Division of Health Service Regulation

PRINTED: 09/11/2025

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AB0007

FORM APPROVED
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A. BUILDING: COMPLETED
B. WING 09/11/2025

NAME OF PROVIDER OR SUPPLIER

HALLMARK WOMEN'S CLINIC

STREET ADDRESS, CITY, STATE, ZIP CODE

1919 GILLESPIE STREET

FAYETTEVILLE, NC 28306
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 000 Initial Comments E 000
An on site state licensure was attempted on
09/11/2025. On arrival, the facility reported that
no surgical abortion procedures had been done in
calendar year 2025. The Section Chief was
notified. The survey was aborted due to no
surgical procedures had been conducted during
the calendar year of 2025.
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