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PA PUC
SECRETARY'S BUREAU

An Innovative Home Care Company

June 6, 2017

Pennsylvania Public Utility Commission
400 North st.

Harrisburg, Pa 17120

Attn: Rosemary Chiavetta

Re: Docket No A-2016-2580001

Dear Ms. Chiavetta

Pampering Plus, Inc

Pampering Plus Nurse Aide Institute
1522 Old York Rd.

Alning’ton, PA 19001

Office 215.881.8902

Fax 215.881.8912

wwwApamperingp[us.COm

A-20-258000 |

| am writing to ask for a reconsideration of application Docket No. A-2846-258661 under 52 Pa Code
5.44. The application was denied for failure to establish need. If the application is reconsidered | would
also like to amend the territory to just Montgomery and Philadelphia County. We are requesting the
PUC license for non-medical group transportation in the listed Counties. With this request | have
included additional supporting statements for the Counties requested. If more supporting statements

are needed | would be happy to send them.

Thank you for your time. Your reconsideration is greatly appreciated.

Pampering PlusTnc.




SUPPORTING STATEMENT FOR THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO DETERMINE THAT THERE
IS A NEED FOR THE APPLICANT'S SERVICES. STATEMENT SHOULD BE TYPED OR PRINTED.
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How frequently is this service needed? Example: Is it on a daily, weekly, or monthly basis?
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Are there others in your area who provide this service, and if so, why do you prefer not to use them?
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Have you supported similar applications in the past? If so, who was the applicant?
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VERIFICATION OF STATEMENT

The undersigned deposes and says that he/she is the person who signed the Statement for the
above-captioned applicant/application and that he/she is authorized to and does make this verification and that the
facts set forth therein are true and correct to the best of his/her knowledge, information, and belief.

The undersigned understands that false statements herein are made subject to the penalties of 18
Pa. C. S. Section 4904 relating to unsworn falsification to authorities.
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SUPPORTING STATEMENT FOR THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO DETERMINE THAT THERE
IS ANEED FOR THE APPLICANT'S SERVICES. STATEMENT SHOULD BE TYPED OR PRINTED.
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How frequently is this service needed? Example: Is it on a daily, weekly, or monthly basis?
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Have you supported similar applications in the past? If so, who was the applicant?
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VERIFICATION OF STATEMENT

The undersigned deposes and says that he/she is the person who signed the Statement for the
above-captioned applicant/application and that he/she is authorized to and does make this verification and that the
facts set forth therein are true and correct to the best of his/her knowledge, information, and belief.

The undersigned understands that false statements herein are made subject to the penalties of 18

Pa. C. S. Section 4904 relating to unsworn falsification to authorities.
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SUPPORTING STATEMENT FOR THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO DETERMINE THAT THERE
IS A NEED FOR THE APPLICANT'S SERVICES. STATEMENT SHOULD BE TYPED OR PRINTED.
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Have you supported similar applications in the past? If so, who was the applicant?
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VERIFICATION OF STATEMENT

The undersigned deposes and says that he/she is the person who signed the Statement for the
above-captioned applicant/application and that he/she is authorized to and does make this verification and that the
facts set forth therein are true and correct to the best of his/her knowledge, information, and belief.

The undersigned understands that false statements herein are made subject to the penalties of 18

Pa. C. S. Section 4904 relating to unsworn falsification to authorities.

; b[2/1%

(Date)

(Signature of Supporter), . |
Karen Bouie
(Supporter’s Name, printed or typed)

NY34n9 S, A4y
¥ v;leHOBS
S0 :IHY 2 HOr L1027




SUPPORTING STATEMENT FOR THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO DETERMINE THAT THERE
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e How frequently is this service needed? Example: Is it on a daily, weekly, or monthly basis?
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VERIFICATION OF STATEMENT

The undersigned deposes and says that he/she is the person who signed the Statement for the
above-captioned applicant/application and that he/she is authorized to and does make this verification and that the
facts set forth therein are true and correct to the best of his/her knowledge, information, and belief.

The undersigned understands that false statements herein are made subject to the penalties of 18
Pa. C. S_Section 4904 relating to unsworn falsification to authorities.
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SUPPORTING STATEMENT FOR THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO DETERMINE THAT THERE
IS ANEED FOR THE APPLICANT’S SERVICES. STATEMENT SHOULD BE TYPED OR PRINTED.
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How frequently is this service needed? Example: Is it on a daily, weekly, or monthly basis?
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VERIFICATION OF STATEMENT

The undersigned deposes and says that he/she is the person who signed the Statement for the
above-captioned applicant/application and that he/she is authorized to and does make this verification and that the
facts set forth therein are true and correct to the best of his/her knowledge, information, and belief.

The undersigned understands that false statements herein are made subject to the penalties of 18
Pa. C. S. Section 4904 felating to unsworn falsification to authorities.
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