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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
- : APPLICATION FOR PERMIT

[ ]
SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTlFICA'I'II'(DN"-::l C E I VE D

This Section must be completed for all projects. NOV 0 & 2010
Facility/Project Identification HEALTH FACILITIES &
Facility Name: _ St. Francis Hospital SERVICES REVIEW [30ARD

Street Address: 1215 Franciscan Drive
City and Zip Code: Litchfield, Hlinois 62056
County: Montgomery Health Service Area: 3 Health Planning Area; E-02, 3-Montgomery

Applicant /Co-Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: St. Francis Hospital of the Hospital Sisters of the Third Order of St. Francis
Address: 1215 Franciscan Drive Litchfield, Illincis 62056

Name of Registered Agent:  Mr. Leo A. Lenn

Name of Chief Executive Officer;  Mr. Daniel Perryman

CEOQO Address: 1215 Franciscan Drive Litchfield, lllinois 62056

Telephone Number: 217-324-8500

Type of Ownership of Applicant/Co-Applicant

. X Non-profit Corporation O Partnership
] For-profit Corporation O Governmental
O Limited Liability Company O Sole Proprietorship J Other

o Corporations and limited fiability 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 fimited partner.

APPEND DOCUMENTATION AFTER THE LAST PAGE OF THE
| APPLICATION FORM. W T

EAER T

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

Name: Ms. Diane Lindsay

Title: Chief Financial Officer

Company Name; St. Francis Hospital

Address: 1215 Franciscan Drive Litchfield, lllinois 62056

Telephone Number: 217-324-8510
E-mail Address: dlindsay@sfl.hshs.org
Fax Number: 217-324-8724
Additional Contact
[Person who is also authorized to discuss the application for permit]

Name: Ms. Andrea R. Rozran
Title: Principal
; . Company Name: Diversified Health Resources, Inc.
. Address. 85 E. Scott Street Suite 9A Chicago, lllinois 606810-5274
Telephone Number. 312-266-0466
E-mail Address: arozran@diversifiedhealth.net
Fax Number: 312-266-0715 o 00
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Additional Applicant Identification
fProvide for each co-applicant [refer to Part 1130.220].

Exact i egal Name: Hospital Sisters Services, Inc.
Address: 4936 Laverna Road Springfield, fllinois 62794

Name of Registered Agent: Mr. Lec A. Lenn

Name of Chief Executive Officer:Mr. Larry P. Schumacher, Interim President’/CEQ and CO0
CEOQ Address: 4936 LaVerna Road Springfietd, lllinois 62794
Telephone Number: 217-523-4747

l ABPEND DOCUMENTATION AS ATTACHMENTA NWHEFT{§3E§U?iﬁEE'6ﬁ§ﬁRA_FTfEﬁ THE LAST PAGE OF THE
- APPLICATION FORM. : L Syl e :

Type of Ownership

Non-profit Corporation OJ Partnership
O For-profit Corporation O Governmental
] Limited Liability Company ] Sole Proprietorship O Other

o Corporations and limited liability companies must provide an lliinois 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.

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

Exact Legal Name: Hospital Sisters Health System

Address: 4936 Leverna Road_Springfield, linois 62794

Name of Registered Agent: Mr. Lec A. Lenn

Name of Chief Executive Officer:  Mr. Larry P_Schumacher, Interim President/CEO and COO
CEQ Address: 4936 Laverna Road Springfield, lilinois 62794
Telephone Number: 217-523-4747

r APPEND DOCUMENTATION AS ATTACHMENT-1 TN NUMEF

 SEQUENTIAL ORDER
«APPLICATION FORM. e i

A

AFTER THE LAST PAGE OF THE™™™ ]

Type of Ownership

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

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

0




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Post Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE

EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960

Name: Ms. Diane Lindsay

Title: Chief Financial Officer

Company Name: __St. Francis Hospital

Address: 1245 Franciscan Drive Litchfield, lllinois 62056
Telephone Number: 217-324-8510

E-mail Address: dlindsay@sfl.hshs.or

Fax Number: 217-324-8724

Site Ownership
[Provide this information for each applicable site]

Exact Legal Name of Site Owner: St. Francis Hospital of the Hospital Sisters of the Third Order
of St. Francis

Address of Site Owner: 1215 Franciscan Drive Litchfield, llinois 62056

Street Address or Legat Description of Site: 1215 Franciscan Drive Litchfield, lllinois 620560
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of ownership
are property tax statement, tax assessor’s documentation, deed, notarized statement of the corporation

attesting to ownership, an option to lease, a letter of intent to lease or a lease.

APPEND DOCUMENTATION AS ATTACHMENT-2. IN NUE'IER‘IC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM, . . — e .

Operating Identity/Licensee
[Provide this information for each applicable facility, and insert after this page.)

. Exact Legal Name: St. Francis Hospital of the Hospitai Sisters of the Third Order of St. Francis

Address: 1215 Franciscan Drive Litchfield, lllinois 62056
X Non-profit Corporation [l Partnership
For-profit Corporation [] Governmental
O] Limited Liability Company O Sole Proprietorship O Other

o Corporations and limited liability companies must provide an lllincis 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.

o Persons with 5 percent or greater interest in the licensee must be identified with the % of

owngrship_.__

| APPEND DOCUMENTATION AS ATTACHMENT-3, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
" APPLICATION FQRM. ) o o _

Organizational Relationships

Provide (for each co-applicant) an organizational chart containing the name and relationship of any person
or entity who is related (as defined in Part 1130.140). If the related person or entity is participating in the
development or funding of the project, describe the interest and the amount and type of any financial

contribution. — — — — E— —

' APPEND DOCUMENTATION AS ATTACHMENT-4, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. ) e ;
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Flood Plain Requirements

[Refer to application instructions.) NOT APPLICABLE TO THIS PROJECT

Provide documentation that the project complies with the requirements of Iflinois 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. Floodplain
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

_require_ments of IIIinoislnmE_?;ecutiyg Order #2005-5 .(httE:!Iwww.hfsrb_.iIIinois.gov).

APPEND DOCUMENTATION AS ATTACHMENT -5, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. o . SO ) .

Historic Resources Preservation Act Requirements

[Refer to application instructions.] NOT APPLICABLE TO THIS PROJECT

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

ACt. . ™ = " - et —— - - T s S
R THE LAST PAGE OF THE

APPEND DOCUMENTATION AS ATTACHMENT-S, N NUMERIC SEQUENTIAL ORDER AFTE
APPLICATION FORM. G AT

DESCRIPTION OF PROJECT

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

Part 1120 Applicability or Ciassification:
Part 1110 Classification: [Check one only.]

K] Part 1120 Not Applicable
Category A Project
Category B Project

DHS or DVA Project

O Substantive

£
Y| Non-substantive E
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2. 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. [f the project site goes 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.

This project proposes the discontinuation of the 11-bed General Long-Term Care Category of
Service at St. Francis Hospital.

This project is "Non-Substantive" in accordance with 77 lIl. Adm. Code 1110.40.b) because it is
solely for the discontinuation of a category of service.

There are no capital costs assaciated with this project.

St. Francis Hospital is located in Planning Area 3-Montgomery, which has an excess of 61
General Long-Term Care beds as of September 28, 2010.




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Project Costs and Sources of Funds

APPLICATION FOR PERMIT- May 2010 Edition

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a
project or any component 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-reviewable comp
health care, complete the second column of the table below.

equal.

onents that are not related to the provision of
Note, the use and sources of funds must

Project Costs and Sources of Funds

“THE AST,PAGE OFsTHE'APPIICATION FORM.

S 2

Co i EPp—

B MUST BE PROVIDEDYATIATTACHMENT-7 YIN NUMERIC SEQUEN

USE OF FUNDS CLINICAL NONCLINICAL TOTAL
Preplanning Costs $0 $0 $0
Site Survey and Soil Investigation $0 $0 $0
Site Preparation $0 30 $0
Off Site Work $0 $0 $0
New Construction Contracts $0 $0 %0
Modernization Contracts $0 $0 $0
Contingencies $0 $0 $0
Architectural/Engineering Fees $0 $0 $0
Consulting and Other Fees $0 $0 %0
Movable or Other Equipment (not in construction
contracts) $0 $0 $0
Bond lssuance Expense (project related) $0 $0 $0
Net Interest Expense During Construction (project
related) $0 $0 $0
Fair Market Value of Leased Space or Equipment $0 $0 30
Other Costs To Be Capitalized $0 $0 $0
Acquisition of Building or Other Property (excluding
land) $0 $0 $0
TOTAL USES OF FUNDS
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities $0 $0 $0
Pledges $0 %0 $0
Gifts and Bequests 30 $0 $0
Bond issues (project related) $0 $0 $0
Mortgages $0 $0 $0
Leases (fair market value) $0 $0 $0
Goavernmental Appropriations $0 $0 $0
Grants $0 $0 $0
Other Funds and Sources $0 30 30
TOTAL SOURCES OF FUNDS $0 $0 $0
- NOTEYITEMIZATION OF, EACH.LINE ITE

TIAL' ORDER AETER
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Related Project Costs
Provide the following information, as applicable, with respect to any land related to the project that
will be or has been acguired during the last two calendar years:

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

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

O Yes B No
If yes, provide the doliar amount of all non-capitalized operating start-up costs (including operatin
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] None or not appiicable [] Preliminary
[] Schematics [ Final Working

Anticipated project completion date (refer to Part 1130.140): _Upon receipt of CON Permit

APPEN D DOCUMENTATION AS ATTACHMENT-8/
APPLICATION FORM. - '

Indicate the following with respect to project expenditures or to obligation (refer to Part
1130.140):
NOT APPLICABLE BECAUSE THIS PROJECT HAS NO COSTS
] 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

[ Project obligation will occur after permit

e ey S e S = i

State Agency Submittals

Are the following submittals up to date as applicable:
pq Cancer Registry
] APORS
d Al formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted

m All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being

deemed incomplete.

L 00]




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Cost Space Requirements

Provide in the following format, the department/area DGSF or the building/area BGSF and cost. The type
of gross square footage either DGSF or BGSF must be identified. 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.

Gross Square Feet Amount of Propose_trih':tt)tlgll Gross Square Feet

New Vacated

Dept. / Area Cost Existing | Proposed Const. Modernized | Asls Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiclogy

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL
s ?k‘.ﬁ:“. T K ..'5‘§_:’”. 2 ars ;:" “‘ pllfiel ‘,.,". .ji ) »\r“ a <' oo -p * T . )
APPEND DOCUMENTATION AS ATTACHMENT-8, IN NUMERIC SEQUENTIAL' ORDER AFTER THE LAST PAGE OF THE: L

APPLICATION FORM. = -
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. 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. include observation days in the patient day
totals for each bed service. Any bed capacity discrepancy from the Inventory will result in the
application being deemed incomplete.

FACILITY NAME: St. Francis Hospital CITY: Litchfield

REPORTING PERIOD DATES: From: January 1, 2009 to: December 31, 2009

Category of Service Authorized Admissions | Patient Days | Bed Proposed

Beds Changes Beds

Medical/Surgical 18 1,141* 5667 0 18

Obstetrics 3 328 739 0 3

Pediatrics 0 0 0 0 0

Intensive Care 4 81 207 0 4

Comprehensive Physical

Rehabilitation 0 0 0 0 0
. Acute/Chronic Mental lliness 0 0 0 0 0

Neonatal Intensive Care 0 0 0 0 0

General Long Term Care 11 0 0 -11 0

Specialized Long Term Care

Long Term Acute Care

Other ((identify)

TOTALS: 36 1,526™* 6,613* -11 25

*Medical/Surgical admissions and patient days include patients in Swing beds.
Medical/Surgical patient days include Observation Days on the nursing unit.
*Qbstetric patient days include Observation Days on the nursing unit.
«*Total Admissions exclude transfers into the Intensive Care Unit.
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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 St. Francis Hospital of the Hospital Sisters of
The Third Order of St. Francis in accordance with the requirements and procedures of the Itinois
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 undersigned
further certifies that the data and information provided herein, and appended hereto, are complete
and correct to the best of his or her knowledge and belief. The undersigned also certifies that the
permit application fee required for this application is sent herewith or will be paid upon request.

R A | R

SIGNATURE SIGNATURE

Daniel L. Perryman Chris P. Poirot, M.D.
PRINTED NAME PRINTED NAME

President and CEQ, Board Member

Chairman of the Board of Directors

PRINTED TITLE

Notarization;
Subscribed and sworn to before me

this 2L+ day of Ocddbexr, RO1O

0o . MooeckeD

Signature of Notary

Seal OFFICIAL SEAL

DAWN D. STOECKER
NOTARY PUBLIC, STAYE OF ILLINOIS
MY COMMISSION EXPIRES 2-13-2011

PRINTED TITLE

Notarization:
Subscritg&d and sworn to before me

this & day of _Ochober 2010

Ooum D XFK0ecked

Signature of Notary

Seal OFFICIAL SEAL
DAWN D. STOECKER

NOTARY PUBLIC, STATE OF ILLINOIS

MY COMMISSION EXPIRES 2-13-2011




CERTIFICATION

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

o in the 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 (cr 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 partners (or the sole general partner, when two or
mare 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 solé proprietor, the individual that is the proprietor,

This Application for Permit is filed on the behalf of Hospital Sisters Services, Inc., *

in accordance with the requirements and procedures of the lflinois 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 undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the permit application fee required
for this application is sent herewith or will be paid upon request.

Fr b e WA/WMZ__/

SIGNATURE QfGNATURE
LEo A, LEvA qu,f” C/Aimtaﬁé-ef—-’
PRINTED NAME D NAME
PRINTED TITLE PRINTED TITLE /
Motarization: Notarization:
Subscribed and swoen to before me ' Subsgribed and swors to before me
this day o&a@& this day OKZZZ& _
#
" Signaturbof Notary
Seal
OFFICIAL BEAL
DONNA J. CHASE

Notary Pubkic - Staie of IRnols
MyCommbaanpk-Jmﬂ.mM

*Insert EXACT legal name of the applicant




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

This Application for Permit is filed on the behalf of Hospital Sisters Health System, *

in accordance with the requitements 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 undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief, The undersigned also certifies that the permit application fee required
for this application is sent herewith or will be paid upon request.

Lew boo Ftrn

SIGNATURE (/ SIGNATURE
LEe A, Levd L%W@ f%umapAe,-—«
PRINTED NAME / PRINTED NAME
PRINTED TITLE PRINTED ‘I'ITLE
MNotarization: Notarization:
Subscn ed and swern to before me Subscribed and sworn to befare me

thisA & day O this.22§” day o

fo AL

gnafure of N%

OFFICIAL SEAL
DONNA J. CHASE
Notary Public - State of (linoke Notary Public - State of liincis
{ My Commission Exphres Jun 21, 2014 My Comuission Expires Jun 21, 2014

*Insert EXACT legal name of the applicant
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SECTIONIl. 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.

GENERAL INFORMATION REQUIREMENTS
1. Identify the categories of service and the number of beds, if any that is to be discontinued.
2. Identify all of the other clinical services that are to be discontinued.
3. Provide the anticipated date of discontinuation for each identified service or for the entire facility.
4. Provide the anticipated use of the physical ptant and equipment after the discontinuation occurs.

5. 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.

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 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.

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.

2. 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.

3. 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-t0, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. T o -

g
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D. Projected Operating Costs
NOT APPLICABLE BECAUSE THIS PROJECT HAS NO COSTS

The applicant shall provide the projected direct annual operating costs (in current dollars per equivalent
patient day or unit of service) for the first full fiscal year at target utilization but no more than two years
following project completion. Direct cost means the fully allocated costs of salares, benefits and supplies

for the service.

E. Total Effect of the Project on Capital Costs
NOT APPLICABLE BECAUSE THIS PROJECT HAS NO COSTS

The appticant shall provide the total projected annual capital costs (in current dollars per equivalent
patient day) for the first full fiscal year at target utilization but no more than two years following project

completion.
APPEND DOCUMENTATION AS ATTACHMENT 42, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

- APPLICATION FORM.

XI. Safety Net Impact Statement

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL SUBSTANTIVE AND
DISCONTINUATION PROJECTS:

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 anather pravider or hea'lth care system ta 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 deseribing the amount of charity care provided by the applicant. The
amount calculated by hospital applicants shail be in accordance with the reporting requirements for charity care reporting in the lllinois
Community Benefits Act. Non-hospital applicants shall repart charity care, at cost, in accordance with an appropriate methodology

specified by the Board,

2. For the 3 fiscal years prior to the gpplication, 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 Qutpatient 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 applicarit believes is directly refevant to safety net services, inciuding information regarding teaching, research,
and any other service.

A table In the following format must be provided as part of Attachment 43.

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (# of patients) Year Year Year
Inpatient
Quipatient
Total
Charity (cost In dollars)
Inpatient
QOutpatient
Total
L MEDICAID

L%

Page 53
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Medicaid {revenue)

inpatient

Qutpatient

Total

APPEND DOCUMENTATION AS ATTACHMENT-43, IN NUMERIC SEQUENTIAL ORDER'AFTER THE LAST PAGE OF THE

APPLICATION FORM.

X1 Charity Care Information

Charity Care information MUST be furnished for ALL projects.

1. All applicants and co-applicants shall indicate the amount of charity care for the [atest three audited fiscal years, the cost
of charity care and the ratio of that charity care cost to net patient revenue.

2. If the applicant owns or operates one or more facilities, the reporting shall be for each individual facility located in llinois. If
charity care costs are reported on a consolidated basis, the applicant shall provide documentation as to the cost of charity
care; the ratio of that charity care to the net patient revenue for the consolidated financial statement; the allocation of charity
care costs: and the ratio of charity care cost to net patient revenue for the facility under review,

3 if the applicant is not an existing facility, it shall submit the facility's projected patient mix by payer source, anticipated
charity care expense and projected ratio of charity care to net patient revenue by the end of its secand year of operation.

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 3950/3) Charity Care must be provided at cost.

A table in the following format must be provided for all facilities as part of Attachment 44,

CHARITY CARE
Year Year Year

Net Patient Revenue

Amount of Charity Care (charges)
Cost of Charity Care

.

| APPEND DOCUMENTATION AS ATTACHMENT-44; 1N NUM! ER THE LAST PAGE OF THE
* APPLICATION FORM. . "+ 1oy e G g : -

s

015

Page 54
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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:

APPLICATION FOR PERMIT- May 2010 Edition

NO.

ATTACHMENT

INDEX OF ATTACHMENTS

PAGES

Appticant/Coapplicant Identification including Certificate of Good
Standing

Site Ownership

Persons with 5 percent or grealer interest in the licensee must be
identified with the % of ownership.

Organizational Relationships (Crganizational Chart) Certificate of
Good Standing Eic.

Flood Plain Requirements

Historic Preservation Act Requirements

Project and Sources of Funds ltemization

QObligation Document if required

Cost Space Requirements

Discontinuation

Background of the Applicant

Purpose of the Project

Alternatives to the Project

Size of the Project

Project Service Utilization

Unfinished or Shell Space

Assurances for Unfinished/Shell Space

Master Cesign Project

Mergers, Consolidations and Acquisitions
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. File Number 3528-155-0

To all to whom these Presents Shall Come, Greeting:

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

ST. FRANCIS HOSPITAL, OF THE HOSPITAL SISTERS OF THE THIRD ORDER OF ST.

FRANCIS, A DOMESTIC CORPORATION, INCORPORATED UNDER THE LAWS OF THIS
STATE ON JUNE 03, 1955, 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 kereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 13TH

day of MAY AD. 2010

‘ ,? T -
“ o g
. Authentication # 1013303112 M )%

Authenticate at http:/Aww. cyberdrivaliinois.com

SECRETARY OF STATE
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File Number 5325-639-2

To all to whom these Presents Shall Come, Greeting:

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

HOSPITAL SISTERS SERVICES, INC., A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON NOVEMBER 04, 1983, 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 18T
day of FEBRUARY A.D. 2010

“'<‘ \ o ’,:/' /
! ETT e f ;.2
Wl e ——"'-.-..‘ ’
Authentication #: 1003202764 M W

Authenticate at: hitp-/fwww.cyberdriveillinois.com

SECRETARY OF STATE
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File Number 5163-355-5

To all to whom these Presents Shall Come, Greeting:

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

HOSPITAL SISTERS HEALTH SYSTEM, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON DECEMBER 26, 1978, 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 18T

day of FEBRUARY A.D. 2010

, i Rk ‘- A Q_\
. 26T i 122 P g
. Authentication #; 1003202768 M W

Authenficate at: hitp:fiwww cyberdrivelliinois.com

SECRETARY OF STATE
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File Number 3528-155-0

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of Illinois, do

- hereby certify that

ST. FRANCIS HOSPITAL, OF THE HOSPITAL SISTERS OF THE THIRD ORDER OF ST.

FRANCIS, A DOMESTIC CORPORATION, INCORPORATED UNDER THE LAWS OF THIS
STATE ON JUNE 03, 1955, 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 13TH

day of MAY A.D. 2010

R 7
Authentication #: 1013303112 M

Authenticate at: http:/iwww.cyberdrivelllinois.com

SECRETARY OF STATE
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A mission of healjng, Ap

!
@ Francis

HOSPITAL

October 11, 2010

Mr. Dale W. Galassie

Acting Chairman

Illinois Health Facilities and Services Review Board
525 W. Jefferson

Second Floor

Springfield, Illinois 62702

Dear Mr. Galassie:

St. Francis Hospital hereby certifies that St. Francis Hospital of the Hospital Sisters of the Third
Order of St. Francis is the owner of the site on which the hospital is located.

. Sincerely,
"Dl ke

Daniel L. Perryman
President and CEO

Notarization:
Subseribed and swomn to before me

this { 3"  day of Detoben 2010

Oaun O X0 ez

Signature of Notary

4

3 OFFICIAL SEAL b
DAWN D. STOECKER
NOTARY PUBLIC, STATE OF ILLINOIS
$ MY COMMISSION EXPIRES 2-13-2041

__..———"'"'-U——- . T e .
An Affiliate of Hospital Sisters Health System

;1/24'5 Franciscan Drive” * Litchfield, IL 62056 - 217-324-2191 - www.stfranc-i-—s-litchflald.org



File Number 3528-155-0

To all to whom these Presents Shall Come, Greeling:

I, Jesse White, Secretary of State of the State of Illinois, do

- hereby certify that

ST. FRANCIS HOSPITAL, OF THE HOSPITAL SISTERS OF THE THIRD ~ ORDER OF ST.
FRANCIS, A DOMESTIC CORPORATION, INCORPORATED UNDER THE LAWS OF THIS
STATE ON JUNE 03, 1955, 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 13TH
day of MAY A.D. 2010

'»,' ". ,g". ¥
Authentication # 1013303112 M

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

SECRETARY OF STATE
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l.
Organizational Relationships

This project has 3 co-applicants: St. Francis Hospital, Hospital Sisters Services, Inc.
(HSSI), and Hospital Sisters Health System.

As will be seen on the Organizational Chart that appears on the following page, HSS! is
the sole corporate member of St. Francis Hospital, and Hospital Sisters Health System

is the sole corporate member of HSSI.

There are no capital costs for this project.

ATTACHMENT 4, PAGE 1
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l.
Project Costs

This Attachment is not applicable because the discontinuation of St. Francis Hospital's
General Long Term Care Category of Service does not have any project costs.
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I.
Project Status

This Attachment is not applicable because the discontinuation of St. Francis Hospital's
General Long Term Care Category of Service does not have any project costs.

As a result, there will not be any project expenditures associated with this project, and
the CON permit is not subject to "obligation,” as defined in 77 lll. Adm. Code 1130.140.

ATTACHMENT 8




L.
. Cost Space Requirements

Amount of Proposed Total Gross Square Feet

Gross_Sguare Feet That Is.
e New . Vacated

Dept._/ Area Cost Existing  Proposed Const. Modernized Asls “Space
CLINICAL
General Long
Term Care
(Skilled Nursing $0 3,312 0 0 0 0 3,312
Unit)
Total Clinical 30 3,312 0 0 0 0 3,312
NON CLINICAL
Total Non- $0 0 0 0 0 0 0
clinical = = = = _—
TOTAL $0 3,312 0 0 0 0 3,312

ATTACHMENT 9, PAGE 1




l.
Cost Space Requirements

The discontinuation of the General Long Term Care Category of Service (Skilled
Nursing Service) at St. Francis Hospital will result in 3,312 gross square feet of space

being vacated.

After the General Long Term Care Category of Service is discontinued, St. Francis
Hospital intends to convert its current Skilled Nursing Unit into administrative office
space, which is non-clinical space. This conversion will be accomplished without any

capital costs.

It should be noted that St. Francis Hospital has been designated as a Critical Access
Hospital and, as such, it is not permitted to operate more than 25 acute care beds.

This project does not include the addition of any authorized beds to the hospital.

When this project is completed, St. Francis will have a total of 25 authorized beds, 18 in
the Medical/Surgical Category of Service, 3 in the Obstetric Category of Service, and
4 in the Intensive Care Category of Service.

ATTACHMENT 9, PAGE 2




1.
. Discontinuation

A. General information Requirements

1.

This project proposes to discontinue St. Francis Hospital's General Long
Term Care Category of Service (Skilled Nursing Service), which has an
authorized capacity of 11 beds.

The General Long Term Care Category of Service is the only clinical or
non-clinical service that will be discontinued.

The General Long Term Care Category of Service will be discontinued
upon receipt of a Certificate of Need permit.

However, as stated in the Notices of Temporary Suspension that St.
Francis Hospital has been submitting monthly since May 25, 2010, the
hospital has temporarily suspended its General Long Term Care Category
of Service and ceased providing this category of service pending receipt of
the CON permit.

It is anticipated that the rooms in the Skilled Nursing Unit will be used for
general and administrative offices.

Ali beds and other furnishings and equipment on the Skilled Nursing Unit
will be removed from the rooms and placed into storage. This furniture
and equipment will be used only if they are needed to replace broken or
obsolete furniture or equipment in other areas of the hospital.

All medica! records pertaining to the General Long Term Care Category of
Service (Skilled Nursing Service) will continue to be stored with the
hospital's electronic and paper records.

The retention policy for medical records of patients who occupied the
General Long Term Care beds is stated below.

a. Record retention will be compliant with governmental and
accreditation retention requirements.

b. In addition, unless the governmental and accreditation retention
requirements are more stringent than those stated in this
paragraph, each patient's records will be retained for a minimum of
10 years after the date of the patient's most recent care at the
hospital or for longer periods of time when requested by the

ATTACHMENT 10, PAGE 1




patient's physician, the patient or person acting legally on the
patient's behalf, or appropriate legal counsel.

6. This Item is not applicable because this application does not propose to
discontinue an entire facility.

Reasons for Discontinuation

This application seeks approval for the discontinuation of St. Francis Hospital's
General Long Term Care Category of Service (Skilled Nursing Service) for the
reason identified in 77 ll. Adm. Code 1110.130.b)1): "Insufficient volume or
demand for the service."

St. Francis Hospital is a Critical Access Hospital. Since the hospital received a
CON permit to establish a "swing bed" service in March, 2007, the hospital has
found that patients requiring skilled nursing services do not need to be moved to
a separate Skilled Nursing Unit within the hospital, a unit that provides the
General Long Term Care Category of Service. Thatis because the "swing bed"
program” permits St. Francis Hospital's 18 Medical/Surgical beds to be utilized to
provide Skilled Nursing Care Services through the federal Medicare Program, as
a result of which St. Francis' patients requiring skilled nursing care do not need to
be transferred to the separate Skilled Nursing Unit.

St. Francis Hospital's staff has had periodic discussions with staff members at
the lllinois Department of Public Health concerning the reasonableness of
discontinuing its General Long Term Care Category of Service because its
patients requiring skilled nursing care are utilizing the "swing beds."

Because it is now apparent that St. Francis Hospital does not need to maintain a
General Long Term Care Category of Service in order to care for its own patients
requiring Skilled Nursing Care and because the planning area in which St.
Francis Hospital is located (Planning Area 3-Montgomery) has 61 excess
General Long Term Care beds, hospital administration has determined that it
would be appropriate to discontinue this Category of Service.

Impact on Access

1. The discontinuation of St. Francis Hospital's General Long Term Care
Category of Service (Skilled Nursing Service) will not have an adverse
effect upon access to care for residents of the hospital's market area for

the following reasons.

a. St. Francis Hospital is located in Planning Area 3-Montgomery for
General Long Term Care, which has an excess of 61 General Long
Term Care (Skilled Nursing) beds as of September 28, 2010.

ATTACHMENT 10, PAGE 2
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There are 3 freestanding nursing homes in Litchfield that provide
this category of service, and local residents that are not eligible for
care in St. Francis Hospital's "swing beds" are able to receive
general long term care services in these facilities.

In addition to St. Francis Hospital, there are 20 facilities providing
the General Long Term Care Category of Service that are located
within 45 minutes travel time of St. Francis Hospital, some of which
are located in other planning areas.

St. Francis Hospital provides a "swing bed" program through the
Federal Medicare Program, and its patients requiring General Long
Term Care are able to receive skilled nursing care without having to
be transferred to a distinct skilled nursing unit.

Under this program, an approved hospital, such as St. Francis
Hospital, may use its acute care beds as needed to provide either
acute or skilled nursing care for post-acute patients. As a result,
St. Francis Hospital's patients requiring a stay in a Skilled Nursing
Unit following hospitalization of at least three consecutive calendar
days do not need to be admitted to the hospital's Skilled Nursing
Unit in order to receive this level of care.

The purpose of the "swing bed" program is to increase access to
post-acute skilled nursing care for Medicare beneficiaries and to
maximize the efficiency of hospital operations by meeting
unpredictable demands for acute and long term care. (Source of
information: U.S. Centers for Medicare and Medicaid Services:
"Fact Sheet: Swing Bed"), April, 2009.

Since the "swing bed"program was approved by the lllinois Health
Facilities Planning Board in March, 2007, St. Francis Hospital has
provided the "swing bed" care identified below, as reported in the
Annual Hospital Questionnaire submitted to the lllinois Department

of Public Health.

Year No. of Patients Patient Days
2007 40 375
2008 37 240
2008 18 108

ATTACHMENT 10, PAGE 3
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. C. St. Francis Hospital surveyed all facilities providing the General
Long Term Care Category of Service that are located within
45 minutes travel time and received 6 responses, of which 4 were
from facilities that agreed to accept any of St. Francis Hospital's
patients that require this category of care without conditions,
limitations, or discrimination.

Copies of the written requests for impact statements that were sent
to each of these facilities are appended to this Attachment, followed
by documentation that the requests were received at each facility.

Facility and Town Travel Time*
Planning Area

Auburn Nursing & Rehabilitation Center 44 minutes
Auburn
3-Sangamon

Cardinal Hill Healthcare, 45 minutes
Greenville
3-Bond

. Carlinville Area Hospital, 30 minutes
Carlinville
3-Macoupin

Carlinville Rehab & Health Care Center, 31 minutes
Carlinville
3-Macoupin

Community Memorial Hospital, 25 minutes
Staunton
3-Macoupin

Fair Oaks, 42 minutes

Greenville
3-Bond

Friendship Home, 32 minutes
Carlinville
3-Macoupin

Greenville Regional Hospital, 42 minutes
Greenville

. 3-Bond
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Facility and Town
Planning Area

Heritage Manor - Carlinville,
Carlinville
3-Macoupin

Heritage Manor - Gillespie,
Gillespie
3-Macoupin

Heritage Manor - Litchfield,
Litchfield
3-Montgomery

Heritage Manor - Staunton,
Staunton
3-Macoupin

Hillsboro Rehab & Healthcare,
Hillsboro
3 Montgomery

Litchfield Healthcare Center,
Litchfield
3-Montgomery

Litchfield Terrace,
Litchfield
3-Montgomery

Montgomery County Nursing and Rehab,
Hillsboro
3-Montgomery

Nokomis Rehab & Health Care Center,
Nokomis
3-Montgomery

Pleasant Hill Healthcare,
Girard
3-Macoupin

Travel Time*

34 minutes

21 minutes

2 minutes

24 minutes

16 minutes

2 minutes

3 minutes

17 minutes

38 minutes

40 minutes
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Facility and Town Travel Time*

Planning Area

Sunrise Manor of Virden, 45 minutes
Virden
3-Macoupin

University Nursing & Rehab Center 44 minutes
Edwardsville
3-Madison

*Travel Time was calculated using www.mapguest.com

2.

As noted above, there are 20 additional facilities located within 45
minutes travel time of St. Francis Hospital that provide the General
Long Term Care Category of Service.

Each of these facilities was sent a written request to provide an
impact statement, indicating the extent to which it will absorb St.
Francis Hospital's General Long Term Care workload without
conditions, limitations, or discrimination.

A copy of each letter is found in this Attachment, along with proof
that these letters were sent by certified mail and received.

Impact statements were received from the following facilities:

Auburn Nursing & Rehabilitation Center, Auburn
Community Memorial Hospital, Staunton

Fair Oaks, Greenville

Heritage Manor - Gillespie, Gillespie

Hillsboro Rehab & ‘Health Care, Hillsboro
Pleasant Hill Village, Girard

The impact statements received from these facilities are found in
this Attachment.

ATTACHMENT 10, PAGE 6
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St. Francis

HO

SPITAL

A mission of heafing. A passion for carng

July 14, 2010

Administrator

Auvbum Nursing & Rehab Center
304 W Maple Ave

Auburn, IL 62615

Dear Administrator:

St. Francis Hospital is submitting a certificate of need (CON) application to discontinue
our General Long Term Care (Skilled Nursing) Service upon receipt of approval from the
Health Facilities and Services Review Board. We will continue to use our swing beds to
provide short-stay skilled nursing services to patients who are transferred from our acute
care beds.

During the past 2 1/2 ycars, we provided skilled nursing care in our "swing beds" to the
following number of patients.

Year Admissions Patient Days
CY2008 37 240
CY2009 18 108
1/10-6/10 13 61

What we have found over the last 30 months since we received a CON permit to establish
a "swing bed program" is that the skilled nursing care we need to provide to patients we
treat is addressed by using our "swing beds" for the patient days noted above.

Because we have concluded that this trend is unlikely to change in the foreseeable future,
we do not anticipate that the discontinuation of our General Long Term Care Category of
Service will have any impact upon other health care facilities providing this category of
service. However, in accordance with the Rules of the Illinois Health Facilities and
Services Review Board, we are sending this letter to ascertain whether your facility
would have capacity available to accommodate patients requiring skilled nursing care
that would not receive care in our "swing beds" and whether your facility has any

. 032

An Affiliate of Hospital Sisters Health Systemn
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restrictions or limitations that preclude you from providing service to residents of our
market arca.

1 would appreciate it if you would send me a letter indicating the impact of the
discontinuation of our General Long Term Care Service upon your facility and whether
your facility is willing and able to absorb an additional General Long Term Care caseload
without conditions, limitations, or diserimination,

Please note that it is the policy of the IHlinois Health Facilities and Services Review
Board that your failure to respond to this request for an impact statement within 15 days
following your receipt of this letter shall constitute a non-rebuttable assumption that the
discontinuation will not have an adverse impact upon your facility.

You may contact me at (217) 324-8510 or dlindsay(@sfl.hshs.org if you have any
questions or need additional information.

Sincerely,

ﬂt&ﬂiﬁ -Z;“’d’%

Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056




St. Francis
HOSPITAI

4 awssion of heghng. A passon lor caring.

July 14,2010

Administrator

Cardinal Hill Healthcare
South Fourth St
Greenville, IL 62246

Dear Administrator:

St. Francis Hospital is submitting a certificate of need (CON) application to discontinue
our General Long Term Care {Skilled Nursing) Service upon receipt of approval from the
Health Facilities and Services Review Board. We will continue to use our swing beds to
. provide short-stay skilled nursing services to patients who are transferred from our acute
‘ care beds.

During the past 2 1/2 years, we provided skilled nursing care in our "swing beds" to the
following number of patients.

Ye Admissions Patient Days
CY2008 37 240
CY2009 18 108
1/10-6/10 13 61

What we have found over the last 30 months since we reccived a CON permit to establish
a "swing bed program" is that the skilled nursing care we need to provide o patients we
treat is addressed by using our "swing beds" for the patient days noted above.

Because we have concluded that this trend is unlikely to change in the foreseeable future,
we do not anticipate that the discontinuation of our General Long Term Care Category of
Service will have any impact upon other health care facilities providing this category of
service. However, in accordance with the Rules of the Illinois Health Facilities and
Services Review Board, we are sending this letter to ascertain whether your facility
would have capacity available to accommodate patients requiring skilled nursing care
that would not receive care in our "swing beds" and whether your facility has any

L 035
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restrictions or limitations that preclude you from providing service to residents of our
market area.

T would appreciate it if you would send me a letter indicating the impact of the
discontinuation of our General Long Term Care Service upon your facility and whether
your facility is willing and able to absorb an additional General Long Term Care caseload
without conditions, limitations, or discrimination.

Piease note that it is the policy of the Illinois Health Facilities and Services Review
Board that your failure to respond to this request for an impact statement within 15 days
following your receipt of this letter shall constitute a non-rebuttable assumption that the
discontinuation will not have an adverse impact upon your facility.

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs.org if you have any
questions or need additional information.

Sincerely,

, .
/ﬁ(ﬁ%ﬁ. ;ztna’&dqq
Diane Lindsay

Chief Financial Officer
St. Francis Hospital

1215 Franciscan Drive

Litchfield, [L 62056




.St. Francis
HOSPITAL

A mission of healing. A passion for caring.

December 22, 2009

Administrator

Carlinville Area Hospital
930 Morgan St
Carlinville, IL 62626

Dear Administrator:

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11) general long term care beds the fater of June 1 , 2010 or upon receipt of approval
from the Health Facilities and Services Review Board (HFSRB). We will continue to
provide subacute services in our swing beds at the hospital. During our last fiscal year
we admitted fourteen skilled nursing patients to the swing beds for a total of seventy-
nine patient days.

We anticipate that the discontinuation of the use of the long term care beds will have no
impact on the healthcare facilities located within the hospital's market area. However
the HFSRB rules require us to ask whether your facility will have capacity to accept
additional long term care patients and whether your facility has any restrictions or
limitations that would preciude it from providing those services to our market area.

Please send a written impact statement to my aftention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Cerlificate of
Need application to discontinue the 11 beds,

You may contact me at {217) 324-8510 or dlindsay@sfl.hshs.orq if you have any
questions or need additional information.

Sincerely,

Nwiroison,

Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 82056

An Affiliate of Hospital Sisters Hezlth System
1215 Franciscan Drive » Litchfield, IL 62056 e 217-32‘%2191 * www.stfrancis-litchfield.org
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St. Francis
HOSPITAL

A mission of hesling, A passion for caring.

December 22, 2009

Administrator
Carlinville Rehab
751 N Qak St
Carlinville, I. 62626

Dear Administrator;

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11) general long term care beds the later of June 1, 2010 or upon receipt of approval
from the Health Facilities and Services Review Board (HFSRB). We will continue to
provide subacute services in our swing beds at the hospital. During our last fiscal year
we admitted fourteen skilled nursing patients to the swing beds for a total of seventy-
nine patient days.

We anticipate that the discontinuation of the use of the long term care beds will have no
impact on the heaithcare facilities located within the hospital's market area. However
the HFSRB rules require us to ask whether your facility wifl have capacity to accept
additional long term care patients and whether your facility has any restrictions or
limitations that would preclude it from providing those services to our market area.

Please send a written impact statement to my attention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Certificate of
Need application to discontinue the 11 beds.

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs.orq if you have any
questions or need additional information.

Sincerely,

e s,

Diane Lindsay

Chief Financial Officer
St. Francis Hospitai
1215 Franciscan Drive
Litchfield, IL 62056

An Affiliate of Hospita! Sisters Health System
1215 Franciscan Drive « Litchfield, IL 62056 * 217-324-2191 « www.stfrancis-litchfield.org
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A mission of heaﬁhg_ Ap

t. Francis

HOSPITAL

Qctober 11, 2010

Mr. Glen Miller
Administrator
Carlinville Rehab and Health Care Center

751 N. Qak St.
Carlinville, IL 62626

Dear Mr. Miller:

St. Francis Hospital is submitting a certificate of need (CON) application to discontinue
our General Long Term Care (Skilled Nursing) Service upon receipt of approval from the
Health Facilitics and Services Review Board. We will continue to use our swing beds to
provide short-stay skilled nursing services to patients who are transferred from our acute
care beds.

During the past 2 1/2 years, we provided skilled nursing care in our "swing beds" to the
following number of paticnts.

Year Admissions Patient Days
CY2008 37 240
CY2009 18 108
1/10-6/10 13 61

What we have found over the last 30 months since we received a CON permit to establish
a "swing bed program” is that the skilled nursing care we need to provide to patients we
treat is addressed by using our "swing beds" for the patient days noted above.

Because we have concluded that this trend is unlikely to change in the foreseeable future,
we do not anticipate that the discontinuation of our General Long Term Care Category of
Service will have any impact upon other health care facilities providing this category of
service. However, in accordance with the Rules of the Illinois Health Facilities and
Services Review Board, we are sending this letter to ascertain whether your facility
would have capacity available to accommodate patients requiring skilled nursing care
that would not receive care in our "swing beds" and whether your facility has any
restrictions or limitations that preclude you from providing service to residents of our
market area.

An Affiliate of Hiospital Sisters Health Syétem
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I would appreciate it if you would send me a letter indicating the impact of the
discontinuation of our General Long Term Care Service upon your facility and whether
your facility is willing and ablc to absorb an additional General Long Term Care caseload
without conditions, limitations, or discrimination.

Please note that it is the policy of the Illincis Health Facilities and Services Review
Board that your failure to respond to this request for an impact statement within 15 days
following your receipt of this letter shall constitute a non-rebuttable assumption that the
discontinuation will not have an adverse impact upon your facility.

You may contact me at (217) 324-8510 or dlindsay(@sfl hshs.org if you have any
questions or necd additional information.

Sincerely,

/&mxw %wu&ﬁ«‘q
Diane Lindsay

Chief Financial Officer

St. Francis Hospital

1215 Franciscan Drive
Litchfield, I 62056




HOSPITAL

A missian of hesling. A passion for caring.

| St. Francis

December 22, 2009

Administrator

Community Memorial Hospital
400 Caldwell St

Staunton, 1L 62088

Dear Administrator:

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11) generat long term care beds the later of June 1, 2010 or upon receipt of approval
from the Health Facilities and Services Review Board (HFSRB). We will continue to

provide subacute services in our swing beds at the hospital. During our fast fiscal year
‘ we admitted fourteen skilled nursing patients to the swing beds for a total of seventy-
nine patient days.

- . i We anticipate that the discontinuation of the use of the long term care beds will have no

| impact on the healthcare facilities located within the hospital's market area. However
the HFSRB rules require us to ask whether your facility will have capacity to accept
additicnai long term care patients and whether your facility has any restrictions or
limitations that would prectude it from providing those services to our market area.

Please send a written impact statement to my attention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Centificate of
Need application to discontinue the 11 beds.

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs.org if you have any
questions or need additional information.

| Sincerely,

! . 4 ’
| g ;
Diane Lindsay
Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, L 62056

. An Aftiliate of Hospita! Sisters Hezaith Systern
1215 Franciscan Drive ¢ Litchfield, IL 62056 « 217-324-2191 + www.stfrancis-litchfield.org
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St. Francis

A imissian of healing A pasvon for cariag

July 14, 2010

Administrator Kris Albers
Fair Qaks

200 Healthcare Drive
Greenville, IL 62246

Dear Administrator:

St. Francis Hospital is submitting a certificate of need (CON}) application to discontinue
our General Long Term Care (Skilled Nursing) Service upon receipt of approval from the
Health Facilities and Services Review Board. We will continue 1o usc our swing beds to
provide short-stay skilled nursing services to patients who are transferred from our acute
care beds.

During the past 2 1/2 years, we provided skilled nursing care in our "swing beds" to the
following number of patients.

Year Admissions Patient Days
CY2008 37 240
CY2009 18 108
1/10-6/10 13 61

What we have found over the last 30 months since we received a CON permit 1o establish
a "swing bed program"” is that the skilled nursing care we need to provide to patients we
treat is addressed by using our “swing beds" for the patient days noted above.

Because we have concluded that this trend is unlikely to change in the foreseeable future,
we do not anticipate that the discontinuation of our General 1.ong Term Care Category of
Service will have any impact upon other health care facilities providing this category of
service. However, in accordance with the Rules of the lilinois Health Facilities and
Services Review Board, we are sending this letter to ascertain whether your facility
would have capacity available to accommodate patients requiring skilled nursing care
that would not receive care in our "swing beds" and whether your facility has any
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restrictions or limitations that preclude you from providing service to residents of our
market area,

I'would appreciate it if you would send me a letter indicating the impact of the
discontinuation of our Gencral Long Term Care Service upon your facility and whether
your facility is willing and able to absorb an additional General Long Term Care caseload
without conditions, timitations, or discrimination.

Please note that it is the policy of the Illinois Health Facilities and Services Review
Board that your failure to respond to this request for an impact statement within 15 days
following your receipt of this letter shall constitute a non-rebuttable assumption that the
discontinuation will not have an adverse impact upon your facility.

You may contact mc at (217) 324-8510 or dlindsay@sfl.hshs.org if you have any
questions or need additional information.

Sincerely,

Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056




St. Francis
HOSPITAL

A missfon of healing, A passion for caring.

December 22, 2009

Administrator
Friendship Home
826 N High St
Carlinville, IL 62626

Dear Administrator:

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11) general long term care beds the later of June 1, 2010 or upon receipt of approval
from the Heaith Facilities and Services Review Board (HFSRB). We will continue to
provide subacute services in our swing beds at the hospital. During our last fiscal year
we admitted fourteen skilled nursing patients to the swing beds for a total of seventy-
nine patient days.

We anticipate that the discontinuation of the use of the long term care beds will have no
impact on the healthcare facilities located within the hospital's market area. However
the HFSRB rules require us to ask whether your facility will have capacity to accept
additional long term care patients and whether your facility has any restrictions or
limitations that would preclude it from providing those services to our market area.

Please send a written impact statement to my attention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Certificate of
Need application to discontinue the 11 beds.

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs.org if you have any
questions or need additional information.

Sincerely,

/ﬁ(,vuf ¢ &/@49

Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL. 62056

An Affiliate of Hospital Sisters Health System

1215 Franciscan Drive « Litchfield, IL 62056 . 217 ’13]2&32191 * www.stfrancis-litchfield.org
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A rrussion of healing. A passien for canng

July 14,2010

Administrator Betsy Stockstill
Greenville Regional Hospital
200 Healthcare Drive
Greenville, I1. 62246

Dear Administrator:

St. Francis Hospital is submitting a certificate of need (CON) application to discontinue
our General Long Term Care (Skilled Nursing) Service upon receipt of approval from the
Health Facilitics and Services Review Board. We will continue to use our swing beds to
provide short-stay skilled nursing services to patients who are transferred from our acute
care beds.

During the past 2 1/2 years, we provided skilled nursing care in our "swing beds" to the
following number of patients.

Year Admissions Patient Days
CY2008 37 240
CY2009 18 108
1/10-6/10 13 61

What we have found over the last 30 months since we received a CON permit to establish
a "swing bed program” is that the skilled nursing care we need to provide to patients we
treat is addressed by using our "swing beds" for the patient days noted above.

Because we have concluded that this trend is unlikely to change in the foreseeable future,
we do not anticipate that the discontinuation of our General Long Term Care Category of
Service will have any impact upon other health care facilities providing this category of
service. However, in accordance with the Rules of the Illinois Health Facilities and
Services Review Board, we are sending this letter to ascertain whether your facility
would have capacity available to accommodate patients rcquiring skilled nursing care
that would not receive care in our "swing beds" and whether your facility has any
restrictions or limitations that preclude you from providing service to residents of our
market area.

b U 4 {
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I would appreciate it if you would send me a letter indicating the impact of the
discontinuation of our General Long Term Care Service upon your facility and whether
your facility is willing and able to absorb an additional General Long Term Care caseload
without conditions, limitations, or discrimination.

Please note that it is the policy of the Illinois Health Facilities and Services Review
Board that your failure to respond to this request for an impaet statement within 15 days
following your receipt of this letter shall constitute a non-rebuttable assumption that the
discontinuation will not have an adverse impact upon your facility.

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs. org if you have any
questions or need additional information.

Sincerely,

/éuz A ftﬁxﬂﬂ@

Diane Lmdsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Liuchfield, IL 62056




St. Francis
HOSPITAL

A mizsion of healing. A passion for caring.

1215 Franciscan Drive « Litchfield, IL 62056 « 217-324-2191 « www.stfrancis-litchfield.org

December 22, 2009

Administrator
Heritage Manor
1200 University Ave
Carlinville, IL 62626

Dear Administrator;

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11) general long term care beds the later of June 1, 2010 or upon receipt of approval
from the Health Facilities and Services Review Board (HFSRB). We will continue to
provide subacute services in our swing beds at the hospital. During our fast fiscal year
we admitted fourteen skilled nursing patients to the swing beds for a total of seventy-
nine patient days.

We anticipate that the discontinuation of the use of the long term care beds will have no
impact on the healthcare facilities located within the hospital’s market area. However
the HFSRB rules require us to ask whether your facility will have capacity to accept
additional fong term care patients and whether your facility has any restrictions or
limitations that would preclude it from providing those services to our market area.

Please send a written impact statement to my attention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Certificate of
Need application to discontinue the 11 beds.

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs.orq if you have any
questions or need additional information.

Sincerely,

Mu& Xfpﬂw%

Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056
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HOSPITAL

A mission of healing. A passion for caring.

December 22, 2009

Administrator
Heritage Manor
RR # 2 Box 3B
Gillespie, IL 62033

Dear Administrator:

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11) general long term care beds the [ater of June 1, 2010 or upon receipt of approval
from the Health Facilities and Services Review Board (HFSRB). We will continue to
provide subacute services in our swing beds at the hospital. During our [ast fiscal year
we admitted fourteen skilled nursing patients to the swing beds for a total of seventy-
nine patient days.

We anticipate that the discontinuation of the use of the tong term care beds will have no
impact on the healthcare facilities located within the hospital's market area. However
the HFSRB rules require us to ask whether your facility will have capacity to accept
additional long term care patients and whether your facility has any restrictions or
limitations that would preclude it from providing those services to our market area,

Please send a written impact statement to my attention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Certificate of
Need application to discontinue the 11 beds.

You may contact me at (217) 324-8510 or diindsay@sfl. hshs orq if you have any
questions or need additional information.

Sincerely,
M&w&ﬁ/azcd
Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 82056

.05t
An Affiliate of Hospital Sisters Health System
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St. Francis
’ HOSPITAL

A mission of healing. A passian for caring.

December 22, 2009

Administrator
Heritage Manor
6§82 S. Ilinois Ave.
Litchfield, IL. 62056

Dear Administrator:

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11) general long term care beds the later of June 1, 2010 or upon receipt of approval
from the Health Faclilities and Services Review Board (HFSRB). We will continue to
provide subacute services in our swing beds at the hospital. During our last fiscal year
we admitted fourteen skifled nursing patients to the swing beds for a total of seventy-
nine patient days.

We anticipate that the discontinuation of the use of the long term care beds will have no
impact on the healthcare facilities located within the hospital’'s market area, However
the HFSRB rules require us to ask whether your facility will have capacity to accept
additional long term care patients and whether your facility has any restrictions or
limitations that would preclude it from providing those services to our market area.

Please send a written impact statement to my attention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Certrf cate of
Need application to discontinue the 11 beds,

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs.orqg if you have any
gquestions or need additional information.

Sincerely,

M%ﬂ«&%ﬁi

Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056

<
!
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St. Francis
HOSPITAL

A mission of hesling. A passion for caring.

December 22, 2009

Administrator

Heritage Manor

215 West Pennsylvania Ave
Staunton, IL 62088

Dear Administrator:

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11) general long term care beds the later of June 1, 2010 or upon receipt of approval
from the Health Facilities and Services Review Board (HF SRB). We will continue to
provide subacute services in our swing beds at the hospital. During our last fiscal year
we admitted fourteen skilled nursing patients to the swing beds for a total of seventy-
nine patient days.

We anticipate that the discontinuation of the use of the long term care beds will have no
impact on the healthcars facilities located within the hospital’s market area. However
the HFSRB rules require us to ask whether your facility will have capacity to accept
additional long term care patients and whether your facility has any restrictions or
Iimitations that would preciude it from providing those services to our market area.

Please send a written impact statement to my attention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Certificate of
Need application to discontinue the 11 beds.

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs orq if you have any
questions or need additional information,

Sincerely,

Micsee a#wtﬂ‘zﬂ'«;

Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056
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St. Francis
HOSPITAL

A mission of healing, A passion for caring.

December 22, 2009

Administrator

Hillsboro Rehab and Healthcare
1300 East Tremont St

Hilisboro, L. 62049

Dear Administrator:

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11) general long term care beds the later of June 1, 2010 or upon receipt of approval
from the Health Facilities and Services Review Board {HFSRB). We will continue to
provide subacute services in our swing beds at the hospital. During our last fiscal year
we admitted fourteen skilled nursing patients to the swing beds for a total of seventy-
nine patient days.

. { We anticipate that the discontinuation of the use of the long term care beds will have no
impact on the healthcare facilities located within the hospital's market area. Howeaver
the HFSRB rules require us to ask whether your facility will have capacity to accept
additional long term care patients and whether your facility has any restrictions or
limitations that would preciude it from providing those services to our market area.

Please send a written impact statement to my attention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Certificate of
Need application to discontinue the 11 beds.

You may contact me at (217) 324-8510 or diindsay@sfl.hshs.org if you have any
questions or need additional information.

Sincerely,

/ﬁmm Jé,ﬂM*ﬁ
Diane Lindsay

Chief Financial Officer

St. Francis Hospital

1215 Franciscan Drive

Litchfield, IL 62056

. An Affiliate of Hospitél‘Sisteﬂs%alth System
1215 Franciscan Drive  Litchfield, IL 62056 » 217-324-2191 » www.stfrancis-litchfield.org
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HOSPITAL

A mission of healing. A passion for caring.

December 22, 2009

Administrator

Litchfield Health Care Center
1285 E Union Ave

Litchfield, IL 82056

Dear Administratar:

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11) general long term care beds the later of June 1, 2010 or upon receipt of approval
from the Heaith Facilities and Services Review Board (HFSRB). We will continue to
provide subacute services in our swing beds at the hospital. During our last fiscal year

we admitted fourteen skilled nursing patients to the swing beds for a tolal of seventy-
nine patient days.

We anticipate that the discontinuation of the use of the long term care beds will have no
impact on the healthcare facilities located within the hospital's market area. However
the HFSRB rules require us to ask whether your facility will have capacity to accept
additional long term care patients and whether your facility has any restrictions or
limitations that would preclude it from providing those services to our market area.

Please send a written impact statement to my attention within 15 days of receipt of this

letter if you wish to comment so that we can include your response in the Certificate of
Need application to discontinue the 11 beds.

You may contact me at (217) 324-8510 or dlindsay@sfi.hshs org if you have any
questions or need additional information.

Sincerely,

XQ«.& fw-l/%{,:ﬂ'—c%&’-‘j
Diane Lindsay

Chief Financial Officer

St. Francis Hospital

1215 Franciscan Drive
Litchfield, . 62056

An Affiliate of Hospital Sisters Health System

1215 Franciscan Drive = Litchfield, IL 62056 « 217-324-2191 www.stfrancis-litchfield.org
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HOSPITAL

A mission of haaling. A passion for caring.

December 22, 2009

Administrator
Litchfield Terrace
1024 E Tyler Ave
Litchfield, IL 62056

Dear Administrator:

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11) general long term care beds the later of June 1, 2010 or upon receipt of approval
from the Health Facilities and Services Review Board (HFSRB). We will continue to
provide subacute services in our swing beds at the hospital. During our last fiscal year
we admitted fourteen skilled nursing patients to the swing beds for a total of seventy-
nine patient days.

We anticipate that the discontinuation of the use of the long term care beds will have no
impact on the heaithcare facilities located within the hospital's market area. However
the HFSRB rules require us to ask whether your facility wili have capacity to accept
additional fong term care patients and whether your facility has any restrictions or
limitations that would preclude it from providing those services to our market area.

Please send a written impact statement to my attention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Certificate of
Need application to discontinue the 11 beds.

You may contact me at (217) 324-8510 or diindsay@sfi.hshs.org if you have any
questions or need additional information.

Sincerely,

Brai Buuciiey

Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056

An Affiliate of Hospital Sisters Health System
1215 Franciscan Drive ¢ Litchfield, IL 62056 « 217-324-2191 www.stfrancis-litchfield.org
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St. Francis

HOSPITAL

A mission af healing. A passion for caring.

j

December 22, 2009

Administrator

Montgomery County Nursing and Rehab
SRt 127

Hillsboro, IL 62049

Dear Administrator:

St. Francis Hospital, located in Litchfield, IL, propases {o discontinue the use of eleven
(11) general long term care beds the later of June 1, 2010 or upon receipt of approvai
from the Health Facilities and Services Review Board (HFSRB). We will continue to
provide subacute services in our swing beds at the hospital. During our {ast fiscal year
we admitted fourteen skilled nhursing patients to the swing beds for a total of seventy-
nine patient days.

We anticipate that the discontinuation of the use of the long term care beds will have no
impact on the healthcare facilities located within the hospital's market area. However
the HFSRB rules require us to ask whether your facility will have capacity to accept
additional long term care patients and whether your facility has any restrictions or
limitations that would preclude it from providing those services to our market area.

Please send a written impact statement to my attention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Certificate of
Need application to discontinue the 11 beds.

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs.org if you have any
questions or need additional information.

Sincerely,
Diane Linds%/

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056

An Affiliate of Hospital Sisters Heaith System
1215 Franciscan Drive « Litchfield, IL 62056 » 217—3‘[?_4—2191 * www.stfrancis-litchfield.org
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St. Francis
HOSPITAL

A mission of healing. A passion for caring.

sy

December 22, 2009

[

1
§
i

Administrator

Nokomis Rehabilitation & Heaith Care Center
505 Stevens St

Nokomis, 1. 62075

Dear Administrator:

St. Francis Hospital, located in Litchfield, IL, proposes to discontinue the use of eleven
(11} general long term care beds the later of June 1, 2010 or upon receipt of approval
from the Heaith Facilities and Services Review Board (HFSRE). We will continue to
provide subacute services in our swing beds at the hospital. During our last fiscal year
we admitted fourteen skilled nursing patients to the swing beds for a total of seventy-
nine patient days.

We anticipate that the discontinuation of the use of the long term care beds will have no
impact on the healthcare facilities located within the hospital's market area. However
the HFSRB rules require us to ask whether your facility will have capacity to accept
additiona! long term care patients and whether your facility has any restrictions or
limitations that would preclude it from providing those services to our market area.

Please send a written impact statement to my attention within 15 days of receipt of this
letter if you wish to comment so that we can include your response in the Certificate of
Need appilication to discontinue the 11 beds.

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs.org if you have any
questions or need additional information.

Sincerely,

ey |
M%iébjébffdz‘z‘ﬂo
Diane Lindsay

Chief Financia! Officer

8t. Francis Hospital

1215 Franciscan Drive
Litchfield, IL 62056

An Affiliate of Hospital Sisters Health System
1215 Franciscan Drive ¢ Litchfield, IL 62056 « 2b75324-2191 * www,stfrancis-litchfield.org
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July 14, 2010

Administrator
Pleasant Hill Village
1010 W. North St.
Girard, IL 62640

Dear Administrator:

St. Francis Hospital is submitting a certificate of need (CON) application to discontinue
our General Long Term Care (Skilled Nursing) Service upon receipt of approval from the
Health Facilities and Services Review Board. We will continue to use our swing beds to
provide short-stay skilled nursing services to patients who are transferred from our acute
care beds.

During the past 2 1/2 years, we provided skilled nursing care in our "swing beds" to the
following number of patients.

Year Admissions Patient Days
CY2008 37 240
CY2009 18 108
1/10-6/10 13 61

What we have found over the last 30 months since we received a CON permit to establish
a "swing bed program" is that the skilled nursing care we need to provide to patients we
treat is addressed by using our "swing beds" for the patient days noted above.

Because we have concluded that this trend is unlikely to change in the foreseeable future,
we do not anticipate that the discontinuation of our General Long Term Care Category of
Service will have any impact upon other health care facilities providing this category of
service. However, in accordance with the Rules of the lllinois Health Facilities and
Services Review Board, we are sending this letter to ascertain whether your facility
would have capacity available to accommodate patients requiting skilled nursing care
that would not receive care in our "swing beds" and whether your facility has any
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restrictions or limitations that preclude you from providing service to residents of our
market area.

I would appreciate it if you would send me a letter indicating the impact of the
discontinuation of our General Long Term Care Service upon your facility and whether
your facility is willing and able to absorb an additional General Long Term Care caseload
without conditions, limitations, or discrimination.

Please note that it is the policy of the Illinois Health Facilities and Services Review
Board that your failure to respond to this request for an impact statement within 15 days
following your receipt of this letter shall constitute a non-rebuttable assumption that the
discontinuation will not have an adverse impact upon your facility.

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs.org if you have any
questions or need additional information.

Sinccrely,

ﬂld»ﬁ:{ %MM&Q

Diane Lindsay

Chief Financial Qfficer
St. Francis Hospital
1215 Franciscan Drive
Litchfield. IL 62056
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A mission of healing A passrcn for canng,

July 14, 2010

Administrator

Sunrise Manor of Virden
333 S Wrightsman St.
Virden, IL 62690

Dear Administrator;

St. Francis Hospital is submitting a certificate of need (CON) application to discontinue
our General Long Term Care (Skilled Nursing) Service upon receipt of approval from the
Health Facilities and Services Review Board. We will continue to use our swing beds to

. provide short-stay skilled nursing services to patients who are transferred from our acute
care beds.

During the past 2 1/2 ycars, we provided skilled nursing care in our "swing beds" to the
following number of patients.

Year Admissions Patient Days ‘
CY2008 37 240
CY2009 8 108
1/10-6/10 13 61

What we have found over the last 30 months since wc reccived a CON permit to establish
a "swing bed program" is that the skilled nursing care we need to provide to patients we
treat is addressed by using our "swing beds" for the patient days noted above.

Because we have concluded that this trend is unlikely to change in the foreseeable future,
we do not anticipate that the discontinuation of our General Long Term Care Category of
Service will have any impact upon other health care facilities providing this category of
service. However, in accordance with the Rules of the lllinois Health Facilities and
Services Review Board, we are sending this letter to ascertain whether your facility
would have capacity available 1o accommodate patients requiring skilled nursing care
that would not receive care in our "swing beds" and whether your facility has any
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restriclions or limitations that preclude you from providing service to residents of our
market area,

I would appreciate it if you would send me a letter indicating the impact of the
discontinuation of our General Long Term Care Service upon your facility and whether
your {acility is willing and able to absorb an additional General Long Term Care caseload
without conditions, limitations, or discrimination.

Please note that it is the policy of the lllinois Health Facilities and Services Review
Board that your failure to respond to this request for an impact statement within 15 days
following your receipt of this letter shall constitute a non-rebutiable assumption that the
discontinuation will not have an adverse impact upon your facility.

You may contact me at (217) 324-8510 or dlindsay@sfl.hshs.org if you have any
questions or need additional information.

Sincerely,

Sy .
ﬂﬂ({lﬁ.é Z‘PM(Q
Diane Lindsay

Chief Financial Officer
St. Francis Hospital

1215 Franciscan Drive
Litchfield, IL. 62056
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St. Francis

HOSPITAL

A mesyion of healing, A pasiman for canng.

July 14,2010

Administrator

Universily Nursing & Rchab
1095 University Drive
Edwardsville, 1L 62025

Dear Administrator:

St. Francis Hospital is submitting a certificate of need (CON) application to discontinue
our General Long Term Care (Skilled Nursing) Service upon receipt of approval from the
Health Facilities and Scrvices Review Board. We will continue to use our swing beds to
provide short-stay skilled nursing services to patients who are transferred from our acute
care beds.

During the past 2 1/2 years, we provided skilled nursing care in our "swing beds" to the
following number of patients.

Year Admissions Patient Days
CY2008 37 240
CY2009 18 108
1/10-6/10 13 61

What we have found over the last 30 months since we received a CON permit to establish
a "swing bed program" is that the skilled nursing care we need to provide to patients we
treat is addressed by using our "swing beds" for the patient days noted above.

Because we have concluded that this trend is unlikely to change in the foreseeable future,
we do not anticipate that the discontinuation of our General Long Term Care Category of
Service will have any impact upon other health care facilities providing this category of
service. However, in accordance with the Rules of the Illinois Health Facilities and
Services Review Board, we are sending this letter to ascertain whether your facility
would have capacity available to accommodate patients requiring skilled nursing care
that would not receive care in our "swing beds" and whether your facility has any
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restrictions or limitations that preclude you from providing service to residents of our
markel area,

' would appreciate it if you would send me a letter indicating the impact of the
discontinuation of our General Long Term Care Service upon your facility and whether
your facility is willing and able to absorb an additional General Long Term Care caseload
without conditions, limitations, or discrimination.

Pleasc note that it is the policy of the Illinois Health Facilitics and Services Review
Board that your failure to respond to this request for an impact statement within 15 days
following your receipt of this letter shall constitute a non-rebuttable assumption that the
discontinuation will not havc an adverse impact upon your facility.

You may contact me at (217) 324-8510 or dlindsay@st].hshs.org if you have any
questions or need additional information.

Sincerely,

&ﬁédé;* %24'!.4&/&65‘ U

Dianc Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056
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July 27, 2010

Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056

Dear Diane,

I am writing in reference to the letter I received from you in regards to St.
Francis Hospital terminating its swing bed program. I do not feel that there
would be a negative impact on our facility. We welcome any additional

referrals.

Respectfully,
C\)b()b;&c.ﬁémw

Whitney Oberlink

Administrator

Auburn Nursing & Rehabilitation Center
304 Maple Ave,

Auburn, IL 62615

(217) 438-6125

217.438.6125 « FAX 217.438.6316
304 Maple Ayenue * A -IL 62615
ple Avenue = AR:




PHONE (618} 635-2200

COMMUNITY MEMORIAL HOSPITAL

400 CALDWELL ST.
STAUNTON, ILLINOIS 62088-1499

Memorial \i v

. ospital /5
pro—artre e ————— ,}._4

Staunion N
Hllinois

December 28, 2009

Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchficld, IL 62056

Dear Ms. Lindsay,

Thark you for your notification of the intent to discontinue use of the eleven (11) general
long term care beds that St. Francis has maintained. You requested an impact statement
from the area healthcare facilities, and 1 want to provide that to you.

. The proposed closing of the eleven (11) long term care beds will not have any impact
upon Community Memorial Hospital. Access to long term beds is available within
Staunton, Gillespie, and Alhambra, and we have not found it necessary to go outside that
geographical area unless the family requested placement at another facility.

I trust this statement will suffice for your needs, and I wish you success with this new
endeavor.

Sincerely,

Qs

Sue Campbell, CEO
Community Memorial Hospital

C: File

. 074

"The knowladge to save lives, the locatich fo save time”
www.stauntonhospital.org




AN AFFILIATED SERVICE OF

0,
*M Greenville

S Regional Hospital

luly 21, 2010

Chief Financial Officer
St Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056

Dear Chief Financial Officer,

This letter is in regards to your notification of the discontinuation of General Long Term Care beds
located in your facility. Fair Oaks does have bed availability. Please fee| free to refer patients to our
Social Service Director, Cathy Skogley. We will then assess the patients to see if we can meet their
needs. If you have any further questions, please call either myself at {618) 664-1230 ext 3700 or Cathy at

(61B) 664-1230 ext 3717.
Thank You,

N\
Kris Albers RNLNHA

Administrator

Fair Oaks

200 Healthcare Drive
Greenville, IL 62246

07¢

» www. GreenvilieRegionalHospital.com

200 Healthcare Drive = Greenville, IL 62246

- §:618.664.8707

» p: 618.664.1230




Sharing a Herilage
of Care

1/4/10

Diane Lindsey SFO
St, Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056

Dear Ms Lindsey,

[ have received your letter regarding discontinuing the use of eleven general Jong term
care beds. 1 am writing to let you know this will have no impact on us at Heritage Manor
Gillespie LLC. We are happy to accept additional long term care patients. We do not
foresee any limitations or restrictions. We have a history of accepting challenging
individuals and situations. We enjoy our relationship with St, Francis Hospital.

Best Regards,

Shyaobod

Jean Strausbaugh
Administrator

. 07t

Herltage Manor - Gillespie, LLC

7588 Staunton Rd. « Gitlespie, [linois 62033 « (217) 839-2171 ¢ (217) 838-374




% H dllsbovo

REHAB & HEALTH CARE

January 7, 2010

Diane Lindsay

Chief Financial Officer
St. Francis Hospital
1215 Franciscan Drive
Litchfield, IL 62056

Dear Ms. Diane Lindsay

We anticipate that the discontinuation of St. Francis Hospital use of the long-term
bed will have no impact on the Hillsboro Rehab facility located within the hospitals
market area. Hillsboro Rehab will have capacity to accept additional long-term care
patients, as we are a Licensed Skilled facility.

Sincerely
oy ~

T2 ./ /1
/f:';’ri-vw’ / Z-* LAl C,
“Joann Newell

Administrator

07
Specialized Alzheimer’s Care + Skilled Care + Therapies - Respile Care
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® ("\Pleasant Hill Village

Brethren Home of Girard
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July 22, 2010

Diane Lindsay

Chief Financial Officer
St. Francis Hospital

1215 Franciscan Drive
Litchfield, Illinois 62056

Dear Diane,

. In reference to your letter of July 14, 2010, the
discontinuation of your General Long Term Care Service at
the hospital will not negatively affect our facility here in
Girard. Furthermore, our facility is willing to absorb an
additional caseload without conditions, limitations, or
discrimination.

Sincerely,
Q\/j ‘th:oL\ Ssb

Lynda Hood
Social Service Director
Pleasant Hill Healthcare

1010 West North Street » Girard, Illinois » 62640-0048 * {21T) §27-2181  Fax 627-1604

07¢




. Xl. Safety Net Impact Statement

1. The project's material impact, if any, on essential safety net services in the
community

Health Safety Net Services have been defined as services provided to patients
who are low-income and otherwise vulnerable, including those uninsured and
covered by Medicaid. (Agency for Healthcare Research and Quality, Public
Health Service, U.S. Department of Health and Human Services, “The Safety Net
Monitoring Initiative,” AHRQ Pub. No. 03-P011, August, 2003)

This modernization project will discontinue the General Long Term Care
Category of Service (Skilled Nursing Service) at St. Francis Hospital.

As discussed in Attachment 10, the following issues are relevant to this issue.

o St. Francis Hospital is located in Planning Area 3-Montgomery, which has
an excess of 61 General Long Term Care (Skilled Nursing Care) beds as
of September 28, 2010.

o There are 3 freestanding nursing homes in Litchfield that provide this
category of service, and local residents that are not eligible for care in St.
. Francis Hospital's "swing beds" are able to receive general long term care
services in these facilities.

In addition to St. Francis Hospital, there are 20 facilities providing the
General Long Term Care Category of Service that are located within 45
minutes travel time of St. Francis Hospital. Some of these facilities are
located in other planning areas.

® St. Francis Hospital provides a "swing bed" program through the Federal
Medicare Program, and its patients requiring General Long Term Care are
able to receive skilled nursing care without having to be transferred to a

distinct skilled nursing unit.

Under this program, an approved hospital, such as St. Francis Hospital,
may use its acute care beds as needed to provide either acute or skilled
nursing care for post-acute patients. As a result, St. Francis Hospital's
patients requiring a stay in a Skilled Nursing Unit following hospitalization
of at least three consecutive calendar days do not need to be admitted to
the hospital's Skilled Nursing Unit in order to receive this level of care.

The purpose of the "swing bed" program is to increase access to post-
acute skilled nursing care for Medicare beneficiaries and to maximize the

. ATTACHMENT-43 (SAFETY NET IMPACT STATEMENT), PAGE 1




efficiency of hospital operations by meeting unpredictable demands for
acute and long term care. (Source of information: U.S. Centers for
Medicare and Medicaid Services: "Fact Sheet: Swing Bed"), April, 2009.

L St. Francis Hospital surveyed ali 20 other facilities providing the General
Long Term Care Category of Service that are located within 45 minutes
travel time. The hospital received 6 responses, of which 4 were from
facilities that agreed to accept any of St. Francis Hospital's patients that
require this category of care without conditions, limitations, or
discrimination.

The project’s impact on the ability of another provider or health care system to
cross-subsidize safety net services

This project will not have any impact on other providers or health care systems
and, as such, it will not have any impact on other providers’ or health care
systems' abilities to cross-subsidize safety net services.

How the discontinuation of a facility or service might impact the remaining safety
net providers in a given community

There are no other hospitals in Litchfield. St. Francis Hospital is a Critical Access
Hospital.

There are 3 nursing homes in Litchfield that provide the General Long Term Care
Category of Service. Although each of these facilities received a letter from St.
Francis Hospital asking them to assess the impact of the proposed
discontinuation upon their facility, none of those facilities responded to this

request.

Safety Net Impact Statements shali also include all of the following.

1.

For the 3 fiscal vears 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.

A notarized certification describing the amount of charity care provided by
St. Francis Hospital for 2007 through 2009 is found on Page 4 of this Attachment.

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

vear to the lllinois Department of Public Health regarding "Inpatients and
Outpatients Served by Payor Source" and "Inpatient and Qutpatient Net Revenue

ATTACHMENT-43 (SAFETY NET IMPACT STATEMENT), PAGE 2
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by Payor Source” as required by the lilinois Health Facilities and Services

Review Board under Section 13 of the lllinois Health Facilities Act and published
in the Annual Hospital Profile.

A notarized certification describing the amount of care provided to Medicaid
patients by St. Francis Hospital for 2007 through 2009 is found on Page 5_of this

Attachment.

Anv other information the applicant believes is directly relevant to safety net
services

As a Critical Access Hospital, St. Francis Hospital provides needed and important
health care services to the community it serves.

St. Francis Hospital provides community outreach services for heaithy living.
These services include community health fairs, disease screening, and wellness

and healthy living programs.

The hospital reaches out to area senior citizens, providing free programs and
screening, such as Heart Healthy Exercise program at Heritage Manor in
Litchfield and free cholesterol screenings for the general public and residents of

Evergreen Place.

St. Francis Hospital provides special health education and awareness programs
to area residents, including diabetes education classes, a Calorie Class in
conjunction with Lighten Up 4 Montgomery County, heart healthy lifestyle
classes, senior fitness and exercise classes, and stress management programs.

The hospital partners with other health care providers, including the Macoupin
County Department of Public Health and the Montgomery County Health
Department, to provide heatth information and services.

St. Francis Hospital and its colleagues routinely reach out to local and global
communities.

A table in the following format must be provided as part of Attachment 43.

This table will be found on Page 6 of this Attachment.

ATTACHMENT-43 (SAFETY NET IMPACT STATEMENT), PAGE 3
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HOSPITAL

October 11, 2010

Mr. Dale W. Galassie

Acting Chairman

Ilinois Health Facilities and Services Review Board
525 W. Jefferson

Springfield, Illinois 62761

Dear Mr. Galassie:
St. Francis Hospital hereby certifies that it provided the amount of charity care at cost

that is shown below for the three audited fiscal years prior to submission of this
certificate of need application.

Charity Care 2007 2008 2009
. Inpatient - $ 5248 $ 27,878 $ 12,499

Outpatient  $257,171  § 180,948 § 404,134
Total $262419 $208,826 $416,633

This amount was calculated in accordance with the reporting requirements for charity
care reporting in the Illinois Community Benefits Act.

Sincerely,

" Daniel L. Perryman
President and CEO

Notarization;
Subscribed and sworn to before me

. Jh QFFICIAL SEAL
. this 13%  day of Ocelien, 3010 {0\ wi'D. STOECKER

NOTARY PUBLIC, STATE OF ILLINOIS
Qmm D MDWED MY COMMISSION EXPIRES 2-13-2011

Signature of Notary

An Affiliate of Hospital Sisters Health S\jétem

; / n \}? .
}2—15 Franciscan Drive” ¢ Litchfield, IL 62056 -+ 217-324-2191 - www.stfranc1s-|nt‘ch_11e|d.org
. y /’ )
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HOSPITAL
October 11, 2010

Mr. Dale W. Galassie

Acting Chairman

Illinois Health Facilities and Services Review Board
525 W. Jefferson

Springfield, Illinois 62761

Dear Mr. Galassie:
St. Francis Hospital hereby certifies that it provided the amount of Medicaid that is

shown below for the three audited fiscal years prior to submission of this certificate of
need application.

Medicaid Net Revenue 2007 2008 2009
Inpatient $ 1,674,400 § 943,560 § 1,069,662
. Outpatient $ 5,605,600 $3,866947 § 3,709,882
Total $ 7,280,000 § 4,810,507 §4,779,544

This information is provided in a manner consistent with information reported each year
to the Illinois Department of Public Health regarding "Inpatients and Qutpatients Served
by Payor Source” and "Inpatient and Outpatient Net Revenue by Payor Source,” as
required by the Illinois Health Facilities and Services Review Board under Section 13 of
the Illinois Health Facilities Planning Act and published in the Annual Hospital Profile.

Sincerely,

Daniel L. Perr ;

yman
President and CEQ

Notarization:
Subscribed and sworn to before me OFFICIAL SEAL 1

this 12 dayof Ochoder, 3010  § DAWN D. STOECKER
NOTARY PUBLIC, STATE OF ILLINQIS

Y o N W MY COMMISSION EXPIRES 2-13-2011

Signature of Notary

r——

An,_AfﬁIi'at’é’c—)'f——I:I:s-p-i:al Sisters Health S\“{-sténi

1215 Franciscan D_;:ive/:/fitchfield, IL 62056 + 217-324-2191 -+ www.stfrancis-litchfield.org
~ e ~



ST. FRANCIS HOSPITAL

SAFETY NET INFORMATION PER P.A. 96-0031

CHARITY CARE
FY2007 FY2008 FY2009
Charity (# of patients)
Inpatient 12 1% 20
QOutpatient 578 675 571
Total Patients 590 694 591
Charity (cost in dollars)
Inpatient $5,248 $27,878 $12,499
Outpatient $257,171 $180,948 $404,134
Total $262,419 $208,826 $416,633
MEDICAID
FY2007 FY2008 FY2009
Medicaid (# of patients)
Inpatient 327 362 329
QOutpatient 10,928 10,039 11,694
Total Patients 11,255 10,401 12,023
Medicaid (revenue)
Inpatient $1,674,400 $943,560 $1,069,662
Qutpatient $5,605,600 $3,866,947 $3,709,882
Total $7,280,000 $4,810,507 $4,779,544




. XIl. Charity Care Information

1.

The amount of charity care for the last 3 audited fiscal years for St. Francis
Hospital, the cost of charity care, and the ratio of that charity care cost to net

patient revenue are presented below.

ST. FRANCIS HOSPITAL

FY2007 FY2008 FY2009
Net Patient Revenue $34,170,789; $32,769,220 $34,662,825
Amount of Charity Care (charges) $593,056 $515,7431 $1,335,789
Cost of Charity Care $262,419 $208,826 $416,633

This chart is provided for St. Francis Hospital only.

This item is not applicable because St. Francis Hospital is an existing facility.

08z
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