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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2009 Edition
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Saint Anthony’s Health Center D/B/A Surgery Center of Saint Anthony's Medical Mall

Street Address: 4325 Alby Street

City and Zip Code: Alton 62002

County:  Madison Health Service Area 11 Health Planning Area: F-01

Applicant dentification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Saint Anthony’s Health Center

Address: P.O. Box 340; Alton, 1L 62002

Name of Registered Agent. Mark Weber

Name of Chief Executive Officer: E.J. Kuiper

CEQ Address; P.O. Box 340; Alton, IL 62002

Telephone Number: 618-474-4690

APPEND DOCUMENTATION AS ATTACHMENT-1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
. APPLICATION FORM.

Type of Ownership

X[  Non-profit Corporation O Partnership
O For-profit Corporation O Governmental
O Limited Liability Company O Sole Proprietorship O Other

o Corporations and limited liability companies must provide an lilinois certificate of good standing.
o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2009 Edition

Facility/Project Identification

Facility Name: Saint Anthony's Health Center D/B/A Surgery Center of Saint Anthony’s Medical Mali

Street Address: 4325 Alby Street

City and Zip Code: Alton 62002

County: Madison Health Service Area 11 Heaith Planning Area: F-01

Applicant ldentification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Saint Anthony’s Health System

Address; P.O. Box 340; Alton, IL 62002

Name of Registered Agent: Mark Weber

Name of Chief Executive Officer: E.J. Kuiper

CEQ Address: P.O. Box 340; Alton, IL 62002

Telephone Number: 618-474-4690

APPEND DOCUMENTATION AS ATTACHMENT-1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
. APPLICATION FORM.

Type of Ownership

X[  Non-profit Corporation ] Partnership
! For-profit Corporation ] Governmental
] Limited Liability Company ] Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an lllinois certificate of good standing.
o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

Page 2



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2009 Edition

Primary Contact
[Person to receive all correspondence or inquiries during the review period]

Name: Janice L. Samberg

Title: Director of Decision Support Services

Company Name: Saint Anthony’s Health Center

Address: 915 East Fifth Street; Alton, IL 62002

Telephone Number: 618-474-6104

E-mail Address: jsamberg@sahc.org

Fax Number: 618-463-5606

Additional Contact
[Person who is also authorized to discuss the application for permit]

Name: Michael Russo

Title: Chief Administrative Officer

Company Name: Saint Anthony’s Health Center

Address: P.O. Box 340; Alton, IL 62002

Telephone Number; 618-474-6109

E-mail Address: mrusso@sahc.org

Fax Number; 618-465-4569
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2009 Edition

Post Permit Contact

[Person to receive all correspondence subsequent to permit issuance]
Name: Janice L. Samberg

Title:  Director of Decision Support Services

Company Name: Saint Anthony’s Health Center

Address: 915 East Fifth Street; Alton, IL 62002

Telephone Number: 618-474-6104

E-mail Address: jsamberg@sahc.org

Fax Number: 618-463-5606

Site Ownership
[Provide this information for each applicable site]
Exact Legal Name of Site Owner: Saint Anthony's Health Center
Address of Site Owner: P.O. Box 340; Alton, IL 62002
Street Address or Legal Description of Site: P.O. Box 340; Alton, 1L 62002

APPEND DOCUMENTATION AS ATTACHMENT-2, IN NUMERIC SEQUENTIAL_ ORDER AFTER THE LAST PAGE OF THE
. APPLICATION FORM. NOT APPLICABLE . . R

Operating ldentity/Licensee

[Provide this information for each applicable facility, and insert after this page.]
Exact Legal Name: Saint Anthony's Health Center

Address: P.O. Box 340; Alton, IL 62002

X[J]  Non-profit Corporation O Partnership
] For-profit Corporation U Governmental
Ol Limited Liability Company | Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an lllinois certificate of good standing.
o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

Organizational Relationships

Provide (for each co-applicant) an organizational chart containing the name and relationship of any person

who is related (as defined in Part 1130.140). If the related person is participating in the development or
funding of the project, describe the interest and the amount and type of any financial contribution.

APPEND DOGUMENTATION AS ATTACHMENT-3, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Flood Plain Requirements
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinois Executive Order #2005-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements
please provide a map of the proposed project location showing any identified floodplain areas. Fioodplain
maps can be printed at www.FEMA.gov or www.illinoisfloodmaps.org. This map must be in a readable
format. In addition please provide a statement attesting that the project complies with the requirements of
lllinois Executive Order #2005-5 {http://iwww.idph.state.il.us/about/hfpb.htm}.

NOT APPLICABLE

APPEND DOCUMENTATION AS ATTACHMENT 4, .IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
_ APPLICATION FORM. . S RS A

@




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- July 2009 Edition

Historic Resources Preservation Act Requirements

[Refer to application instructions.]

Provide documentation regarding compliance with the requirements of the Historic Resources Preservation

‘ Act. NOT APPLICABLE

APPEND DOCUMENTATION AS ATTACHMENT-5, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

e e e

APPLICATION FORM.

DESCRIPTION OF PROJECT

1. Project Classification
Check those applicable - refer to Part 1110.40 and Part 1120.20(b}]

Part 1110 Classification:
O Substantive

X

Non-substantive

Part 1120 Applicability or Classification:
[Check one only.]

X[J Part 1120 Not Applicable
] Category A Project

(] Category B Project

] DHS or DVA Project

2, Project Outline

In the chart below, indicate the proposed action(s) for each clinical service area involved by writing the number of beds,

stations or key rooms involved:

Non-Hospital Based Ambulatory Surgery

m m = w] XHmZ
o o o & Da®o
. i = o o - o a
Clinical Service Areas = 8 o o no¥ e
@ a 3 =| 8@
= > 2| 3¢
[11) w
Medical/Surgical, Obstetric, Pediatric and Intensive Care
Acute/Chronic Mental lliness
Neonatal Intensive Care
Open Heart Surgery
Cardiac Catheterization
In-Center Hemeodialysis
X 2

General Long Term Care

Specialized Long Term Care

Selected Organ Transplantation

Kidney Transplantation

Subacute Care Hospital Model

Post Surgical Recovery Care Center

Children's Community-Based Health Care Center

Community-Based Residential Rehabilitation Center

Long Term Acute Care Hospital Bed Projects

Clinical Service Areas Other Than Categories of Service:

. Surgery

. Ambulatory Care Services (organized as a service)
. Diagnostic & Interventional Radiclogy/Imaging

. Therapeutic Radiology

. Laboratory

. Pharmacy

. Qccupational Therapy

. Physical Therapy

. Major Medical Equipment

| Freestanding Emergency Center Medical Services

Master Design and Related Projects

Mergers, Consolidations and Acquisitions




APPLICATION FORM.

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2009 Edition

APPEND DOCUMENTATION AS ATTACHMENT-6, iN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

e e =1

3. Narrative Description

Provide in the space below, a brief narrative description of the project. Explain WHAT is to be done in State Board
defined terms, NOT WHY it is being done. If the project site does NOT have a street address, include a legal description
of the site. Include the rationale regarding the project's classification as substantive or non-substantive.

The Surgery Center of Saint Anthony's Medical Mall is owned and operated by Saint Anthony's
Health Center and Saint Anthony's Health System and is located at 4325 Alby Street in Alton,
[llinois.

The Surgery Center of Saint Anthony's Medical Mall is a tenant on the lower level of the building
which houses other business and medical offices on its other two floors.

Saint Anthony’s Health Center and Saint Anthony's Health System seek authority from the lliinois
Health Facilities and Services review Board to discontinue, in its entirety, the Surgery Center of
Saint Anthony’s Medical Mall located within the Medical Mall‘building. Any future patients can be
accommaodated at the Surgery Department of Saint Anthony’s Health Center, located two miles
away.

No costs are expected to be incurred in discontinuing this service. The project is classified as non-
substantive (Part 1110) because it is a "Discontinuation of category of service or facility.” Therefore,
Section 1120 of the lllinois Administrative Code is not applicable.

Saint Anthony's proposes to close the surgery center immediately should we receive CON approval.

In summary, we propose to discontinue the Surgery Center of Saint Anthony’s Medical Mall located
on the Lower Level of the building. We are completing the following sections of this application:

o Section 1 — ldentification, General Information, and Certification

o Section 2 - Discontinuation




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 200% Edition

Project Costs and Sources of Funds

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a

project or any compoenent of a project is to be accomplished by lease, donation, gift, or other means, the fair

market or dollar value (refer to Part 1130.140) of the component must be included in the estimated project

cost. If the project contains non-clinical components that are not related to the provision of health care, complete the
second column of the table below. See 20 ILCS 3960 for definition of non-clinical. Note, the use and sources of funds must

equal.

Project Costs and Sources of Funds

NON- TOTAL
USE OF FUNDS CLINICAL | o/ \NICAL

Preplanning Costs

Site Survey and Soil Investigation

Site Preparation
Off Site Work
New Construction Contracts

Modernization Contracls

Contingencies
ArchitecturalfEngineering Fees
Consuiting and Other Fees

Movable or Other Equipment
{not in construction contracts)

Bond Issuance Expense (project
refated)

Net Interest Expense During
Construction {project related)

Fair Market Value of Leased
Space or Equipment

Other Costs To Be Capitalized

Acquisition of Building or Other
Property (excluding land)

TOTAL USES OF FUNDS

CLINICAL NON- TOTAL

SOURCE OF FUNDS CLINICAL $0
$0 $0

Cash and Securities

Pledges
Gifts and Bequests
Bond Issues (project related)

Mortgages

Leases (fair market value)

Governmental Appropriations

Grants
Other Funds and Sources
TOTAL SOURCES OF FUNDS $0 30 $0

NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT
ATTACHMENT-7, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM.

@




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2009 Edition

Related Project Costs
Provide the following information, as applicable, with respect to any land related to the project that will be

or has been acquired during the last two calendar years:

Land acquisition is related to project []Yes X[J No
Purchase Price:  $
Fair Market Value: $

The project involves the establishment of a new facility or a new category of service

[J yes X[J No

If yes, provide the dollar amount of all non-capitalized operating start-up costs (including operating
deficits) through the first full fiscal year when the project achieves or exceeds the target utilization

specified in Part 1100.

Estimated start-up costs and operating deficit cost is $

Project Status and Completion Schedules

Indicate the stage of the project's architectural drawings:
X[J] None or not applicable ] Preliminary
[] Schematics [] Final Working

Anticipated project completion date (refer to Part 1130.140):

Indicate the following with respect to project expenditures or to obligation (refer to Part 1130.140):

[] Purchase orders, leases or contracts pertaining to the project have been executed.

] Project obligation is contingent upon permit issuance. Provide a copy of the contingent
“certification of obligation" document, highlighting any language related to CON

contingencies.
X [] Project obligation will occur after permit issuance.

State Agency Submittals

Are the following submittals up to date as applicable:
[] Cancer Registry

] APORS
X{_] All formal document requests such as IDPH Questionnaires and Annual Bed Reports been submitted

[] At reports regarding outstanding permits




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2009 Edition

Cost Space Requirements

Provide in the following format, the department/area GSF and cost. The sum of the department
costs MUST equal the total estimated project costs. Indicate if any space is being reallocated for a
different purpose. Include outside wall measurements plus the department’s or area’s portion of the
surrounding circulation space. Explain the use of any vacated space. NOT APPLICABLE

Amount of Proposed Total Gross
Square Feet That Is:
New As | Vacated

Const. Modernized Is | Space

Gross Square Feet

Dept. / Area | Cost | Existing | Proposed

CLINICAL
Medical
Surgical
Intensive
Care
Diagnostic
Radiology
MRI

Total Clinical

NON
CLINICAL
Administrative
Parking

Gift Shop

Total Non-
clinical
TOTAL B ]

APPEND DOCUMENTATION AS ATTACHMENT-8, iIN NUMERIC SEQUENTIAL
ORDER AFTER THE LAST PAGE OF THE APPLICATION FORM.




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Facility Bed Capacity and Utilization
Complete the following chart, as applicable. Complete a separate chart for each facility that is a part of the
project and insert following this page. Provide the existing bed capacity and utilization data for the latest
Calendar Year for which the data are available. Any bed capacity discrepancy from the Inventory will result
in the application being deemed incomplete.

APPLICATION FOR PERMIT- July 2008 Edition

FACILITY NAME: Saint Anthony’s Health Center CITY: Alton
D/B/A Surgery Center of Saint Anthony’s Medical
Mall
REPORTING PERIOD DATES: From: 1/1/2008 to: 12/31/2008
Category of Service Authorized | Admissions | Patient Days Bed Proposed
Beds Changes Beds
Medical/Surgical
Qbsletrics
Pediatrics

Intensive Care

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental liiness

Neonatal Intensive Care

General Long Term Care

Specialized Long Term Care

Long Term Acute Care

Other ((identify)
Non-Hospital Based
Ambulatory Surgery Center

2 procedure
rooms

6 procedures

LLd

2 procedure
rooms

0 procedure
rooms

TOTALS:

2 procedure
rooms

6 procedures

LA

2 procedure
rooms

0 procedure
rooms

** For the period January 1, 2008 through May 31, 2008, 6 procedures were performed. For the period

June 1, 2008 through December 31_2008, 0 procedures were performed.

** For the period January 1, 2009 through December 22, 2009, 0 procedures were performed.
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CERTIFICATION

The application must be signed by the authorized representative(s} of the applicant entity. The authorized
representative(s) are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole manger or member
when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or more general
partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more beneficiaries
do not exist); and

o in the case of a sole proprietor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of

Saint Anthony's Health Center *

in accordance with the requirements and procedures of the Illinois Health Facilities Planning Act. The
undersigned certifies that he or she has the authority to execute and file this application for permit on behalf of
the applicant entity. The ur{dersigned further certifies that the data and information provided herein, and

and correct to the best of his or her knowledge and belief. The undersigned also
equired for this application is sent herewith or will be paid upon request.

N bt PP s
SleE & L/ SIGNATURE
£.J. Kuiger, FACHE Sister M. Mikela Miedl

PRINTED NAME PRINTED NAME

President and CEQ Chairman of the Saint Anthony's Health Center Board
PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

Subscrjbed and swom to before me Subscribed and sworn to before me
this day Of\bﬁwaL@q this_AZ_day of wm
%\Jofh\ %’L&u J Wb’v\ %’L,Q«/

Signature of Notary Signature of Notary

Seal Seal

SHEILA M. SHAW
OFFICIAL SEAL

SHEILA M. SHAW
2 OFEICIAL SEAL
Notary Publie, State of llinois
My Commission Expiras
July 28, 2012

My Commission Expires
July 29, 2012

*Insert EXACT legal name of the applicant
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CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The authorized
representative(s) are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole manger or member
when two or more managers or members do not exist},

o in the case of a partnership, two of its general parlners (or the sole general partner, when twe or more general
partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the scle beneficiary when two or more beneficiaries
do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of

Saint Anthony's Heaith System *

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act. The
undersigned certifies that he or she has the authority to execute and file this application for permit on behalf of
the applicant entity. The undgrsigned further certifies that the data and information provided herein, and
appended hereto, are compl¢te and correct to the best of his or her knowledge and belief. The undersigned also
certifies thiat the permit appl{cation fee required for this application is sent herewith or will be paid upon request.

At 4l STl

SIGNATURE

Sister M, Mikela Mied|
PRINTED NAME

President and CEQ Chairman of the Saint Anthony's Health Center Board
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:;

Subscribed and swom to before me Subscribed and sworn to before me
this_&idayof‘ {eriael JOOR this_aadayofﬁ)_nacm- . SO0R
WQL%\_ %[W %‘«wﬁa el m

Signature of Notary Signature of Notary

Seal Seal

SHEILA M. SHAW

) OFFICIAL SEAL

4 Notary Public, State of lllingis

My Cammission Expires
July 29, 2012

SHEILA M. SHAW
7 OFFICIAL SEAL
Notary Public. State of Ilinois
My Commission Expires
July 29, 2012

*Insert EXACT legal name of the applicant
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SECTION [l. DISCONTINUATION

This Section is applicable to any project that involves discontinuation of a health care facility or a category of
service. NOTE: If the project is solely for discontinuation and if there is no project cost, the remaining
Sections of the application are not applicable.

Criterion 1110.130 - Discontinuation

READ THE REVIEW CRITERION and provide the following information:

1.

2.

GENERAL INFORMATION REQUIREMENTS

Identify the categories of service and the number of beds, if any that are to be discontinued.
Identify all of the other clinical services that are to be discontinued.

Provide the anticipated date of discontinuation for each identified service or for the entire facility.
Provide the anticipated use of the physical plant and equipment after the discontinuation occurs.

Provide the anticipated disposition and location of all medical records pertaining to the services being
discontinued, and the length of time the records will be maintained. .

For applications involving the discontinuation of an entire facility, certification by an authorized
representative that all questionnaires and data required by HFSRB or DPH (e.g., annual questionnaires,
capital expenditures surveys, etc.) will be provided through the date of discontinuation, and that the
required information will be submitted no later than 60 days following the date of discontinuation.

REASONS FOR DISCONTINUATION

The applicant shall state the reasons for discontinuation and provide data that verifies the need for the
proposed action. See criterion 1110.130(b) for examples.

a

IMPACT ON ACCESS

1.

Document that the discontinuation of each service or of the entire facility will not have an adverse
effect upon access to care for residents of the facility’s market area.

Document that a written request for an impact statement was received by all existing or approved
health care facilities {that provide the same services as those being discontinued) located within 45
minutes travel time of the applicant facility.

Provide copies of impact statements received from other resources or health care facilities located
within 45 minutes travel time, that indicate the extent to which the applicant's workload will be
absorbed without conditions, limitations or discrimination.

: APPEND DOCUMENTATION AS ATTACHMENT-S, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

i APPLICATION FORM.
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SAFETY NET IMPACT STATEMENT that describes all of the following:

1. The project's material impact, if any, on essential safety net services in the community, to the extent that it is
feasible for an applicant to have such knowledge.

2. The project's impact on the ability of another provider or health care system to cross-subsidize safety net
services, if reasonably known to the applicant.

3. How the discontinuation of a facility or service might impact the remaining safety net providers in a given
community, if reasonably known by the applicant.

Safety Net Impact Statements shall also include all of the following:

1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care provided
by the applicant. The amount calculated by hospital applicants shall be in accordance with the reporting
requirements for charity care reporting in the lllinois Community Benefits Act. Non-hospital applicants shall
report charity care, at cost, in accordance with an appropriate methodology specified by the Board.

2 For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaid
patients. Hospital and non-hospital applicants shall provide Medicaid information in a manner consistent with
the information reported each year to the lllinois Department of Public Health regarding "Inpatients and
Outpatients Served by Payor Source” and "Inpatient and Outpatient Net Revenue by Payor Source" as
required by the Board under Section 13 of this Act and published in the Annual Hospital Profile.

3. Any information the applicant believes is directly relevant to safety net services, including information
regarding teaching, research, and any other service

APPEND DOCUMENTATION AS ATTACHMENT-77, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

e




Section 1

Attachment 1
Applicant Identification

The Certificates of Good Standing for Saint Anthony’s Health Center and Saint
Anthony’s Health System are attached as ATTACHMENT - 1.

ATTACHMENT -1




File Number 1808-530-5

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

SAINT ANTHONY'S HEALTH CENTER, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON MAY 06, 1925, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT

OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 24TH

day of OCTOBER A.D. 2008

I-"., & /i Ty
bl TH o ’

Authenficate at: hittp//www.cyberdriveillinois.com

SECRETARY OF STATE

@ Adtachment - |




File Number 5552-603-6

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that |

SAINT ANTHONY'S HEALTH SYSTEM., A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON MAY 19, 1989, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT
OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of Iilinois, this STH '
day of JUNE A.D. 2008

) a f Y /
N "---':?;:“; T
el oty QW
e, . € V - -’ ’
Authentication # 0815702662 M W

| Authenticate at: http://www.cyberdriveiliinois.com

SECRETARY OF STATE

@ AH’ﬁ‘ch ment - \




Section 1
Attachment 2

Site Ownership

Saint Anthony’s Health Center owns the premises at which the Surgery Center is located.
Accordingly, Site Ownership requirements are not applicable.

ATTACHMENT - 2




Section 1
Attachment 3

Operating Identity/Licensee

The Certificate of Good Standing for Saint Anthony’s Health Center and Saint Anthony’s
Health System and the current License for the Surgery Center are attached as
ATTACHMENT -3.

Organizational Relationships
The Organizational Chart for Saint Anthony’s Health Center is attached as

| ATTACHMENT - 3.

ATTACHMENT - 3




File Number 1808-530-5

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of 1llinois, do
hereby certify that

SAINT ANTHONY'S HEALTH CENTER, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON MAY 06, 1925, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT
OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

- In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of lllinois, this 24TH
day of OCTOBER AD. 2008

WG oS/ %
Authentication #: 0829801624 M

Authenticate at: htip:/www.cyberdriveillinois.com

SECRETARY OF STATE

@ Atdachment -2




File Number 5552-603-6

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that -

SAINT ANTHONY'S HEALTH SYSTEM., A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON MAY 19, 1989, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT
OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this S5TH
day of JUNE A.D. 2008

3 SR
NI L i A
N 6T Sn Q‘\ ‘
Authentication #: 0815702662 M

Authenticate at: http.//www.cyberdriveillinois.com

SECRETARY OF STATE

@ | A+ pchment- 3
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Section 1
Attachment 4
Flood Plain Requirements

This project is a discontinuation of a health care facility. There will be no construction
associated with this project. Accordingly, the Flood Plain requirements under Executive
Order #5 (2006) are not applicable.
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Scction 1

Attachment 5
Historic Resources Preservation Act Requircments

This project is a discontinuation of a health care facility. There will be no demolition of
any structures, construction of new buildings or modernization of existing buildings
associated with this Project. Accordingly, the requirements of the Iilinois Historic
Resources Preservation Act are not applicable.
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Section 1

Attachment 6
Project Classification

Pursuant to Section 1110.40 of the Illinois Administrative Code, the Project is considered
“Non-Substantive.” The Project is solely for the discontinuation and has no project costs.
Accordingly, Section 1120 of the Illinois Administrative Code is not applicable.

ATTACHMENT - 6




Section 1
Attachment 7

Project Costs

The total cost of the Project will be $0.

ATTACHMENT -7




Section 1
Attachment 8

Cost/Space Requirements

This Project is for the discontinuation of a health care facility. There are no costs
associated with this Project. Accordingly, Cost/Space Requirements are not applicable.

ATTACHMENT - 8




Section II. Discontinuation
Attachment 9

General Information Requirement:

1. Identify the category of service thal is fo be discontinued:

Saint Anthony*s Health Center plans to discontinue, in its entirety, the Surgery Center of
Saint Anthony’s Medical Mall located at 4325 Alby Street, Alton, 1L 62002. This is the
Ambulatory Surgical Treatment Center (ASTC) category of service.

2. Identify all of the other clinical services that are to be disconlinued.

All procedures and services at the Surgery Center of Saint Anthony’s Medical Mall will
be discontinued.

3. Provide the anticipated date of discontinuation for each identified service or for the
entire facility.

Saint Anthony’s Health Center proposes to close the ASTC immediately should we
receive CON approval.

4. Provide the anticipaled use of the physical plant and equipment after the
discontinuation occurs.

The ASTC is located in approximately 3,543 square feet of the lower level of the Medical
Mall building. We do not have any immediate plans for the use of this space.

The equipment that is located in the ASTC i.e. crash carts, supplies, defibrillators, beds,
etc. will either be discarded if outdated or will be moved to the Surgery department at
Saint Anthony’s Health Center, which is located two miles away.

5. Provide the anticipated disposition and location of all medical records pertaining (o
the services being discontinued, and the length of time the records will be maintained.

Medical records for the patients being served at the Surgery Center of Saint Anthony’s
Medical Mail have historically been stored at Saint Anthony’s Health Center’s Health
Information Department (HID) and maintained in accordance with the state and federal
requirements. This will continue should we receive CON approval.

6. For applications involving the discontinuation of an entire facility, certification by an
authorized representative that all questionnaires and data required by HFSRB or DPH

(e.g. , annual questionnaires, capital expenditure surveys, eic.) will be provided through
the date of discontinuation, and that the required information will be submiited no later

than 60 days following the date of discontinuation.

ATTACHMENT -9




Attached as ATTACHMENT - 9 is a certification from Saint Anthony’s Health Center’s
President and CEQ that the Surgery Center at Saint Anthony’s Medical Mall has
submitted and will continue to submit through its closure date, all questionnaires and data
required by the lllinois Health Facilities and Services Review Board and the lllinois
Department of Public Health.

Reasons for Discontinuation:
The Surgery Center of Saint Anthony’s Medical Mall has had low utilization for many

years as noted in the chart below. Saint Anthony’s Health Center’s surgery department
has had the capacity to absorb the surgical volume and it is more economical to perform
procedures at Saint Anthony’s Health Center rather than performing surgery at both
locations.

In addition, on May 18, 2008, the Surgery Center of Saint Anthony’s Medical Mall was
cited for noncompliance with several deficiencies in its Life Safety Code therefore, the
utilization has been reduced to zero since May 18, 2008. The high cost to make the
repairs in order to become fully compliant has caused Saint Anthony’s to reconsider the
use of this space. The total cost to correct the deficiencies was $465,991. Since the
survey in May 2008 and as part of its Plan of Correction, Saint Anthony’s said it would
not perform any procedures in the ASTC.

To date, Saint Anthony’s has spent $259,812 to correct some of the deficiencies cited:
Sprinkler installation - $206,179

Elevator Recall (parts only) - $30,633

Misc. Items: $23,000

An additional $229,686 needs to be spent to widen the public corridor to 8°0” (from the
current 5°0”) outside the ASTC entrance ($203,635) and complete the installation (labor
only) for the elevator recall ($26,051).

Saint Anthony’s anticipated that it would be able to finance the remaining construction to
widen the public corridor; however, our circumstances changed when a proposed
affiliation transaction with Hospital Sisters Health System did not close as anticipated.
Our financial position has been further exacerbated by the world financial crisis.

As mentioned above, Saint Anthony’s has not performed any surgical procedures at the
ASTC since May 2008. Prior to that time, the ASTC was poorly utilized since there is
adequate surgical capacity al ncarby Saint Anthony’s Health Center’s Surgery
Department.

Five Year Historical Utilization of the ASTC is as follows:

~Year YID 2009 | 2008 : 2005
# Surgical 0 6 41
Procedurcs * ..
Pcrformed at the (prior to May
ASTC 18, 2008)

* Life Safety Survey, May 18, 2008. Sincc that time, 0 procedures have been performed.

ATTACHMENT - 9




Impact on Access

\. Document that the discontinuation of each service or of the entire facility will not have
an adverse effect upon access lo care for residents of the facility’s market area.

Because ambulatory surgical procedures will be available at Saint Anthony’s Health
Center, Saint Anthony’s Way, which is located two miles away, it is anticipated that there
will not be a lack of ambulatory surgical services in the arca. Utilization has been so low
at the ASTC at the Medical Mall that Saint Anthony’s has had more than enough capacity
to absorb the few patients that would have had procedures performed at the Surgery
Center of Saint Anthony’s Medical Mall. In addition, physician preference is to perform
all surgical procedures in one Iocation because of the convenience of one location rather
than two locations.

2. Document that a written request for an impac! statement was received by all existing
or approved health care facilities located within 45 minutes travel time of the applicant

facility.

Not Applicable since 0 procedures have been performed at the facility in the last 1 2
years.

3. Provide copies of impact statements received from other resources or health care
facilities located within 45 minutes travel time, that indicale the extent to which the
applicants workload will be absorbed without conditions, limitations or discrimination.

Not Applicable

ATTACHMENT -9




SAINT ANTHONYS HOSPITAL

SAINT CLARES HOSPITAL SAINT

__/ANTHONYS
HEALTH CENTER

Saint Anthony's Way, P.O. Box 340, Allon, 1L 62002-0340
618 / 4654501

December 22, 2009

Mr. Michael Constantino

Project Review Supervisor

Illinois Health Facilities & Services Review Board
525 West Jefferson Street

Springfield, IL 62761 - 0001

Re: Application to Discontinue Services at Saint Anthony’s Health Center D/B/A
Surgery Cenler of Saint Anthony’s Medical Mall

Dear Mr. Constantino:

I hereby certify, under penalty of perjury as provided in § 1- 109 of the Illinois Code of
Civil Procedure, 735 11.CS 5/1-109, and pursuant to 77 1l Admin. Code § 110.130(a)(6),
that Saint Anthony’s Health Center has submitted, and will continue to submit through its
closure date, all questionnaires and data required by the Illinois Health Facilities and
Services Review Board and the Illinois Department of Public Health.

SHEILA M. SHAW
‘ OFFICIAL SEAL
[ Notery Public, State of lliinois

\ 1‘ My Commission Expires
e July 28, 2012
. i ATTACMENT -6
\R. 2209

To serve God 1s to serve His people.




Safety Net Impact Statement

1. As set forth in this Application, we believe that the discontinuation of surgical services
at the Surgery Center of Saint Anthony’s Medical Mall will have no impact on the
essential safety net services provided to the community served by the Surgery Center of
Saint Anthony’s Medical Mall. Since 0 procedures have been performed at the Surgery
Center of Saint Anthony’s Medical Mall in the last 1 ; years, Saint Anthony’s Health
Center’s Surgery Department has sufficient capacity to absorb any future surgical
procedures and meet the needs of the community.

2. The chart below sets forth the Surgery Center of Saint Anthony’s Medical Mall’s
charity care services and Medicaid revenues for the last three years, 2008, 2007 and
2006.

2008 2007 2006
Charity Care $0 $0 $0
Services
Medicaid Revenues $0 $0 $0

Copies of the last three year’s Annual Ambulatory Surgical Treatment Center
Questionnaires are attached as ATTACHMENT - 77.

3. Copies of the Annual Community Benefit Plan Reports for Saint Anthony’s Health
Center are attached as ATTACHMENT - 77.

ATTACHMENT - 77
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A 7‘-;.?_\*"»’ YForm 2008 Data (AN Page 1 of |
.C-Survey Form 2008 Data Page 1 «

Ilinois Department of Public Health Page
AMBULATORY SURGICAL TREATMENT CENTER QUESTIONNAIRE F QR 2008

Part H - Financial and Capital Expenditures Data

B. NET REVENUE BY PAYMENT SOURCE - REPORTED FISCAL YEAR
Please indicate your Net Revenue during your reported Fiscal Year, by payment source.

Net Revenue {in Dollars)

Medicaid 0
Medicare 8931
Other Public* 0

Private Insurance | 9667

Private Payment |0

Total Revenues 10,598

*Other Public payment inctudes individuals whose primary payment source is Veterans Administraticn, County Boards,

Community Aid Agencies, grants, CHAMPUS, CHAMP-VA, and other government-sponsocred programs, excluding
Medicare and Medicaid.

C. TOTAL ACTUAL COST OF SERVICES PROVIDED TO CHARITY CARE* CASES - REPORTED FISCAL YEAR

A worksheet to help you calculate the cost of charity care services is located at this link,

Amount {in Dollars)

Total Actual Cost of Services Provided to Charity Care* Cases | 0

*“Charity care” means care provided by a health care facility for which the provider does not expect to receive

payment from the patient or a third-party payer. {20 ILCS 3960, Section 3] Charity care does not include bad
debt

or the unreimbursed cost of Medicare, Medicaid, and other federal, State, or local indigent health care
programs,

eligibility for which is based on financial need.

[<_ Bacﬂ[ Next > HSaveJ

@ A+'{ﬁc-hm€n‘4‘ - 77
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AN U Survey Form 20U/ pata Fupe i oLl

. e . \q

Hlinois Department of Public Health
AMBULATORY SURGICAL TREATMENT CENTER QUESTIONNAIRE F -@

Part Il - Financial and Capital Expenditures Data

B. NET REVENUE BY PAYMENT SOURCE - REPORTED FISCAL YEAR
Please indicate your Net Revenue during your reported Fiscal Year, by payment source.

Net Revenue {in Dollars)

Medicaid 0
Medicare 1682
Other Public* 0

Private Insurance | 6141

Private Payment {0

Total Revenues 7823

*QOther Public payment includes individuals whose primary payment source is Veterans Administration, County B
Community Aid Agencies, grants, CHAMPUS, CHAMP-VA, and other government-sponsored programs, excludi
Medicare and Medicaid. '

C. TOTAL ACTUAL COST OF SERVICES PROVIDED TO CHARITY CARE* CASES - REPORTED FISCAL YE

Amount {in Dollars)

Total Actual Cost of Services Provided to Charity Care* Cases{0

*Charity care is care for which the provider does not expect to receive payment from the patient or

a
third-party payer. Charity care does not include bad debt or the unreimbursed cost of Medicare,

Medicaid and other federal, State, or local indigent health care programs, efigibility for which is
i based on financial need.

< Back Next>  Save

| 35 .
hltps://survcy.idphnct.com,’survcy/cgi-bin/qumporatc.cgi . 4/30/2008
Attochment - 777
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0o ASTC Survey Form

r ]

= pug. 1>

lllinois Department of Public Health
AMBULATORY SURGICAL TREATMENT CENTER QUESTIONNAIRE FQR 2006

Part Il - Financial and Capital Expenditures Data

B. LONG-TERM DEBT

Provide the amount of long
health care facility as reported in the
facility does not have its own financia

by the controlling entity.
LONG-TERM DEBT FOR REPORTED FISCAL 0
YEAR

¢. NET REVENUE BY PAYMENT SOURCE - REPORTED FISCAL YEAR
Please indicate your Net Revenue during your reported Fiscal Year, by payment source.

_term indebtedness (including current maturities} incurred by or on behalf o
facility’s audited financial statements for your reported Fiscal Yea
| statements, indicate the amount of debt that is allocated to the f

Net Revenue (in Dollars)
Medicaid 0
Medicare . |4570.00

Other Public* }0

Private Insurance { 3939.00

Private Payment |0
Total Revenues 8509.00

includes individuals whose primary payment source is Veterans Administration, County

*Other Public payment
VA, and other government-sponsored programs, excly

Community Aid Agencies, grants, CHAMPUS, CHAMP
Medicare and Medicaid.

_TOTAL ACTUAL COST OF SERVICES PROVIDED TO CHARITY CARE* CASES - REPORTED FISCAL YE
Amount {in Dollars)

Total Actual Cost of Services Provided to Charity Care* Cases |0
*Charity care is care for which the provider does not expect to receive payment from the patient or
a

third-party payer. Charity care does not include bad debt or the unreimbursed cost of Medicare,
Medicaid, and other federal, State, or local indigent heaith care programs, eligibility for which is

based on financial need.

< Back Next > Save

@ Attactiment- 77
3/5/2007
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2/05 ATTORNEY GENERAL
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Annual Non-Profit Hospital Community Benefits Plan Report

Hospital or Hospital System:  Saint Anthony's Health Center

Mailing Address: _#1 Saint Anthony's Way, PO Box 340, Alton, IL 62002
(Steet Address/P .0, Box} {City, Sate, Zip)

Physical Address (if different than mailing address):
Saint Anthony's Way, PO Box 340 AND 915 E, Fifth Street, Alton, IL 62002

{Steeet Address/P.0O. Box) (Ciry, State, Zip)
Reporting Period: 01 O 1 08 through12 { 31 ; 08 Taxpayer Number: 37-0661234
Month Day Year Month Day Year

If filing a consolidated financial report for a health systerr, list below the Ilinois hospitals included in the consolidated report.

Hospital Name Address EIN #
) ; ) Saint Anthony's Way
Saint Anthony's Hospital PO Box 340, Alton, IL 62002 37-0661234"
. ) 915¥E.Fifth Street
Saint Clare's Hospital Alton, IL 62002 37 0661234
1. ATTACH Mission Statement:
The reporting entity must provide an organizational mission statement that identifies the hospital's commitment to serving the
health care needs of the community and specify the date it was adopted. Attachment #1
2. ATTACH Community Benefits Plan:

The reporting entity must provide its most recent Community Benefits Plan and specify the date it was adopted. The plan should
be an operational plan for serving health care needs of the community., The plan must:

L. Set out goals and objectives for providing community benefits including charity care and government-sponsored
indigent health care,

2. Identify the populations and communities served by the hospita).

3 Disclose health care needs that were considered in developing the plan.

Attachment #2

3. REPORT Charity Care:
Charity care is care for which the provider does not expect to receive payment from the patient or a third-party payer. Charity care
does not include bad debt or the unreimbursed cost of Medicare, Medicaid, and other federal, State, or local indigent health care
programs, eligibility for which is based on financial need. In reporting charity care, the reporting entity must report the actual cost
of services provided, based on the total cosl to charge ratio derived {rom the hospital's Medicare cost report (CMS 2552-96
Worksheet C, Part [, PPS Inpatient Ratios), and not the acrual charges for the services,

Charity Care. . ..o 52,200,000

ATTACH Charity Care Policy: Attachment #3
Reporting entity must attach a copy of its current charity care policy and specify the date it was adopted.

@ Adtachiment-77




4, REPORT Community Benefits actually prpvided other than charity care:
Sce instructions for completing Section 4 of the Annual Non Profit Hospital Community Benefits Plan Report,

Community Benefit Type

Language AsSistant SEMVICES . .. .. oottt ettt i e e e SR e $6,441
Government Sponsored Indigent Health Care . .., .. D 3 0
DIOMALIONS . e v v v vt e et et e e in i e e e -.525_7r368
Volunteer Services :

a} Employee Volunleer Scrﬁc;s ................. $151,620

b) Nqn-Emia]oycc Volunteer Services. ....0....... $105 1271

{minimum wage) .

e)Total (add Iimes a and bB) ... ouuuine o e e e $256,891
Education ...... ..o e e .3 973,425
Government-sponsored program services ....... Medicare . . ... 5 582,203
Research. ... o 5 0
Subsidized health servicas ... ... ov e e e e L $454,541
Baddebts.....ooovvvivivnnn, TS T T T $<,287,000
Other Community Benefits................. BV O CATY i e e e e e §12,338

Attach a schedute for any additional community benefits not detailed abave.

5. ATTACH Audited Financial Statements for the reporting period.
: Attachment #4

Under penalty of perjury, [ the undersigned declare and certify that I have examined this A;,m;ia_l Non Profit Hospital Community
Benefits Plan Report and the documents attached thereto. I further declare and certify that the Plan and the Annual Non Profit
Hosgital Community Benefits Plan Report and the documents attached thereto are tri¢ and complete.

Michael L. iNelson / EVP/CFQ .+ (618) 463-5616
Name / Title (Please Print) Phone: Area Code/ Telephone No.
WX /7(-@@@-«,_ c/29/e2
Signature Date

Noncy J. Dooling (618) 463-5616
Mame of Person Completing Form Phone: Area Code / Telephone N,

ndooling@sahc.org (618) 463-5643
Electronic / Internet Mail Address FaX: Area Code / FAX No.

@ A+ochment- 777
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Bt # 1

Saint Anthony’s Health Canter
MISSION STATEMENT

Saint Anthony's Health Center sponsored by the Siaters of St. Francis of the
Martyr St. George, has as our goal to witness Christ's merciful love by providing quality
health services motivated by respect for the people we serve. We foster a climate that
enhances the empowerment of those who serve with us in faithful stewardship of

human and financial rasources.

VALUES

Our Health Center goal is to be a witness of Christ's merciful love by providing
quality health services motivated by respect for the people we serve. Our goal is
achieved by adherence to a set of shared values., These include:

Respect for life .
Fidelity to the Church and our Franciscan heritage
Charity
Service
Quality

Stewardship
Partnering with physicians, other heaith care institutions and employees

VISION

Qur vision is to minister to those in heed, providing services based on the moral
values and the teachings of the Catholic Church. To achieve this vision we wiil serve:

With  compassion for those ln need, especially the poor and needy of

every condition, -
With respect for life and the dignity of afl persons as created in the image
and likeness of God at all stages of development from conception to

‘natural death, -

With commitment to the weliness of human beings and the prevention of

illness, :
With dedication to restoring the health to the bady, mind and soul in
imitation of Jesus who healed the whole person,

With acceptance that death is the final step toward ultimate union with the

Lord.

To achieve this vision, we will utilize our resources to provide services In support
of the right-to, and quality of, iife for ail persons, extending our rministries by providing a
continuum of high quality, cost effective care, including acute care servicss and the care
of the elderly and the homebound.

20 Adbachment- 17
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Saint Anthony’s Health Center
Finance Division Manual
Procedure

Department: Patient Accounts, Credit and Collections
Title: Hospital Charity and Uninsured Discount Procedure
Number: 90302.C7

Formulated: March 1991
Revised: February 1995; February 1998 (Exec VP: eligibility criteria); December 2003;
November 2005 (200% of Poverty Guideline); April 2008; April 2009

Snint Anthony’s Health Center Statement of Policy

At Saint Anthony’s Health Center, our goal is to provide quality health care to the sick

and helpless, regardless of sace, religion, national origin, disability, sex, age, or economic status.
Saint Anthouy’s will make available charity care (community benefit) to those persons who
qualify for such care. Saint Anthony’s Charity and Uninsured Discount is secondary to any and
all other types of third party coverage.

Statement of Purposc

The purpose of this policy is to set forth en avenue for providing charity care to those who are
unable to pay, based on the HHS (Department of Health and Human Services) Federal Poverty
Income Guidelines, published annually in the Federal Register on or about February 1.This
policy will comply with the Illinois Hospital Uninsured Patient Discount Act.

Procedure:
A. DEFINITIONS
For the purpose of this procedure, family income and family unit shall be defined as follows:

1. Family unit—An individual, or group of individuals related by blood, marriage, o1
adoption, living together in one household, The family cannot include any
individuals who reside outside the household, with the exception of college students
who, regardless of their residence, depend on the family for support.

2. Family Income — The sum of a family’s annual earning and cash benefits from all
sources before taxes, less payments made for child support,

3. Uninsured Patients — Patients who are not covered under a policy of health
insurance and is not a beneficiary under a public or private health insurance, health
benefit, or other health coverage program, including high deductible health insurance
ﬁle;?\;i,;mkers’ compensation, accident liability insurance, or other third party

ability,
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Page 2

Hospital Charity Care Procedure

B. ELIGIBILITY CRITERIA

1.

Charity Services are available fo all persons with open accounts, or who wish to
utilize the hospital’s services, us long as the services provided or requested, and
circumstances of treatment, are not included in the EXCEPTIONS listing following
this section. The sole criterion for eligibility is based on the individual’s or family's

income,

Uninsured Patients:

a.

100% charity allowance will be available to those individuals whose
individual or family income falls at or below 200% of the HHS Federal
Poverty Income Guidelines, as published annually in the Federa] Register.

A sliding scale will be utilized for those individuals or families whoge
income is between 200% and 250%of the HHS Federal Poverty Income
Guidelines. (Exhibit A).

A 75% discount will be offered to those whose individual or family
income fall between 250% and 6§00% of the HHS Federal Poverty Income
Guidelines. The minimum discount will always exceed 135% of costs as
defined in the Illinois Hospital uninsured Patient Discount Act.

All uninsured persons whose individual or family income is above 600%
of the HHS Federal Poverty Income Guidelines will be granted a 25%
discount from Total Charges.

Non-Iilinois residents who are uninsured are eligible for a maximum
discount of 25%.

The maximum amount that may be collected in a 12 month period for
healtheare scrvices provided by the hospital to a patient eligible for an
uninsured discount is 25% of the family’s income and is subject to the
patient’s continued eligibility under this policy. To be eligible to have this
maximum amount applied to subsequent charges, the uninsured patient
shall inform the hospitsl in subsequent inpatient admissions or outpatient
encounters that the paticnt has previously received health care services
from Saint Anthony’s and was determined to be entitled to the uninsured
discount.

3. Insured Patients: Paticnts who are covered under a Managed Care or Governmental
Plan may be eligible for a charity allowance for their copays and deductibles if their
individual or family income falls at or below 200% of the HHS Federal Poverty
Income Quidelines, as published annually in the Federal Register.

5% AHachment - 777




Page 3
Hospital Charity Care Procedure

C. EXCEPTIONS:

The following patients and/or services are excluded from the Charity and Uninsured Discount
Program:

1.  Elective cosmetic surgery, but not plastic surgery designed to correct disfigurement
caused by injury, illness, or congenital defect or deformity.

2.  Balances which result from the patient’s failure to cooperate with third party payers,
or which result from the patient’s negligence in providing information or documents
requested by the third party payer.

3. Patients who refuse to apply for Medicaid, or other alternative sources of payment

4.  Patients who refuse to use their health insurance for reasons of confidentiality, or to
avoid higher premiums, or to avoid incurring high deductibles or coinsurance

obligations.

5. Uninsured patients who apply for the discount after 60 days from date of service or
insured patients who apply after 60 days from date of payment..

6.  Patients who have collected from their insurance carriers, but fail to pay the hospital
the money received from their insurance carrier.

7.  Patients who supply and certify information that is false in their application.

8. DPatients covered by managed care programs, but who are denied coverage because
they neglected to comply with the rules of their plan.

9.  Custodial or non-acute care.
D. APPLICATION FORMS AND CHARITY INFORMATION )
1. The patient or responsible party may obtain an application for Charity and Uninsured
Discount (Exhibit B} at the cashier’s office near the front entrance of Saint Anthony’s
Hospital, or from the registration office,
2.  Patients and responsible parties may obtain detailed information about Saint
' Anthony’s Health Center Charity and Uninsured Discount Policy by phone, or in

person, from either of these locations.

3.  Business Office and Registration staff will offer any needed assistance in completing
the application form.

@ Attachment- 777
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Hospital Charity Care Procedure

E. VERIFICATION OF INCOMEL

1.  Ttis the patient’s responsibility to document household income mentioned in Section
A sbove within 30 days of request to be eligible under this policy.

Acceptable family income documentation shall include any one of the following:
a. A copy of the most recent tax return

b. A copy of the most recent W-2 form and 1099 forms

¢. Coples of the two most recent pay stubs

d. Written income verification from an employer if paid in cash.

e. Sworm or notarized statements signed by the patient or responsible party
will be acceptable if the family has received no income in the prior three

months. .

2.  Failure to meet at loast one of the above criteria may result in denial of charity care.

F. STEPS IN MAILING THE ATPLICATION

1. The Hospital will mail the Charity and Uninsured Discount Application within 24
hours of request,

2. A signed form letter (also Exhibit B) will sccompany each Charity Care application,
along with e postage-paid return envelope.

G. STEPS IN PROCESSING APPLICATION
1. Allreturned applications will be forwarded to the Patient Accounting Department,
2. Each application will be reviewed to determine that it is complete, and that proof of
income is present. If not, the reviewer will return the application to the applicant for

completion (Exhibit D).

3. Financial Counselors will forward completed applications to the appropriate person
for approval (see next soction).

4. TFinal reviewers will retumn the application to the financial counselors immediately
after review.

5. Financial Counselors will gencrate a Charity and Uninsured Discount Approval letter
(Exhibits E and F), cxplaining the determination that has been made for the patient’s
accounts.

@9 _A{—{—ach meint -7 7
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Hospital Charity Care Procedure

6.  For approved applications, the Financial Counselors will generate the appropriate
adjustment to each open account,

H. AUTHORITY FOR APPROVAL AND REJECTION
1. Financial Counselors may reject incomplete applications.

2.  The Business Office Director or Site Executive may approve balances up to $7,500,
and may reject any application deemed incomplete.

3. The Business Office Director or Site Executive will review and endorse any requests
for Charity or Uninsured Discounts over $7,500, and forward these accounts to the
Chief Financial Officer for review and approval.

4.  The Chief Financial Officer will approve all additional amounts for Charity in cases
of extreme need, medical indigency, or other situations in which the Mission, Goals
and Objectives of the Hospital would be served.

L TIMEFRAMES FOR NOTIFYING THE PATIENT OF DENIAL OR APPROVAL
1.  Retrospective Applications—Financial Counselors will ensure that patients and
responsible parties receive notification within 30 days of receipt of a completed
application.

2.  Prospective Applications—Financial Counsclors will make every effort to process
and obtain approval prior to the scheduled date of service,

3. Notifications of Approval/Denial—Financial Counselors will mail letters of
nofification as soon ag possible, and not later than 10 days from the date of decision.

J. APPLICATIONS FROM MEDICARE PATIENTS

1.  Medicare patients may apply for charity discounts to cover deductible, co-insurance,
lifetime reserve days, and non-covered and personal charges, but only after the
possibility of payment by supplemental insurance has been exheusted.

2. Medicare as a Secondary Payer accounts whose responsible parties fail to supply the
hospital with required insurance information will not be considered for charity or
uningured discounts,

K. DECEASED NON-MEDICARE PATIENTS

1. Deceased non-Medicare patients may qualify for charity care if there is no other third
parly coverage.
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Hospital Charity Care Procedure

2.  In cases where the deceased patient’s family has not responded to collection efforts
(statements and phone calls), and there is no estate established for the deceased after
at least 90 days have passed since the patient’s expiration, then the account(s) may
qualify for charity care.

L. HOMELESS OR INCARCERATED PATIENTS
1. Homeless patients may qualify for charity care if at registration or time of treatment
the Hospital identifies that the patient is homeless, or if subsequent collection efforts
determinc that the patient ig homeless.

2.  Incarcerated patients may qualify for charity care if there is no chance for rclease
from prison for a period over 3 months.

M. APPLICATIONS FROM MEDICAID PATIENTS

1. Medicaid patients may apply for and be granted charity discounts for spend-down
amounts, or in cases where only part of a particular stay is covered by Medicaid.

2. Medicaid patients cannot be considered if the remaining balance is the result of an

unresolved “third party liability” situation, or if payment -was reccived from a third
party and not paid to the hospital.

APPROVAL: Approved by Board Date: 4/8/09

Policy é&ffective 4/1/09
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LISA MADIGAN

Form AG-CBP-]
ATTOGRNEY GENERAL

2705

Annual Non-Profit Hospital Community Benefits Plan Report

Hospital or Hospital System: _ Saint Anthony's Health Center

Mailing Address: #1 Saint Anthony's Way, PO Box 340, Alton, IL 62002
(Street Address/P.Q. Box) ] (City, State, Zip)

Physical Address (if different than mailing address):

Saint Anthony's Way, PO Box 340 AND 915 E, Fifth Street, Alton, IL 62002
(Streetl Address/P.O. Box) (City, Stele, Zip)

Reporting Period: __ 01/ 07/ 2007%hrough 12 /31 / 200 7Taxpayer Number: 37-0661234
Month  Day Year Monith Day - Yesr )

If filing a consolidated financial repart for a health system, list below the Ilinois hospitals included in the consolidated report.

Hospital N Add FEIN #
ospUa tame Saintjﬁgthony's Way
Saint Anthony's Hospital PO Box 340, Alton, IL 62002 37-0661234
, . . 915 E. Fifth Street
Ssaint Clare's Hospital Alton, IL 62002 37-0661234
1. ATTACH Mission Statement:

The reporting entity must provide an organizational mission sfatement that identifics the hospital's commitment to serving the
health care needs of the community and specify the date it was adopted.
Attachment 1

2. ATTACH Community Benelits Plan:
The reporting entity must provide its most recent Community Benefits Plan and specify the date it was adopted. The plan should
be an operational plan for serving health care needs of the conmunity. The plan must:

1. Set out goals and ohjectives for providing community benefits including charity care and government-sponsored
indigent health care. :

2. Identify the populations and communitics served by the hospital.

3 Disclose health care needs that were considered in developing the plan.

Attachment 2

3 REPORT Charity Care:
Charity care is care for which the provider docs not expect to receive payment from the patient or a third-party payer. Charity care
does not inctude bad debt or the unreimbursed cost of Medicare, Medicaid, and other federal, State, or local indigent health care
programs, eligibility for which is based on financial need. In reporting charity care, the reporting entity mmist rcport the actual cost
of services provided, bascd on the total cost to charge retio derived from the hospital's Medicare cost report (CMS 2552-96
Worksheet C, Part 1, PPS Inpatient Ratios), and not the actual charges for the services.

Charity Care. . ot e e e e e $2,095,263

ATTACR Charity Care Policy: Attachment 3

Reporting entity must atiach a copy of its current charity care policy and specily the date it was adopted.

Attachment - 77




4. REPORT Community Benefits actuzlly provided othcr than charity care:
See instructions for completing Section 4 of the Annual Non Profit Hospital Comumunity Benefits Plan Report.

Cornmunity Benefit Typl e

Language ASsiStant SEIVICES .| ... vvuriiein i e R $5,843
Govemnment Sponsored Indigent Health Cate ... ... ... . i ittt i $ 0
DONMAONS - .« <« o oot eae et ta e ae e e et et e JE §159,613

Volunteer Services

a) Employee Volunteer Services ......ovivnniinns § 109,677

b) Non-Employce Volunteer Services . ........ ....5.134,760

c) Total (add lines a and b) . ............................................ $244,437
BAUcation ........cecurviivrunsnsinrnarirncninnaes e e $1,039,937
Govemment-sponsored program services ... Medicare . Subsidy......coo i $ 7,451,798
Research; .............................................................................. $2,140
Subsidized Bealth SEIVICES .. ..ottt sttt tn s ta s et e e et 31,808,174
Baddebts . AL COSE L $2,082,735
OtherCommunityBeneﬁts...Adxocéc.y ....................... e 8 136,544

Attach a schedule for any additional community benefits not detailed above.

3. ATTACH Audited Financial Statements for the reporting period. Attachment 4

Under penalty of perjury, I the undersigned declare and certify that I have examined this Annua} Non Profit Hospital Community
Benefits Plan Report and the documents attached thereto. I further declare and certify that the Plan and the Annual Non Profit
Hospital Community Benefits Plan Report and the documents attached thereto are true and complete.

Michael L. Nelson / EVP/CFO {618) 463-5616
Name / Titlc (Please Print) ' Phone: Area Code / Telephone Na.

p 6/30/08
Signature Date '
Noncy J. Dooling '  (618) 463-5616
Name of Person Completing Form Phone; Arca Code / Telephone No.
ndooling@sahc.org (618) 463-5643
Electronic / Internet Mail Address FAX: Area Code/ FAX No.
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Annual Non-Profit Hospital Community Benefits Plan Report
Section 4 Instructions for Reporting Community Benefits

Community Benefit Type

~ Language assistant services. Unreimbursed actual costs pertaining to language assistance service such as salaries and benefits of
translators, costs of translation services provided via phone and costs of forms, notices and brochures provided in languages other

than English, offset by any revenue reccived for these services.

Government Sponsored Indigent Health Care. Unreimbursed cost of Medicare, Medicaid, and other federal, State, or local
indigent health care programs, cligibility for which is based on finzncial need. Includes both inpatient and outpatient services. In
calculating this cost, hospitals should apply a tota] cost-to-charge ratio to obtain costs, unless the hospital has an alternative method
for determining costs, then deduct any revenucs that were received for such services.

Donzations. Cash and in-kind donations such as the value of meeting space, equipment, and personnel to assist other community
health care providers, social service agencies and organizations.

Volunteer Services. Voluntary activities provided by hospital employees and volunteers in connection with a hospital's Community
Benefits Program that take place as the result of a formal hospital initiative to organize or pramote voluntary participation in the
activity. Value of volunteer time is to be calculated as the number of volunteer hours muitiplied by minimum wage.

Education. Costs incurred for hospital-based educational programs such as medical residency and internships and nursing,
radiology technician and physical therapy programs, reduced by direct medical education funding from thitd-party payer

_Teimbursemcnt, offsite rotation revenue, fees charped, etc. Community healih education and wellness programs should be reported
under Subsidized Health Services secton.

) Government-sponsered program services. Any other unreimbursed costs not included in Government Sponsored Indigent
Health Care section. '

Research. Cost of research activities conducted primarily to advance medical or health care services, including clinical drug trials,
demonstration projects for altemative delivery systems, disease-specific research, etc. This portion of the report should include only
actual costs not covered by grant funding or donations.

Subsidized health services. Subsidized health services for which the hospital, in response to comnminity need, must subsidize from
other revenue sources. It includes, but is not limited to, such services as emergency and trauma care, neonatal intensive care,
community health clinics, and collaborative efforts with local government or private agencies to prevent illness and improve
wellness, such as immunization programs. Includes specialty services that yield a financial loss such as rchabilitation, burn care,
substance abuse, AIDS, genatric, pediatric, clinics, hospice, physician referral service, ambulance and programs to prevent illness or
injury end improve wellness such as community health screenings, immunization programs, health education, counscling and
support groups, poisor conirol, etc. Hospitals should determine the financial loss by calculating the costs of staff, materials,
equipment, space, etc., offsct by any third-party payment, patient fees, or donations.

Bad debts. The bad debt cxpense resulting from the extension of credit for services the hospital provided for which payment was
expected but not received,

Other Community Benefits. Attach a schedule listing and describing any community benefits not listed above. Provide complete
detai] as to how each comnmunity benefii is provided and calculated.
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Saint Anthony’s Health Center

MISSION STATEMENT

Saint Anthony's Health Center sponsored by the Sisters of St. Francis of the
Martyr St. George, has as our goal to witness Christ’s merciful love by providing quality
health services motivated by respect for the people we serve. We foster a climate that
enhances the empowerment of those who serve with us in faithful stewardship of

human and financial resources.

VALUES

Our Health Center goal is to be a witness of Christ's merciful love by providing
quality health services motivated by respect for the people we serve. Our goal is
achieved by adherence to a set of shared values. These include:

Respect for life

Fidelity to the Church and our Franciscan heritage

Charity

Service

Quality

Stewardship

Partnering with physicians, other heaith care institutions and employees

VISION

Our vision is to minister to those in need, providing services based on the moral
values and tha teachings of the Catholic Church. To achieve this vision we wiil serve:

With compassion for those in need, especially the poor and needy of

every condition,
With respect for life and the dtgmty of alt persons as created in the image
and likeness of God at all stages of development from conception to

‘natural death, -

With cornmltment to the weliness of human beings and the prevention of

iflness,
With dedication to restoring the health to the body, mind and soul in

imitation of Jesus who healed the whole person,
With acceptance that death is the final step toward ultimate union with the

Lord.

To achieve this vision, we will utilize our resources to provide services in support
of the right-to, and quality of, iife for all persons, extending our ministries by providing a
continuum of high quality, cost effective care, including acute care services and the care

‘of the eilderly and the homebound.
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ATTORNEY GENERAL

Annual Non-Profit Hospital Community Benefits Plan Report

—

L]
Hospital or Hospital System: Saint Anthony's Health Center

Mailing Address: _P- 0. Box 340 : Alton, IL 62002

(Streer AddresyP.O 8ox; {City, Stace, Zip)
Physical Address (il different than mailing address):

Saint Anthony's Way, P.0. Box 340 AND 915 E, Fifth Street, Alton, IL 62002

(Street AddressiP 0. Box) {City, Siate, Zip)

Reporting Period: 01 / 01 / 06 through 127 31, 06 Taxpayer Number: _ 37-0661234

Month  Day Year Manth  Day Year

If filing a consolidated financial report for a health system, list below the [llinois hospitals included in the consolidated report.

Hospital Name ddress FEIN ¥
. . , Sain% Anthony's Way I
Saint Anthony's Hospital PO Box 340, Alton IL 62002 37-0661234
, T : 975 E. Fifth Streaf
Saint Clare's Hospital Alton,.IL 62002 37-0661234
1. ATTACH Mission Statement:

The reporting entity must provide an organizatienal mission statement that identifies the hospital's commitment to serving the
heatth care needs of the community and specify the date it was adopted, Attachment #1

2. ATTACH Coemmunity Benefits Plan:

The reporting entity must provide its most recent Community Benefits Plan and specify the date it was adbpted. The plan should
be an operational plan for serving health care needs of the community, The plan must:

i. Set out goals and objectives for providing cormunity benefits including chariry care and govermnment-sponsored
indigent health care,

2. Identify 1he populations and communities served by the hospital,

3 Disclose health care needs that were considered in developing the plan,

Attachment #2

REPORT Charity Care:

Charity care is care for which the provider does nol expect 10 receive payment {rom the patient or & third-party payer. Charity care
does not include bad debt or the unreimbursed cost of Medicare, Medicaid, and other federal, Siatz, or local indigent heatth care
programs, eligibility for which is based on financial need. In reponting charity care, the reporting entity must report the actual cost
of services provided, based on the totat cost to tharge ratio derived from the hospital's Medicare cost report (CMS 2552-96
Worksheer C, Part |, PPS Inpatient Ratios), and not the actual charges for the services.

Charity Care .. ... ... ... ... ... . e e 52,686,000

ATTACH Charity Care Policy: ' Attachment #3
Reporting entity must anach a copy of its current charity care policy and spectfy the date it was adopted.

Atochment - 77
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4 REPORT Commurity Benelits actually provided other than charity care:
See instructions {or completing Section 4 of the Annual Non Profu Haspital Community Benefits Plan Report.

Comaunjtv Benelit Tvpe

Language Assistamt Services .. ........... e e e $15,213
Govemment Sponsored Indigent Health Care . . ..ottt e e s -0-
DONGHOMS . .. o ettt e et e e e e e, 5 165,870
Volunteer Services i

a) Employee Volunicer Services .. .. ............. 5 49,823

b) Mon-Employee Volunteer Services .. ........... §$ 114,387

) Total (add HNes @ aNA D) ..\ v v et e e e et e e e e 164,210
Education .. ......coviiiinine, e e e e e e $ 537,963
Governmenl-sponsored program services . ... . M edlcarECOStSUbS]'dY ................. §5,743,877
38T T (= e §.21,909
Subsidized healih services .. ... e S $.1,099,955
Baddebts...........c.ovvuunns e s e $ 1,888,000
Othchoﬁnuni!yBcneﬁts ................ Advocacy ... ...............................$164,792

Attach a schedule for any additional community benefils not detailed above.

5. ATTACH Audited Financial Statements for the reporting perlod.
Attachment #4

Under penzlty of perjury, [ the undersigned declare and certify that1 have examined this Annual Non Profit Hospital Community
Benefits Plan Repori and the documents attached thereto. I further declare and certily that the Plan and the Annual Nen Praofit
Hospital Community Beneftls Plan Report and the documents atlached thereto are true and complete.

Michael L. Nelson / EVP/CFO (618) 463-5K1¢
Name / Title {Please Print) Phone: Arza Code/ Telephone No.
Yol o Pl : 6/29/07.

Sigmaturz Date

Noncy J. Dooling (618) 463-5616
Name af Person Completing Form Phone: Area Code / Telephone No.
ndooling@sahc.org (618) 463-56413

Elecironic / Internet Mail Address FAX: Area Cads f FAX No.




Attachment #1

Saint Anthony's Health Center

MISSION STATEMENT
Saint Anthony's Health Center sponsored by the Sisters of St. Francis of
the Martyr St. George, has as our goal to witness Christ's merciful love by
providing quality health and senior housing services, motivated by respect for the
people we serve. We foster a climate that enhances the empowerment of those
who serve with us in faithful stewardship of human and financial resources.

VISION

Our vision is to minister to those in need, providing services based on the

moral values and the teachings of the Catholic Church. To achieve this vision we

will serve:

» with compassion for those in need, especially the poor and needy of every
condition,

» likeness of God at all stages of development from conception to natural
death,

* with commitment to the wellness of human beings and the prevention of
illness,

+ with dedication to restoring the health to the body, mind, and soul in imitation
of Jesus who healed the whole person,

» with acceptance that death is the final step toward ultimate union with the
Lord.

To achieve this vision, we will utilize our resources to provide services in support
of the right-to, and quality of, life for alf persons, extending our ministries by
providing a continuum of high quality, cost effective care, including acute care
services and the care of the elderly and the homebound.
VALUES

Our Health Center goal is to be a witness of Christ's merciful love by providing
quality health services motivated by respect for the people we serve. Our goal is
achieved by adherence to a set of shared values. These include:

¢ Respect for life
Fidelity to the Church and our Franciscan heritage
Charity
Service
Quality
Stewardship
Partnering with physicians, other health care institutions and
employers




Attachment #2
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2009 Edition

After paginating the entire, completed application, indicate in the chart below, the page numbers for the
attachments included as part of the project's application for permit:

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
1 | Applicant Identification 15-17
2 | Site Ownership . |18
3 | Organizational Relationships (Organizational Chart) Certificate | 19-23
of Good Standing Etc.
4 | Flood Plain Requirements 24
5 | Historic Preservation Act Requirements 25
6 | Description of Project 26
7 | Project and Sources of Funds Itemization 27
8 | Cost Space Requirements 28
g | Discontinuation 29-32
10 | Background of the Applicant

. 11 | Purpose of the Project

12 | Alternatives to the Project

13 | Size of the Project

14 | Project Service Utilization

15 | Unfinished or Shell Space

16 | Assurances for Unfinished/Shell Space
17 | Master Design Project

18 | Mergers, Consolidations and Acquisitions

Categories of Service:

19 | Planning Area Need

20 | Service Demand — Establishment of Category of Service

21 | Service Demand — Expansion of Existing Category of Service
22 | Service Accessibility — Service Restrictions

23 | Unnecessary Duplication/Maldistribution

24 | Category of Service Modernization

25 | Staffing Availability

26 | Assurances

Service Specific:

27 | Comprehensive Physical Rehabilitation
28 | Neonatal Intensive Care

29 | Open Heart Surgery

30 | Cardiac Catheterization

31 | In-Center Hemodialysis

32 | Non-Hospital Based Ambulatory Surgery

General Long Term Care:

33 | Planning Area Need

34 | Service to Planning Area Residents

35 | Service Demand-Establishment of Category of Service

36 | Service Demand-Expansion of Existing Category of Service
37 | Service Accessibility

38 | Description of Continuum of Care

39 | Components

40 | Documentation

41 | Description of Defined Population to be Served

@e 66




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2008 Edition

INDEX OF ATTACHMENTS

ATTACHMENT
NO. PAGES

42 | Documentation of Need

43 | Documentation Related to Cited Problems
44 | Unnecessary Dupiication of Service

45 | Maldistribution

46 | Impact of Project on Other Area Providers
47 | Deteriorated Facilities

48 | Documentation

49 | Utilization

50 | Staffing Availability

51 | Facility Size

52 | Community Related Functions

53 | Zoning

54 | Assurances

Service Specific (continued...):

55 | Specialized Long Term Care

56 | Selected Organ Transplantation

57 | Kidney Transplantation

58 | Subacute Care Hospital Mode!

59 | Post Surgical Recovery Care Center

60 | Children's Community-Based Health Care Center
61 | Community-Based Residential Rehabilitation Center

Clinical Service Areas Other than Categories of Service:
62 | Need Determination - Establishment

63 | Service Demand

64 | Referrals from Inpatient Base

65 | Physician Referrals

66 | Historical Referrals to Other Providers

67 | Population Incidence

i 68 | Impact of Project on Other Area Providers
| 69 | Utilization

70 | Detericrated Facilities

71 | Necessary Expansion

72 | Utilization- Major Medical Equipment

73 | Utilization-Service or Facility

FEC:
74 | Freestanding Emergency Center Medical Services

Financial and Economic Feasibility:
75 | Financial Feasibility
76 | Economic Feasibility
77 | Safety Net Impact Statement 33-88




