State of Wisconsin
Depariment of Natural Resources

Infectious Waste Annual Report
Form 4400-177 (R1/2006)

NOTICE: This form is aulhorized by s.NR526.15, Wis. Adm. Code. Completion of this form is mandatory unless the facility is exempt under both ss.NR 526.14(2) and 528.18(2),
Wis Adm. Cede. Failure to submit a completed report to the Department of Natural Rescm:es is punishable by a forfeiture of not less than $10 nor more than $5000 [5.299.97, \Wis

Stals.). Personally identifiable information on this form will be used for adminis!

to be used for any other purpose.

DO NOT SEND THE $55 FILING FEE NOW. You will be billed later.
Part 1 - Facility Informatlon
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Waste Prog and is not i
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Facility Identification No. (FID) Repon Year

135515980 so)|

Generator Location bO EXEMPTION STATUS BOX FIRST —

Exemption Status Read instructions carefully

Street Address of Generalor

2800 Mt (hlletecsinee

] Check if exempt from Part .
You may be required to report under Part llI.

Deledony W 54T

] Check if exempt from Part Il
You may be required lo report under Part Il
[] Check if exempt from Parts 1l and ll. Go to Part IV, sign
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and date the report, and send back to DNR.
hould DNR send you an annual report nexl year?
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Yes [ No If not, why not?
Part Il - Off-Site Treatment Report i .
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Generator Type -Check all that apply

To be submilted by all infectious waste generators unless exempt.
Cross oul any Incorrect informalion and update il.

171 Nursing Home

172 Physician office or clinic
173 Dental office or clinic
174 Veterinary office or clinic

First off-sile treatment facility name, from manifests

_Slenicyele
Treatment facility address p\CQ_~

HD:‘)% Lee:‘s b

175 Clinical laboratory (freestanding)
176 Dialysis clinic (freestanding)

177 Other - Specify:
If you checked more than one, which one
generaled the most infectious wasle?

[] 170 Hospital
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City State le Code
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Second off-site treatment facilily name, from manifests

Infectious Waste Type  -Check all that apply
W421 Sharps

W422 Human tissue
W423 Bulk blood and body fluids from humans

g W24 Microbiclogical laboratory waste
D W425 Tissue, bulk bloed or body fluids from animals
carrying zoonolic infeclious agents

Infectious Waste On-site Activities (~Total weights in reporting year

Please round up to nearest pound.
Infactious waste generated on-site y _5'_%5_ Ibs.

%

Treatment facility address

City Slate Zip Code

Second Treatment facility DNR Facility Identification Number (FID) [

A,

B. Accepted from other Wisconsin generalors . 18,
C.  Accepted from out-of-slate generators . Ibs.
D. Treated on-site _ . Ibs.
E. Transported off-site for reatment ESE S[.o . Ibs.

H. Total amount of infeclious waste manifested
J. Total number of manulesls not yel relurnad lo generator oy

FOR DNR USE ONLY - LEAVE BLANK

Report any addilional treatment facililies on an attachment.
1. Amount of wasle accounted for by return

Date Stamp - Dale form was received
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Ry 24 2010
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ENeeds FID E Needs folder
[ verify exemption [ verified on:

Exempt
Non-exempt, complele
Non-exempt, incomplete

Legged in by D Follow-up needed:

ltems missing or incomplete:

Manifest summary 5—%
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manifests
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Part Il - MEDICAL WASTE REDUCTION PROGRESS

REPORT

pted from impl

nting medical waste reduction plans.

For all hospilals, clinics and nursing homes unless

K. Medical waste generation rate.
Hospitals and Nursing Homes

Calculate the rate using only one of the formulae below or your DNR-approved formula.

Clinics

(1) Tolal from Line A (on reverse) lbs. (1) Total from Line A (on reverse) 5% 5 Ibs.
F. Number of Patient-days PL.-day G. Number of treatment areas | treatment areas
K. Divide Line (1) by Line F . __ Ibs/PlL-day (2) Divide Line (1) by Line G 5.5  ibs.ftreatment area
(3) Days in year 365 days
Dialysis Clinics K. Divide Line (2) by Line (3) _L v 5@\ Ibs./treatment area
(1) Total from Line A (on reverse) Ibs. per day
P Gl o s Facilities with DNR-approved formula
. Divide Line ine s./trmt ;
(b SR K. Your formula calculates thisrate . ( gg?;“',‘a{{;‘,;;
L. Medical waste policy Dale
Policy litle W\?&lcml Wnsde pOi (¥ 5.18- O
M. Medical waste reduction plan Dale .
Plan lille (X !ﬁ&lgﬂ-’. L l Lasde. qRG&U_C‘ 10Y\ 518 o
N. If you revised the plan this year, list revision date(s): G (S mm/ddlyyyy =t i _ mmiddfyyyy
0. Summary of medical waste reduction plan. Briefly summarize what you will do over the | For DNR use only
next 5 years. Answer all guestions in the instructions for Line O. : Summary needed? __yes__ no
Report year for which DNR last received a complete st mmary of your pian Summary attached? __yes__no
® Does that summary answer all questions in the instructions for line O% Q_()nr,’\ Summary complele? yes ___no
Yes. Go to next question. . Progress report attached? __Yyes__no
[[] No. Attach a new summary which does answer all questions in the instructions. | Progress report complele? __yes__no

@ Has it been 5 years or more since you performed a wasle audit, updated your plan, and sent DNR a complete summary?

Yes. Perform a waste audit, revise you
No. You don't need to submit a summa

O

r plan and altach a new summary.
ry this year.

If summary is altached, are the generator's name, facility ID number (from top of Part |) on the altachment?

P. Description of progress. Briefly describe what you did

one additional sheel which answers all the questions
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PART IV - CERTIFICATION

Aulthorized Contact Name

*ﬁ\“‘ﬁﬁ.\ ne F c%l u\e:H‘

| certify that to the best of my kné@ledge, the above information
and attachments are true and correct.

Mailing Address
- Jadi=onSheek

Name of Director (Building manager or top administrator for this location)
C%:HYLW\Q. = LOe;

i
Title

SO
MO0 hwawkee, WOE 53509

Nlﬁ&ﬁmxcﬁeﬂc\' of \ PG__\'\‘cﬂ'\"' Seavices

City, State, Zip Code
Telephone Number

(419) R DS

Signalure irector <
X/ Date Signed{mwﬂwyyyy]m)féﬁlzolo

Electronic mail (Email) address
v 1= DAL
How do you prefer to be contacted if DNR has questitns?

[t Tetephone X Mail Y Email

UT here if form is submilted for a group of generators in the same location which manage their
tas together. Provide Part IV information, signature and date for each member of the group.

HOW TO SUBMIT FORM: Copy signed form and attachments for your
records. Submit original signed form and attachments to:

Medical Waste Coordinalor

DNR will send the invoice for the filing fee to the contact
person above.

DNR Bureau of Waste Management
P.O. Box 7921
Madison, WI 53707-7921

Send no money now. You will be billed for the $55 filing fee.




PPWI Health and Safety Manual Medical Waste Management
Section Vil
7/2010

MEDICAL WASTE MANAGEMENT PROGRAM

PPWi’'s Medical Waste Reduction Plan

It is Planned Parenthood of Wisconsin’s goal to reduce all waste generated from health care
provision and business operations. All centers and departments are to assess their waste
and limit as possible. Recycling bins are to be used approp i
For PPWI's 3 abortion centers a Medical Waste Reducti
reduce medical waste whenever possible. ;

A.Center Managers will review their Stericycle
increase weight in their monthly medical was
Managers must:

2) Assess change in staffing pattern and rewew who_: | ay be “red baggmg excessive
amounts.
3) Create Improvement Plans to decrease am
mclude _
i. Assessing medical waste. If-lt is. neoessary to identify if non-infectious wastes
have been added to the “red bag”, you may do so by opening the “red bag”
according to the Wisconsin State. "':(Sectlon NR 526.07 (3)). But this must
aring appropnate.PPE and using tools instead of hands to sort.
ii. Additional Staff Training.
iii. .Ongoing monitoring of Stericycle monthly until target weight is maintained.
‘Target weight is determmed by looklng at the lowest 3 months of medical
waste we:ght

medlcal waste which should

| Workgroup members ClmlcallOSHA Trainer, one Center Manager, two
surgical assistants, one RN and one Regional Director with representation
from alI lhree abomon oenters

Medical Waste Workgroup are met. Progress reports to the Department of Natural
Resources will be completed by the Vice President of Patient Services as required.



