Hematwoma 740
Infecton 338
Necrosis ' 76
Cardiac evenis 29
Respiraory disiress 20
Pneumoihorax 19
Burn 10
Pulmonury embolism 17
Decp vein thrombasis 4
Hypolension/ hyperension i6
Pulmonary edema i1
Allergic reaction 5]
Cellulids [
Denth 5
Hypoxia 5
Cardiag arresi 2
Chest pain 2
Hvperthermia 2
*Total nueber of sequetae - 1378
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676 Hematomas Managed on an Outpatient Basis
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for these patients was 1.58

patienis were hospitalized for observaton days (range, 1 to © days).
and had no surgical intervention. The aver- Breast augmentation resulted in the largest
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number of hematomas managed as outpatient
cases (n = 200). Abdominoplasty accounted
for the largest number of patients hospitalized
with hematomas (n == 16). All hematomas we;‘;e
managed successfully without residual se-
quelac. No deaths were reported as the result
of hematomas, '
Morello et al.® reported hematoma or bleed-
ing episodes in 965 of the 400,675 operatije
procedures, Or one in every 415 procedurgs
(an incidence of 0.24 percent). Byrd et al’
reported that 77 percent of sequelae were he-
matomas, an incidence of 0.5 percent or one in
200 procedures. Natof'® performed 2 prospe-
tive study on 13,433 procedures with a fql-
lowup of 14 days. Bleeding occurred in 74
patients, or one in 182 procedures (0.55
percent). '
Infection

There were 388 infections reported, repre-
senting an incidence of 0.09 percent or one in
1061 procedures. A total of 348 patients had
infecrions that were managed on an outpatient
basis (Fig. 3). Forty of the patients who had

PLASTIC AND RECONSTRUCTIVE SURGERY, May 2004

infecrions required hospitalization (Fig. 4).
The average hospital stay for these patients was
5.1 days. The length of sty varied from 1 day to
91 days. All infections resolved with local
wound care or a combination of antibiotics
and local wound care.

Forty-eight patients had an infection associ-
ated with an implant that was eventually re-
moved. Forty-three patients had breast im-
plants removed, and five patients had chin or
other facial implants removed. There were no
deaths ataibutable to infection.

Interestingly, Morello et al? reported the
same incidence of infection, 0.09 percent, for a
frequency of one in 1145 procedures. Byrd et
al.? reported six infections, an incidence of one
in 886 procedures, or 0.11 percent. Natof’s!®
study reparted 10 patients with postoperative
infections for an incidence of one in 1343 pro-
cedures or 0.074 percent.

Cardiac-Relaied Sequelas

Cardiac events occurred in 29 patients (inci-
dence of one in 14,196 cases, or 0.007 per

348 Infections Managed on an thxfpatient Basis
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O Breast Angmentation or Revision
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& Breast Reduction
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49 Infections Managed on ari Inpatient Basis
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B Hysteoscopy
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R Scar Reviston or Z-Plasty

B Wound Drainage

FIc. 4. Infecdons managed on and inpp.tien[ basis (n = 48).

cent). Twenty-seven patients had arrhythmids
and two patients had cardiac arrests.

Of the two cardiac arrests, one patient be-
came bradycardic, hypotensive, and unrespon-
sive in the postoperative recovery room. A code
was called and cardiopulmonary resusc taton,
atropine, and epinephrine were administered.
The patient was transferred to a hospital and
admitted. Unresponsive and withoutspontane-
ous 1esp1rauon she was admitted to the cardiac
care unit and placed on =2 respirator. After a
34-day hospital stay, the patient was discharged
with some neuroiogic defieit.

The second patient was undergoing a face
lift under intravenous sedaton. It is believed
that the patient had a myocardial infarction
afrer becommq hypotensive intracperatively.
The patient was resuscitated, but immediately
became bradycardic and was admitted tc a hos-
pital, She died after a 2-week hospital sray.

Fourteen of the patients with cardiac af-
rhythmias were hospitalized, with an average
length of stay of 4 days {range, (0 to 34 davs).

Two patients were reported to have had chest
pain in the early postoperative period tiat was
determined to be due to anxiety (Fig. 5).

Blood Pressure Alteration

The current study showed that nine patients
developed notable hiypertension intraoperative-
ty. All of these patients responded to medical
management. Hypertensive episodes occurred
in 0.002 percent of cases. One of these patients
had their surgery canceled and was referred for
medical evaluation.

Seven patients, or 0.002 percent of all cases
performed, had notable bypotensive epi-
sodes. Five of these patients were hospital-
ized for an average period of 2.1 days. Two
patients received a blood wansfusion. All pa-
tients recovered without residual sequelae
(Fig. 6). In the Morello et al.* article, hyper-
tensive episodes represented 414 cases, or
one in 968 procedures {an incidence of 0.1
percent). Intr aopcrati\t and postoperative
hypotension occurred in 148 cases, or one in
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o Breasl Augmentation

= Facefift
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8 Nasal Surgery

B Miscellancous

Cardiue Arrhythmioy

0 Abdominoplasty
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8 Butiock, Thigh, Extremity Lift

Fig. 5. Cardiac arrhythmias (n = 27). There were also wo occurences of cardiac arrest.

Intraoperative Blood P‘ressujre Alterations
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o Facetift and Related Procedures

= Blepharoplasty

9
M

8 Liposuclion

0 i - T
Hypertensive

Hypoitensive

a Breast Augmentation

= Abdominoplasty

Fic. 6. Inuaoperative blood pressure aiterations (n = 15). One other patent experienced

hypertension, but the operation was cancéiled.

2707 procedures, an incidence of 0.04
percent.

Deep Vein Thrombosis or Pulmonary Embolism

All surgical patients are at some risk for the
development of deep vein thrombosis in the
lower extremities. The risk is increased for pa-
tients with a previous history of that condition,
pulmonary embolism, or chronic venous insuf-
ficiency and for those with a family history ol
thrombodc syndromes. Other contributing fac-
rors include obesity, trauma, severe infection,
polycythemia, central nervous system disease,
malignancy, homocystinemia, history. of radia-

tion therapy, especially for pelvic neoplasms,
and the use of birth control pills.

There have been few reported studies on the
frequency of deep vein thrombosis and pulmeo-
nary embolism associated with outpatient sus-
gery. In the 2-year period monitored by the
AAAAST quality improvement and peer review
program, 31 patients developed deep veln
thromboses or pulmonary emboli in 411,670
procedures (Fig. 7). This represents 0.01 per-
cent of procedures performed, consistent with
the report by Reinish et al’® As with the study
by Morelio et al., the Remish group’s study was
conducted through a voluntary survey. The
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31 Deep Vein Thrombeses / Pulmonary Emboh
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Fic. 7. Deep vein mromboses/puirnnlx?w embol (n = 31).

correlation of statistics with the mandatory
AAAASF quality improvement and peer review
Internetbased reportng systemn is significant. .
Of these 31 patients with deep vein throm-
hoses or pulmonary emboli, 14 patents had
deep vein thromboses, of whom eight were
hospitalized for management; six patients were
treated on an outpatient basis. The average
length of stay for those hospitalized for deep
vein thromboses was 5.38 days {range, 2 to 12
days). There were no deaths associated with
deep vein thromboses that did not eventuate in
pulmonary emboli. All thromboses that did not
result in puimonary embolism resclved without
additional sequelae. '
The 17 patients who developed pulrmonary
emboli were hospitalized. The incidence of
pulmonary embolism was one in 24,216 proce-
dures, or 0.004 percent. The average length of
stay for pulmonary embols patients was 6.2 days
{range, 1 0 {1 days). Six deaths were report
edly due to pulmonary embolism. Four of the
patients who died of pulmonary embolisr had
undergone an abdominoplasty. One of the
aforementoned patients had undergore mul-
tiple procedures. The fifth patient who died
had 2 pulmonary embolus 2 weeks afrer rhino-
plasty. The procedure for the sixth patent who
died was suction lipectomy of the abdomen
using epidural anesthesia. The total amournt of
fat removed for the liposuction case was 3700

cc. All fatal pulmonary emboli occurred be-
tween postoperative days 2 and 14 In the re-
maining 11 patents, the pulmonary emboli
resolved without residual sequelae.

The incidence of deep vein thrombosis was
reported to be 0.3 percent in one large series
of patients undergoing hip replacement.'* Fa-
tal pulmonary emboli occur in 0.1 to 0.8 per-
cent of general surgery patients, 2 1o 3 percent
of patients undergoing elective hip replace-
ment, and 4 to 7 percent of patients undergo-
ing operative reduction of hip fracture.™

In a study of patients undergoing face lift
surgery, Reinisch et al.’* reported an incidence
of thrombosis of 0.1 percent based on a survey
of selected surgeons from the American Soci-
ery of Plastic and Reconstuctuve Surgeons. In
that study, 37 of 9493 face lift patients devel-
oped deep vein thrombeosis (0.39 percent) and
15 patients developed pulmonary embolism
{0.16 percent). Byrd et al ? reported no pulmo-
nary emboli in their 5316 elective plastic sur-
gery cases performed in an accredited outpa-
dent plastic surgery faciity.

Prnewmothorax

Intraoperative prewmothorax has been re-
ported as a complication in major surgical pro-
cedures about the chest wall when obtaining
rib grafts, mobilizing chest muscle flaps, and
performing chest wall reconstructon, In a re-
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cent study, Osborn and Stevenson' surveyed

869 members of the California Society of Plas-
tic Surgeons, requesting demographic data on
each participant regarding the number of
years that they were in practice and the num-
ber of breast operations performed per year.
The remainder of the questions dealt with the
incidence of pneumothorax encountered by
surgeons when performing breast augmenta-
tion. Fifty percent of the surgeons responded
{(n = 181); their respomnses indicated that a
total of 82 cases of pneumaothorax had been
encountered during breast augmentation in
their practices.'”

This study reports 19 cases of prneumotho-
rax (Fig. 8). The incidence of pneumothoragx
was greatest for breast augmentation and
augmentation-related procedures (n = 17).
The other two cases of pneumotiorax were
diagnosed during an abdominoplasty and a
breast reduction. In 17 patients, the pneu-
mothorax was noted intraoperatively, and in
two patients, it was diagnosed between post-
operative days 1 and 4. Puncrure of the
pleura at the time of rib block occurred in
seven patients, and an intraoperative pleural
tear while cauterizing bleeders was the cause
of pneumothorax for 11 patients. In one pa-
tient, pneumothorax was attributed to preex-
isting pulmonary blebs.

Osborn and Stevenson’® discuss the poten-
tial for the occurrence of catamenial pneumo-
thorax caused by endometrial implants on the

19 Preumeothoraces

PLASTIC AND RECONSTRUCTIVE SURGERY, May 2004

lungs. They usually occur between 48 o 72
hours after the onset of menstruation and have
been reported to account for 2.8 percent to 5.0
percent of all episodes of spontaneous pneu-
mothorax in women.'>?! There were no cases
of catamenial pneumothorax reported in this
study.

Twelve patents tequired chest tubes and
were hospitalized. The average length of stay
was 1.88 days (range, 1 to 7 days). The patient
hospitalized for 7 days had bilateral pneumo-
thorax with pulmonary edema that resolved.
There were no deaths from pneumothorax in
the 411,670 procedures performed.

Hyperthermia

Two cases of hyperthermia were reported.
One case was managed with aspirin. The other
case was a true malignant hyperthermia; the
patient was managed with dantrolene sodium
in the surgery center and transported o a hos-
pital. The hospital stay lasted 1 day, and the
patient was discharged without residual
sequelae.

Deaths

In addition to the six deaths related to pul-
monary embolism and the one death related to
intracperative hypoxia, another patent died
on the first postoperative day, presumably from
hypoxia related to sleep apnea. The patient was
obese and had undergone a face lift. She died
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o ek ert ek b e ped e Pt heed B3
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Fie. 8. Pneumothorax (n = 19).
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in her sleep at home the evening afier the
operation. '

The incidence of a patient dying after having
an outpatient procedure was 0.002 percent, or
one in 51,459 procedures. This compares fa-
vorably to the incidence in Morello ct al’s
study,® which reported seven deaths in 400,675
procedures for an incidence of 0.0017 percent,
or less than one in 57,000 procedures.

Discussion

Comparison of data obtained through volun-
tary and mandatory reporting programs dem-
onstrates close correlation in overall incidence
of unantcipated sequelae, their occurrence by
type, and postoperative deaths. it is important
to note that of the eight deaths reported
through the Internet reporting program, only
two occurred in the intraoperative or immeds-
ate postoperative period. Most of the deaths
were secondary to the development of pulmo-
nary embolism, which can occur as the result of
any surgical procedure, whether it is per-
formed in a multispecialty free-standing outpa-
tient facility, an office-based outpatient facility,
or a hospital,

All patients with unanticipated sequelae who
required hospitalization as the result of bieed-
ing or infection were managed and discharged
from the hospital with the sequelae resolved.

The AAAASF standards for accreditation of a
surgery center require all surgeons to be certi-
fied by an American Board of Medical Special-
ties surgical board and to have core credendals
in a hospital for ali procedures that they per-
form in their surgery centers. It may be as
sumed that the surgical technique for any
given procedure performed by a certified sur-
geon would be the same whether the proce-
dure is performed in a hospital or a surgery
center. The low incidence of intraoperative
sequelae in this report demonstrates conclu-
sively the safety of operation of outpatient sur-
gery centers that are accredited by a recog-
nized accrediting organization and staifed by
American Board of Medical Specialties board-
cerafied surgecns.

Additdonal broad based studies are being de-
signied to identify areas to improve the delivery
of outpatient surgical care. The first Internet
model for collecting data on outpatient surgi-
cal outcomes, designed by the AAAASF, has
added a new dimension to monitoring and
evaluating patient care. Its current use and
expansion will provide the needed data for

1769

further analysis of surgical outcomes. It is lm-
portant to note that the analysis of outcomes
will be more meaningful when reviewed in con-
juncdon with a surgery center’s comphance
with accepted standards for operation.[%]

Geoffrey R. Keyes, M.D.

Suite 611

9201 Sunset Boulevard

Los Angeles, Calif. 90069-3701

gril @aol com
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6) If this proposal were approved, identify the personnel responsible for
administering the delivery of the general anesthesia. If not already noted, describe
their qualifications for performing this service.

We will be contracting with The Stamford Anesthesia Services, PC a private practice
anesthesia group who works primary at the Stamford Hospital, Stamford, CT.

They are a group of board certified anesthesiologists who staff the surgical services at the
Stamford Hospital and The Tully Ambulatory Surgical Center of the Stamford Hospital,
Stamford, CT.
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7) Provide copies of any transfer agreements that the Applicants have in place with
the area’s acute care hospitals.

Please see attached transfer agreements for Dr. Sandra Margoles and Dr. Elsa Raskin for
transfer of patients from the Greenwich Plastic Surgery Center to The Greenwich

Hospital, Greenwich, CT.
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‘7’ GREENWICH
HOSPITAL

Yare New Hrven HEALTH

August 16,2012

To Whom It May Concern:

This is to certify that Sandra Matgoles, M.D, has been 2 member of the
Greenwich Hospiral Medical Seaff in the Departrent of Surgery, Section of
Plastic Surgery since Septerber 28, 1999.

She is 2 member of the Active Attending Staff has operating and admieting
privileges and is in good standing, In the event of emergency, Dr. Margoles
mnay transfer patients to Greemwich Hospital from her office.

Senio

Chief Medical Officer

5 Perryridge Road
Greenwich, CT 06830-4657
(203) 863-3000




RVRIDY GREENWICH
\ ' HospPiTAL

‘YALE New Haven HeattH

140

December 6, 2012

To Whom It May Concern:

This is to certify that Elsa Raskin, M.D. has been a member of the Greenwich Hospital Medical Staff in
the Department of Swrgery, Section of Plastic Surgery since June 27, 2006,

She Is a member of thelAc_tlve Attending Staff, has operating and admitting privileges and is in gqod :
standing. In the event of an emergency, Dr. Raskin may transfer patients to Greenwich Hospital from

her office,

Sincerely,

Vice President, Medical Services & Chief Quality Officer

§ Perryridge Road
Grecawich, CT (6830-4697
{203) 863-3000
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8) Provide documentation to verify your current accreditation by the American
Association for Accreditation of Ambulatory Surgery Facilities (AAAASF) as stated
on page 5 of the application,

Please see attached certification from the AAASF.
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AMERICAN P ASSOCIATION FOR ACCREDITATION OF AMBULATORY SURGERY FACILITIES, INC.

ACCREDITATION OFFICE; 5101 Washington Street, Suite 2F + P.O. Box 9500, Gumee, lilincis 60031 « Toll Free 1-888-545-5222
Phone 847-775-1070 Fax 847-775-1985 - E-mail: info@aaaasf org + Web Siie: www aaaasf.org

EXECUTIVE COMMITTEE

President
HARLAN POLLOCK, M.D.
. Dallas, Texas

Vice President
GEOFFREY R. KEYES, M.D.
Los Angeles, California

Past President
LAWRENCE 5. REED, M.1D.
New York, New York

Secretary Treasurer
FOAD NAHAL M.D.
Atlanta, Georgia

FP of Educotion.

DAVID C. WATTS, M.D.
Vineland, New Jersey

VP of Standards
HECTOR VILA, JR., M.D.
Tampa, Florida

VP of Legistation
DARRELL RANUM, 1D, CPHREM
Columbug, Ohic

DIRECTORS

Gary M, Brownstein, M.D.
Bonme G. Denholm, RN, MS, CNOR
Ronald E. bverson, M.D.

John D. Newkirk, M T3, Ph.D.
Jemnifer K. Quicei, CRMNA, MS
Edward 5. Truppiman, M.D.
Ieffrey Apfefbanm, M.D.
Peter Fodor, M1}

Leo McCafferty, MDD
Michael Frank, M.I7.

TRUSTEES

Gustavo A. Colon, MDD
Alan H. Gold, M.D.
Ronald E. Iverson, M.D.
Michael F. MoGuire, M.D.
Daniet €. Morello, M.D.
Rober Singer, M.D
James A Yates, M.I.

Executive Director
JEFF PEARCY, MPA, CAE
Gurnee, Iilinois

June 5, 2012

Greenwich Plastic Surgery Center , Facility ID #: 4039
Sandra L. Margoles M.D.

2 1/2 Deerfield Drive, Suite 102

Greenwich, CT 06831

Dear Dr. Margoles:

Enclosed please find the Statement of Deficiency generated by your 2012 self-
evaluation, using the Standards/Checklist and Answer Sheet, for your interim

‘vear evaluation. No_Areas of Deficiency were found in_the evaluation.

Enclosed is your certificate.

This self-evaluation shall not affect your status as an accredited facility, and
shall not be permanently maintained in your file. The self-evaluation is to be
used by you to maintain the high standards of this program, and to assist you
in preparing for your next on-site re-inspection.

Thank you for your support of this voluntary program of excellence, and we
look forward to your future participation.

Sincerely,

Wﬂﬁiw

Panicla A. Baker, CAE
Director of Accreditation

Enclosures

PAB/ijh
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Docket Number 12-31799-CON 144
1/16/13

9) Please revise the projected volumes on page 6 of the application to include FY
2015. Provide additional detail on how these estimates were calculated, and include

subtotal and total rows.

‘The percent increase in the anticipated surgical volume is based on our own practices
historical data as well as the American Society of Plastic Surgeons Plastic Surgery
Statistics Report. This report provides the statistical trends in the US for the past two
decades. The data base estimates a 5-9% yearly increase in surgical cases with results
based on a 95 percents confidence level and with a -+/- 3.16 percent margin of error.

See attached articles from www.plasticsurgerv.org, the web page for the American
Society of Plastic Surgeons.
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12-31799-CON Greenwich Plastic Surgery Center
2/4/13

9) Please rovise the projected volumes on page 6 of the application to include FY 2015.
Provide additional detail on how these estimates were calculated, and include subtotal
and total rows.

The % increase in the anticipated surgical volume is based on our own practices historical
data as well as the American Society of Plastic Surgeons Plastic Surgery Statistics Report.
This report provides the statistical tfrends in the US for the past two decades. The data
base estimates a 5-9% yearly increase in surgical cases with results based on & 93

- percents confidence level and with a'+/- 3.16 percent margin of error.  See addendum.

www.plasticsurgery.org

PROJECTED VOLUME

Greenwich Plastic Surgery Center

2012 2013 2014 2015

Abdominoplasty 12 18 25 27
Blepharoplasty 8 14 20 22
Breast Augmentation 12 20 30 33
Breast Lift g 13 20 22
Breast Reduction 28 30 30 33
Facelift 2 6 16 11
Liposuction 2 8 12 13
Rhinoplasty 2 4 6 6
Smartlipo 45 65 80 93
Subtotal 119 178 233 262
Greenwich Hospital

 Abdominoplasty 12 5 5 5
Breast Reduction 28 24 20 15
Breast Reconstruction 16 20 30 20

Subtotal 56 49 55 40
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Docket Number 12-31799-CON 150

1/16/13

10) Based on the historical data you provided on page 3 of the application, the
average number of surgical procedures from 2009 to 2011 is 67. The surgical
volumes projected on page 6 of the application anticipate surgical volumes to
increase to 119 in 2012, 178 in 2013 and 233 in 2014. Please provide the assumptions
used to determine the projected surgical volumes.

In October 2010 we started providing Smartlipo ™, laser liposuction in our office
procedure room, and obtained the American Association of Ambulatory Surgical Facility
(AAASF) certificate in November 2012. These two factors were directly responsible for
the increase in our surgical volume. The decrease in volume for 2011 was secondary to
the changes in insurance payments for reconstructive elective surgical procedures;
specifically breast reductions; because of an increased in patient insurance deductibles
resulting in less insurance paid procedures.

The % increase in the anticipated surgical volume is based on our own practices
historical data as well as the American Society of Plastic Surgeons Plastic Surgery
Statistics Report. This report provides the statistical trends in the US for the past two
decades. The data base estimates a 5-9% vyearly increase in surgical cases with results
based on a 95 percents confidence level and with a +/- 3.16 percent margin of error.

See attached articles from www.plasticsurgery.org; the web page for the American
Society of Plastic Surgeons.
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Please credit the American Society of Plastic Surgeons when citing statistical data ar using graphics
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Top five procedares in haid.
208
RECONSTRUCTIVE PROCEDURES
Dogbite repair® i 28232
Sirth defect reconstruction 31930
Cleft lip and paleie 18470
Breast implant remavais (Rmonslmcnve patients valy) 16939
Breast reconstrugtion. CTEAT
Preast reductibn B, 732
Bum caret’ 18,501
Hand surgery™st : 180,354
Carpat tuning] : 37849
Arthiifis 1 6,010
“Trigger finger 1 22,062
Laceration tepair 307,485
Maxllofacial surgery - 85,301
Microsurgery™ 12,248
Sear revision- : 162,803
Tumor cemavalist | 3,769,503
Skin cancer fizmor rammq‘al 3283257
Basal celf 1,886,227
Squarnous call 961,258
Helanama 335,772
Cther reeonstructive ;:mwdures 242,685
TOTAL RECONSTRUCTIVE PROCEDURES 4,348,191
; , 2008
REGOHSTRUCTIVE PROCEBYRES FERFOAMED I8
fffice ! 2,276,528
Hespild . 1,781,709
F:ee-si;imitng Ambuiatery Surgical Faciiity 830,854

Afl figures are projecisn. ;

I 2000 Tigure inchiied ail animal bites.

**The ptmber of procedures in 2007 has been resiated die io 2 modeliog change,
*Data vravaiizbie.

* the listed gorles 2 other procetines Rot ited

ASE Pro

RECONSTRUBTIVE
PRUOCEBURES SOMEBINED % DHANGE
% IF TGTAL FEBE vs. 2000
0i6% -34%
05% 2%
BA% *
04% 19%
2% 2%
i 5%
0.4% .
2% ~
1% .
B% =
% *
&% -14%
2% 9%
0.2% *
e 2%
1% *
66% -
40% 4
19% -
% -
5% -36%
100% 288%
e 2008 ¥ 2007
£8% : %
36% 38%
6% 20%

Y CHANGE
2008 vy, 2007

-9%
16%
2%
37%
3%
-168%
1%
-30%

*

+*

1%
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Bumx"** :
Cefiufite freaiment
- Chemical peel |
Laser-hiair removal
Laser skin reSuﬂacmg
fnlajive i
Non-ablative (Fraxel, st}
. Laser breaimhent of leg vains
1 Mimdermabrasmn
- Sclerotherapy :
Soff Tissue Fillers
Gaftiumr| hyﬂmxyiapame {Radlem“‘]
Collagén-

Parcme,’bovme—based (Evolence, Zydem, Zyplast)
Human—bmd(ﬂbsmomrm Cosmoplast, Cymetra, Fassian)

Fat

Hmluruni: acid (Hylafm-m' HyFattin Plus®,
Juvpdeni™, Pertane®, Capligue®)

Reslylane®,
Pulﬁar:hc acid- Scﬁlptra“}

Bog Hite: repairﬁ
Birth defect recuastriction

reast reconstuciion
Breast reduction |
Burn carg™*

Hard surgery™® |
La:erallon reqair!

Scar revision

Al!ﬁgw’esampmjectad. .
* Dtz unavaiiabie. )
** Rotax® numbers are o} analomic sites injerdent

539 of tofl 2008 brolest implants vera safine; 475 were SIGon.

*In 2000 Figiree inclvded 5 animal bites.

A% The number of procedures in 2007 s bean restaied due to 3 modeling change.
AAAGTO of-fatal NI it angupper amn lts were alier Massive WoIgHT KSs.

Sreast smnsfant remonals {Reconsirucive pdlients oniy)

358,606
79331

271,858
76,270

4,625,182
18,691
1,824,788
505,946
347,255

209,520
896,505
383717

1523474
176,261
17429

45,55
* 1,056,722
75541

18,141
85;580
286,124
83,33
11949
150,050

3,602,184

9871

. AT9R.81.

1 Cosmetic and Reconstructive Procedure Trends.
AMERICAN SOCIETY) Department of Public Relations 444 £ast Algonauin Read, Adinglon Heighrs, 1L éi}(‘fﬂi-d&éﬁt = Phone #47-228-9900 » Fax 847-278-748%
PLASTIC SURGECNS Email media@plesticsurgery.org * Website wivw [lasticsirganon
Tap five pricedures in told.
‘ % CHEANGE % CHANGE

el e e imm e e e mn e 208G L. .. 200 808 .. PDOBys 20BN ZBO8ws 2G0T
COSTETIE SURGICAU PRACEDCRES - ;

- Bregstaggmeid fhagmentalion mammaplasty)*=* 212,500 347,524 307,230 %% -12% '
Broasl impiant removls (Augmentation patients only) £ 787 25,900 i ~49% -22% ;

| Breast 1 (Mwnpﬂxy) 52836 M7 §2.461 5% -11% :

- Breast reduction in men (Gypecomastia) 20351 2 3t 17,002 -12% -16% '
Buitock implarts * 1,038 853 - -18% .
Buthock it ' 1,356 3,300 3554 162% 8% ‘

- Calfaugriepiation " 328 247 * 25% :
Chesk Tmpfant (Maiar augtnenlalmn} 10,427 7,964 B.828 -15% 11% :
Chirt augmmentalion (Mentoplasly} 26924 14,933 #4177 -48% 5% '
Dermabrasion 42218 76,014 78,954 87% 13% :

- Ear surgery (O{up!asly} 36295 28571 29434 -19% % !
Eysfit surgery {#lepharopiasty} 327,514 240,660 221,368 -32% -8% '
-Faatift (Ahytidestomy 133,858 118414 112,533 -16% -5% !
Farehead lift . 120371 42,895 42,663 Hi5% 2% '

Hair lranspiantation ; 44694 18,345 17,580 -61% 4% :

Lip 2igmentation (ul&er than injgclable malerials) 18,589 23,585 20,728 - 12% -12% !

- Liposielion i 354,015 30,882 245,138 -31% -18% '
Luwatbod}' ift 207 B.554 9,286 4386% % :

. Huse.reshaping (ﬂhmpiasty) 380,155 284,960 779,715 2% | 2% :
Pectaral implants N 440 1,335 * 203% :

. Thigh itArs : 5,303 BBI7 9,068 T1% 2% :
Tumnmy tuek (Abdnmnmplaﬂy) 62,713 148,410 121,653 4% -18% '
Upper arm I:ft'*M : 338 13,997 14,059 4058% 0% :

1950 20% 16% ;
18919 10% a7, :
79,458 2% 30% ;
28732 5% 6% :
19501 . % ;
100,354 - 1% :
307,485 4% % :
86301 9% % ;
12,248 * 3% ‘
162,803 7% 8% ;
3,760,503 . 5% :
249,685 -36% 4% :
,,,,,,,, agaee ¥R
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Please credit the Ametican Society of Plastic Surgeons when citing statistical data or using graphics.

2009 Average
2 Cosmetic Procedures-
ANERICAN SOCIETYIOF  bepartment of Poblic Relations

155

Surgeon/Physician Fees

444 Fast Algonguin Road, Arlington Heights, 1L 60005-4664 = Phone §47-228-9900 = Fax §47-228-7485

PLASTIC SURGECNS  pmail media@plasticsurgery.org » Website wwnw plasticsurgery org

NATIBMAL AVERAGE THIAL
_________________________________________ SURGEON/PHYSICIANFEE _ EXPENDITURE
COSMETIC SURGICAL PROGEBURES :
Breast augmenkadion {Augmentalion mammiaplasty) $3,331 $963,839,020 !
Breasl fmplant remevals {Augmentation patients only) $2,239 $46,430,336 !
- Breast fft {Mastopsy) $4.185 $366,876,235 '
Brezst reduciion irrmen (Symecomastia) $3099 53,761,407 '
| Sattok implares $4.250 $3,483530
' Butiock litt $4.165 $13,867,314 !
| Calf augmentaiion $3.649 $345,026 !
' Chiagk implant (Balar augimentation) $2.550. $2.411.960 :
- Chin avgmertaticn (Mentoplasty) §2.058 $26,975403 :
| Dermabrasion $,123 $71.606,643 !
& Far surgery {Gtaplasiy} T 43,009 452 250811 i
. Eyctid surgery (Blepharoniasty) $2.809 $571,867.160 :
b Facelift (Rhytidectomy) 6,39 $662. 616771 :
¥ Foreficad iRt $3,155 $133,850,457 !
b Hair trassplantztion 4,328 $77,168.215 '
 Lip augmentation (other than injectable materils) $1,736 $37,582.885
E Liposection 2768 548,550,786 :
- Lower body lif 57,141 $63,317.460 :
b Nose reshaping {Rimeplasty} $4.216 $1,079,085,702 !
Pegipral-implants $3.915 $900,542 !
8 Tiigh it $4229 $37,072628 ;
| Tummy fuck (Abdeminoplasiy) $4.936 $568,616,504 i
LU En R e eeeees $350 .. 8170888 . :
Botulinum Toxin Type A (Botor®, Dysport®) 3405 $970,267,777 :
Cellulite reatment {Velosmooth®, Endermology®) $225 $7,712,550 :
Chiemical peel $764 $672,962,565 ;
Intense Pulsed Light (IPL) treaiment LA 211,070,321 !
Lzt hair remroval $405 $361,204 234 '
Laser skin resurfaging . i
Ablative $2,193 249,237,148 ;
Non-adlative {Frae, eic) $1.167 $378,477,208 ;
Laser reatment of leg velns fae $87.85+.408 :
Microdesmabrasien $152 $138,770.648 '
Seleroierapy $356 §139,607.007 i
Seft Tissue Fillers :
Calcium hydroxylepatite (Radiess?®) £649 £124, 685,732 L
Collagen ‘ ) :
Porcine/boving-based (Evolence®, Zyderm®, Zyplast®) $480 $17,625.034 :
Human-imsed (Gosmodem®, Cosmaptast®, Gymekra®) $510 $57,300,097
Fat : 1647 £83,343.205 :
Hyaluroniz acid (Juvederm® Utira, Juvederm® $592 $715,142 669 '
Ulira Plus, Perlane?, Restylane®) :
Polyiactic actd (Sculpira®; $1,080 401,004,374 !
. _Potmellyt-methacryiate migospherss (A% s 34 . T L
TOTAL 2009 EXPERDIILRES $10,813,973,54
Al figures ate projectzd

Fessgermlb'vaymﬂ!mrawima(mun!rymmﬂmaﬁ
These feas arp avesages only, Fees do no! inclige anesthesis, aperaling 1o6m facitifies o7 ofher related BXpenses.

ASPS Procedural Stalistics represent procedures
as well as other physinans cortif

performed by ASPS Member Surgeons cortified by The Amenican Board of Plastic Surgery, lne ®
ed by American Board of Medical Specialties-recoanized boards  © ASPS. 1010
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Docket Number 12-31799-CON 157

1/16/13

11) Revise the financial estimates found on page 7 to reflect Financial Attachment
1, Version B (see OHCA Website) adding additional row detail and columns that
inclade: Projected w/out CON, Projected Incremental, and Projected with CON.
Add FY 2015 to the projections and provide all assumptions used to prepare these
projections. Also, identify the starting and ending months of your fiscal year.

See attached table

100
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0Z2/05/2013 02155 2038618621 MARGOLES,RASKIN #4712 P.O91/003

Greenwich Plastic Surgery Center
2 V2 Dearfield Drive

P

Phone 203 861-6620

GFFICE OF -
HEALTH CARE ACCESS

FACSIMILE TRANSMITTAL SHEET

PAGES INCLUDING COVER
SHEET __ 3 DATE .L_}A»!r%

FROM:

TO’:%”M s CMV‘—&\,J, MZA }r,mmm/py,m@wﬁpm

FAX WUMBER:
blev - Ay - s

Confidentiality Notice
The information contained in this facsimile transmission is intended only for the use of

- the addressee and may contain information that is confidential, privileged or-otherwise oo
exempt from disclosure under applicable law. If you arc not the intended recipient, you
are hereby notified that any dissemination, distribition or reproduction of this
transmission 1s strictly prohibited, If you have received this transmission in error, please
nohity the sender by telephone and return the original message to the above via the U.S.
Postal Service.




02/05/2013  02:55 20388166821 MGRGOLES, R4SKIN #4712 P 002/003
Page 1 of 1

Subj: Fw: 12.31799-CON

Date: 2/1/2013 10:64:17 AM. Eastem Standard Time
From; slmaraoles@acl.com

To; eraskinmd@aol.com

Sent from my Verizon Wirgless BlackBerry

From: "Carney, Brian" <Brian.Camey@ct.gov>
Date: Fri, 1 Feb 2013 09:51:48 0500

To: 'simargoles@aol.com'<slmargoles@aol.com>
Ce: Riggott, Kalla<Kaila.Riggott@ect.gov>
Subject: 12-31799-CON

Dr. Margoies,

I'have received your completeness responses and started to review your responses and noticed 2 small omission
on question 9. 1 had asked for you to revise the table found on page 6 {of the application) to include FY 2015 and
to add subtotals/total rows, but do not see it in the responses you provided. As you have done a thorough job in
your responses, | wanted to avoid sending a second completeness letter to obtain the missing table. | don’t think
the table will be too hard to produce, if you could submit to me by fax (860-418-7053} in the next day or so, |
would appreciate it

Call me if you have any questions.
Thanks,

Brian A. Carney, MBA
Depariment of Public Health
Office of Health Care Access
410 Capito! Ave.

Hartford, CT 061340308
Fhone: 860-418-7014

Fax: 8680-418-7053

Friday, Februarv 01. 2013 AOL: ERASKINMD




Q2/05/2013 02:55 2038616621 WARGOLES,RASKIN
2/4/13

9) Please revise the projected volumes on page 6 of the application to include FY 2015.
Provide additional detail on how these estimates were calculated, and inchide subtota]
and total rows.

The % increase in the anticipated surgical volume is based on our own practices historical
data as well as the American Society of Plastic Surgeons Plastic Surgery Statistics Report,
This report provides the statistical trends in the US for the past two decades. The data
base estimates a 5-9% vearly increase in surgical cases with results based on a 95

percents confidence level and with a'+/- 3,16 percent margin of error.  See addendum.
www.plasticsurgery.org

PROJECTED VOLUME

Greenwich Plastic Surgery Center

2012 2013 2014 2015
Abdominoplasty 12 18 25 27
Blepharoplasty 8 14 20 22
Breast Augmentation 12 20 30 33
Breast Lift 8 13 20 22
Breast Reduction 28 30 30 33
Facelift 2 6 10 11
Liposuction 2 8 12 13
Rhinoplasty 2 4 6 6
Smartlipo 45 65 80 95
Subtotal 119 178 233 262
Greenwich Hospital
Abdominoplasty 12 5 5 3
Breast Reduction 28 24 20 15
Breast Reconstruction 16 20 30 20

Subtotal 56 49 55 40

#4712 P.O0O3/003




- STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

Via Fax and Regular Mail

February 13, 2013

Sandra L. Margoles, MD
Greenwich Plastic Surgery Center
2 V2 Dearfield Dr.

Greenwich, CT 06831

RE: Certificate of Need Application; Docket Number: 12-31799-CON
Greenwich Smartlipo d/b/a Greenwich Plastic Surgery Center
Establish an Qutpatient Surgical Facility in Greenwich
Notification Deeming CON Application Complete

Dear Dr. Margoles:

This letter is to inform you that, pursuant to Section 19a-639a(d) of the Connecticut General
Statutes, the Office of Iealth Care Access has determined that the above-referenced application

has been deemed complete as of February 11, 2013.

If you have any questions regarding this matter, please feel free to contact me at (860) 418-7037.

Sincerely,
in AR
Kaila Riggott

Planning Specialist, DPH OHCA

An Equal Opportunity Provider
(If vou require aid/accommodation 1o participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001  Fax: (860) 418-7053 Email: OHCA@ct.gov




02/13/2013 15:17 FAX oot !

EE P E T F TSRS TR
B TX REPORT ER
EEEEEEEE EEEE S SRR

TRANSMISSION OK

TX/RX NO 3282
RECIFIENT ADDRESS 912038616621
DESTINATION ID

ST. TIME 02713 15:16
TIME USE 00'35

PAGES SENT 2

RESULT OK

STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
OFFICE OF HEALTH CARE ACCESS

FAX SHEET

TO: SANDRA MARGOLES, MD

FAX: (203) 861-0621

AGENCY: GREENWICH PLASTIC SURGERY CENTER

FROM: LESLIE GREER
DATE: 2/13/13 TIME:

NUMBER OF PAGES: 2

(including transmitta! sheet

e e

Comments: DN: 12-31799-CON Application Deemed Complete

PLEASE PHONE IF THERE ARE ANY TRANSMISSION PROBLEMS.




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

Via Fax Only

March 1, 2013

Sandra L. Margoles, MD
Greenwich Plastic Surgery Center
2 ' Deartield Dr.

Greenwich, CT 06831

RE:  Certificate of Need Application; Docket Number: 12-31799-CON
Greenwich Smartlipo d/b/a Greenwich Plastic Surgery Center
Establish an Qutpatient Surgical Facility in Greenwich
Notification Deeming CON Application Complete

Dear Dr. Margoles:

This correcting letter is to inform you that, pursuant to Section 19a-639a(d) of the Connecticut
General Statutes, the Office of Health Care Access has determined that the above-referenced
application has been deemed complete as of February 13, 2013.

If you have any questions regarding this matter, please feel free to contact Brian Carney at (860)
418-7014.

Sincerely, _
Brian A. Carney,

Associate Research Analyst, DPH OHCA )

Copy:
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TRANSMISSION OK

TX/RX NO 3308
RECIPIENT ADDRESS 912038616621
DESTINATION ID
ST. TIME 03701 10:21
TIME USE 00'26
PAGES SENT 2
RESULT 0K
STATE OF CONNECTICUT

OFFICE OF HEALTH CARE ACCESS

FAX SHEET

Jpuvpen L. I ng ot £ ,/\’Lb

TO:

PAX: (103) Y6/ —bb2!
N 4

AGENCY: ppﬂ//OHr A

FROM: LYV, A Cﬁﬂ—f\/f«j{

: A /13 TIME: T rJ am
DATE 3 //, _ |
NUMBER OF PAGES: y ): —

___“M_____H,,’~’”"“H”E::7C::3*<:35‘5F__“‘“~—_____m____

Comments: [2- 31799 PLEASE JEE£ A T7AcCHED —

: C ceaE FApS BESA
PATE DEEmED ComPLET S/

a—

VEAJren . Mo ACTions /3 REQuintos prF Yyou.
PLEASE PHONE IF THERE ARE ANY TRANSMISSION PROBLEMS.






