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 A 000 Initial Comments  A 000

A complaint investigation survey of Hagerstown 

Reproductive Health Services was conducted on 

March 3, 2020. 

Complaint number: MD00151331. This complaint 

was unsubstantiated. 

The survey included: an on-site visit to the facility; 

interview of staff; review of patient clinical 

records; review of staff credentialing files and 

review of other pertinent documentation. 

Findings in this report are based on data present 

in the administrative records at the time of the 

review. The facility staff was kept informed of the 

investigational findings as the investigation 

progressed. The agency was given the 

opportunity to present information relative to the 

findings during the course of the investigation. 

Hagerstown Reproductive Health Services is in 

compliance with COMAR 10.12.01.00- 

10.12.01.20 F. for Surgical Abortion Facilities.
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