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

NOTICE: This form is authorized by s NR526.15, Wis. Adm. Code. Completion of this form is mandatory unless the facility is exempl under both ss.NR 526.14(2) and 526.16(2),
\Wis Adm, Code. Failure to submit a completed report to the Depariment of Natural Resources is punishable by a lorfeiture of not less than $10 nor more than $5000 (5.299.97, Wis.

Stais.). Personally identifiable information on this form will be used for administering the
DO NOT SEND THE $55 FILING FEE NOW. You will be billed later.

Infectious Waste Program and is not intended to be used for any other purpose.
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Part lll - MEDICAL WASTE REDUCTION PROGRESS REPORT
For all hospilals, clinics and nursing homes unless exempled from implementing medical waste reducticn plans.

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

Hospitals and Nursing Homes Clinics
(1) TotalfromLineAfonreverse) ______ Ibs. (1) Total from Line A (on reverse) 7, 2 B Ibs.
F. Number of Patient-days Pl.-day G. Number of treatment areas | treatiment areas
K. Divide Line (1) by Line F —.__ __ lbs/Pt-day (2) Divide Line (1) by Line G ’fﬁjﬁ Ibs./treatment area
. 3) Days in year 365 da
Dialysis Clinios h‘) Div?da Li‘:me (2) by Line (3) A D lbs_!treﬁmsnl area
(1) Total from Line A (on reverse) Ibs. per day
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0. Summary of medical waste reduction plan. Briefly summarize what you will do over the | For DNR use only
next 5 years. Answer all questions in the instructions for Line O. Summary neaded? __yes__no
Report year for which DNR last received a complete summary of your pian Summary attached? __Yyes__no
® Does that summary answer all questions in the instructions for line O? 70¢ }l-\ Summary complete? __yss_ no
B4 Yes. Go to next question. Progress reporl altached? __yes__no
[0 No. Attach a new summary which does answer ail questions in the instructions. | Progress report complete? __yes__no

@ Has it been 5 years or more since you performed a waste audit, updated your plan, and sent DNR a complete summary?
E Yes. Perform a wasle audit, revise your plan and attach a new summary.
7] No. You don't need to submit a summary this year.

® |f summary is altached, are the generator's name, facility ID number (from lop of Part ) on the attachment?

P. Description of progress. Briefly describe what you did during the reporting vear to implement your plan's goals and objeclives. Altach

one additional sheet which answers all the questions in the instructions for Line P. 7
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Authorized Contact Name | certify that to the best of my knowledge, the above information

ne. -F- &Q,ﬂ@"\\/ and attachments are true and correct.
Mailing Address Na;e of Director (Building mana r top administrator for this location)
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glectmnic mail (Email) address s together. Provide Part IV information, signalure and date for each member of the group.
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: ] HOW TO SUBMIT FORM: Copy signed form and attachments for your
‘m 49Y00 elisito!0% oonted B G hew Gueigpions : records. Submit original sﬁgg:d f%rm and attachments to: !
L i ] ¥ enm Medical Waste Coordinator
DNR will send the invoice for the filing fee to the contact DNR Bureau of Waste Management
person above. P.O. Box 7921
\ Madison, WI §3707-7921
Send no money now. You will be billed for the $55 filing fee.
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MEDICAL WASTE MANAGEMENT PROGRAM

PPW/I's Medical Waste Reduction Plan

Itis 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 appropriately.

For PPWI's 3 abortion centers a Medical Waste Reduction Plan is required with the intent to
reduce medical waste whenever possible. : i

A.Center Managers will review their Stericycle reports quarterly to ensure there is no
increase weight in their monthly medical waste.  If th no
Managers must: :

have been added to th'é-.:._red "t;a' you |
aocording to the Wisconsin State law |

ste workgroup to review medical waste and ensure only those
) be “red bagged” are.

i Workgroup members - Clinical/lOSHA Trainer, one Center Manager, two
surgical assistants, one RN and one Regional Director with representation
from all three abortion centers

ii. Meet monthly to establish policy, center medical waste audit, site specific

) goals, best practices and looking at alternatives to disposable items
i _iil, Train staf_f_ of policy during center staff meeting
' emi-annually thereafter to ensure ongoing compliance
5) The Cen_ter-r agers are required to ensure the policy and plan developed by the
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.




