State of Wisconsin
Department of Natural Resources

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 facilily is exempt under both ss.NR 526.14(2) and 526.16(2),

1 R

'Wis Adm. Code. Failure to submit a completed report lo the Depariment of N:

e5is p le by a forfeiture of not less than $10 nor more than $5000 (s.

299,97, ‘Wis.

Stals.]. Perscnally identifiable information an this form will be used for administering the Infectious Waste Program and is not intended to be used for any other purpose.

DO NOT SEND THE $55 FILING FEE NOW. You will be billed later.

Part| - Faclllly lnformalron
Name of Infectious Waste Generator
-

_P (WA

“—3Y HBE 10—

Facility Identification No. (FID)

Report Year e -
; 2007

Generator Location DO EXEMPTION STATUS BOX FIRST —=.

Exemption Status Read instructions carefully

Street Address of Generator

302 Novkhacloson Skaek ol

[] Check if exempt from Part I1.

You may be required to report under Part IIl.
[[] Check if exempt from Part Iil.

You may be required to report under Part Il.

[[] Check if exempt from Parls Il and Ill. Go to Part IV, sign
and dale the report, and send back to DNR.
Should DNR send you an annual report next year?

City State Zip Code
Milwowake s W\ 53202
County

Milboukes

Owner

T\ S

Generator Type -Check all that apply

170 Hospital

171 Nursing Home

172 Physician office or clinic

173 Dental office or clinic

174 Veterinary office or clinic

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

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

OoooOgoo

[0 Yes [ No If not, why not?

Part Il - Off-Site Treatment Report

To be submilted by all infectious waste generalors unless exempl.
Cross aul any incorrect information and updale it.

First off-site trealment facility name, from manifests

o} (J-'\C_Jlf-’ \NC.

Treatment facility addrel f(, i‘\’%jt / - RC' *

Wiy 200
State

Urlevant- Wi

Zip Code

)311?

Flrsta‘tr;;mcilitxglﬁ Fa:t:ly Identification Number (FID)

Infectious Waste Type  -Check all that apply

Second off-site treatment facility name, from manifesls

W421 Sharps
W422 Human tissue
W423 Bulk blood and body fluids from humans

Trealment facility address

[0~ w424 Microbiclogical laboratory waste City State Zip Code
[J W42s5 Tissue, bulk blood or body fluids from animals
i oonolic infaclious agents e .
cortymg 2eor = 7 02 2gen Second Treatment facilily DNR Facility Identification Number (FID) ]

Infectious Waste On-site Activities -Total weights in reporting year
0 negrest pound.

Please rour

Report any additional Irealment facilities on an attachmenl.

Manifest summary
H. Total amount of infectious waste manifested
1. Amount of waste accounted for by return

b
manifests 23

A.  Infectious waste generated on-site

B. Accepted from other Wisconsin generators . Ibs,
C.  Accepled from out-of-state generators . lbs.
D. Treated on-sile . Ibs.
E. Transported off-site for treatment m los.

FOR DNR USE ONLY - LEAVE BLANK

Tolal number of manifests n_ot yet returned tc_l generaltor

Iz,ﬁéi.lbs.

J. Ibs.

Date Stamp - Date form was received

Received
MAY 24 2010

Waste & Materials Management

Needs FID KNeeds folder
Verify exemption ] Verified on:
D Exempt

E Mon-exempt, complete
on-exempt, incomplete

odged in by [[] Foltow-up needed:

Items missing or incomplete:

__call

Follow-up done (date, action, inilials):

-—lhﬁUL(D TONE,

E{lw data complete, !eady lo enter

Log updated 1O by
SHWIMS data entered \ by LA
__E-Mail _leltter W data entered \y by [




Part Il - MEDICAL WASTE REDUCTION PROGRESS REPORT ' _ %)
For all hospilals, clinics and nursing homes unless exempted from implementing medical waste reduclion 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) Total from Line A (on reverse) Ibs. (1) Total from Line A (on reverse) ) lbs.
F. Number of Patient-days Pt.-day G. Number of treatment areas < | treatment areas
K. Divide Line (1) by Line F — .. lbs/Pl-day (2) Divide Line (1) by Line G I ff ﬁ 8_ Ibs./treatment area
Dialysis Clinics ) D.aglrs b gl 5 N . e
_——Y—-— K. Divide Line (2) by Line (3) }l ‘_-L Ibs./treatment area
(1) Total from Line A (on reverse) Ibs. per day
FD.N‘urlnberlof Dialysis }reatments treatments Facilities with DNR-approved formula
. BURSLES (Tany e kD —.— — s/t K. Your formula calculates this rate . __ ( 2hach yout
L. Medical waste polic Dale T : . iy
i raerwe_\eduoal Wade Dhiey 51610
M. Medical waste reduction plan Dale . : - -
. Plan title W ) [% 21C
N. If you revised the plan this year, list revision date(s): il /___ mmiddlyyyy . mmiddlyyyy
0. Summary of medical waste reduction plan. Briefly summarize what you will do over the | For DNR use only
nexl 5 years. Answer all questions in the instructions for Line O. Summary needed? __yes__no
Report year for which DNR last recaived a complete summary of your plan Em‘ Summary altached? __yes__no
® Does that summary answer all questions in the instruclions for line O? Summary complete? —_Yye&__no
Yes. Go to next question. Progress report attached? __yes___no
[C] 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 audil, updated your plan, and sent DNR a complete summary?
E; Yes. Perform a waste audit, revise your plan and attach a new summary.
[CJ No. You don't need to submit a summary this year.

® | summary is altached, are the generalor's name, facility ID number (from top of Part 1) on the attachment?

P. Description of progress. Briefly describe what you did during the reporting vear to implement your plan's goals and objectives. Attach
one additional sheel which answers all the questions in the instructlions for Line P.

VAN VS o o ey avh th) “Vegainsal oy Nahua esouceo,

. ; ek Guudith O )
Tohey oad Men are N ok g - ma_m%( L Ae [ paaent
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PART IV - CERTIFICATION _ s i)
rized Contact Name | certify that to the best of my knowledge, the above information
T and attachments are true and correct.

. : . N, of Director (Building managgr or top administrator for this location)
Manling Addres 2 : 4 5 i
S n Jacksan ok RN Qi 0 T -
ity, State, Zip Code o -~ e ” sy /e
Teocoec W 53002 [alee ety on &~ hioat Seq OO
sl T s Ak ome sunesimmssmn 920120 10

Telephone Number
(—' ' \,\ ' ’} E) f ‘I . ,2) :‘(496 D Chetk here if form is sdbimilled for a group of generators in the same location which manage their
= wastes together. Provide/ Part IV information, signature and date for each member of the group.

Electronic mail (Email) address

-~ ~ g o <
K(wbdm&{i ri}fmlo{:h::gifoﬁl‘ﬁii i&ful; :?V‘! HOW TO SUBM!T F(.Jl_w: C_opy signed form and attachments for your
i d records. Submit original signed form and attachments to:
[2) Tetephone E Mail Email Medical Waste Coordinator
DNR will send the invoice for the filing fee to the conlact DNR Bureau of Waste Management
person above, 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 Medlcal Waste Management
Section Vi
712010

MEDICAL WASTE MANAGEMENT PROGRAM

PPWI'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 depar!me_n_ts__ﬁ_j;i‘re to assess their waste
and limit as possible. Recycling bins are to be used appropriately.
For PPWI’s 3 abortion centers a Medical Waste Reductton Plar _.-EIS required with the intent to
reduce medical waste whenever possible. S

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

2) Assess change in staffing pattern and' _rewew wh ’may be “red baggmg"' excessive

amounts.
3) Create Improvement Plans to. decrease amount L of medical waste which should

mciude g g
i. Assessing medical aste lf itis. necessary 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 Statg;law”(sectzon NR 526.07 (3)). But this must
be done wearing appropriate. PPE and using tools instead of hands to sort.
ii. Addibonat Staff Training.
i itoring of Sterlcycle monthly until target weight is maintained.

etermmed by looklng at the lowest 3 months of medical

aste workgroup fo. rewew medical waste and ensure only those
> be “red bagged” are.

i. "Workgroup members — ClinicallOSHA Trainer, one Center Manager, two
surgical assistants, one RN and one Regional Director with representation
from all three abortion centers

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

goals, best practices and looking at alternatives to disposable items
“iii. Train staff of policy during center staff meeting
iv.: Meet semi-annually thereafter to ensure ongoing compliance
5) The Center Managers 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.



