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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

RECE
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICTA%ONIVE D

This Section must be completed for all projects. DEC 17 2010
Facility/Project Identification erE‘E,ﬂ"IE FACILITES &
Facility Name: Holy Cross Hospital i
Street Address: 2701 West 68" Strest
City and Zip Code: Chicago, IL 60629
County: Cook Health Service Area: VI Health Planning Area; A-03
Applicant /ICo-Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].
Exact Legal Name: Vanguard Health Systems, Inc.
Address: 20 Burton Hills Blvd. Nashville, TN 37212
Name of Registered Agent: National Registered Agents, Inc.
Name of Chief Executive Officer:  Charles N. Martin, Jr.
CEQ Address: 20 Burton Hills Blvd. Nashville, TN 37212
Telephone Number: 615/665-6000
Type of Ownership of Applicant/Co-Applicant
Non-profit Corporation O Partnership
X For-profit Corporation [] Governmental
| Limited Liability Company [ Sole Proprietorship [ Other

o Corporations and limited liability companies must provide an Illinois 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.
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Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name: Trip Pilgrim

Title: Chief Development Officer

Company Name: Vanguard Heaith Systems

Address: 20 Burton Hills Blvd. Nashville, TN 37212

Telephone Number:  615/685-5161

E-mail Address: tpilgrim@vanguardhealth.com

Fax Number:

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

Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number;




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Holy Cross Hos th_p|tal
Street Address: 2701 West 68" Street

City and Zip Code: Chicago, IL 60629

County. Cook Health Service Area: VI Health Planning Area; A-03

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

Exact Legal Name: Vanguard Health Management, Inc.
Address: 20 Burton Hills Blvd. Nashville, TN 37212
Name of Registered Agent: National Registered Agents, Inc.

Name of Chief Executive Officer:  Charles N. Martin, Jr.

CEQ Address: 20 Burton Hills Blvd. Nashville, TN 37212
Telephone Number: 615/665-6000

Type of Ownership of Applicant’/Co-Applicant

Non-profit Corporation ] Partnership
X For-profit Corporation ] Govemmental
] Limited Liability Company O Sole Proprietorship ] Other

¢ Corporations and limited liability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name: Trip Pilgrim

Title: Chief Development Officer

Company Name: Vanguard Health Systems

Address: 20 Burton Hifls Bivd. Nashville, TN 37212
Telephone Number: 615/665-5161

E-mail Address: tpilgrim@vanguardhealth.com

Fax Number:

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

Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Holy Cross Hospital

Street Address: 2701 West 68" Street

City and Zip Code: Chicago, Il. 60629

County: Cook Health Service Area; VI Health Planning Area: A-03

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

Exact Legal Name: Vanguard Health Financial Company, LLC
Address: 20 Burton Hills Blvd. Nashville, TN 37212
Name of Registered Agent: National Registered Agents, Inc.

Name of Chief Executive Officer:  Charles N. Martin, Jr.

CEOQO Address: 20 Burton Hills Bivd, Nashvilie, TN 37212
Telephone Number: 615/665-6000

Type of Ownership of Applicant/Co-Applicant

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

o Corporations and limited liability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.
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Primary Contact

[Person to receive all correspondence or inquiries during the review pericd]
Name: Trip Pilgrim

Titfe: Chief Development Officer

Company Name: Vanguard Heaith Systems

Address: 20 Burton Hills Bivd. Nashville, TN 37212
Telephone Number: 615/665-5161

E-mail Address: tpilgrim@vanguardhealth.com

Fax Number:

Additional Contact

[Persan who is also authorized to discuss the application for permit]
Name: none

Title:

Company Name:

Address:

Telephone Number;

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Holy Cross Hospital

Street Address; 2701 West 68" Street

City and Zip Code: _Chicago, IL. 60629

County: Cook Health Service Area: VI Health Planning Area: A-03

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

Exact Legal Name; Hospital Development Company Number 2, Inc.
Address: 20 Burton Hills Bivd. Nashville, TN 37212
Name of Registered Agent: National Registered Agents, Inc.

Name of Chief Executive Officer:  Charles N. Martin, Jr.

CEO Address: 20 Burton Hills Blvd. Nashville, TN 37212
Telephone Number: 615/665-6000

Type of Ownership of Applicant/Co-Applicant

Non-profit Corporation 1 Partnership
X For-profit Corporation ] Governmental
Limited Liability Company U] Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.

Primary Contact
Person to receive all correspondence or inquiries during the review period]
Name: Trip Pilgrim
Title: Chief Development Officer
Company Name; Vanguard Health Systems
Address: 20 Burton Hills Blvd. Nashville, TN 37212

Telephone Number: 615/665-5161

E-mail Address: tpilgrim@vanguardhealth.com

Fax Number:

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

Name: none

Title:
Company Name:
Address:

Telephone Numbsr:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Holy Cross Hospital

Street Address: 2701 West 68" Street

City and Zip Code: Chicago, IL 60629

County:  Coock Health Service Area; VI Health Planning Area: A-03

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

Exact Legal Name: Holy Cross Hospital

Address: 2701 West 68" Street Chicago, IL 60629
Name of Registered Agent:

Name of Chief Executive Officer.  Wayne Lerner

CEO Address: 2701 West 68" Strest Chicago, IL 60629
Telephone Number:; 773/471-8000

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation ] Partnership
For-profit Corporation ] Governmentai
] Limited Liability Company O Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an Illinois 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.
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Primary Contact

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

Name: Trip Pilgrim

Title: Chief Development Officer

Company Name: Vanguard Heaith Systems

Address: 20 Burton Hills Blvd. Nashville, TN 37212

Telephons Number: 615/665-5161

E-mail Address: tpilgrim@vanguardhealth.com

Fax Number;

Additional Contact

[Person who is also authorized to discuss the application for permit]
Name: none

Title:

Company Name:
Address:
Tetephone Number:
E-mail Address:
Fax Number:




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: Trip Pilgrim

Title: Chief Development Officer

Company Name: Vanguard Health Systems

Address: 20 Burton Hifls Blvd., Nashville, TN 37212

Telephone Number:  615/665-5161

E-mail Address: tpilgrim@vanguardhealth.com

Fax Number:

Site Ownership-----please see attached
[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Holy Cross Hospital

Address of Site Owner: 2701 West 68" Street Chicago, IL 60629

Street Address or Legal Description of Site: 2701 West 68" Street Chicago, IL 60629
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

attestmg to ownership, an optlan to lease, a letter of mtent to Iease or a lease.

APPEND DOCUMEHTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE .
APPLICATION FORM. & © - . . . . - .

Operating Identity/Licensee---proposed
[Provide this information for each applicable facility, and insert after this page ]

Exact Legal Name: Hospital Development Company Number 2, Inc.

Address: 20 Burton Hills Blvd. Nashville, TN 37212

] Non-profit Corporation ] Partnership

X For-profit Corporation ] Governmental

] Limited Liability Company ] Sole Propristorship ] 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 panner 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
ownershlp

B ot =

APPEND DOCUMENTATION AS ATTACHMENT—3 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE <)
. APPLICATION.FORM, .. . ... e e v e TP R A i T e i

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.

APPEND DOCUMENTATIOH AS ATTACHMENT—4 IN NUMERIC SEQUENT[AL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORNM. L 4 b e w . ‘




Filood Plain Requirements not applicable
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinois Executive Order #2005-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements
please provide a map of the proposed project location showing any identified floodplain areas. Floodplaln
maps can be printed at www.FEMA.gov or www.illinoisfloodmaps.org. This map must be in a
readable format. In addition please provide a statement attesting that the project complies with the

requirements of Illlnms Executwe QOrder #2005 5 (httg waw hfsrb.iltinois. gov)

APPEND DOCUMENTATION AS ATTACHMENT -5 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATIONFORM.. ... i 3 . .

Historic Resources Preservation Act Requirements not applicable
[Refer to application instructions ]

Provide documentation regarding compliance with the requiremsnts of the Historic Resources
Preservation Act.

APPEND DOCUMENTATION AS ATIACHMENT-G, m NUMERIC SEQUENTIAL ORDER AFTER THE. LAST PAGE OF THE -
APPLICATION FORM. .~ T - , .

DESCRIPTION OF PROQJECT

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

Part 1120 Applicability or Classification:
Part 1110 Classification: [Check one only.]
[0  Substantive [J Part 1120 Not Applicable

O category A Project
X Non-substantive X cCategory B Project

[J CHS or DVA Project




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. if the project site does NOT have a street address, include a legal
description of the site. Include the rationale regarding the project's classification as substantive or non-substantive.

Vanguard Health Systems, Inc. (“VHS”) through its subsidiary entity Hospital Development
Company Number 2, Inc., will, through an Asset Purchase Agreement (“APA”) (attached)

acquire essentially all of the assets of Holy Cross Hospital.

Following acquisition, Holy Cross Hospital will continue to operate as a Catholic hospital,
consistent with the “Stewardship Agreement” developed jointly by VHS and the Sisters of St.
Casimir, the sponsors of the hospital. VHS has agreed to operate Holy Cross Hospital as a
licensed acute care hospital for a minimum of five years, contingent upon government support
payments which in the aggregate provide an annual level of support to the hospital that is
consistent with that received during the year ending June 30, 2010 (see § 5.21 of APA). VHS
has also agreed to form a local advisory board, to include local physicians and community
representatives, with one-third of the membership to be named by the Sisters of St. Casimir.

The proposed project, consistent with Section 1110.40.a, is classified as being “non-substantive”
as a result of the scope of the project being limited to a change of ownership.

Please refer to the “Project Overview” for a summary of the transaction.




NOTE ON ASSET PURCHASE AGREEMENT

Holy Cross Hospital (“HCH”), Hospital Development Company Number 2, Inc. and
Vanguard Health Systems, Inc. (collectively, “Vanguard”) executed an Asset Purchase
Agreement on December 15, 2010 (“Asset Purchase Agreement”). As part of the
transactions contemplated by the Asset Purchase Agreement, Vanguard is purchasing
substantially all of the assets owned or leased by HCH in connection with the operation
of the hospital. The Asset Purchase Agreement contains various conditions precedent to
Vanguard’s obligation to close the transactions contemplated by the Asset Purchase
Agreement, including without limitation, that there has been no material adverse change
with respect to HCH, that Vanguard’s board of directors shall have approved the closing
of the transactions contemplated by the Asset Purchase Agreement, and that HCH shall
have concluded a voluntary self-disclosure process with the Centers for Medicare and
Medicaid Services and the Illinois Attorney General with respect to a review of HCH’s
physician arrangements. In addition, both HCH and Vanguard acknowledge that closure
of the transaction will not occur prior to the receipt of the necessary approvals from the
Illinois Health Facilities and Services Review Board in connection with this change of
ownership.




Project Costs and Sources of Funds

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

project or any 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 components that are not related to the provision of
health care, complete the second column of the table below. Note, the use and sources of funds must

equal.

Project Costs and Sources of Funds

USE OF FUNDS

CLINICAL

NONCLINICAL TOTAL

Preplanning Costs

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modemization Contracts

Contingencies

Architectural/Engineering Fees

Consulting and Other Fees

$700,000

$700,000

Movable or Other Equipment (not in construction
contracts)

Bond Issuance Expense {project related)

Negotiated Purchase Price of Hospital
Pursuant to Asset Purchase Agreement

$18,655,000

$18,655,000

Fair Market Value of Leased Space or Equipment

Other Costs To Be Capitalized

Acquisition of Building or Other Property (excluding
fand)

TOTAL USES OF FUNDS

$19,355,000

$19,355,000

SOURCE OF FUNDS

CLINICAL

NONCLINICAL TOTAL

Cash and Securities

$19,355,000

$19,355,000

Pledges

Gifts and Bequests

Bond Issues (project related)

Mortgages

Leases (fair market value)

Governmental Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

$19,355,000

Aﬁ*}
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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 acquired during the last two calendar years:

Land acquisition is related to project [ Yes O No included in
Purchase Price: § acquisition cost
Fair Market Value: $ of the hospital

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

[] Yes [] No

If yes, provide the dollar amount of all non-capitalized operating start-up costs (inciuding
operating deficits) through the first full fiscal year when the project achieves or exceeds the targef
utilization specified in Part 1100,

Estimated start-up costs and operating deficit costis $§ _none

Project Status and Completion Schedules
Indicate the stage of the project’s architectural drawings:

X None or not applicable O Preliminary

[ ] Schematics [ ] Final Working
Anticipated project completion date (refer to Part 1130.140): August 31, 2011

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

[] Purchase orders, leases or contracts pertaining to the project have been executed.
[_] Project obligation is contingent upon permit issuance. Provide a copy of the
contingent “certification of obligation” document, highlighting any language related to
CON Contingencies

X Pro;ect oblugatlon wm occur after permrt |ssuance

APPUCAT{ON FORM: -

......

State Agency Submittals
Are the following submittals up to date as applicable:
X Cancer Registry
X APORS
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being

deemed incomplete.




Cost Space Requirements
not applicable

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
purposs. 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 Proposeghztt:»tlg! Gross Square Feet

. New ) . Vacated
Dept. / Area Cost Existing | Proposed Const. Modemized | Asls Space

REVIEWABLE
Medical Surgical
Intensive Care
Diagnostic
Radiclogy

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL

APPEND DOCUMENTATION AS ATTACHMENT-, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE DFTHE - .
APPLICATION FORM. T o S A A

(7




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
Any bed capacity discrepancy from the Inventory will result in the
application being deemed incomplete.

totals for each bed service.

FACILITY NAME:

Holy Cross Hospital

CITY: Chicago

REPORTING PERIOD DATES:

From: January 1, 2009

to: December 31, 2009

Category of Service Authonzed Admissions ; Patient Days | Bed Proposed
Beds Changes Beds

Medical/Surgical 204 8,317 38,646 none 204

Obstetrics 16 0 0 none 16

Pediatrics

Intensive Care 20 1,828 6,021 none 20

Comprehensive Physical

Rehabilitation 34 456 4782 none 34

Acute/Chronic Mental lliness

Neonatal Intensive Care

Generat Long Term Care

Specialized Long Term Care

Long Term Acute Care

Other ((identify)

TOTALS:




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

This Application for Permit is filed on the behalf of __Vanguard Health Systems, inc. *
in accordance with the requirements and procedures of the illinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The 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.

T —————
S'Ifi’NATURE . @ ‘ / SIGNATURE
/#Moe_o 7 L&l %N' H \O&,L\[LLL_
PRINTED NAME ! PRINTED NAME
Se. Viee Desipent (-?225_ ek +Co 0
PRINTED TITLE PRINTED TITLE
Notarization; Notarization:

Subsc iw and sworn to,beforg me Subseri and s to before me
this _L{_/day of %mba,ao (&) this _}Y{ —day ofﬁgmbmgo |0

TENNESSEE = =
msert EXROTARYal namedf the applicant

\
Odf"”lnll““ AN

L EXP, AV




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

This Application for Permit is filed on the behalf of __Vanguard Heaith Systems, Inc. *
in accordance with the requirements and procedures of the lllincis 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.

-

SIGNATURE ! / SIGNATURE
?Nf#m:_a @rt-é/-md Kmr B Walace

PRINTED NAME ! PRINTED NAME

Sk.. Viee F2es)p et f—?@sldg}' +(C0D

PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

Subsc; gﬁg and swgrn to, beforg me Subscr and s to before me
this |£ —day °f£f)kmmolo this _|'4—=day of [®)

S TENNESSEE : 3 | o TENN%ESEE 3
*hsert EXROTARgal name:f the applicant T Mot D3
29O~ PUBLC "X = o n oTARY 3
‘;’I 170-- """" " \h\\\‘ -
“,, Son cO a
Coprrtinmnanyy AN
M. Exp. AV




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

This Application for Permit is filed on the behalf of Hospital Development Company Number 2, Inc.*

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act,
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The 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.

. o —

SIGNATURE & i GNATURE
MLJ) (Tre e mt K@é H xllzee

PRINTED NAME L PRINTED NAME

. viee /259%2/;'— Aot nd ﬁoo
PRINTED TITLE FRINTED TITLE
Notarization: Notarization:;

Subsgribed and swomn to before me Subscr‘.iﬁ%:ldand swarm to before me
this |97 day of Sefieroeh 310 this _{4" *day of M&b

N \
004;"'u||n\“\:lf'\\ Mm. Exp.
M. Exp. AV




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 Vanguard Health Management, Inc. *
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The 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.

SIGNATURE e IGNATURE
AL.02.D ? L & in) ‘K‘ii\’t“ . W\M €
PRINTED NAME PRINTED NAME
SK. ViceE FesioeT ?aésmem 1 Co0
PRINTED TITLE ' PRINTED TITLE
Notarization: Notanization;

Subscrihed and swomm to before me Subscribad and swam to before me
this li‘é&—day of M&O\ ®) this \ﬁp‘iﬂay of D
I '

Sj f NoidY o ’,
najure o \s‘Q};\ ? : L M) }(;:,"'
e N R o 2

- S STATE - =
: 7 _OF %%
= - ESSEE - =

“Insert EXACT |£%ﬂ\p of fhe applicant
Z © . PUBLIC s

. Y
7 ~
I,,,’ OSON GO \\\\
C‘(.'Ji"""'lnu\“‘ 1-'\\
Y, Exp. AV




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 bensficiary 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 —_Vanguard Health Financial Company, LLC__*
in accordance with the requirements and procedures of the lliinois 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.

J o un —
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SIGN/’ URE SIGNATURE
JA@LD P gei N %‘ . lonblage.

PRINTED NAME J PRINTED NAME
Sk vice respent—  Baedud v000
PRINTED TITLE PRINTED TITLE

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

*

This Application for Permit is filed on the behalf of ____ Holy Cross Hospital
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The 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.

¢

- ~ .
,didi/%? : Mw&p’;ﬂzuﬁf 5 !
SIGNATURE —LIL—%&M@L& e
Sis )ler M .I’hmac»a /6‘ fﬂend’% fg}‘gfe,,:- &;g:’n 7 D E:! l kaS
PRINTED NAME PRINTED NAME
Generel Superier Aﬁti%@LH_Cﬂ_ﬁmu{
PRINTED TITLE PRIRTED TITLE

Notarization: Notarization:

Subscribed and sworn to beforg me Subscribed and swgrn to before me
this 444 day of M res O this _4¥_day of, z;ﬁaﬁg >0 0

Signature of

OFFICIAL SEAL

' i L SEAL :
Seal BEVERLY LODATO Seal OFFICIA .
NOTARY PUBLIC, STATE OF ILLINOIS BEVERLY LODATO
MY COMMISSION EXPIRES1-28-2014 NOTARY PUBLIC STATE OF ILLINOIS
- MY COMMISSION EXPIRES 1-28-2014

*insert EXACT legal name of the applicant
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SECTION lil - BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

This Section is applicable to all projects except those that are solely for discontinuation with no project
costs,

Criterion 1110.230 = Background, Purpose of the Project, and Alternatives

READ THE REVIEW CRITERION and provide the foliowing required information:

BACKGROUND OF APPLICANT

1. Alisting of ali health care facilities owned or operated by the applicant, including licensing, and certification if
applicable.

2. A cerified listing of any adverse action taken against any facility owned andfor operated by the applicant
during the three years prior to the filing of the application.

3. Authorization permitting HFSRB and DPH access to any documents necessary to verify the information
submitted, including, but not limited to: official records of DPH or other State agencies; the licensing or
cerlification records of other states, when applicable; and the records of nationally recognized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

4. If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this criterion. In such instances, the applicant shall attest the information has been previously provided, cite
the project number of the prior application, and cerlify that no changes have occurred regarding the
information that has been previously provided. The applicant is able to submit amendments to previousty
submitted infornation, as needed, to update and/for ¢larify data.

APPEND DOCUMENTATION AS ATTACHM__EN’I"J 1, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN ATTACHMENT 11. ‘

PURPOSE OF PROJECT

1. Document that the project will provide health services that improve the health care or well-being of the
market area population {o be served.

2. Define the planning area or market area, or other, per the applicant’s definition.

3. identify the existing problems or issues that need to be addressed, as applicable and appropriate for the
project. [See 1110.230(b) for examples of documentation.]

4. Cite the sources of the information provided as documentation.

5. Detail how the project will address or improve the previously referenced issues, as well as the population’s
health status and well-being.

6. Provide goals with quantified and measurable objectives, with specific timeframes that relate to achieving
the stated goals as appropriate.

For projects involving modemization, describe the conditions being upgraded if any. For facility projects, include
slatements of age and condition and regulatory citations if any. For equipment being replaced, include repair and
maintenance records.

NOTE: Information regarding the “Purpose of the Project” will be inc[uded in the State Agenéy Report.

APPEND DOCUMENTATION AS ATTACHMENT-12, iN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. EAGH ITEM {1-6) MUST BE IDENTIFIED IN ATTACHMENT 12. -
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ALTERNATIVES
1) Identify ALL of the alternatives to the proposed project:
Alternative options must _include:
A) Proposing a project of greater or lesser scope and cost;
B) Pursuing a joint venture or similar arangement with one or more providers or

entities to meet all or a portion of the project's intended purposes; developing
alternative settings to meet all or a portion of the project's intended purposes;

C} Utilizing other health care resources that are available to serve all or a portion of
the population proposed to be served by the project; and
D} Provide the reasons why the chosen alternative was selected.
2) Documentation shall consist of a comparison of the project to alternative options. The

comparison shall address issues of lotal costs, patient access, quality and financial
benefits in both the short term (within one to three years after project completion} and long
term. This may vary by project or situation. FOR EVERY ALTERNATIVE IDENTIFIED
THE TOTAL PROJECT COST AND THE REASONS WHY THE ALTERNATIVE WAS

REJECTED MUST BE PROVIDED.

3) The applicant shall provide empirical evidence, including quantified outcome data that
verifies improved quality of care, as available.

‘APPEND DOCUMENTATION AS ATTACHMENT-13 {N NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM , ‘
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SECTION VI - MERGERS, CONSOLIDATIONS AND ACQUISITIONS/CHANGES OF

OWNERSHIP

This Section is applicable to projects involving merger, consolidation or acquisition/change of ownership.

NOTE: For all projects involving a change of ownership THE TRANSACTION DOCUMENT must be
submitted with the application for permit. The transaction document must be signed dated and
contain the appropriate contingency language.

A. Criterion 1110.240(b), Impact Statement
Read the criterion and provide an impact statement that contains the following information:

PwWhy

5.

B. Criterion 1110.240(c), Access
Read the criterion and provide the following:
1.
2.
3.

C. Criterion 1110.240(d}, Health Care System
Read the criterion and address the following:

1.

2.

w

N bk

Any change in the number of beds or services currently offered,

Who the operating entity will be.

The reason for the transaction.

Any anticipated additions or reductions in employees now and for the two years following
completion of the transaction.

A cost-benefit analysis for the proposed transaction.

The current admission policies for the facilities involved in the proposed transaction.

The proposed admission policies for the facilities.

A letter from the CEQ certifying that the admission policies of the facilities involved will
not become more restrictive.

Explain what the impact of the proposed transaction will be on the other area providers.
List all of the facilities within the applicant’s health care system and provide the foliowing
for each facility.

a. the location (town and street address);

b. the number of beds;

c. alist of services: and

d. the utilization figures for each of those services for the last 12 month period.

Provide copies of all present and proposed referral agreements for the facilities involved
in this transaction.

Provide time and distance information for the proposed referrals within the system.
Explain the organization policy regarding the use of the care system providers over area
providers.

Explain how duplication of services within the care system will be resolved.

Indicate what services the proposed project will make available to the community that are
not now available.

APPEND DOCUMENTATION AS Q! !ACHMENT 1§, IN NUMER!C SEQUENHAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM; ‘




The following Sections DO NOT need to be addressed by the applicants or co-applicants responsible for
funding or guaranteeing the funding of the project if the applicant has a bond rating of A- or better from
Fitch's or Standard and Poor's rating agencies, or A3 or better from Moody's (the rating shall be affirmed
within the latest 18 month period prior to the submittal of the application):

¢ Section 1120.120 Availability of Funds - Review Criteria
o Section 1120.130 Financial Viability - Review Criteria
» Section 1120.140 Economic Feasibility - Review Criteria, subsection {a)

VI, - 1120.120 - Availability of Funds

The applicant shall document that financial resources shali be available and be equal to or exceed the estimated total
project cost plus any related project costs by providing evidence of sufficient financial resources from the following
sources, as applicable: Indicate the dollar amount to be provided from the following sources:

a) Cash and Securities — statements (e.g., audited financial statements, letters from financial
$19,355,000 institutions, board resolutions) as to:

1) the amount of cash and securities available for the project, including the
identification of any security, its value and availability of such funds; and

2} interest to be earned on depreciation account funds or to be eamed on any
asset from the date of applicant's submission through project completion;
please see attached Audited financial Statements
b) Pledges - for anticipated pledges, a summary of the anticipated pledges showing anticipated receipts
and discounted value, estimated time table of gross receipts and related fundraising expenses, and a
discussion of past fundraising experience.

c} Gifts and Bequests - verification of the doflar amount, identification of any conditions of use, and the
estimated time table of receipts;

d) Debt - a statement of the estimated terms and conditions {Including the debt time period, variable or
permanent interest rates over the debt time pericd, and the anticipated repayment schedule) for any
interim and for the permanent financing proposed to fund the project, including:

)] For general obligation bonds, proof of passage of the required referendum or
evidence that the governmental unit has the authority to issue the bonds and
evidence of the doliar amount of the issue, including any discounting anticipated;

2) For revenue bonds, proof of the feasibility of securing the specified amount and
interest rate;

k)l For mortgages, a letter from the prospective lender attesting 1o the expectation
of making the loan in the amount and time indicated, including the anticipated
interest rate and any conditions associated with the mortgage, such as, but not
limited to, adjustable interest rates, balloon payments, etc.;

4) For any lease, a copy of the lease, including all the terms and conditions,
including any purchase options, any capital improvements to the property and
provision of capital equipmant;

5) For any option to lease, a copy of the option, including all terms and conditions.

e} Govemmental Appropriations — a copy of the appropriation Act or ordinance accompanied by &
statement of funding availability from an official of the governmental unit. If funds are to be made
available from subsequent fiscal years, a copy of a resolution or other action of the governmenta! unit
attesting to this intent;

f) Grants - a letter from the granting agency as to the availabllity of funds in terms of the amount and
time of receipt;

g} All Other Funds and Sources — verification of the amount and type of any other funds that will be
used for the project.

$19,355,000 TOTAL FUNDS AVAILABLE

-APPEND DOCUMENTATION AS
“APPLICATION‘ FORM '




IX. 1120.130 - Financial Viability

All the applicants and co-applicants shali be identified, specifying their roles in the project funding or
guaranteeing the funding (sole responsibility or shared) and percentage of participation in that funding.

Financial Viability Waiver
not applicable, no debt financing

The applicant is not required to submit financial viability ratios if:

1. All of the projects capitai expenditures are completely funded through intemal sources

2. The applicant’s current debt financing or projected debt financing is insured or anticipated to be
insured by MBIA (Municipal Bond insurance Association Inc.) or equivalent

3. The applicant provides a third party surety bond or performance bond letter of credit from an A
rated guarantor.

See Section 1120.130 Financial Waiver for information to be provided
APPEND DOCUMENTATION AS ATTACHMENT-40, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. ‘ .

The applicat or co-applicant that is responsible for funding or guaranteeing funding of the project shall provide
viability ratios for the fatest three years for which audited financial statements are available and for the first full
fiscal year at target utilization, but no more than two years following project completion. When the applicant's
facility does not have facility specific financial statsments and the facility is a member of a health care system that
has combined or consolidated financial statements, the system’s viability ratios shall be provided. [f the health care
syslem includes one or more hospitals, the system's viability ratios shall be evaluated for conformance with the
applicable hospital standards.

Provide Data for Projects Classified - Category A or Category B'(!ast.'three yeé}s)- Category B
as: - .o : : ‘(Projected)

Enter Historical and/or Projected
Years: Coetl T

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

Provide the methodology and worksheets utilized in determining the ratios detailing the calculation
and applicable line item amounts from the financial statements. Complete a saparate table for each
co-applicant and provide worksheets for each.

2. Varance

Applicants not in compliance with any of the viability ratios shall document that another organization,
public or private, shall assume the legal responsibiiity to meet the debt obligations should the
applicant default.

APPEND DOCUMENTATION AS ATTACHMENT 41, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
APPLICATIONFORM. - ERICAL. | |




X. 1120.140 - Economic Feasibility

This section is applicable to all projects subject to Part 1120.

A. Reasonableness of Financing Arrangements

The appiicant shall document the reasonableness of financing arrangements by submitting a
notarized siatement signed by an authorized representative that atlests to one of the following:

1) That the total estimated project costs and related costs will be funded in fotal with cash
and equivalents, including investment securities, unrestricted funds, received pledge
receipts and funded depreciation; or

2) That the total estimated project costs and related costs will be funded in total or in part by
borrowing because:

A) A portion or all of the cash and equivalents must be retained in the balance sheet
asset accounts in order to maintain a current ratio of at least 2.0 times for
hospitals and 1.5 times for ail other facilities; or

B) Borrowing is less costly than the liquidation of existing investments, and the
existing investments being retained may be converted to cash or used to retire
‘ debt within a 60-day penod.

8. Conditions of Debt Financing

i not applicable, no debt financing

‘ This criterion is applicable only to projects that involve debt financing. The applicant shall
document that the conditions of debt financing are reasonable by submitting a notarized statement
signed by an authorized representative that attests to the foliowing, as applicable:

1} That the selected form of debt financing for the project will be at the lowest net cost
available;
2) That the selected form of debt financing will not be at the lowest net cost available, but is

more advantageous due {o such terms as prepayment privileges, no required mortgage,
access to additional indebtedness, term (years), financing costs and other factors;

3) That the project involves (in total or in part) the leasing of equipment or facilities and that
the expenses incurred with leasing a facility or equipment are tess costly than constructing
a new facility or purchasing new equipment.




C. Reasonableness of Project and Related Costs

Read the criterion and provide the following:

1. Identify each department or area impacted by the proposed project and provide a cost

and square footage allocation for new construction and/or modernization using the
following format (insert after this page).

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B C D E F G H
Depariment Total
{list below) Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. Const. § Mod. § Cost
New Mod. New Circ.* | Mod. Circ.* {(AxC) (BxE) (G+H)

Contingency

TOTALS
* Include the percentage (%) of space for circulation

D. Projected Operating 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

foliowing project completion. Direct cost means the fully allocated costs of salaries, benefits and supplies
for the service.

E. Total Effect of the Project on Capital Costs

The applicant 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. Coeel e - '




XIl. 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 latest 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 lllinois. 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 aflocation 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 fadility, it shall submit the facility's projected patient mix by payer source, anticipated
charity care expense and projected ratlo of charity care to net patient revenue by the end of its second 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 3960/3) Charity Care must be provided at cost.

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

CHARITY CARE
2007 2008 2009
Nat Patiant Revenue 109,110,687 111,142,732 101,697 666
Amount of Charity Care (charges) 9,240,623 9,938,806 10,435,701
Cost of Charity Care 2,319,396 2,807,713 2974175

APPEND DOCUMENTATlON A8 ATTACHMENT-44, IN: NUMERIC SEQUENTIAL ORDER AFTER THE LAS'.I' PAGE OF THE
APPUCATIONFORM . , B T T A Calt Ly :
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File Number 6724-421-4

To all to whom these Presents Shall Come, Greeting:

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

HOSPITAL DEVELOPMENT COMPANY NUMBER 2, INC., INCORPORATED IN
DELAWARE AND LICENSED TO TRANSACT BUSINESS IN THIS STATE ON AUGUST 17,
2010, APPEARS TO HAVE COMPLIED WITH ALL THE PROVISIONS OF THE BUSINESS
CORPORATION ACT OF THIS STATE RELATING TO THE PAYMENT OF FRANCHISE
TAXES, AND AS OF THIS DATE, IS A FOREIGN CORPORATION IN GOOD STANDING
AND AUTHORIZED TO TRANSACT BUSINESS 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 18TH -
day of AUGUST AD. 2010

Authentication #: 1023001588 M

Authenticate at http://www.cyberdriveiltinais.com

SECRETARY OF STATE

ATTACHMENT 1




File Number 6402-314-4

To all to whom these Presents Shall Come, Greeting:

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

VANGUARD HEALTH SYSTEMS, INC., INCORPORATED IN DELAWARE AND LICENSED
TO TRANSACT BUSINESS IN THIS STATE ON FEBRUARY 02, 2005, APPEARS TO HAVE
COMPLIED WITH ALL THE PROVISIONS-OF THE BUSINESS CORPORATION ACT OF
THIS STATE RELATING TO THE PAYMENT OF FRANCHISE TAXES, AND AS OF THIS
DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND AUTHORIZED TO
TRANSACT BUSINESS IN THE STATE OF ILLINOIS.

In Testimony Wher eof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 24TH

day of MARCH AD. 2010

' 7 -. .l'.‘,‘ m v .
v o= - 5 % ’
Authentication #: 1008301872 M m@

Authenticate at: http:/fwww.cyberdriveillinots.com

SECRETARY OF STATE

ATTACHMENT 1




File Number 6087-292-9

To all to whom these Presents Shall Come, Greeting:

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

VANGUARD HEALTH MANAGEMENT, INC., INCORPORATED IN DELAWARE AND
LICENSED TO TRANSACT BUSINESS IN THIS STATE ON FEBRUARY 04, 2000, APPEARS
TO HAVE COMPLIED WITH ALL THE PROVISIONS OF THE BUSINESS CORPORATION
ACT OF THIS STATE RELATING TO THE PAYMENT OF FRANCHISE TAXES, AND AS OF
THIS DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND AUTHORIZED TO
TRANSACT BUSINESS IN THE STATE OF ILLINOIS.

In Testimon Yy Whereof, 1 nereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 26TH
dayof  FEBRUARY  AD. 2010

N i
Authentication # 1005702452 M

Authenticate at hitp:/mww.cyberdriveillinots.com

SECRETARY OF STATE

ATTACHMENT 1




File Number 0294476-6

To all to whom these Presents Shall Come, Greeting

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

VANGUARD HEALTH FINANCIAL COMPANY, LLC, A DELAWARE LIMITED LIABILITY
COMPANY HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON
MARCH 08, 2010, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE
LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN
GOOQD STANDING AS A FOREIGN LIMITED LIABILITY COMPANY ADMITTED TO
TRANSACT BUSINESS IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 nereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 8TH

day of MARCH AD. 2010

Authanticatlon #: 1008702238 ‘M/

Authenticate al: htfp:/Aww.cyberdrivelitngls.com

SECRETARY CF STATE

ATTACHMENT 1
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File Number 2073.273-3

To all to whom these Presents Shall Come, Greeting:

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

HOLY CROSS HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED UNDER THE
LAWS OF THIS STATE ON OCTOBER 10, 1929, 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 16TH
day of AUGUST A.D. 2010

SR & Wit 2z
Authentication ¥ 1022801668 M

Authenticate at: hitp /Awww.cyberdriveifinols.com

SECRETARY OF STATE

ATTACHMENT 1




COMMITMENT FOR TITLE INSURANCE

Chicago Title Insurance Company

CHICAGO TITLE INSURANCE COMPANY, a Nebraska corporation, herein called the Company, for valuable
consideration, commits to issue its policy or policies of title insurance, as identified in Schedule A, in favor of the
Proposed Insured named in Schedule A, as owner or mortgagee of the estate or interest in the Land described or
referred to in Schedule A, upon payment of the premiums and charges and compliance with the Requirements;

all subject to the provisions of Schedule A and B and to the Conditions of this Commitment.

This Commitment shall be effective only when the identity of the Proposed Insured and the amount of the policy
or policies committed for have been inserted in Schedule A by the Company.

All liability and obligation under this Commitment shall cease and terminate 6 months after the Effective Date or
when the policy or policies committed for shall issue, whichever first occurs, provided that the failure to issue the
policy or policies is not the fault of the Company.

The Company will provide a sample of the policy form upon request.

IN WITNESS WHEREQF, Chicago Title Insurance Company has caused its corporate name and seal to be
affixed by its duly authorized officers on the date shown in Schedule A.

Issued By: CHICAGO TITLE INSURANCE COMPANY

B
CHICAGO TITLE INSURANCE COMPANY
171 N. CLARK STREET ; .
CHICAGOQ, IL 60601 ;
; gnatory

qulhorlzed Si

Refer Inquiries To:

(312)223-3025

Commitment No.: |1401 008823092 i

ATTACHMENT2
COMCVPOR 11406 DGG CH5 0B/26/10  09:37:33
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CHICAGO TITLE INSURANCE COMPANY
COMMITMENT FOR TITLE INSURANCE

SCHEDULE A
YOUR REFERENCE: HOLY CROSS HOSPITAL ORDER NO.: 1401 008823092 D1
EFFECTIVE DATE: AUGUST 5§, 2010
1. POLICY ORPOLICIES TO BE ISSUED:
OWNER'S POLICY: ALTA OWNERS 2006
AMOUNT : $100,000.00

PROPOSED iNSURED:

2. THE ESTATE OR INTEREST IN THE LAND DESCRIBED OR REFERRED TO IN THIS COMMITMENT IS
FEE SIMPLE, UNLESS OTHERWISE NOTED.

3. TITLE TO THE ESTATE OR INTEREST IN THE LAND IS AT THE EFFECTIVE DATE VESTED IN:
HOLY CROSS HOSPITAL, A CORPORATION OF ILLINOIS

ATTACHMENT 2

COMAMIS  6/07 DGG CH5 PAGE AT PY 0B/26/10 09:37:33
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CHICAGO TITLE INSURANCE COMPANY

COMMITMENT FOR TITLE INSURANCE
SCHEDULE A (CONTINUED)

ORDER NO.: 1401 008823092 D1

4A. LOAN POLICY 1 MORTGAGE OR TRUST DEED TO BE INSURED:
NONE

4B. LOAN POLICY 2 MORTGAGE OR TRUST DEED TO BE INSURED:
NONE

ATTACHMENT 2

COMEMTGS 12/06 DGC CHS PAG%A‘! PY 08/26/10 09:37:34
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CHICAGO TITLE INSURANCE COMPANY

COMMITMENT FOR TITLE INSURANCE
SCHEDULE A (CONTINUED)
ORDER NO.: 1401 008823092 D1

5. THE LAND REFERRED TO IN THIS COMMITMENT IS DESCRIBED AS FOLLOWS :
PARCEL 1:

BLOCKS 5 AND 6 EXCEPT THE EAST 150 FEET OF BLOCK 6 AND EXCEPT THE WEST 35 FEET OF
THE EAST 185 FEET OF THE SOUTH 180 FEET OF BLOCK 6 IN HIRSH AND YOUNGS
SUBDIVISION OF THE NORTHWEST QUARTER OF THE SOUTHEAST QUARTER OF SECTION 24,
TOWNSHIP 38 NORTH, RANGE 13 EAST FO THE THIRD PRICIPAL MERIDIAN, AND ALSO THAT
PART OF VACATED WEST 68TH STREET LYING EASTERLY OF THE EAST LINE OF SOUTH
CALIFORNTA AVENUE AND WESTERLY OF THE WEST LINE OF SOUTH WASHTENAW AVENUE EXCEPT
THE EAST 150 FEET OF THE SOUTH ONE HALF THEREOF, LYING NORTH OF AND ADJOINING
BLOCK & IN HIRSH AND YOUNG'S SUBDIVISON OF THE NORTHWEST QUARTER OF THE SOUTHEAST
QUARTER OF SECTION 24, TOWNSHIP 38 NORTH, RANGE 13 EAST OF THE THIRD PRINC!PAL
MERIDIAN, ALL IN COOK COUNTY, ILLINOIS.

PARCEL 2:

VACATED PART OF SOUTH FAIRFIELD AVENUE EAST OF AND ADJQINING THE EAST LINE OF
BLOCK 5 AND WEST OF AND ADJOINING THE WEST LINE OF BLOCK 6, IN HIRSH AND YOUNG'S
SUBDIVISION OF THE NORTHWEST QUARTER OF THE SOUTHEAST QUARTER OF SECTION 24,
TOWNSHIP 38 NORTH, RANGE 13, EAST OF THE THIRD PRINCIPAL MERIDIAN, IN COOK
COUNTY, ILLINOIS, THAT PART OF SAID STREET BEING OTHERWISE COMMONLY DESCRIBED AS
THAT PART OF SOUTH FAIRF!ELD AVENUE BETWEEN THE SOUTH LINE OF WEST 68TH STREET
AND THE NORTH LINE OF WEST 69TH STREET, CHICAGO IN COOK COUNTY, ILLINOIS.

PARCEL 3:

LOTS 13, 14, 15 AND 16 IN WiLLIAM H BRITTIGAN'S RESUBDIVISON OF LOTS 1-11 BOTH
INCLUSIVE, IN BLOCK 1 AND LOTS 1 TO 11 BOTH INCLUSIVE IN BLOCK 2 IN CS THORNTONS
SUBDIVISION OF THE WEST HALF OF THE SOUTHWEST QUARTER OF THE SOUTHEAST QUARTER OF
SECTION 24, TOWNSHIP 38 NORTH RANGE 13 EAST OF THE THIRD PRINCIPAL MERIDIAN IN
COOK COUNTY., ILLINOIS.

PARCEL 4:

LOTS 9 AND 10 IN WILL!AM BRITTIGAN'S RESUBDIVISON OF LOT 1 TG 11 BOTH INCLUSIVE,
IN BLOCK 1 AND LOTS 1 TO 17 BOTH INCLUSIVE IN BLOCK 2, IN CS THORNTON'S
SUBDIVISON OF THE WEST HALF OF THE SOUTHWEST QUARTER OF THE SOUTHEAST QUARTER OF
SECTION 24 TOWNSHIP 38 NORTH RANGE 13 EAST OF THE THIRD PRINCIPAL MERIDIAN IN
COOK COUNTY, ILLINOIS,

PARCEL 5:

LOTS 11 AND 12 [N WiLLIAM BRITTIGAN'S RESUBDIVISON OF LOT 1 TO 11 BOTH INCLUSIVE,
IN BLOCK 1 AND LOTS 1 TO 11 BOTH INCLUSIVE IN BLOCK 2, IN CS THORNTON'S
SUBDIVISON OF THE WEST HALF OF THE SOUTHWEST QUARTER OF THE SOUTHEAST QUARTER OF
SECTION 24 TOWNSHIP 38 NORTH RANGE 13 EAST OF THE THIRD PRINCIPAL MERIDIAN IN
COOK COUNTY, ILLINOIS.
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File Number 6724-421-4

To all to whom these Presents Shall Come, Greeting:

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

HOSPITAL DEVELOPMENT COMPANY NUMBER 2, INC., INCORPORATED IN
DELAWARE AND LICENSED TO TRANSACT BUSINESS IN THIS STATE ON AUGUST 17,
2010, APPEARS TO HAVE COMPLIED WITH ALL THE PROVISIONS OF THE BUSINESS
CORPORATION ACT OF THIS STATE RELATING TO THE PAYMENT OF FRANCHISE
TAXES, AND AS OF THIS DATE, IS A FOREIGN CORPORATION IN GOOD STANDING
AND AUTHORIZED TO TRANSACT BUSINESS 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 18TH
day of AUGUST A.D. 2010

0 '-_lv.x_ ! -
Authentication #: 1023001588 M

Autherticate at. hitp:/Awww.cyberdriveillinois.com

SECRETARY OF STATE

ATTACHMENT 3

c./U




T

\ suopejey /

oiked o S20jALAS / L1615 B5MOH TN
SS300 JUIReY . |edojssajald /eIP3N IO N »
3ued WIaH WIH Ajjend [eapaw  » .
SSOUD AJOM . aauejdwo) JWawdoasq |dsoy =
/ \ \ juawabeuep fsuaBeuely ¥ WOUnINDY Ajenyy =
Jnel . Fsp/Anendy e sjun buisiny .
PIROGUIUMS o o)™ (eeqely uepisAyd .
suone|ay yaeannp SWaIsAs UORUINN B POO] LoD UL« SUIRISq0 e
Aunwiwon Aunuiey . UORRULIQJUL  » sope; . suepisAlq pakodw Aeling .
Y JUDWILIBACE) o ase lemuids o aUNOIYY SOUNOSIY UeUINy o WO YIS jPAN  » sopdesayy o
Blpal o uopeiBeju uaned e sy wowaBeuey esey o uopellgeyay ¢
Bupayien . uoisSily ¢ \ Supunoooy . / Aojeingy h / K AwpBrawg .
_ IJ
slieyy |elweixy sSBJIAIeS
w Ajununuo) SRJAIAS LOISSIW BL-]1TT,) 193140 . 19040 ade) Juaped
Juepisaug A Wapisaid SAA IeRURLL JRIYD Gupesedo ja1yd : 1esfpam oD |---- JaPISIId IA
_ y . .
_ [ _ ;

ﬁ wawdojaAaq ssoulsng g Bujuue|d 7bajens 4

1080

)

#BIS
([EJ|pal /oSO BARNIXT JEDIPA

h S1032041Q JO pieog

L

TVILdSOH SSOYD A'TOH

ATTACHMENT 4

Hi



EZIERSr/zH U
T |0 300N
Powwa %00
T ANHIH

LI TAR:Tig 120 |
30-n|

ATTACHMENT 4

0CL091TH O P05
T:En0 309N 0°T 1 RImURA o AdRIoy| UiyEpe [BSNIRAMON
0 T senuuny Aueduwog audoasag [madsoy
ZILBEr90e Q-
£ LCE0R QI — ZYTOSFON Syriroty a
o hi _Bszau | ] (&) =y ‘szunog ussAl Wy, .__.uﬂ_n
%05V'0Z ¥ 40 %S/H62) Poo 92605
{01 8) dyysuoinsa Joneso0y 19am 1ocg ayy mnnqz_“_m.._.u.. o vl e a T 80 PN UAwieg
VLB IER Al S L g SN

SOSSE0F 96 @ ANMUT 1N XL TR 1402 [PIRIA LRQUINS 143K SHA ] Wy ey SH
W By 05 '¥d Y0 ‘N0 HO AN A TN 'OW NN W SLII9)-T
%6 (@198 |22) Bumo) WA S N1 YD T ‘00 v 180 1 DN 1 7 7 LELENET

DV 1equa) steoesdyg e AR {£) "2 ‘Buyms ARiodusey sy {£2) 0T juewainaag jeyay cesrD SHA
S95081788 )
3 Fanily 0195980528 @
LU STTE @ 259662 6% QI 0 300N 1m0 30 DN 101622028 O
N oM Ao ) 35099 Yy {#2) 51 ‘s cesy joapa wogw W90 30°0N|
| "SI J1BeH BNy "2 ‘sarmLRy JTOK U SRARY SHA ’ ezt om "dhaud susadnd pea-ayt
) ZvL 19R1-2o# Q1
SE9ELEE-0E AT AVCL08L-Z88 QI EFL19BI-Z5Y O 3PN 30 1N 251964 -2
- oM 180D (3G :0N) T PNo A0 0N PRUMO 9,01 08 UMD 300K
"] "IRARRS YAl UEyY jaeh e ") BP0, PPy BaN T oY '} QNN ARPEGNS UaEmboy 9HA st [BLauap ESRK, 'Y ST gD _nig: JFeN®EN &P
(81) 9u) "¢ JoquN AEpregns DKooy SHA TR "SIUR)JO SHA

L _

/4

|

2

(fdwion Bupiey midsay)
NL 00 ‘20 3N
(62) 91 "wdwas pouauy N ey penbuss

0L0EL 1298 A

X1'NL "W 11 '0G ' 2 120 130 0N
o ‘uswabeuy ey penbus s

9999891289 (1

S WA LS LS

CRIVNONYA

H17% 3IH

f,[‘?f



PROJECT COSTS

Purchase Price ($18.655.000)
Negotiated purchase price for the hospital and related assets as described in the
Asset Purchase Agreement.

Consulting and Other Fees ($700,000)

Estimate of transaction-related costs, including the CON review fee ($43,000),
consulting and legal fees related to the CON process and the review by the Attorney
General’s office (§250,000), community relations activities ($100,000), contract
development ($250,000), and miscellaneous costs ($57,000).
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BACKGROUND

Vanguard Health Systems, Inc. owns and operates the following licensed health

care facilities in Illinois:

e West Suburban Medical Center, Oak Park (#0005694)
¢ Westlake Hospital, Melrose, Park (#0005702)
e Louis A. Weiss Memorial Hospital, Chicago (#0005249)

e MacNeal Hospital, Berwyn (#0005082).

In addition to the four Illinois hospitals identified above, Vanguard owns and
operates the following hospitals in Arizona, Texas and Massachusetts:
¢ Arrowhead Hospital, Glendale, Arizona
¢ Paradise Valley Hospital, Phoenix
¢ Maryvale Hospital, Phoenix
e Phoenix Valley Hospital, Phoenix
e West Valley Hospital, Phoenix
e St Vincent Hospital, Worcester, Massachusetts
¢ Metrowest-Framingham Union Hosp., Framingham, Massachusetts
s Metrowest Leonard Morse Hospital, Natick, Massachusetts

» Baptist Medical Center, San Antonio

ATTACHMENT 11
ot




* Northeast Baptist Hospital, San Antonio
* North Central Baptist Hospital, San Antonio
e Southeast Baptist Hospital, San Antonio

¢ St. Luke’s Baptist Hospital, San Antonio

Holy Cross Hospital is not corporately associated with any other licensed health

care facility.

The following pages contain an “adverse action” letter from Holy Cross Hospital,
an “adverse action” letter provided to the IHFSRB during the current calendar year, and
photocopies of the IDPH licenses and notifications of accreditation for each of the Illinois

hospitals identified above,
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WANGUARD

HEALTH SYSTEMS

February 2010

Illinois Health Facilities

and Services Review Board
525 West Jefferson
Springfield, IL 62761

To Whom It May Concern:

In accordance with Review Criterion 1110.230.b, Background of the Applicant, we are
_submitting this letter assuring the Iilinois Health Facilities and Services Review Board
(IHFSRB) that:

1. Neither Vanguard Health Management, Inc. nor any wholly-affiliated corporation
that owns or operates a facility subject to the IHFSRB’s jurisdiction has had any
adverse actions (as defined in Section 1130.140) taken against any facility during
the three (3) year period prior to the filing of this application, and

2. Vanguard Health Management, Inc. authorizes the State Board and State Agency
access to information to verify documentation or information submitted in
response to the requirements of Review Criterion 1110.230.b or to obtain any
documentation or information which the State Board or State Agency finds
pertinent to this application.

If we can in any way provide assistance to your staff regarding these assurances or any
other issue relative to this application, please do not hesitate to call me.

Vanguard Health Systems 20 Burton Hills Boulevard, Suite 100 « Nashville, TN 3721 ATTACMNT)}]S.ééS.bO??
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l ]
HoLy Cross
HOSPITAL

September 9, 2010

Mr. Dale Galassie, Chairman
lllinois Health Facilities and
Services Review Board
525 West Jefferson
Springfield, IL 62761

Dear Mr. Galassie,

In accordance with Review Criterion 1110.230.b, Background of the Applicant, we are
submitting this letter assuring the lilinois Health Facilities and Services Review Board

that:

1. Holy Cross Hospital has not had any adverse actions taken against it during the
three (3) year period prior to the filing of this application, and '

2. Holy Cross Hospital authorizes the State Board and Agency access to
information to verify documentation or information submitted in response to the
requirements of Review Criterion 1110.230.b or to obtain any documentation or
information which the State Board or Agency finds pertinent to this application.

if we can in any way provide assistance to your staff regarding these assurances or any
other issue relative to this application, please do not hesitate to call me.

Sincerely,

L{L—Qﬁm&/

Wayne M. Lerner, D.P.H.
Chief Executive Officer

NOTARIZED: F ==l

7 o

OFFICIAL SEAL 1
BEVERLY LODATO
NOTARY PuifiLil. STATE OF ILLINOIS

ATTACHMENT [§ My COMMISSION EXPIRES 1-28-2014 ¢
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-of—— DISPLAY THIS PART IN A
CONSPICUOUS PLACE

REMOVE THIS CARD TO CARRY AS AN
IDENTIFICATION

'

-f;ﬁ;ﬂ*MMh< 1954420
 Department of nmn:neam .
1 LICENSE, PRRMIT, é:eanﬂcm 16 tms‘tmnon

HOLY CROS HOSPITAL w,gﬁﬁf

12734710 - 0000993

FULL LICENSB
GBNERAL HOSPITAL '”
_" EFFEchVB: 01101/10 -

11/07/09

HOLY CROSS HOSPITAL
2701 WEST 68TH STREET

CHICAGO IL 60629

FEE REGEIPT NOQ.
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142 East Onaario Street « Chicago, llinois 60611 « P: 312-202-8258 « www hfap.orp

Heaifthcare Fagilities Accreditation Program

November 3, 2008

Leona Gibbons

Holy Cross Hospital
2701 West 68th Street
Chicago, IL 60629

Dear Ms. Gibbons:
This letter is to verify that Holy Cross Hospital, located in Chicago, Illinois was surveyed on March
24-26, 2008. This facility is currently accredited by the Healthcare Facilities Accreditation Program

(HFAP) of the American Osteopathic Association (AOA) and will remain accredited until further
action by the Bureau of Healthcare Facilities Accreditation.

You may use a copy of this letter to verify your accreditation status with agencies outside of your
facility. Questions about HFAP may be directed to me at 3 12-02-8060, or 800-621-1773, ext. 8060,

Sincerely,

Aaoper . HH,

George A. Reuther
Chief Operating Officer
Healthcare Facilities Accreditation Program

C: Lawrence U. Haspel, D.0., Chair, Bureau of Healthcare Facilities Accreditation
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VHS ﬂmnn Soburban Medical n_mnnaﬂ. Ine.
3 Exis fourt
Oak Park, Il 60302
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88/82/2818 15:15 2177820392 HCFP PAGE @2/85

mmws Department of

Hﬂl ' H Pat Guinn, Governor
Daman T, Arnold, M.D., M.P.H., Director

626-635 West Juffarson Street - Springlfield, lifinois 52761-2001~y www.ldph.atate.ll us

August 3, 2010

Patricia Shehom, Administrator

VHS West Suburban Medical Center, Inc.
3 Erie Count .

Qak Park, IL 60302

Dear Administrator Shehorn,

Enclosed is your Illinois Full General Hospital License ID Ne., 0005702, This leense is effective
08/01/10 through 07/31/11 based on the change of ownership information submitted. Yon will
raceive a renewal license prior to expiration of the currépt license. Please replace your old license
with the new one we have issued and send the old one back to the address and contact below:

-Illitois Department of Public Health
Attn: Kevip Fa.rgusson '

525 W. Jefferson, 4% Floor
Springfield, IL 62761 .

If the staff of the Division of Health Care Facilities and Programs can be of any assistance to you
in the operation of 'your Hospital, please address your concerns to the Central Office Opemations
Section, 525 West Jefferson Street, 4® Floor, Springﬁeld, Mlinois 62761-0001, or feel free to call
us et (217) 782-7412, The Departments TTY number is 300/547-0466, for use by the ‘hearing

impaired.

Sincerely,

Karen Senger, RN
Supervisor, Central Office Operations Section

Division of Health Care Facilities and Programs
Nlincis Department of Public Health

KS/kef

Enclosure

Improviey pibiic heatth, oog eammpgity at 3 time
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LT e East Ontarig Slreet Chlcagn. IL.6061‘I 2864 ph 312 208 aoso 1800631 1773 ! m 312 202 8206 S
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BUREAU OF HEALTHCARE FACILITIES ACCREDITATION
HEALTHCARE FACILITIES ACCREDITATION PHOGFIAM (HFAP)

- - ' . ll" » "I' 7. 0 -
it

o -Jun¢ 1-;,.2008 T N
ChefExecutwethcer o T R S

WestSuburba.uHospltal T T T e BT

v Three Ere Court 1-"c T S TP N S
OakPark,II. 60302 R T O U L A

Deaer Kreuzerd. _v . o '." :-,._"_:'-,5‘_'-"' o _"-'_
'Ihe Amenc:m Osteopathrc .Assocmuon s Bureau af Healthcare Fac1l£t1es Actred:tauon at s

metmg Ma}r31 2008 revlewedthe surVeyrepoxtfor ‘ . L
WestSuburban Hosplta] e S
Ok Parg IL™ .. R

i ‘ - E . Medicare Prowder# 140049 .
“ind granted ADITA’IION with nasurveywthm 3 years 'I'he accredmuon.ts effective as "
of the date of yoursurveyDecember3 5 2007 S e T
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Jiitnois Department of

HEAL H 5., . et
g l " Deman T. Arnold, M.D., M.PH., Director

525-535 Weet Jatforson Street - Springtield, 1llinois 62781:0001 - www.idph.state.il.ua

August 3, 2010

Patricia Shehorn, Administrator
VHS Westlake Hospital, Inc.
1225 West Lake Street .
Melose Park, IL 60160. . . .. .

Dear Administrator Shlehom.

Enclosed is your Illinois Full Genera) Hospital License ID No. 0005702. This license is effcctive

08/01/10 through 07/31/11 based on the change of ownership information submitted. You will
receive a renewal license prior to expiration of the current license. Please replace your old license
with the new one we have issued and send the oid one back to the address and contact below;

Llinois Department of Public Health
Afttn: Kevin Fargugson

525 W. Jefferson, 4% Floor
Springfield, IL 62761

If the staff of the Division of Health Care Facilities and Programs can be of any assistsnce to you

In the operation of your Hospital, please address your concers to the Central Office Operations .
Section, 525 West Jefferson Street, 4 Floor, Springfield, 1llinois 62761-0001, or feel free to call
us at (217)-782-7412. The Departments TTY number is 800/547-0466, for use by the heating
impaired. .

Sincerely, :

Karen Senger, RN |
Supervisor, Central Office Operations Section |
Division of Health Care Facilities and Programs . |
INinois Department of Public Health

KS/kef

Enclosure
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"The Joint Cortmission

April 23, 2008

Frank Motinaro, FACHE Joint Commission ID #: 7286

CEOQ & President : Accreditation Activity: Evidence of Standards
Louis A, Weiss Memorial Hospital Compliance

4646 North Marine Drive Accreditation Activity Completed: 4/23/2008

Chicago, IL 60640

Dear Mr.. Molinaro:

The Joint Commission would like to thank your organization for participating in the accreditation process. This
process is desipned to help your organization oontmuously provide safe, high-quality care, treatrnent, and services
by identifying opportunities for improvement in your processes and helping you follow through on and

* implement these improvements, We encourage you to use the accreditation process as a continuous standards

compliance and operational improvement tool.
The Joint Commission is granting your organization an accreditation decision of Accredited for all services
surveyed under the applicable manual(s) noted below:

This accreditation cycle is effective beginning March 01, 2008. The Joint Commission reserves the right to
shorten or lcngthen the duration of the cycle; however, the certificate and cycle are customarily valid for up to 39

months.

Please visit Quality Check® on the Joint Commission web site for updated mfom]amn related to your
accreditation decision.

We encourage you to share this accreditation decision with your organization’s appropriate staff, leadership, and

governing body. You may also want to inform the Centers for Medicare and Medicaid Scrvices {CMS), state or
regional regulatory services, and the public you serve of your organization’s accreditation decision.

Pleasc be assured that the Joint Commission will keep the report confidential, except as required by law. To
ensure that the Joint Commission’s information about your organization is always accurate and current, our
policy requires that you inform us of any changes in the name or ownership of your organization or the heaith

care services you provide.
Sincerely,
Linda S, Murphy-Knol}

Interim Executive Vice President
Division of Accreditation and Certification Operations
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- ' , PV The Joint Commission
December [1, 2008
Brien Lemon ' Joint Commpission ID #: 7246
CEO : Accreditation Activity: Measure of Success
MacNeal Hospital . Accreditation Activity Completed: 12/11/2008
3249 South Oak Park Avenue -
Berwyn, IL 60402
Dear Mr, Lemon:

The Joint Commission would like to ihank your organization for participating in the accreditation process. This
process is designed 10 help your organization continuously provide safe, high-quality care, treatment, and services
by identifying opportunities for improvement in your processes and helping you follow through on and
implenyent these improvements. We encourage you to use the accreditation process a3 & continuous standards
compliapre and operational improvement tool.

The Joint Cormission is granting your organization an accreditation decision of Accredited for all services
surveyed under the applicable manual(s) noted below:

This accreditation cycle is effective beginning May 08, 2008. The Joint Commission reserves the right to shorten
or iengthen the duration of the cycle; however, the certificate and cycle are custornarily valid for up to 39 months.
Please visit Quality Check® on the Joint Comsnission web site for updated infarmation related to your
accreditation decision.

We encourage you to share this accreditation decision with your organization’s appropriate staff, eadership, and
governing body. You may also want to inform the Centers for Medicare and Medicaid Services (CMS), state or
regional regulatory services, and the public you serve of your organization’s accreditation decision. '
Please be assured that the Joint Commission will keep the report confidential, except as required by law. To
ensure that the Joint Commission’s information about your organization is always accurate and current, out
policy requires that you inform us of any changes in the name or ownership of your organization or the heaith
care services you provide.

" Sincerely,

fow Sort foin 1, PR

Ann Scott Blouin, RN, Ph.D.
Executive Vice President
Accreditation and Certification Operations

ATTACHMENT 11




The purpose of the proposed project, which is limited to a change-of-ownership,
is to ensure that inpatient and outpatient hospital services remain accessible to the
residents of the southwestern Chicago neighborhoods traditionally served by Holy Cross

Hospital.

As well documented, residents of the southwestern quadrant of Chicago (and, to a
lesser extent, the Cook County suburban communities to the west), particularly when
compared to virtually any other part of the metropolitan Chicago area, have minimal
access to hospital services. These neighborhoods and communities, as identified in the
ZIP Code-specific patient origin analysis presented on the next page, constitute Holy
Cross Hospital’s current and anticipated service area. The closest hospitals to Holy Cross
and their drive times (all drive times per MapQuest, adjusted consistent with THFSRB
rule) are the following:

Little Company of Mary Hospital, Evergreen Park (15 minutes)
St. Bernard Hospital, Chicago (15 minutes)

Advocate Christ Medical Center, Oak Lawn (16 minutes)
MetroSouth Medical Center, Blue Island (30 minutes)
MacNeal Hospital, Berwyn (34 minutes)

? & & & @

The table on the following page presents the 2009 patient origin for the hospital,

and identifies each ZIP Code area that contmibuted at least 1.0% of the hospital’s
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admissions. No changes of any substance in patient origin have been experienced during

2010, and no changes of substance are anticipated following the proposed change of

ownership.
Holy Cross Hospital
2009 Patient Origin
Cumulati
ve
ZIP Code Community % %
60629 Chicago 23.7% 23.7%
60636 Chicago 18.3% 41.9%
60632 Chicago 8.3% 50.2%
60620 Chicago 7.5% 57.7%
60609 Chicago 6.5% 64.2%
60621 Chicago 4.0% 68.3%
60652 Chicago 2.5% 70.8%
60638 Chicago 1.9% 72.7%
60637 Chicago 2.0% 74.7%
60619 Chicago 1.6% 76.3%
60628 Chicago 1.6% 77.9%
60653 Chicago 1.3% 79.3%
60649 Chicago 1.2% 80.5%
60643 Chicago 1.2% 81.7%
80453 OQak Lawn 1.1% 82.8%
60608 Chicago 1.1% 83.9%
other < 1.0% 16.5%  100.3%
100.3%

Holy Cross Hospital is located in ZIP Code area 60629, which accounts for nearly
one-quarter of the hospital’s admissions. As can be noted from the table above, three ZIP
Code areas account for over one-half of the hospital’s admissions (ZIP Code areas 60636
) gmc_i 60632 are located immediately to the west and north of 60629, respectively), and 16
ZIP Code areas account for approximately 84% of the hospital’s admissions. Each of the

sixteen ZIP Code areas are located on the far southwest side of Chicago, with the only
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exception being ZIP Code area 60453/0Oak Lawn, which accounts for slightly more than

1% of the hospital’s admissions.

The primary issues faced by the hospital that have led to this project are: 1) the
desire of the hospital to remain a viable provider of services, 2) the desire that the
hospital maintain its Catholic identity, and 3) the hospital’s financial inability to continue
to operate and make the needed capital improvements that will assure its future. The
need for the Sisters of St. Casimir to divest was identified both through a hospital-
directed strategic planning process as well as through independent outside analyses over

the past two years.

The proposed change of ownership will assure that services historically provided
by the hospital will remain in the community, and that accessibility to those services will
not be diminished as a result of the change of ownership. The Vanguard-related co-
applicants have certified that, consistent with THFSRB requirements, they will neither

eliminate programs nor reduce accessibility.

As is the case with many changes of ownership, an initial drop in utilization may
occur as the result of physicians modifying their admitting practices. In terms of a
quantifiable objective, the goal will be to return to 2009 market shares for all services

within twelve months of the change of ownership.
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ALTERNATIVES

Holy Cross Hospital’s decision to be acquired by Vanguard Health Systems, Inc.
was precipitated by the hospital’s realization that in order to continue to serve its
community, it would require access to capital that could not be generated from the
hospital’s operation. Two alternatives to the proposed change-of-ownership were
considered over the past two years, and a summary of those alternatives and the reasons

for rejecting the alternatives are presented below.

Alternative 1: Discontinuation of the Hospital, and Sell the Buildings for

Non-Health Care Uses

The “discontinuation” or closing of the hospital was immediately dismissed for
two reasons. First, and as discussed in other parts of this application, the southwest side
of Chicago does not enjoy the number of hospitals located in other parts of the city, and
the elimination of Holy Cross Hospital as a health care resource would be a significant
hardship on the communities that have been served by the hospital for over eighty years.
Second, Holy Cross Hospital typically has a patient census of 16-17 patients in ICU beds
and another 50-55 patients in telemetry beds. The hospitals in the general area of Holy
Cross Hospital do not have the monitored bed capacity to absorb an additional 65-70
patients a day. Third, Holy Cross Hospital accepts an average of over 60 EMS transports
a day—more than any other hospital in Iilinois—as a result of the physical distance

between hospitals on the southwest side of Chicago. The closure of Holy Cross would
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result in extended travel times for these EMS-transported patients, jeopardizing their well

being.

Alternative 2: Develop a Partnership with Another Area Provider

The Sisters and senior management evaluated potential “partners” for Holy Cross
Hospital, to identify area providers having the financial ability to subsidize the hospital’s
operations and address the hospital’s capital requirements. Two potential “partners” were
identified as “having the right fit"—one being a hospital and one being a multi-hospital
system. Both were approached by the Sisters, and both indicated that they were not

interested in a relationship with Holy Cross.
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IMPACT STATEMENT

The proposed change of ownership will have a significant positive community
and health care delivery impact on the residents of the southwestern portion of Chicago
and the surrounding communities historically served by Holy Cross Hospital. Consistent
with IHFSRB rules, this impact statement covers the two-year period following the

proposed change of ownership.

Holy Cross Hospital has identified the need to have significantly greater access to
capital, and without the acquisition as being proposed, the scope of services to be
provided at Holy Cross Hospital under new ownership could be reduced, or potentially,
as has been the case with a number of other Chicago area hospitals, the hospital could be
discontinued (closed) altogether. As a result of the proposed acquisition, a hospital that

has been a primary provider of health care services to its community for decades will

continue to do so.

Anticipated Changes to the Number of Beds or Services Currently Offered

No changes are anticipated either to the number of beds (274) or to the scope of

services currently provided at Holy Cross Hospital.
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The current and proposed bed complement, consistent with Holy Cross Hospital’s
2009 IDPH Hospital Profile (draft) are:

204 medical/surgical beds

20 intensive care beds

6 obstetrics/gynecology beds

34 comprehensive rehabilitation beds.

Among the other clinical services currently offered and proposed to be provided
are: surgery, nursery, clinical laboratory, pharmacy, diagnostic imaging, cardiac
catheterization, GI lab, emergency department, outpatient clinics, and physical,

occupational, and speech therapy.

Operating Entity

Upon the change of ownership, the operating entity/licensee will be Hospital

Development Company 2, Inc.

Reason for the Transaction
The proposed change of ownership is the result of the Hospital’s need to have
greater access to capital for a variety of operational and facility/equipment-related

reasons.

Additions or Reductions in Staff
Vanguard fully intends to offer all hospital employees at the time of closing their
current position at their current wage or salary and seniority level, and all accrued

vacation time will be honored. No changes in staffing, aside from those routine changes
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typical to hospitals are anticipated during the first two years following the proposed

change of ownership.

Cost/Benefit Analysis of the Transaction

1. Cost

The costs associated with the transaction are limited to those identified in Section
I and discussed in ATTACHMENT 7, those being the cash being paid to the seller, and
ancillary costs identified in ATTACHMENT 7 as “Consulting and Other Fees™, which
include the legal fees, public relations consulting fees, CON-development related costs,
CON review fees, and miscellaneous costs associated with the transaction. No specific
major capital investments have been identified as of the filing of this application. Upon
the change of ownership, Vanguard will initiate a detailed capital requiriements
assessment, Vanguard has, however, made a commitment to invest a minimum of $20M

to address the hospital’s facility, IT, and equipment-related needs.

2. Benefit

The community will benefit greatly from the change of ownership, and primarily
from the continued availability of Holy Cross Hospital and its current programmatic
complement. Last year, the hospital admitted approximately 10,100 patients, provided
approximately 70,500 outpatient visits, and treated over 43,200 patients in its emergency
department. As noted above, Vanguard is committed to, at minimum, retaining the

current programmatic complement consistent with THFSRB requirements, and
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assessments related to program expansion will commence shortly after the change of

ownership occurs.

The continued ability to access Holy Cross Hospital is particularly important to
the more disadvantaged communities and neighborhoods traditionally served by Holy
Cross Hospital. In 2009, 29.4% of all patients admitted to the hospital were Medicaid

recipients, and another 5.3% were full charity care write-offs.

The commitment to the provision of care to Medicaid recipients and the provision
of charity care will continue following the acquisition, and Vanguard has a strong history
of doing so through 1ts currently-owned Chicago area hospitals. According to IDPH data,
during 2009 21.3% and 25.3% of the patients admitted to Louis A. Weiss Memorial
Hospital and MacNeal Memorial Hospital were Medicaid recipients, respectively. In
addition, 2.9% and 2.1% of the patients admitted to the two hospitals, respectively, were
cared for without charge as full charity write-offs. Both Weiss and MacNeal were noted
in an October 19, 2009 article appearing in Crain’s Chicago Business, comparing the
amount of Medicaid and charity care services provided by Chicago area for-profit
hospitals to the amount provided by the area’s largest not-for-profit hospitals. Crain's
reported that Weiss and MacNeal ranked eighth and tenth, respectively, of the 26
hospitals included in the analysis in terms of charity care and Medicaid revenue as a

percentage of patient revenue. A copy of that article is attached.
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In addition, on August 1, 2010 Vanguard assumed ownership of Westlake
Hospital and West Suburban Medical Center. During 2009, Westlake’s Medicaid and
charity care admissions constituted 38.6% and 3.8% of the hospital’s total admissions,
and Medicaid and charity care admissions constituted 25.3% and 2.1% of the total

admissions to West Suburban.

Finally, with 975 employees, Holy Cross Hospital is the third largest employer in
the area, and, as noted above, Vanguard has committed to retain all of the hospital’s

current employees, at their current positions and wages or salaries.
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From this week's In Other News

Non-profits no better on charity care

By: Mike Colias October 19, 2009

With non-profit hospitals under pressure to justify their tax breaks by providing more charity
care, a Crain's analysis shows that local for-profit hospitals provide as much — and often
more — treatment to poor people as their non-profit, tax-exempt peers.

fi
H

Six Chicago-area hospitals are for-profit and pay taxes. Yet all of them spent a bigger chunk
of their revenue last year on a combination of charity care and treatment of public-aid
patients compared to the majority of the area's 20 largest non-profit hospitals, according to a
review of data from the Iitinois Department of Public Health.

"There is some degree of an unlevel playing field in the relationship between charity and tax
status,” says Brian Lemon, CEO of MacNeal Hospital in Berwyn, which is owned by a for-
profit, Tennessee-based hospital chain and provided $2.2 million in free care last year. "In
terms of our mission, there's no difference.”

Critics contend that non-profit hospitals aren't doing enough to eamn their tax breaks, which
shield them from property and income taxes and allow them to issue tax-free bonds and
receive deductible donations. The blurred line between tax-exempt institutions and their for-
profit competitors underscores the need for clearer criteria for determining tax exemptions,

some experts say.

"I definitely think it argues for a finer point on what charity is, and | think we're grinding
toward that,” says Beaufort Longest, director of the Health Policy Institute at the University of
Pittsburgh.

llinois has been a flashpoint in a national debate over charity care ever since Champaign
County officials stripped Provena Covenant Medical Center of its exemption in 2003,
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determining its charity care of less than 1% of revenue wasn't enough. The cafse is now in
the hands of the lllinois Supreme Court, which heard arguments last month aﬁd is expected
to rule in coming months.

Federal law requires hospitals to provide a "community benefit" in exchange for tax
exemptions. Among other things, hospitals point to the free or discounted caré they provide
to poor people, as well as the losses they absorb from treating patients on Mebicaid, the
health plan for the indigent that generally doesn't cover treatment costs.

|

Experts say it's no surprise that for-profit hospitals offer free care. Like their nén-proﬂt'
brethren, they are required by law to treat patients who end up in their emergéncy rooms,
regardless of ability to pay. And many Chicago-area non-profits have above-average
Medicaid loads because they are in low-income areas.
|
|
|
|

Story continues below
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MORE FREE CARE

in many cases, local for-profit hospitals dole out more free care and public aid than non-
profits. Weiss Memorial Hospital in Uptown and Vista Medical Center East in Waukegan _
each spent 1.6% of patient revenue on charity last year. That's higher than half of the area's
20 largest hospitals, inctuding Resurrection Medical Center (0.5%}); Northwest Community
Hospital (1.1%), and Palos Community Hospital {1.3%).

Yet Weiss paid about $2 miliion in property and sales taxes last year, while Northwest

| Community's tax exemption helped it avoid $11.2 million in taxes, according to the Chicago-

based Center for Budget and Tax Accountability. Palos' exemption was worth $12.8 million,
the group says.

Weiss also had a bigger Medicaid load relative to its size: 14% of its revenue came from the
public-aid program, vs. 3.5% for Northwest Community's and less than 1% for Palos.

An April study from the Center for Budget and Tax Accountability said that 47 local hospitals
eamed $489.5 million in property and sales tax breaks while providing only $175.7 million in
free or discounted care to the poor. The hospital industry calls the study flawed.

Howard Peters, senior vice-president of the illinois Hospital Assn., says it's inappropriate to
compare non-profit and for-profit hospitals, in part because they have, different ownership
structures. Investor-owned hospitals aim to retumn profits to shareholders, whereas at non-
profits, "any excess revenues go back into the enterprise.”

He calis charity care "the narrowest definition” of the benefits hospitals provide their
communities. He says Medicaid as a percentage of revenue isn't a good benchmark of
charity because hospitals' losses from the program vary depending on their cost structure.
He says non-profit hospitals on average likely lose more money on Medicaid than for-profit
institutions, aithough those figures aren't publicly available.

"Whether investor-owned or not-for-profit, hospitals across the board are doing a lot of good
things in a tough environment to meet the nesds of their communities," Mr. Peters says.

The only local hospital to report no charity care spending last year was Sacred Heart
Hospital, a for-profit on the West Side with a heavy Medicaid load. CEO Edward Novak says
the hospitai provides pienty of free care, but it doesn't track or report it. He sees no
difference between his hospital and tax-exempt competitors.

“If you look like a business and act like a business, how do you call yourself a charity?" he
says.,
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ACCESS

Holy Cross Hospital’s charity care/financial assistance policies are attached.
Financial assistance and charity care provisions are made to patients having a household
income equal to or less than 150% of the Federal Poverty Level, combined with a general
! lack of liquid assets. Full (100%) write-offs are provided to those having a household

income of 100% or less of the Federal Poverty Level, with a sliding scale used for those

| with an income of more than 100% but less than 151% of the Federal Poverty Level.

Similarly, Vanguard Health Systems’ Illinois hospitals operate under common
admissions and charity care/financial assistance policies, and those policies (attached)
will be adopted by Holy Cross Hospital following the change of ownership. The policies
to be used provide for financial assistance and charity care provisions to be made to
patients having a household income equal to or less than 500% of the Federal Poverty
Level. Full (100%) write-offs are provided to those having a household income of 200%
or less of the Federal Poverty Level, with a sliding scale used for those with an income of

more than 200% but less than 500% of the Federal Poverty Level.

An excerpt from the policy is provided below, and the full policies pertaining to

admuissions are attached.
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POLICY:

Charity Care or Financial Assistance. The Company’s Hospitals shail provide charity
care(free care) or financial assistance to uninsured patients for their emergency, non-
elective care who qualify for classification as Financially Indigent or Medically
Indigent in accordance with the Charity Care Financial Assistance Process set forth
below. The Company’s Hospitals shall adopt a written policy in conformity with the
Company’s Policy and Procedure set forth herein. Charity Care (100% discounts)
under this Policy shall be available for uninsured patients with incomes below 200%
of the Federal Poverty Level (the “Financially Indigent”). 40 to 80% discounts shall
be available for uninsured patients either (1) with income below 500% FPL or (2)
with balances due for hospital services in excess of 50% of their annual income (the
“Medially Indigent™).

Holy Cross Hospital will, as is the case now, operate without any restrictive
admissions policies, related to race, ethnic background, religion, payment source, or any
other factor. The hospital will continue to admit Medicare and Medicaid recipients, as
well as patients in need of charity care. In addition, no agreements with private third

party payors currently in place at Holy Cross Hospital are anticipated to be discontinued

as a result of the proposed change of ownership.

Attached is a letter, consistent with the requirements of Section 1110.240(c),
certifying that the admissions policies of Holy Cross Hospital will not become more

restrictive than those now 1n place.
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VANGUARD

HEALTH SYSTEMS

September 6, 2010

Hlinois Health Facilities
and Services Review Board
Springfield, llinois

RE: Acquisition of Holy Cross Hospital
Melrose Park, Ilinois

To Whom It May Concern:

Please be advised that upon the proposed acquisition of Holy Cross Hospital, there will
be no policies adopted that will result in restrictions to admissions to the hospital.

It is the intent of Hospital Development Company Number 2, Inc., which will be the
licensee following the change of ownership, to adopt the common admissions-related
policies currently in effect at Vanguard Health Systems’ Illinois hospitals. Those policies
and procedures are included in ATTACHMENT 19B of the Application for Permit
addressing the change of ownership, and it is anticipated that those policies will be
adopted within sixty days of the change of ownership. Until such time that the proposed
policies and procedure are adopted, the hospital will operate under the policies and
procedures currently in place.

As a result, upon acquisition, the admissions policies will not become more restrictive.

Sincérely,

Kent H Wallace
President

Vanguard Health Systems 20 Burton Hifls Boulevard, Suite 100 ¢ Nashville, TN 37 AT T ACERV I RRB415.665.6099
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Holy Cross Hospital

Current Financial Aid Policies
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Howy Cross

HOSPITAL

Policy Title: Hospital Sponsored Financial Aid Policy #  B-1.2
Originating Department: Business Office Page 1 of 3
| Current Revision Date: 9/30/07 Supersedes Date: | Original Effective Date:9/2001

Purpose: Holy Cross’s policy is to provide those who are Indigent, as defined by Regionally Adjusted
Federal Poverty Guidelines, with Charity Care or Partial Charity Care to relieve the financial
burden associated with medically necessary treatment. Holy Cross intends, with this policy, to
establish a policy and appropriate procedures for use, in circumstances in which free care,
compliant with all applicable federal, state, and local laws, shall be extended to Holy Cross's
Indigent patients, who may be Uninsured/Underinsured or have suffered a catastrophic injury

Distribution/Scope; Business Office
Policy: The following definitions are applicable to all sections of this Policy:

1. Charity Care (or “Free Care”): A 100% waiver of patient financial obligation resulting from
medical services provided by Holy Cross. Patients who are classified as Indigent, whether they are
Uninsured or Underinsured, and whe have annualized household incomas not in excess of 100% of
the Regionally Adjusted Federal Poverty Guidelines will be eligible to receive Charity Care.

2. Partial Charity Care: A percentage discount, based on the Optimal Charity Care Sliding
Scale, applied to patient financial obligation resulting from medical services provided by Holy Cross.
Patients’ who are Indigent, whether they are Uninsured or Underinsured, and who have annualized
household incomes is in excess of 150%, of the Regionally Adjusted Federal Poverty Guidelines will

be eligible to receive Partial Charity Care.

3. Indigent Patient: An individual who is unable to pay for medical services rendered when
taking into consideration his / her household income and assets as well as their requirement for other
necessities of life for themselves and their dependants. Assets would be defined, but not limited to:

a. Equity in a home
b. Other significant personal property including real estate, automobiles, boats

and other substantial personal property.
C. Savings, retirement account(s), investments and other forms of assets that can

be liquidated.

4 Uninsured Patient: An individuat who is uninsured, having no third-party coverage by a
commercial third-party insurer; an ERISA plan; a Federal Heaith Care Program (inchuding without
limitation Medicare, Medicaid, SCHIP and CHAMPUS), Workers' Compensation, Medical Savings
Accounts or other coverage for all or any part of his bill, including claims against third parties covered
by insurance to which Holy Cross is subrogated, but only if payment is actually made by such
insurance company.

5. Underinsured Patient: People with public or private insurance policies that do not cover all
necessary health care services (adjusted for geographical region), resulting in out-of-pocket expenses
that exceed their ability to pay
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Policy Title:  Hospital Sponsored Financial Aid Policy # B-1.2 Page 2 of

3

6. Holy Cross Charity Care Discounting Guidelines: The policies and procedures for
determining the optimal Charity Care Discount bestowed upon Indigent patients, whether they are
Uninsured or Underinsured.

CHARITY CARE POLICY
1. Holy Cross will provide access to necessary care for patients, regardless of ability to satisfy

their financia! obligation, in compliance with applicable federal and state laws. Charity Care shall be
extended to patients in accordance with Holy Cross’s mission and values, ensuring a demonstrative
benefit to the community.

2. Both Uninsured and Underinsured patients will be considered eligible to receive Charity Care
benefits, either Full or Partial, from Holy Cross. However, the applicant will be required to exhaust all
other payment options as a condition of their approval. Payment sources include any and all forms of
Federal, State, and Local medical assistance programs, grants, and other forms of financial aid. The
patient's cooperation in accessing applicable & identifiable funding sources is required.

3 Holy Cross's patients who meet criteria based upon inability to pay for services will be
screened and processed for assistance without respect to their residency, gender, ethnic origin or
employment status. Annualized household income, both tangible and asset based, will be the primary
factor in determining eligibility and the discounted amount for qualifying patients.

4. Annualized household income and family size must be verified through Holy Cross’s Patient
Financial Service Department obtaining and reviewing relevant patient documents. Such documents
include, but are not limited to:

Previous year's tax return plus last three month's pay stubs

W-2 Withholding Statement

Direct deposit payroll, pension or Social Security income Statement

Written or telephone verification, if obtaining hardcopy would be impossible
Hospital access to data through applicable tools such as Trans Union

Q0T

(Note: hospital may choose to obtain patient attestation and verify income through additional
technology enablers.)

5. Holy Cross will document any and all Charity Care assistance, whether it is Full or Partial, in
order to maintain information integrity and accessibility as well as to meet all internal and external
compliance requirements,

Procedure:

1. Notice of Charity Care Policy

a. Holy Cross will post, at inpatient and outpatient admission areas and on its website, notice of
its Charity Care policy. This will include taking steps to ensure that Charity Care literature
(e.g. brochures, etc.} and Applications are readily accessible to patients at said locations.

b. Atthe earliest feasible time, Holy Cross personnel will obtain necessary patient financial
records and documentation regarding eligibility for any and all types of alternative funding to
expedite processing of patient Charity Care Application. This time shall not exceed 90 days
from date application was submitted.
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Policy Title:  Hospital Sponsored Financial Aid Policy #  B-1.2 Page 3 of

3

2. Calculation of Charity Care Benefits (if Patient is Ineligible for Atternative Funding)

a. Holy Cross personnel! will apply the appropriate Uninsured / Underinsured discount to
outstanding patient financial obligation.

b. Holy Cross personnel will determine appropriate Charity Care Discount Percentage by
analyzing patient financial information within the framework of Optimal Charity Care Sliding

Scale {helow).
Percent of | Discoun
Poverty 1
100% 100%
101% to 150 % 75%
151% and greater | N/A

3. Calculation of Charity Care Benefits (if Patient is Eligible for Alternative Funding)
a. Holy Cross personnel will forward full patient bill to appropriate funding source {(Example;
Private Funding) and adjust the patient balance based on reimbursement from said

organization.

b. Holy Cross personnel will then apply the appropriate Uninsured / Underinsured Discount to
the remaining patient balance.

c. Holy Cross personnel will determine appropriate Charity Care Discount Percentage by
analyzing patient financial information within the framework of Optimal Charity Care Sliding
Scale (as seen above). For example, if the patients annualized household income is at 150%
of the Regionally Adjusted Federal Poverty Guidelines they will receive a 75% discount on
their bill, but patient wouid still be responsible for Remaining Balance.

Approved: Date:
Department

Approved: Date;
Vice President
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Howy Cross

HOSFITAL

Policy Title: Self Pay Debt Reduction Provisions Policy #  B-1.2.1

Originating Department: Business Office Page 1 of 4
| Current Revision Date: 4/1/2009 Supersedes Dats: 4/1/2008 [ Original Effective Date:9/2001

Purpose: Holy Cross Hospital's policy is to provide Uninsured, Underinsured, low-income, and

medically indigent patients, with Debt Reduction Provisions in order to alleviate the
burdensome financial obligations associated with receiving acute and unexpected
medical care.

Distribution/Scape: Business Office

Palicy: The following definitions are applicable to all sections of this Policy:

1.

Hospital Uninsured patient Discount Act (Public Act 95-0965): EFfective April 1, 2009 Illinois
hospitals are required to provide discounts to charges equal to 135% of the hospital’s cost. The
maximum amount collected in a 12-month pariod from an eligible patient is 25% of the family’s
annual gross income.

Medically Indigent: A patient who's medical or hospital bills, after any third party payments,
exceed a specified percentage of the person's annual household gross income, determined in
accordance with Holy Cross Hospital's eligibility system, and who is financiafly unable to pay the
remaining bill. Holy Cross Hospital will classify patient as medically indigent if payment of
outstanding financial obligation would require the liquidation of assels deemed critical to living, or
payment would cause undue financial hardship to the patient's family support system.

Patient Assets: Assets include both immediately available cash (highly liquid assets), such as
checking and savings accounts, and other investments (moderately liquid assets), such as life
stock and bonds, insurance policies, trust accounts, IRA and other retirement funds, etc. Other
assets may be taken into consideration. Those assets listed will be reviewed in accordance to the
limils established in the Code of Civil Procadure, 735 ILCS 5/12-1001.

Patlent Gross Household Income: Includes gross wages (before taxes), salaries, Social
Security Benefits, military allotments, private and government pensions, workers compensation,
insurance and annuity payments, royalties, estates, trusts, income from rents, trafning stipends
and veterans benefits. Gross wages will be reduced for payments made for child support.

Federal Poverty Income Guidelines: The United States Department of Health and Human
Services provide updates periodically which are published in the Federai Register. These
guidelines provide the annual income by family size that qualifies a famlly position of 100% - 250%
of the federal poverty level.

Uninsured Patient: An Individuai who is uninsured, having no third-party coverage by a
commercial third-party insurer; an ERISA plan; a Federal Health Care Program {including without
limitation Medicare, Medicaid, SCHIP and CHAMPUS), Workers’ Compensation, Medicai Savings
Accounts or other coverage for alf or any part of his bill, including claims against third parties
covered by insurance to which Holy Cross Hospital is subrogated, but only if payment is actually
made by such insurance company.

Underinsured Patient: People with public or private insurance policies that do not cover all
necessary health care services (adjusted for geographical region), resuiting in out-of-pocket
expenses that exceed their ability to pay.
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8.

9.

10.

11,

Catastrophig Care Policy: Policy in which Holy Cross Hospital intends to cap low-income,
medically indigent patient charges at 35% of their annual househoid gross income.

Prompt-Pay Discounting Policy: Policy in which Holy Cross Hospital intends to discount patient
liability portion of medical bill by 10% if patient pays obligation IN FULL within a specified number
of days after patient receives bill.

Debt Amnesty Policy: Policy in which Holy Cross Hospital issues a percentage reduction in
patients’ outstanding financial liability through offering a one-time discount via a publicly issued
coupon. A debt amnesty program could be developed and utilized on a periodic basis. Should
this nead to be deployed, Holy Cross will facilitate a campaign.

Holy Cross Hospital Debt Reduction Provisions: Policies, and their procedural steps, engaged
by Holy Cross Hospital to limit financial abligation for Uninsured, Underinsured, low-income and
medically indigent patients in order to prevent unmanageable medical bilis.

A. Uninsured Patient Discounts

i.  Holy Cross Hospital provides a discount to hospital charges of 135% of cost for all Uninsured
Patients in accordance with The Hospital Uninsured Patient Discount Act (Public Act 95-
0965). The current discount in place is 64% of hospitat charges.

ii. Holy Cross Hospital is a Safety Net provider which means the hospital provides a
disproportionate amount of care to low-income, uninsured, and vuinerable populations. We
are distinguished by their commitment to provide access to care for people with limited or no
access to health care due to their financial circumstances, insurance stalus, or health
condition.

fi.  The Public Act allows for Hlinois Hospitals to require patients to apply for the discount within a
60 day period from the day of service. This would require patients to submit required
documentation for income verification and linois residency. Due to the vulnerable patient
population served by Holy Gross Hospital the hospital provides the Uninsured discount to alt
patients at the time of billing.

iv. For palients to be eligible for the maximum amount coliected in a 12-month period of 25% of
the family's annual gross income Holy Cross Hospital will require patients to provide
verification of income, information regarding assets and documentation of residency within
80 days of the date of service. The 12-month period is defined as starting from the date Holy
Cross Hospital Financlal Counseling staff determines the patient is eligible for the maximum,
The hospital excludes patients from the maximum if the assets of the patient exceed 600%
of the Federal Poverty Level.

v.  In accordance with the Public Act Holy Cross Hospital will file a copy of the Workshest C Part
| from the Medicare Cost Report with the lllinois Attorney General 30 days afler the Cost

Report filing deadline.

B. Catastrophic Care Policy

i Holy Cross Hospital will provide access to necessary care for patients, regardless of abliity to
satisfy their financial obligation, in compliance with applicable federai laws. Catastrophic
Care Provisions shall be extended to patients In accordance with Holy Cross Hospital's
mission and velues,

il.  Underinsured patients, who are classified as medically indigent, will be considered eligible for
a Catastrophic Care Discount from Holy Cross Hospital. However, the applicant must
exhaust all other payment options as a condition of their approval. Payment sources include
any and all forms of Federal, State, and Local medical assistance programs, grants, and
other forms of financial aid.

fii.  Holy Cross Hospital's patients who meet criteria based upon inability to pay for servicas will
be screened and processed for Catastrophic Care Discounts without respecl lo their
residency, gender, ethnic origin or employment status. Annualized gross household income,
both tangible and asset based, will be the primary factor in determining patient eligibility.

iv.  Annualized household income and family size must be verified through Holy Cross Hospital's
Financial Department obtaining and reviewing relevant patient documents. Such documents
include, but are not limited to:

1. Previous year’s tax return plus last three month’s pay stubs
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2. W-2 Withhokling Statement
3. Direct deposit payroll, pension or Social Security income Statement
4. Writtan or tefephone verification, if obtaining hardcopy would be impossible
5. Income and dependent attestation with funding software
6. Asset based documents such as home, real estate, business partnerships
v. Holy Cross Hospital will document any and ali Catastrophic Care Discounts in order to
maintain integrity and accessibility of information as weil as to mest all internal and external

compliance requirements.

C. Prompt-Pay Discounting Policy

i. A 10% prompt-pay discount is available to all patients when upon receipt of a patient bill the
balance is paid IN FULL within 45 days of receiving the bill. The 10% discount is applied to
any outstanding patient financial liability and the remaining balance is the emount to be pald

IN FULL.

Procedure:

A. Catastrophic Care Discount Calculation

{Based on ceiling of 35% of annual household gross income)

a. Holy Cross Hospitat personnel will take necessary steps to identify accrued patient charges.

b.  Holy Cross Hospital personnel will compare patient's gross annual household income, based
on analysis of pertinent financial documents (listed in Policy section) to accrued patient
charges,

c. If aggregate patient charges are greater than 35% of annual househoid gross income, hospital
charges will be capped at 35% of patient's gross income.

d. Holy Cross Hospital personne! will take action absolve patient of remaining, “over-the-cap”,

charges by applying them to Charity Care.

Example 1 - Catastrophic Care discount caiculation and Charity Care amounts:

ofal Patient Gross Income $50,000
Total Patiant Charges, NET $70,000
Patienl Charges as a % of Gross Income (equals 570,000 divided by $50,000) 140%
Do Charges Exceed 35% of Patient Annual Household Gross Income? YES
Charges Capped at 35% of Patient Income tequals $70,000 muitiplied by 35%) $17,500
Remaining Charges Applied to Charlty Care {equals $70,000 minus $17.500) $52,500

Note 1: Catestrophic Care Application processing should be run concurrent with the Charity Care
Application processing due to the dependence on similar patient financiat documents.

Note 2: Should the patient default on payment arrangements for the discounted balance, the
catastrophic care discount shall be added back to the account with the adjusted balance going to
collection/collection agency. This will be articuiated fo the patient at the onset of the process.

B. Prompt-Pay Discount Calculation '
{Based on 10% discount if patient pays FULL bill within 45 days of receiving said bilt)

a. If patient meets his / her financlal abligation, IN FULL, within 45 days of receiving their bill, Holy
Cross Hospital personne! will take the necessary steps to provide the patient with a flat-rate
discount of 10% off the billed charges received.

b. Holy Cross Hospitel personnet will follow procedure to ensure that any discounted amount,
from application of prompt-pay provisions, is accounted for in a self-pay discounting section

and is NOT applied to Charity Care
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Example 2 Prompt-pay Discount Calculation:

Tota! Patlent Financial Obligation (amount due by patient}

$10,000

Is Payment Being Made within 45 Days of Recalving Bill YES
Is Patient Paying Obligation in FULL? YES
Discount Amount (equals $10,000 muitiplied by 10% discount) $1,000

d s 7 —
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{ HEALIH S¥S1EMS Section BUSINESS OFFICE
ADMISSIONS swsscton  Admissions — Program for Pre-Admission
POLICIEZS & Policy Procedure No, 11-0300

PROCEDURES

Program for Pre-Admission ... .. Effective Date October 2004 Previous Date  April 15, 1998

PRE-ADMISSION

Purpose

To encourage the Medical Staff to utilize the pre-admission program which will benefit the patient,
physician, physician staff and the facility.

To expedite the processing of patients by obtaining and verifying demographic and financial
information in advance of the patient's arrival,

To minimize the facility's and patient's financial risk by satisfying insurance coverage requirements
prior to the incurning of charges.

Program Benefits

Patient Benefits

f 1. Pre-registered patients will have priority over patients who have not been pre-registered at time of
actual admission.

Exception: Inthe case of a medical emergency.

a. The ability to schedule pre-registered patients for admission at a specific time will reduce the
waiting time for the patient upon armrival at the facility.

2. The length of time required for the actual admission process will be greatly reduced due to prior
preparation of all matenals.

3. The patient may be informed in advance of histher insurance coverage and of their financial
responsibility due at time of admission. This eliminates the possibility of the patient being
embarrassed and/or unprepared for the required deposit at time of admission.

4. Through the verification process patients are notified in advance of any benefit limitations, prior to
service, thus avoiding an unexpected patient hardship.

Physician and Physician Staff Benefits

1. Verification of insurance coverage:

a. Physicians and their staff should realize that the hospital makes every effort to obtain accurate
and complete information. This information is provided to the physician as a courtesy. The
hospital will not be responsible for its accuracy.
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b. The facility will aler{ the physician of potential bad debt patients.

2. Updates of patient demographic information, e.g., address corrections:
a. Eliminates duplication of physician staff time in obtaining information.
b. May result in reduction of bad debt accounts receivable.

3. When available, the facility will provide a copy of the insurance claim form.

4. Facilities will schedule workshops for physician staff to present updates for current regulations
and new services being offered by the facility:

a. A questionnaire will be sent to determine a convenient day and time, as well as topics of
interest. '

b. Facilities will schedule guest speakers for meetings. An agenda will be sent to the physician's
office a minimum of two weeks prior to a scheduled meeting.

5. Recognition of physician's staff utilizing pre-admission program:

a. Birthday acknowledgement.
b. Holiday acknowledgment.

Facility Benefits

Stabilization of admission staffing pattem.

Reduction of bad debts.

Reduction of patient and physician complaints.

Reduction of telephone time from physician's office requesting information.
Improve relations with physicians and their staffs.

Open communications when concems arise.

Improve community relations through presentation of information.
Increased productivity and a more organized work flow.

Increased up-front cash collection.

CoNOLEWN =

Program Implementation

1. Patient Accounts Manager will form a committee to include, but not be limited to, the following:

Chief Executive Officer or designee.

Admission Supervisor.

Marketing Representative.

Obstetrical Nursing Supervisor.

Director of Nursing, Surgical and Operating Room Supervisors.

Pooow

2. The Committee will solicit input from physician office managers.

3. The Committee will organize a presentation to intraduce the pre-admission program as foliows:

' 11-1200
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a. Prepare ali handouts and obtain administrative approval.
b. Place on agenda an area for the physician staff to R.S.V.P.

1) Review the R.S.V.P. responses. A telephone call, a week prior to a meeting, will be placed
to the physician offices where no response has been received.

Related Policies

1.
2.

Insurance Venrfication.
Deposit Reguirements.

3. Admission Policies.

Policies

1.

Facilities will implement a complete pre-admission program for all types of elective patients. All
elective patients should be pre-admitted/pre-registered whenever possible.

All ancillary departments will notify the admission office immediately upon making an appointment
for service. When reservations are taken after admitting office hours, the scheduling department
must inform the admission office in writing or upon opening of department the following day.

The Admission department wil maintain a pre-admission scheduling log to include surgery,
ancillary, and medical patients. A separate pre-admission log for obstetric patients, in expected
date order, will be maintained.

Scheduling logs will be reviewed monthly by the Patient Accounts Manager to evaluate physician
participation in the pre-admission program.

The Patient Accounts Manager will utilize pre-admission logs to evaluate the pre-admission
program and report the results to the Chief Executive Officer on a monttily basis. This information
will be utilized by the facility to develop a plan that will focus on those physicians not participating
in the program.

Reservations for service will initiate the pre-admission procedure.

All patients seen and/or treated will have a patient financial folder prepared prior to or at the time
of service. Patients determined to be a "no charges” service will stilt have a financial folder
prepared documenting the reason for waiving fees. Charges are to be processed for these

patients without exception. An administrative write-off must be authorized to adjust the balance to
zero.

Patients will be contacted to obtain financial and demographic information:

a. Patients will be contacted a minimum of forty-eight (48) hours prior to scheduled services.
Obstetric patients will be pre-registered by the seventh month.

b. Pre-registered accounts will be by process, working from the most current scheduled date of
service to latest.

¢. Interviews will be conducted via telephone or in person, as necessary.
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10.

A1,

12.

13.

14.

15.

d. The facility will supply physician offices with a pre-registration form, which may be retum
mailed or faxed to the facility. Upon receipt of the mailed registration form the admission clerk
will telephone the patient for confirmation of information.

e. Pre-registration information wiil be entered into the hospital information system. Each screen
will have ali fields completed. The appropriate financial class andfor plan code will be
assigned on all registrations.

Patients will be scheduled for pre-admission testing prior to the date of the scheduled service
(SEE: Facility By-Laws).

a. Physician's orders for diagnostic testing will be in accordance with facility By-Laws.

b. Testing will be performed within seventy-two (72) hours prior to scheduled surgeries (SEE:
Medical Staff By-Laws).

c. An outpatient number will be assigned to each patient scheduled for pre-admission testing:
1) The account will be processed as an outpatient if the patient's admission is canceled or
rescheduled.
2) Obstetric patients receiving services prior to delivery will be processed as an outpatient
and services billed.

Insurance coverage and employment will be verified in advance of providing scheduled services.
a. Medicare benefits are to be venfied for both parts A & B coverage:
1) The patient is eligible for both A & B if the card indicates "Hospital”, as well as "Medical"
coverage.

2) The patient is eligible for part B only if the card only indicates "Medical" coverage.

b. If the card indicates "Medical® coverage only, the patient must be registered with a financial
class designated for inpatient Part B only if this is an inpatient stay.

Series/Recurring patients will have insurance coverage verified prior to time of service.

The Patient Accounts Manager will be notified of any patient refusing to satisfy deposit
requirements or insurance coverage has been denied.

Elective adrmissions will be postponed in cases of private pay if monies cannot be collected prior
to service.

a. The Chief Executive Officer and the Physician will be notified of the patient’s financial status.
The Physician will notify the patient of postponement.

The Admission department will notify the patient andfor guarantor of the disposition of their
insurance coverage as well as their estimated balance to be paid by time of admission.

The Admission clerk will verify and update the pre-admission log and the surgical unit log, twice
each day. '

11-1200 R
ATTACHMENT 19B

PDF created with pdfFactory trial version www._pdffactory.com

iz




Procedures

1.

2.

Inpatient Medical Admission

a.

b.

c.

h.

The call is reviewed from the physician's office.
The Admissions staff will obtain required patient information and update the system.
The Admissions staff will schedule a time for the patient to arrive at the facility.

1) Utilization Review must review all scheduled Medicare and Medicaid admissions to ensure

these patients satisfy acuity criteria.
2) This will aliow for a more orderly flow in the admission office and prevent the patient from

waiting upon arnval.
3) Advance scheduling of admissions can improve the facility staffing pattems.

The Admissions staff will contact the patient to obtain all information required for admissions;

1) The staff will complete all pre-admission screens as each serves a specific purpose. This
process can be accomplished while on telephone or by utilizing a pre-admission form.

2) The staff will inform the patient that insurance benefits will be verified and a retum call will
be made to advise the patient of any balance due at time of admission.

3) Insurance coverage will be venfied. Additionaily, the hospital information system will be
searched for other outstanding liabilities.

The staff will make a final telephone call to the patient informing them of the following:

1) The required deposit required in addition to balances from prior services are due at time of
admission,

2) Advise the patient of required claim forms to be completed and signed by the insured.

3) Inform the patient to provide the facility with copies of insurance cards or other proof of
insurance.

4) Notify the patient of the expected time of arrival at facility for admission.

All paperwork will be completed pnor to patient's arrival.

A patient financial folder will be [Srepared to include:

1) All advance testing results

2) Physician orders

3) Special permits

4) Consents

5) Identification bracelet and identification plate wili be added upon bed assignment

Reservations/patient financial folders will be maintained by expected date order.

Inpatient Surgical Admission

a.

Surgical admissions are slightly different in that the physician's office calls the surgical unit to
schedule the procedure.
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b. The notification to the admission office wili be handled in the following manner:

1) After scheduling with the surgical unit, the call will be transferred to the Admissions Office.
In some cases a reservation slip may be used.

2) The afternoon and evening Nursing Supervisor will assist the Admissions Department by
notifying the emergency room registration clerk of all additions to the surgical schedule.
Private pay patients will require 24 hour verification period, and will not be added without
CFO approval.

¢. All remaining procedures will be followed as set forth in Section: Actual Admissions.

3. Obstetric Admissions

a. A separate obstetrical file will be established to contain all obstetrical financial folders of pre-
admitted patients.

1) The obstetrical file will be filed by expected date of confinement.

2) The obstetrical file will be monitored continuously for verification of insurance, deposit
requirements, and to determine if the date of confinement has lapsed as follows:

a) Call the physician's office and inquire about the status of the patient's expected date of
confinement.

b) If the patient miscarried or has delivered eisewhere, pull the financial folder and check

~ for any charges or deposits.

c) If no charges have been incurred, the financial folder may be purged, and the patient
removed from the pre-admission system.

3) The Admissions staff wilt verify and update the obstetrical pre-registration log with the
prenatal records in the delivery room weekly.

b. All remaining procedures will be followed as set forth in Section: inpatient Medical Admission.
4. Outpatient Services Admissions

a. After the physician office staff schedules testing or treatments with the anciliary department,
the call will be transferred to the Admissions Office:

1) Until the ancillary department's scheduiing log is able to be formatted to meet the
registration requirements, the department may utilize a form with the required information.

2) All ancillary department schedules will be printed daily and sent to the Admissions
Department. If a patient is scheduled late for a procedure the following day, the ancillary
department scheduler or manager will call admissions to enable pre-admission procedures
to be performed.

b. All remaining procedures will be followed as set forth in Section: Actual Admissions.
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subsection  Admissions — Actual Admissions
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Policy Procedure No. 11-0301
Effective Date O cCtober 2004 Previous Date April 15, 1988

o

ctual Admissions ...............

Purpose

To establish and define the admission policy of the facility.

To expedite the processing of patients by gathering demographic and financial information in
advance of the patient's arrival.

To minimize the financial risk of the patient and the hospital by establishing the requirements and
coverage of the third-party payer prior to incurring charges.

Related Procedures

1. Insurance verification.
2. Deposit requirements.
3. Admission of pre-admitted patients.

Policies

1. Treatment of all patients will be based upon a signed order from a physician as specified in the
Medical Staff By-Laws of the facility.

2. The Admitting Department is responsible for the monitoring of privilege suspension list provided
by the Medical Records Department, to ensure that all physicians have active admitting privileges:

a. Each request for services will be verified against the current Suspension of Privileges list

b. Physicians whose names appear on said list will be referred to the department supervisor if an
order for service is received.

¢. The Department Supervisor will notify the CEO or designee for approval.
3. All patients will be treated without distinction as to race, creed, color, sex or financial status.

4. The Admitting Department is responsible for creating a positive first impression to the patient, the
patient's family and physicians:

a. All admitting personnel will address the patient andfor family members using their proper
names, e.g., Mr./Mrs. . (never as dearie, sweetie, etc.)

5. The Admitting Department wilt collect, record and verify demographic and financial information on
all patients receiving services in the facility.

6. Treatment of patients, visitors and staff is to be respectful, accommodating and supportive as
related to their respective needs.
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7.

10.

11.

12.

The patient's condition will dictate the speed and order in which registration functions are
completed;

a. No registration procedure should ever jeopardize the safety of the patient.

b. When circumstances dictate that the patient be under treatment without delay, registration
procedures will follow as soon as possible.

¢. Questioning of patients regarding valuables will be performed prior to the patient departing the
Admission Department, including all emergency room admissions.

d. Admitting personnel will notify the proper nursing station of patient arrival prior to the patient
leaving the Admission Depariment.

e. Transporiation personnel will never leave a patient unattended.

f.  The registrar will complete all fields in the registration system. Special note of prior stay
information is imperative. The assignment of the comect financial classification according to

type of coverage is required.
All registered patients will have a financial folder prepared.

The facility will establish a system for identification and tracking of Medicare patients, to be
utilized for "prior stay" information.

Champus/Champva is always considered the secondary payer when any other coverage is
involved, including Medicaid:

NOTE: Patients can no longer be enrolled in both the Federal Programs of Medicare and
Champus

a. Champus (active duty) patients will present a non-availability (1251) form prior to services, in
a non-emergency situation, if required, due to the forty (40) mile radius requirement.

b. If a non-emergency admission, verify patient eligibility through the D.E.E.R. system. Request
family member go to the nearest base and place in the system, if the patient is not shown in

the system pnor to service.

Active Duty Military patients will provide the facility with the necessary information for the
physician to obtain treatment authorization from the Officer-of-the-Day located at the patients’

duty station.

The Admission areas will maintain a list of ali H.M.O./P.P.O. contracts. It is necessary to pre-
certify ali non-emergent HM.O./P.P.O. admissions. The Admission Depariment will monitor and
control the pre-certification, pre-authorization and extension confiration forms:

a. A complete listing of ail authorization telephone numbers must be maintained. The Utilization
Review (UR) Coordinator may perform the precertification/authorization function as well.

b. Non-emergency patients will pay their deductibles prior to service. Emergency patients

should pay at discharge.
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13. An internat control system will be maintained to insure all patient files are properly transferred
from admission areas to the patient accounting office.

Patient Types

1. Inpatient

a. The primary care physician must be a member of the medical staff with admission privileges,
as set forth in the facility By-Laws.

b. The patient's condition must be documented in the medical record in such a manner as to
meet criteria for acute inpatient care.

c. The patient's condition is such that acute care is expected to be required for more than
twenty-four (24) hours.

1) The UR Coordinator will maintain systems to evaluate and monitor individual patiént
acuity, as related to established criteria, prior to or at the time of admission.

d. The patient's bill will reflect a standard reom and board charge.
2. Observation Patient
a. Patients who do not meet inpatient criteria may be held for up to 23 hours and 59 minutes:
1) Specjal circumstances may result in patients being held longer who do not satisfy acuity
2) 2'3332. billing procedures are given in the Billing Section.
3) Outpatient registration policies and procedures will apply to this type of patient.
3. OQutpatient
a. The prirhary care physician must be a member of the medical staff with privileges.
b. The patient's condition does not require inpatient acute care. (See Observation Procedure).
c. The patient's bill will not reflect a standard room and board charge.
d. Patients may be registered for outpatient surgery, outpatient testing or treatment:
1) Patient receiving outpatient services who then require care for longer than 23 hours and

59 minutes will be reviewed by utilization review personnel for appropriateness of
continued observation and/or admission.
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4, Emergency Roomn Patient

a. Emergency room patients are presented in the following fashion:

1)
2)
3)
4)
5)
6)
7)

Ambulatory (walking)
Ambulance

Mobile Intensive Care Units
Helicopter

Automobile

Fire Department

Law Enforcement Officers

b. Patients may or may not be under the direction of their private physician.

¢. Some patients may be determined by the treating physician to require inpatient admission.

Procedures

1. Inpatient Admission

a. The registrar will check the hospital information system to determine if the patient has been
pre-registered: ,

1)
2)
3)

4)

5)

7)

8)

Verify the accuracy of all infformation to include tﬁe financial class designation.

Upon review of the pre-registration, the registrar will obtain any missing information.

Check the open accounts receivable and bad debt file for any outstanding balance due:

a) Any outstanding balances will be collected prior to patient departing from the
registration area.

b) If the patient is unable to pay outstanding account balances, request a financiat

counselor meet with the patient prior to admission.

Exception: Patients requiring immediate care will be seen by the counselor when
the patient's condition is stable.

Collect estimated deductible and co-insurance amount due. If the patient is unable to pay,
see "b" above.

Self Pay patients will meet the deposit requirements as set forth in the deposit
requirements section:

a) If the patient is unable to meet the deposit requirements, see "b" above.
Copy all identification cards, including front and back of insurance cards.
Obtain a copy of the patient's/guarantor's drivers license.

Copy transfer sheets from nursing home patients.

Copy all insurance forms.
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.

10) Complete HIPPA patient required forms:

a) Review hospital notice of privacy process with patient and give a copy to patient and
obtain the patient or patient’'s representative signature acknowledging a receipt of the
notice. The privacy notice is valid for six years.

b) If the patient refuses to sign the acknowledgement, the registrar will select the correct
reason as indicated on the privacy form indicating the patient has refused to sign.

¢) Review the facility directory “Opt Out” form with the patient. This form must be
completed on EVERY visit. All HIPAA forms are sent with the chart to the nursing unit
and will remain part of the patient's permanent medical record.

b. Admission clerks will follow the procedures set forth in numbers one through ten above when
admitting direct and/or emergency patients.

¢. Admission clerks will complete the Medicare Secondary Payer Questionnaire form to include
the patient's signature and date.

d. Obtain all necessary signatures from the patient andfor family member. If a family member is
signing on behalf of the patient, the refationship must be stated and recorded.

1) Witnessing: The admission clerk will date and sign all documents.
e. Process as follows:

1) Prepare a patient identification card.

2) Prepare a patient identification bracelet and place on the patient.

3) Transport the patient and documents to the assigned nursing station.

4) Check for any prior documents, such as lab results, physicians orders, efc.

a) When the patient is transported fo the nursing floor, personnel will meet the nurse at
the patient's room.

b) If a nurse is not at the patient's room upon armival, the person transporting the patient
may call the nursing station to inform the nurse of the patient's arrival.

c) The patient will never be left alone.

5) When a patient is transported directly to the nursing unit by the Emergency Room or
ambulance personnel, admitting personnel will perform the admission process bed side,
unless a family member is available in the admission area.

6) Notify the telecommunication operator of the admission immediately after the admission
process, unless patient has chosen to ‘opt out’, prior to distribution of the patient chart.

7) Proceed in breaking down the remainder of the patient admission chart for distribution.

8) Review and forward the patient financial folder for insurance verification.

f.  Upon receipt of pre-certification, pre-authorization and extension confiration forms, a copy
will be placed in the financial folder, whether the account is a pre-admission, in-house or in
accounts receivable:

1) Document on the hospital information system regarding the number of days authorized
and the date and time the authonzation expires.
2) Deliver a copy of the authorized form to the appropriate staff members, e.g., UR/D.R.G.

Coordinator, etc.
3) The admissions supervisor will be responsible for maintaining a continual system to

monitor in-house admissions, which may exceed the authorized length of stay.
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4) The admission supervisor will meet daily with the U.R./D.R.G. Coordinator to discuss the
patient's anticipated discharge date. This review will focus on insuring the patient's stay

does not exceed authorized dates.
5) All discussions and or decisions will be documented in the system and/or financial folder

for future reference.

2. Qutpatient Admission

a. All outpatient services will be processed through the hospital medical necessity ABN software
(see policy 11-304).

b. Quipatient admission will follow the same procedures as set forth under Inpatient Admission,
above.

¢. The admission clerk will proceed with breaking-down the patient admission chart for
distribution.

d. The admission clerk will review and forward the patient financial folder for insurance
verification.

3. Day Surgery

a. All outpatient surgical patients will be processed through the hospital medical necessity ABN
software (see policy 11-304)

b. Surgery patients will follow the same procedures as set forth under Inpatient Admission,
above

c. Admission clerks will proceed with breaking-down the patient admission chart for distribution.

d. Admission clerks will review and forward the patient financial folder for insurance verification,
as per facility protocol.

4. Emergency Room Admissions

a. In accordance with COBRA regulations, a medical screening exam shall be provided to all
patients presenting themselves for treatment. No inquiries regarding ability to pay shall be
conducted prior to examination.

b. Emergency room admissions wili follow the same procedures as set forth under Inpatient
Admission, above.

¢. Admission clerks will proceed with breaking-down the patient admission chart for distribution.

d. Admission clerks will review and forward financial folders for insurance verification, as per
facility protocol.

5. Internal Control System

a. An intemal system for controlling patient financial information and enhancing the accuracy of
medical records statistical reporting will be maintained. Hospital information system
generated discharge reports for inpatient, outpatient and emergency room patients will be
used as follows:
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1) Admission clerks will verify that ail patients listed on the discharge report have a financial
folder. If a patient does not have a folder/file, one will be made.

2) After review, the Admission clerk will sign the discharge report and place a check mark
beside each patient name, indicating the folder is present.

3) Patient folders will be rubber banded together with the corresponding discharge report on
top.

4) No folders or reports will be forwarded until complete.

6. Active Duty Military Patients
a. For Active Duty Military patients the following steps are required upon admission and/or stay:

1) The emergency room physician will obtain an authorization for treatment from the Officer-
of-the-Day at the patients' military base. The patient wiil be transferred -- usually the
following moming.

2) Regquired billing information:
a) Copy, front and back, of the military identification card.
b) Obtain the name of the Commanding Officer.
c) Obtain the name and address of military base.

d) If the military patient is in transit to a new duty station, a copy of the orders must be

obtained.
e) The billing will be sent to the previous Commanding Officer.

7. Worker's Compensation Patients:

1) All Worker's Compensation sefvices must be authorized.

2) Worker's Compensation will be listed as the primary payer.

3) The patients/guarantors demographic information (address, telephone number, spouse,
next of kin, etc.) must be obtained. This information will be critical in the event the
worker's compensation claim is denied.

4) Group insurance information will be obtained and listed as secondary payer.

a) Group insurance will be verified, certified/authorized and listed as secondary

5) Alt treatment reports must be filed timely as per specific state regulation.

8. Facility Employee/Dependent

a. Facility employee/dependent insured under Vanguard Health System, Inc. group benefits will
be admitted as all other insurance patients:

1) Should the patient have two or more insurance carmiers, the admitting clerk will determine
primary, secondary, etc., as per standing protocols.

2) A completed claim form must be presented at time of admission.

3) Patients will be registered by using the Vanguard Health System, Inc. Empioyee Plan
code.
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9. Medicaid Pending

a. To identify self pay patients who have applied and should quality for Medicaid. A Medicaid
pending classification was established and will be utilized for those patients that have applied
for Medicaid and may be approved for Medicaid, but are awaiting final determination from their
home state.

1) All self pay registrations will be screened for Medicaid eligibility.
2) Medicaid applications should be processed on all hospital inpatients.

3) Upon completion of the Medicaid application and the initial review of qualifications, the
patient insurance pian will be changed from self pay to Medicaid pending {(mapped to
the Medicaid general ledger revenue account).

a) The Medicaid pending insurance plan will reflect the expected Medicaid
reimbursement at the time of billing.

b) Upon determination of the patient’s eligibility, the Business Office wili update
the insurance plan to reflect the designated Medicaid plan OR if denied for
Medicaid, the insurance plan will be updated to seif pay.

c) At no time will the Medicaid contra be reversed for patients deemed ineligible
for Medicaid.

10. Emergency Room Seif Pay Patient Financial Application

a. It is the policy that Vanguard facilities provide patients with quality patient care regardless of
ability to pay for emergent treatment and in accordance with Hospital policies and procedures,
and all applicable Federal, State and Local laws and regulations. Patient's not meeting
emergent criteria, as determined by a medical screening examination, will be given the
opportunity for treatment when financial obligations are met:

1) Upon initial contact with an uninsured patient, review triage worksheet to determine
medical assessment {(non-emergent, urgent, or emergent).

2) Emergent patients will be directed to the treatment area for immediate care. Registrars
will conduct interviews in the treatment area after the patient has reviewed a medical
screening exam and is stable.

3) Urgent and non-emergent patients will be required to satisfy ER deposit requirements.
Deposits may be made by check, cash or credit card.

4) Patients not able to pay the full deposit amount will be asked to complete a Financial
Disclosure Form (attachment 1):

a) All self pay patients will be given information regarding the hospital financiai assistance
program.

b) Financial Disclosure Forms must be completed in its entirety and signed by the patient
and/or their representative.

c) The registrar will request a credit bureau report and review the report for pertinent
information; current address, current employer, salary, available credit lines, etc.
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d) The credit report will be aitached to the Financial Disclosure Form and attached to the
Business Office file.

e) The complete document will require the review of a Financial Counselor, Team
Leader, or Supervisor for approval.

f)y Once approved, the patient will be registered and made aware of their financial
obligations. '

* See attached applications.
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EXHIBIT

ATTACHMENT 14

This facility provides Emergency Medical Care to all persons. The facility does have programs to

assist you in satisfying your financial obligations if you are eligible.

| understand the questions on this application and that withholding or giving false information may
result in prosecution for fraud. My answers are correct and complete to the best of my knowledge. |
understand that | will have to provide documents to prove what | have said and 1 agree to do this. |
authorize the facility to verify and obtain written copies of any of the information provided in the
application and to make inquiry of my past employers to check my eamings or financial records.

ELIGIBILITY REQUIREMENTS FOR PAYMENT ARRANGEMENTS

PART 1

Guarantor Name

Address

City State Zip County Phone
How long at this address?

Method of Verification

Example: Power bill, water bill, drivers license, etc.

Previous Address

Social Security Number

Date of Birth

Place of Employment

If not employed, what is your source of income?

Gross income per Month Number of Dependents

Spouse's name
p

Spouse's Place of Employment How Long?

Gross income per Month

What is your total gross incorme per month?

Total for 199

(Verified by tax reiurn)

Do you have health insurance? If so, what type and with whom?

Effective date: s a copy of the card available?
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EXHIBIT
ATTACHMENT 14

PART 2 - PERSONAL RESOURCE

REAL ESTATE

1. Do you or your spouse own {buying) any real estate (including a home, mobile home)?
Yes No

2. Give the following information about each property (real estate) that you own (buying).
Owner (s)
Address

Tax Assessed Value $
Current Market Value $
Is there a mortgage or lien on any of the above property?
If yes, give the balance owed:

VEHICLES

Do you own (buying) any of the following:

Automobile o Truck o Van o
Boat o Trailer o
Make Model Year Balance Owed
A.
B

* Value of vehicle will be based on Vanguard guidelines.
LIFE INSURANCE

Do you and your spouse have any life insurance?

If yes, please complete the following:

Owner of Policy
Name of Insurance Company
Address of Insurance Company

Date of issue

Policy Type (whole life)

Face Value

Cash Value
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EXHIBIT

ATTACHMENT 14

PART 2 - PERSONAL RESOURCE (cont.)

BANK ACCOUNTS

Do you and/or your spouse have any bank accounts? Yes No
Name of Bank
Address

List accounts:
ACCOUNT NUMBERS BALANCE

CHECKING

SAVINGS

SAVINGS BONDS

IRA/401 K

CD'S

- SUMMARY (to be completed by hospital)

REAL ESTATE

AUTOMOBILE

LIFE INSURANCE

CASH SAVINGS ETC.

Will applicant liquidate any assets to cover hospital cost?

PART 3

Have you applied for Medicaid? If so, when?
Why were you denied assistance?
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EXHIBIT

ATTACHMENT 14

PART 4 — PERSONAL RESOURCE (cont.}

1. Has your doctor made financial arrangements with you regarding his fee?

If so, what are they?

2. Do you feel that this hospitalization is absolutely necessary?

Explain.

PART 5
SIGNATURES

APPLICANT'S SIGNATURE

DATE

SPOUSE'S SIGNATURE

DATE

ELIGIBILITY APPROVED BY

DENIED

REASON FOR DENIAL

CHIEF FINANCIAL OFFICER'S APPROVAL

CHIEF EXECUTIVE OFFICER'S APPROVAL
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EXHIBIT

INCOME VERIFICATION

[,  certify that my family income for the past 12 months has
been $ and there are people in my family. The income information can be

verified by calling the following empioyer(s).

Company Phone # Company Phone #

| certify the above to be true:

Guarantor:

Date:

Witness:

Date:
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EXHIBIT
PLEASE READ CAREFULLY

BANK STATEMENTS

Copies of your latest bank statement (include checking and savings) on bank letterhead and a copy
of your savings account passbook showing all transactions over the past 60 days and showing an up
to date interest amount. If a recent bank statement is not available, have a bank employee write a
letter on bank letterhead stating the account number, current balance, and the names on the account.
Have the employee sign, date and put his/er position title on the bottom of the letter.

SAVINGS BONDS

If U.S. Savings Bonds are owned, we need to see them and need a written statement from a bank
telling us what the current value is on each bond.

STOCKS OR BONDS

If stocks or bonds are owned, we need to see them and need a written statement from the company
or broker as to the current value, the amount of dividends most recently received and the frequency
that dividends are received.

TRUSTS

If a trust has been set up, we need to see a copy of the trust agreement, which will be submitted for
clearance by our attorneys.

INSURANCE

All life, burial and health insurance policies must be disclosed. if a life or burial policy is owned by the
applicant and the face value of alt policies combined are $1,500.00 we need a written statement from
the insurance company telling us the face value, cash surrender value and the amount of
interest/dividends paid on the last anniversary date of the poficy. if dividend/interest are not payable
directly to the individual upon request, this should be documented as well.

VERIFICATION OF INCOME

All income you receive is considered in our determination. You must provide us with copies of all
pension checks or any income you receive. Copies of current award letters should also be provided.
If the above is not available, a written statement from the pension company disclosing the frequency
and amount of your pension payment is required.

PROPERTY
If property is owned, a copy of the latest tax notice and deed must be presented.
VEHICLE REGISTRATION

If a vehicle is owned, a copy of the current registration must be provided.
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If a mobile home is owned, a copy of the current registration and a written estimate from a licensed
dealer disclosing the current fair market value of the home must be provided.

MEDICARE AND SOCIAL SECURITY

A copy of your Medicare and/or Sccial Security card must be provided.
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%NGUARD oae April 15, 1998 Approved By

reALIH sTSLEmMS Section BUSINESS OFFICE
Subsection  Admissions - Medicare Questionnaire/Secondary
POLICIES & Payer Screening Form
PROCEDURES
Palicy Procedure No. 11-0303

Medicare Questionnaire/Second  gfrective Date ADril 15. 1998 | previaus ate

Purpose

To establish Medicare as the primary or secondary payer.

Related Policy
Medicare policies. Section 1862(b) of the Social Security Act. Title A2 of the CFR, Section 411.

Policies

1. A Medicare guestionnaire must be completed for every potential Medicare patient registered for
service:

a. Admitting/registration personnel are responsible for the completion of the form (not the
patient). The registrar should explain the need for this information when interviewing the

patient.
2. The patient or his representative is to sign the completed form.
3. The completed form is to be placed in the patient's financial folder.

4. The patient's financial designation is to be determined based upon the information gathered on
the Medicare Questionnaire:

a. Financial designation assignment should be based on the primary insurance carrier.

b. Medicare, with or without supplemental insurance, is primary if all questions on the Medicare
Questionnaire are answered no.

c. Medicare, with or without supplemental insurance will be secondary payer if any question is
answered yes. At this point obtain primary payer information.

d. Note, financial designation assignments for MSP cases are dependent upon specific facility
policies. Some facilities may use specific MSP financial designation.
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VANGUARD pate September 1, 2004 Approved By

HEALIH S¥S1EMS Section BUSINESS OFFICE
POLICIES & subsection  Admissions — Medicare Mandated Forms
PROCE DURES Palicy Precedure No. 11-0304

Medicare Mandated Forms ... ... Effective Date S€pt. 1, 2004 Previous Date  April 15, 1998

Purpose

To outline the use of the Medicare Advance Beneficiary Notice (ABN) for outpatient hospital services.
Policigs

ABNs must be obtained in accordance with Medicare requirements. Hospitals must bill Medicare for
all medically necessary services and obtain an ABN for outpatient services that are not medically
necessary according to Local Coverage Determinations (LCD) and/or National Coverage
Determinations (NCD), except as otherwise noted in this policy.

DEFINITIONS:

Ancillary Services; Hospital or other health care organization services other than room and board and
professional services. Examples of ancillary services include diagnostic imaging, phammacy,
laboratory and rehabilitative therapy services.

Local Coverage Determination:: A decision made by Fiscal intermediaries and Part B Carriers
whether to cover a particular service on an intermediary-wide or carrier-wide basis in accordance with
Section 1862(a)(1{A) of the Social Security Act (ie., a determination whether the service is
reasonable and necessary.) Hospitals are required to use only those LCD that have been issued by
their specific Fiscal Intermediary.

Medical Necessity/Medically Necessary: For purposes of this policy, medical necessity or medically
necessary refers to guidelines included in LCD and /for NCD in accordance with the Medical
Necessity policy (GOS.GEN.002).

National Coverage Detemmination: A medical review policy as issued by CMS which identifies specific
medical items, services, treatment procedures or technologies that may be covered and paid for by
the Medicare program. NCD apply to services paid by both Fiscal Intermediaries and Part B Carriers.

. Outpatient Services: Outpatient services are those services rendered to a person who has not been
admitted by the hospital as an inpatient but is registered on the hospital records as an outpatient and
who receives services (rather than supplies alone) from the hospital. Outpatient services include, but
are not limited to, observation, emergency room, ambulatory surgery, laboratory, radiology and other
ancillary department services.

Procedures

The statements listed below outline the Medicare requirements regarding outpatient ABNs.
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ABN USE

1.

Individuals involved in the ordering of services and/or registenng of outpatients must review the
patient’s diagnosis, sign, symptom, disease or {CD-9-CM code for medical necessity to determine

if an ABN is necessary.

An ABN must be obtained if one of the following conditions is met and the hospital intends to bill
the beneficiary should Medicare deny payment. If one of the conditions below is met and an
ABN was not obtained prior to rendering the service, neither Medicare nor the beneficiary
may be billed for the service.
¢ The test/service provided does not meet definitive medical necessity guidelines.
e The test/service may only be paid for a limited number of times within a specified time
period and this visit may exceed that iimit.
o The test/service is for investigative or research use only. For example, the service or
drug/biological has not been approved by the Food and Drug Administration.

If the LCD and/or NCD is not definitive with regard to specific diagnoses, signs, symptoms or ICD-
9-CM codes that will be covered or non-covered (e.g., conditions that are generally not covered,
but there are limited exceptions when additional documentation is submitted; or a policy that is not
exclusive and claims not supported by the diagnoses listed may be reimbursable when supporting
documentation is submitted; or when the Fiscal Intermediary considers factors other than those
listed in the LCD) an ABN should be obtained. However, if an ABN was not obtained, but
additional documentation is present to support medical necessity, Medicare should be

bilted.

A single ABN covering an extended course of treatment may be obtained provided the ABN
identifies all items and services that may not be covered and does not extend more than one
year. Examples of extended courses of treatment include physical therapy and repeat laboratory
tests. If additional services are added to the extended course of treatment that is not medically
necessary, an additional ABN must be obtained.

When a service has a technical component and a professional component, one ABN may be
obtained provided the description of the service clearly indicates both components. For example,
if a hospital bills on behalf of a radiologist for radiology interpretations performed at the hospital,
one ABN may be obtained from the beneficiary that includes both the performance of the
radiology procedure (technical component) and the radiologist’s interpretation (professional

component).

When a hospital laboratory receives a specimen only and the test to be performed does not meet
medical necessity guidelines, the laboratory must obtain an ABN prior to performing the test if
the hospital intends to bill the beneficiary in the event Medicare denies payment. If the
integrity of the specimen is at risk and the test is not medically necessary, laboratory personnel
may perform the test(s). However, if an ABN is not obtained prior to performing the test(s),
neither Medicare nor the beneficiary may be billed for the test(s).

ABNs must be obtained prior to rendering non-medically necessary services. It is not appropnate
to obtain an ABN after services have been rendered.
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8. ABNs must not be obtained from a beneficiary nor the beneficiary held financially liable when
payment for an item or service is bundled or packaged into another payment under the Medicare
Outpatient Prospective Payment System (OPPS) even when those items or services do not meet

medical necessity guidelines.

9. Routinely providing ABNs to beneficiaries is not an acceptabie practice. Providing generic,
blanket and blank ABNs is also not an acceptable practice. There must be a specific reason to
believe Medicare may deny the test/service in order to request a beneficiary sign an ABN.

10. It is not appropriate to obtain an ABN when the beneficiary is unable to comprehend the ABN
(e.g., if the patient is comatose, confused or legally incompetent, he/she is unable to understand
the implications of signing the ABN) and his/her authorized representative is not available.

11. An ABN must never be obtained from a beneficiary under great duress, in a medical emergency,
orin any case where the Emergency Medical Treatment and Active Labor Act (EMTALA) applies,
untit a medical screening examination has been completed and the patient has been stabilized.
This applies to treatment in any hospital outpatient department that is considered provider-based,
located either on or off the campus of the hospital.

12. If the beneficiary refuses to sign the ABN and be financially responsible in the event Medicare
denies payment, the ordering physician should be contacted to determine if non-performance of
the services will compromise patient care.

13. If the beneficiary refuses to sign the ABN and be financially responsible in the event Medicare
denies payment and demands that the services be performed, a second person should witness
the provision of the ABN and the beneficiary’s refusal to sign. The witness should sign an
annotation on the ABN stating that he/she witnessed the provision of the ABN and the
beneficiary's refusal to sign. The claim will be filed as if an ABN was obtained. In the case of a
denial by Medicare, the beneficiary will be held liable per Section 1879(c) of the Social Security

Act.

14. Once the ABN is signed it may not be aftered in any way. If additional services will be provided
for which an ABN will be needed, a new ABN must be obtained.

15. ABNs must not be used to notify a beneficiary of statutorily excluded services or items (e.g.,
personal comfort items, routine physicals, outpatient prescription drugs).

ABN FORM

1. VHS facilities must use the CMS-approved form (CMS-R-131-G), which is available from either
Standard Register or from Company-approved medical necessity vendors, and may not be
altered (see Attachment A). All fields on the ABN form must be completed in sufficient detail to
specify the potentially non-covered service. All entries must be in Arial or Arial Narrow font in the
size range of 10 — 12 point font or legibly handwritten.

2. The signed ABN form should be distributed as follows: give one copy to the patient, retain one
copy in the patient’s hospital Business Office record.
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BILLING

1. If the services are not medically necessary and an ABN was obtained prior to rendering the
services, the services must be reported in FL 47 (Total Charges) on the UB-92. Occurrence code

32 must be entered in FL 32-35 indicating the date that the ABN was provided to the beneficiary.

The GA modifier must be appended to the CPT/HCPCS code representing the service(s) for

which an ABN was obtained.

s The Fiscal Intermediary (F1) will make a determination whether or not the services will be paid
by Medicare. if the FI determines that the services are non-covered, the facility must bill the
beneficiary for the services for which an ABN was obtained.

« If the Fl pays for the services then the beneficiary must not be billed for the services for which
an ABN was obtained.

2. If the services are supported by additional documentation indicating medical necessity and the
LCD and/or NCD is not definitive with regard to specific diagnoses, signs, symptoms or iCD-9-CM
codes which will be covered or non-covered, the services should be reported in FL 47 (Totat
Charges) on the UB-92. If an ABN was obtained, the GA modifier must be appended to the
CPT/HCPCS code representing the service(s) for which the ABN was obtained. The additional
documentation should be submitted with the claim to Medicare. The Fl will make a determination
whether or not the services will be paid by Medicare.

« If the Fl pays for the services, then the beneficiary must not be billed for the services.
« Ifthe FI determines that the services are non-covered and an ABN was obtained, the facility
must bill the beneficiary for the services for which an ABN was obtained.

« |f the FI determines that the services are non-covered and an ABN was not obtained, the

facility must not bill the beneficiary.
3. If multiple ABNs are obtained for services included on one claim, occurence code 32 and the
date the ABN was provided must be reported for each ABN, even if the date is the same for each

ABN.

4. If the services are not medically necessary (according to definitive L.CD and/or NCD) and an ABN
was not obtained prior to rendering the non-covered services, the services must be removed from
the UB-92. The charges should be written off as non-covered/non-allowable and must not be
claimed as Medicare Bad Debt Expense.

OTHER

Ancillary Department and Business Office personnel must educate all staff associates and medical
staff members responsible for ordering, referring, registering, performing, charging, coding and billing
ancillary services regarding the contents of this policy.

REFERENCES:

Fiscal Intermediary Local Coverage Determinations s

CMS National Coverage Determinations

CMS Pub. 60AB, Transmittal No. AB-02-114, July 31, 2002 — ABNs and DMEPOS Refund
Requirements

CMS Pub. 60AB, Transmittal No. A-02-117, November 1, 2002

Medicare Claims Processing Manual (Pub 100-4), Chapter 30 — Financial Liability Protections,

Sections 40 -50.7.8
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Medicare Claims Processing Manual (Pub 100-4), Chapter 1, Section 60
Medicare Program Integrity Manual (Pub 100-8), Chapter 13, Sections 1.1 and 1.3

Patient's Name: Medicare # (HICN):

ADVANCE BENEFICIARY NOTICE {ABN)
NOTE: You need to make a choice about receiving these health care items or services.
We expect that Medicare will not pay for the item(s) or service(s) that are described below.
Medicare does not pay for all of your heaith care costs. Medicare only pays for covered items
and services when Medicare rules are met. The fact that Medicare may not pay for a particular
item or service does not mean that you should not receive it. There may be a good reason your
doctor recommended it. Right now, in your case, Medicare probably will not pay for —

Items or Services:

Because:
[J Medicare does not pay for the item(s) or service(s) for your condition.

[ Medicare does not pay for the item(s) or service(s) more often than

] Medicare does not pay for experimental or research use items or services. .

The purpose of this form is to help you make an informed choice about whether or not you

want to receive these items or services, knowing that you might have to pay for them yourself.

Before you make a decision about your options, you should read this entire notice carefully.

« Ask us to explain, if you don't understand why Medicare probably won't pay.

« Ask us how much these items or services will cost you (Estimated Cost: $ ),
in case you have to pay for them yourself or through other insurance.

PLEASE CHOOSE ONE OPTION. CHECK ONE BOX. SIGN & DATE YOUR CHOICE.

Option 1. YES. | want to receive these items or services.

Iunderstand that Medicare will not decide whether to pay unless | receive these items

or services. Please submit my claim to Medicare. | understand that you may biil me for
items or services and that | may have to pay the bill while Medicare is making its decision.
tf Medicare does pay, you will refund to me any payments | made to you that are due to me.
If Medicare denies payment, | agree to be personally and fully responsible for payment.
That is, | will pay personally, either out of pocket or through any other insurance that | have.
| understand | can appeal Medicare's decision.

ﬂ Option 2. NO. | have decided not to receive these items or services.

1 will not receive these items or setvices. | understand that you will not be able to submit a
claim to Medicare and that | will not be able to appeal your opinion that Medicare won't pay.

Date Signature of patient or person acting on patient’s behalf

NOTE: Your health information will be kept confidential. Any information that we collect about you on this
form will be kept confidential in our offices. If a dlaim is submitted to Medicare, your heaith information on this
form may be shared with Medicare. Your health information, which Medicare sees, will be kept confidential by

Medicare.

OMB Approval No, 0938-0566 Form No. CMS-R-131-G  (June 2002)

11-1200|E8
ATTACHMENT 198~

PDF created with pdfFactory trial version www.pdffactory.com

774




\%—\NGUAI@ pate October 2004 Approved By

HeALin SUSEME Section BUSINESS OFFICE
POLICIES & sussection  Admissions — Consents
PROCEDURES Palicy Procedure No. 14-0305
CONSEILS + . oo oee e, Effective Date October 2004 Previous Date  April 15, 1998
Purpose

To establish the policy and procedures for obtaining consents subject to federal, state and local laws,
rules and regulations.

To establish responsibility for obtaining consents.

Related Policies

1. State consent manual.
2. Medical Staff By-Laws conceming the obtaining of consent for special procedures.

Policies

1. All patients, or the patient's legal representative, will sign a Conditions of Admissions/Treatment
form prior to services being rendered:

2. Exceptions:

a. If the patient is unable to sign the Conditions of Admissions/Treatment form and a family
member is present and willing to sign, they may do so. The patient's signature must be
obtained when the patient’s medical condition improves and is legally able.

b. Patients that are unaccompanied and unable to sign or "Minors" will require telephone
consent in accordance with state laws.

c. All exceptions must be documented and witnessed.

3. A copy of the Conditions of Admission and the Assignment of Benefits will go into the patient's
financial folder:

a. The Admitting Department is responsible for:

1) Obtaining the signature of the correct person on the Conditions of Admission at the time of
registration.

2) Explaining the Conditions of Admissions/Treatment to the patients.

3) Obtaining the subscribers signature for Assignment of Benefits unless payment in full for
services is obtained.

4) Delivery of any special consent forms {(which may be sent to them for safekeeping) to the
charge nurse for placement in the chart:

11-1200 1Kl
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a) The original copy of the Conditions of Admissions/Treatment is sent to the nursing
station to be retained in the patient's medical chart.

4. Signature:
a. The patient's signature must be their complete legal name, (nc nicknames).

b. Signatures other than the patient's must be complete and accompanied with an explanation of
the relationship to the patient.

¢. The witnessing representative will sign the form in the designated place.
d. All signatures will be dated and timed by the hospital's representative.

e. All signatures must be in ink.

f. For facilities that have specialty units, the Admitting Department will obtain all specific
signatures and forms as required.

11-1200|ER
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HEALIH S*s1EMS Section BUSINESS OFFICE

subsection  Admissions — Chief Executive Officer’s
Admission Letter

POL{I{CIES &
PROCE DURES
Policy Procedure No. 11 -0306

Effective Date APIil 15, 1998 Frevious Date

Chief Executive Officer’s Adm

Purpose

To thank patients for selecting our facility when needing health care services.

To inform patients of the facility's policy and procedures regarding insurance payer's responsibilities
and the contractual relationship with the facility.

Policies

1. Al patients receiving services will receive the administrator's admission letter at time of
registration;

Exceptions:  Patient's covered by Medicaid, Workers Compensation, and Special State
Programs.

a. The administrator's admission letter must be produced on facility letter head.

Procedures

1. All admitting areas, including emergency room and outpatient registration are responsible for the
distribution of the administrator's letter:

a. The administrator's letter is to be given to all patients regardless of patient type with the
exception of patients described above. .

b. The administrator's letter will be given to the patient or the patient's representative at the time
of registration.

11-1200Kl}
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EXHIBIT
SAMPLE CHIEF EXECUTIVE OFFICER'SVLETTER

Date

Name
Address

Dear Patient:

With complex new healthcare regulations, tightened reimbursements and cost-cutting measures,
vifualty all insurance carriers require pre-authorization or second opinions. Most carriers have
additional restrictions and/or exclusions on some services within their plans. We want to provide you
with information that will assist you in obtaining maximum insurance benefits for the services we are
providing. Our admissions office can help you determine the requirements of your insurance policy
and in some cases help you satisfy these requirements.

Another way we help you is to bill your insurance company directly. While we usually do this within 4
days of your discharge, we often do not receive payrent from your insurance camier within the
expected 30 days. This is an area where you can be of help to us and preclude your receiving a
hospital bill for services that the insurance company should pay.

If you have not received notification of payment from your insurance carrier within 30 days following
discharge, please call your insurance representative or employer to determine why they have delayed
payment to the hospital. You will be held responsible for the amount due if your insurance company
fails to respond to the hospital.

While we understand that rriost people do not want to be in the hospital, we are pleased that you
have chosen this hospital. We appreciate the opportunity to provide you with the best of care and to
make your stay as comfortable as possible.

Sincerely,

Chief Executive Officer
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HEALIH 551 EMS Section BUSINESS OFFICE
PoLICIES & subsection  Admissions — Insurance Verification
PROCE DURES Policy Procedure No. 11-0310

Insurance Verification ...........

Effective Date OCtober 2004 Previous Date April 15, 1998

Purpose

To establish an organized method for confirmation of third-party payer coverage and benefits.

To establish responsibility for the verification of third-party coverage and requirements.

Related Policies

1. Contract agreements with all insurance carriers and employer groups
2. Pre-Admission Certification System procedures

3. Deposit policy

Policies

1. All insurance coverage will be verified in a timely manner.

a,

b.

Pre-registered patients will be verified prior to admission.

Direct or emergency room admissions will be venfied at time of service or admission, or within
twenty-four (24) hours.

Obstetrical admissions will have insurance verified at time of pre-registration and again in the
eighth (8th) month of pregnancy.

Week-end and holiday admissions will be verified the first working day:
Exception: Payers that have twenty-four (24) hour access for verification and authonzation.
Senes/recurring patients will be re-venfied each month as services continue.

The Admission Department will venfy insurance benefits on all C. A.T. scan, M.R.l. and
Nuclear Medicine patients prior to the procedure. Any exception requires approval of the
Chief Financial Officer.

2. Employment status will be verified on all group insurance:

a.
b.

Obtain date of hire from employer.
Verify current employment.

3. Insurance benefits will be verified on the following:

a.
b.

Inpatients (all types)
Day Surgery (short stay)

11-12001EH
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c.
d.
e.

Ouipatient Services
Specific Outpatient Procedures
Emergency Room Services

4. Pre-Certification will be done immediately on all payers requiring authorization prior to services.

5. The hospital information system insurance master file will be updated on an ongoing basis.

Procedures

1. The verification clerk will obtain the following information and document the patient financial folder
in the appropriate location.

a.

b.

Is the group covered?

Is the insured covered?

Verify correctness of the insured group and subscriber numbers.

If the patient is a dependent of the insured, is the patient covered?

If the dependent is over the age of eighteen (18) and a full-time student, does insurance
require a statement from the school attended?

Note: A full time student status normmally continues through the age of twenty-three (23)
years.

If the dependent is married, is he/she covered under the parent’s insurance coverage?

Note: Special care when verifying. A request for written venfication of coverage should be
made.

Is the admitting diagnosis covered?

s the surgicai procedure covered?

ls there a waiting period?

ls the coverage dependent on the level of care (inpatient versus outpatient)?
Does the admitting diagnosis require pre-authorization?

1) Has the pre-authorization been received?

2) If yes, obtain authorization number.

Does the admitting diagnosis require a second opinion?

1) f yes, has the requirement been satisfied?

2) If requirements have not been satisfied.

11-1200
ATTACHMENT 15B

PDF created with pdfFactory trial version www.pdffactory.com

/-




a) Call the patient for information needed.

b) Call the admitting physician to advise him of the missing requirements and probable
re-scheduling.

m. Obtain effective date of coverage. -

n. Does coverage contain a pre-existing clause?

o. Determine the amount of the deductible and if any portion has been satisfied?
p. Determine if benefits are restricted by length of stay or dollar amount limitations.

g. Is an individual claim form required for billing? Does the employer require the claim to be
submitted through the place of empioyment?

r.  Obtain correct billing address for claim submission. Does the claim need to be submitted to
the employee first?

s. Obtain the correct telephone number for claim follow-up procedure.
t.  Obtain the full name of the person confirming coverage.
u. Document the date verification was obtained.

v. Any high-priced procedures, such as CAT scan, MRI, and Nuclear Medicine procedures will
require insurance verification prior to the procedure being performed.

Exception: The Patient Accounts Manager may approve a procedure without verification due
to time of day, holiday, weekend, or any other reason deemed appropriate. Approval must be
documented in the patient financial folder.

2. Review the insurance benefits and requirements.
a. Determine the necessity for authorization prior to treatment.
b. Take necessary actions to obtain required authorizations.
3. Determine the necessity for second opinions and required levels of care.
4. Advise the physician and patient of requirements.
5. Record appropriate documentation to ensure maximum reimbursement.
6. Determine patient liability amount:
a.. Determination will be based on insurance verification and facility anticipated total charges.

See: Deposit Requirements.
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b. Discuss insurance benefits with the patient.

¢. Upon verification the patient will be informed of their liability and the facility collection policy.
Any outstanding exhausted balances should be collected at this time.
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Heatin s¥siEms Section BUSINESS OFFICE
Subsection Admissions ~ Verification of Medicare Health
POLICIES & Insurance Claim Number (H..C.)
PROCEDURES
Policy Procedure No. 11 -0311

Verification of Medicare Health

Effective Date  APril 15, 1998 Previous Date

Purpose

To establish a procedure for verifying the Health Insurance Claim (HIC) number for Medicare patients
requesting service.

Policies

1. Patients requesting service will be asked to provide their Medicare number.

a.

b.

c.

d.

A copy of the Medicare identification card should be obtained whenever possible.
A copy of a Medicaid card may also be used to obtain the Medicare number, in most cases.

A Medicare explanation of benefits from a prior claim may be utilized to obtain the Medicare
number, if available. '

A previous paid patient account record may be utilized to obtain a Medicare number.

2. When informed that the patient has Medicare, but is unable to provide a Medicare number, a
telephone call will be placed to the local Social Security Administration (SSA) Office to obtain the

Medicare number if possible:

a.

PDF created with pdfFactory trial version www.pdffactory.com

Facilities that are unable to verfy Medicare benefits electronically will utilize the Social
Security Administration Form 1600.

The Admitting Department is responsible for submission of the Form 1600.
The SSA Form 1600 will be completed and mailed at the time of registration.

The completion and mailing of the SSA Form 1600 will be documented on the hospital
information system by the employee completing the form.

The patient's account number will be placed on the SSA Form 1600 following the hospital
address to facilitate the matching of the retumed SSA Form 1600 with the patient's account.

A copy of the SSA Form 1600 will be placed in the patient's financial folder at the time of the
completion.

A duplicate form will be sent as a second request if the reply has not been received within ten
(10) working days of the original request:

1) The Admitting Department is responsible for the second request if the patient is still in-
house.

11-1200 Kl
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2} The Medicare Biller is responsible for the second request if the patient has been
discharged.

3) Close monitoring of responses is necessary due to time delays at Social Security offices.

h. Medicare cannot be billed without a comect Medicare number.
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HEALIM 873 1EMS Section BUSINESS OFFICE
subsection  Admissions — Admission Checklist

POLICIES &

PROCE DURES Policy Procedure No. 11-0314
Admission Checklist ............. FffectveDate April 15, 1998 Frevious Date
Purpose

To establish a quality assurance process which confirms completion of critical registration tasks.

Related Procedures

1. Admission and registration policies and procedures.

Policies
1. An admission checklist can be completed at the time of registration:

a. The admission checklist can be printed on the inside front of the financial folder or a separate
form.

b. Documentation will be clear and concise.
¢. The admission checklist will be signed by the admitting representative processing the patient.

d. The Admitting Supervisor will sign the patient financial folder after reviewing the registration
for accuracy and completeness: :

1) Any missing information will be obtained by the admitting department within twenty-four
(24) hours, :

2) The Admitting Supervisor will be responsible for insuring critical registration information is
accurate and complete.

11-1200
ATTACHMENT 19B

PDF created with pdfFactory trial version www.pdffactorv.com
127




WANGUARD

HEALIH 55 1tEMS

PO
PR

mo

LI |l ES &
oc DURES

Physician Definitions ............

Purpose

pate April 15, 1998 Approved By
Section BUSIN ESS OFFICE
subsection  Admissions — Physician Definitions

Policy Procedure No. 1 1-0317

Effective Date APril 15, 1998 | Previous Date

To ensure each physician definition is interpreted in the same method within Vanguard Health

Systemn, Inc..

Policies

1. For the purpose of identifying physician types as a function of Admission, the following definitions

will be used;

Description
Admitting Physician

Attending Physician

Consulting Phys.

Family Physician

Referring Physician

Definition
Physician who actually admits the patient to the hospital.
Physician who actually treats and visits the patient while the patient

is in house and who overall monitors and manages the care of the
patient during the inpatient stay.

Physician specialist, called in by the attending physician to review,
treat, monitor, and/or manage a certain portion of a patient care.

The Physician the patient and the patient's family normally sees for

care on joutine matters.

Physician who refers the patient to the hospital.
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Purpose

SYSTEMS section: Business Office Policy and Procedure
subsection:.  Admitting - Address and/ or Social Secunty
Number Verification
E : Eg Policy Procedure No. 11-0320
Effective Date OCtober 1, 2009 Previous Date

To provide guidefines for registrations requiring Address Verification.

Scope

Registration process for patients that are known to have a had address on file or are unable to
provide consistent or complete information at the ime of registration.

Policy

3.1. Verification of the guarantor's address using Verification software should be completed in each
of the following scenarios:

3141,

Regardless of insurance, when the registrar is aware the patient’s prior account has had
mail retumed to the facility.

When the patient presents inconsistent information without any valid identification.
If the patient is nota minor and has not provided their Social Security number.

All Red Flag Event scenarios.

3.2. Ifthe information returned from the address verification system does not match the information
provided by the patient, complete the following steps:

3.2.1.

322

323,

324

Ask the patient to verify all current demographic infermation, i.e. their address

If the patient then provides information that is consistent with the Address Verification
transaction, update the demographic information in the patient registration and guarantor
fields.

If the patient does not provide information that is consistent with the Address Verification
transaction, indicate the inconsistency in the hospital patient accounts system notes.
Keep the address provided by the patient in the demographics, but list the address
returned from the Address Verification in the patient account notes.

Determine if the inconsistency leads to a potential Red Flag Event, if the registrar

determines a Red Flag event has occurred, follow Red Flag reporting policy and
procedure.
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POLICIES &
PROCEDURES
DEPARTMENT: Business Office POLICY DESCRIPTION: Charity Care, Financial
Assistance and Billing & Collection Policies for
Uninsured Patients
PAGE: 10f 10 REVISED January 23, 2009
APPROVED: RETIRED:
EFFECTIVE DATE: January 23, 2009 REFERENCE NUMBER: 11-0801

SCOPE:
All Company-affiliated hospitals.

PURPOSE:
This Policy and Procedure is established to provide the operational guidelines for the Company’s

hospitals ( each a “Hospital” and, collectively, the “Hospitals”) to identify uninsured patients who
are Financially Indigent or Medically Indigent that may qualify for charity care (free care) or
financial assistance, to process patient applications for charity care or financial assistance and to bill
and collect from uninsured patients, including those who qualify as Financially Indigent or Medically
Indigent under this Policy.

POLICY:
1 Charity Care or Financial Assistance. The Company’s Hospitals shall provide chanty care
(free care) or financial assistance to uninsured patients for their emergency, non-elective care who

qualify for classification as Financially Indigent or Medically Indigent in accordance with the
Charity Care Financial Assistance Process set forth below. The Company’s Hospitals shall adopt a
written policy in conformity with the Company’s Policy and Procedure set forth herein. Charity Care
(100% discounts) under this Policy shall be available for uninsured patients with incomes below
200% of the Federal Poverty Level (the “Financially Indigent”). 40 to 80% discounts shall be
available for uninsured patients either (1) with income below 500% FPL or (2) with balances due for
hospital services in excess of 50% of their annual income (the “Medially Indigent”). See attached
Financial Assistance Eligibility Guidelines.

2. Billing and_Collection Processes for Uninsured Patients. All uninsured patients receiving
care at the Company’s Hospitals will be treated with respect and in a professional manner before,
during and after receiving care. Each of the Company’s Hospitals should adopt a written policy in
conformity with the Company’s Policy and Procedure set forth herein for its billing and collection
practices in respect of all uninsured patients, including those uninsured patients who qualify for
classification as Financially Indigent or Medically Indigent under this Policy.
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PROCE DURES
DEPARTMENT: Business Office POLICY DESCRIPTION: Charity Care, Financial
Assistance and Billing & Collection Policies for
Uninsured Patients
PAGE: 20f 10 REVISED January 23, 2009
APPROVED: RETIRED:
EFFECTIVE DATE: January 23, 2009 REFERENCE NUMBER: 11-0801

PROCEDURE:

A. CHARITY CARE AND FINANCIAL ASSISTANCE PROCESS

1. Application. Each Company Hospital will request that each patient applying for
charity care financial assistance complete a Financial Assistance Application Form (Assistance
Application). An example Financial Assistance Application Form 1s attached hereto. The Assistance
Application allows for the collection of needed information to determine eligibihty for financial
assistance.

A. Calculation of Immediate Family Members. Each Hospital will request that
patients requesting charity care verify the number of people in the patient’s household.

1. Adults. Tn calculating the number of people in an adult patient’s
household, Hospital will include the patient, the patient’s spouse and any
dependents of the patient or the patient’s spouse.

2. Minors. For persons under the age of 18. In calculating the number of
people in a minor patient’s household, Hospital will include the patient, the
patient’s mother, dependents of the patient’s mother, the patient’s father, and
dependents of the patient’s father.

B. Calculation of ITncome.

I. Adulis. For adults, determine the sum of the total yearly gross income
of the patient and the patient’s spouse (the “Income”). Hospital may consider
other financial assets of the patient and the patient's farmly (members of family
are as defined in section “Calculation of Immediate Family Members”) and the
patient's or the patient’s family's ability to pay.

2. Minors. If the patient is a minor, determine the Income from the
patient, the patient’s mother and the patient’s father. Hospital may consider
other financial assets of the patient and the patient's family (members of famly
are as defined in section “Calculation of Immediate Family Members™) and the
patient's or the patient’s family's ability to pay.
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2. Income Verification. Hospital shall request that the patient verify the Income and
provide the documentation requested as set forth in the Assistance Application. NOTE: Tax Returns
and W-2’s should be collected for year prior to date of admassion.

A Documentation Verifying Income. Income may be verified through any of the
following mechanisms:

Tax Returns (Hospital preferred income verification document)

IRS Form W-2

Wage and Earnings Statement

Pay Check Remttance

Social Secunty

Worker’s Compensation or Unemployment Compensation Determination

Letters

¢ Qualification within the preceding 6 months for govemmental assistance
program (including food stamps, CDIC, Medicaid and AFDC)

¢ Telephone verification by the patient’s employer of the patient’s Income

e Bank statements, which indicate payroll deposits.

B. Documentation Unavailable. In cases where the patient 1s unable to provide
documentation verifying Income, the Hospital may at it’s sole discretion verify the patient’s
Income 1n either of the following two ways:

1. By having the patient sign the Assistance Application attesting to the
veracity of the Income information provided or

2. Through the written attestation of the Hospital personnel completing
the Assistance Application that the patient verbally verified Hospital’s

calculation of Income.

Note: In all instances where the patient is unable to provide the requested documentation
to verify Income, Hospital will require that a safisfactory explanation of the reason the patient is
unable to provide the requested documentation be noted on the Financial Assistance Assessment

Form.
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C. Expired Patients. Expired patients may be deemed to have no Income for
purposes of the Hospital’s calculation of Income. Documentation of Income is not required
for expired patients. Income verification is still required for any other family members
(members of family are as defined in section “Calculation of Immediate Family Members™).

D. Homeless Patients. Homeless patients may be deemed to have no Income for
purposes of the Hospital’s calculation of Income. Documentation of Income is not required
for homeless patients. Income verification is still required for any other family members
(members of family are as defined in section “Calculation of Immediate Family Members™)
only if other family information is available.

E. Incarcerated Patients. Incarcerated patients (incarceration verification should
be attempted by Hospital personnel) may be deemed to have no Income for purposes of the
Hospital’s calculation of Income, but only if their medical expenses are not covered by the
governmental entity incarcerating them (ie the Federal Government, the State or a County is
responsible for the care) since in such event they are not uninsured patients. Income
verification is still required for any other family members (members of family are as defined
in section “Calculation of Immediate Family Members™).

F. International Patients. Intemational patients who are uninsured and whose
visit to the Hospital was unscheduled will be deemed to have no Income for purposes of the
Hospital’s calculation of Income. Income verification is, moreover, still required for any
other family members (members of family are as defined in section “Calculation of
Immediate Family Members™) only if other family are United States citizens.

G. Eligibility Cannot be Determined. If and when Hospital personnel cannot
clearly determine eligibility, the Hospital personnel will use best judgment and submit a
memorandum (such memorandum should be the first sheet in the documentation packet)
listing reasons for judgment along with Financial Assistance documentation to appropnate
supervisor. The Hospital Supervisor will then review the memorandum and documentation.
If the Supervisor agrees to approve the eligibility, they will sign Eligibility Determination
form and continue with normal Approval process. If the Supervisor does not approve
eligibility of the patient under this Policy, the Supervisor should sign the submitted
memorandum and retum all documentation to Hospital personnel who will note account and
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send documentation to the Hospital’s Business Office for filing. If Supervisor disagrees with
hospital personnel’s judgment, Supervisor should state reasons for new judgment and will
return documentation to hospital personnel who will follow either denial process or approval
process as determined by Supervisor.

H. Classification Pending Income Venfication. Dunng the Income Venfication
process, while Hospital is collecting the information necessary to determine a patient’s
Income, the patient may be treated as a self-pay patient in accordance with Hospital policies.

3 Information Falsification. Falsification of information may result in denial of the
Assistance Application. If, after a patient is granted financial assistance as either Financially
Indigent or Medically Indigent, and Hospital finds material provision(s) of the Assistance
Application to be untrue, the financial assistance may be withdrawn.

4. Request for Additional Information. If adequate documents are not provided,
Hospital will contact the patient and request additional information. If the patient does not comply
with the request within 14 calendar days from the date of the request, such non-compliance will be
considered an automatic denial for financial assistance. A note will be input into Hospital computer
system and any and all paperwork that was completed will be filed according to the date of the denial
note. No further actions will be taken by Hospital personnel. If requested documentation is later
obtained, all filed documentation will be pulled and patient will be reconsidered for Financial
Assistance.

5. Automatic Classification as Financially Indigent. The following 1s a listing of
types of accounts where Financial Assistance is considered to be automatic and documentation of
Income or a Financial Assistance application is not needed:

. Medicaid accounts-Exhausted Days/Benefits

. Medicaid spend down accounts

. Medicaid or Medicare Dental denials

. Medicare Replacement accounts with Medicaid as secondary-where Medicare

Replacement plan left patient with responsibility
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6. Classification as Financially Indigent. Financially Indigent means an uninsured
person who is accepted for care with no obligation (charity care) or with a discounted obligation to
pay for the services rendered, based on the Hospital Eligibility Critena

A Classification. The Hospital may classify as Financially Indigent all
uninsured patients whose income, as determined in accordance with the Assistance
Application, is less than or equal to 200% of the poverty guidelines updated annually in the
Federal Register by the U.S. Department of Health and Human Services (Federal Poverty
Guidelines).

B. Acceptance. If Hospital accepts the patient as Financially Indigent, the patient
may be granted charity care or financial assistance discounts in accordance with the attached

Financial Assistance Eligibility Guidelines.

7. Classification as Medically Indigent. Medically Indigent means an wninsured
patient who does not qualify as Financially Indigent under this policy because the patient’s Income
exceeds 500% of Federal Poverty Guidelines, but whose medical or hospital bills exceed a specified
percentage of the person’s Income, and who is unable to pay the remaining bill.

A Initial Assessment. To be considered for classification as a Medically Indigent
patient, the amount owed by the patient on all outstanding accounts after all payments by the
patient must exceed 10% of the patient's Income and the patient must be unable to pay the
remaining bill. If the patient does not meet the Initial Assessment criteria, the patient may not
be classified as Medically Indigent.

B. Acceptance. The Hospital may also accept a patient as Medically Indigent
when they meet the acceptance criteria set forth below.

(1) The patient’s bill is greater than 50% of the patient’s Income, calculated in
accordance with the Hospital’s income verification procedures, and the
patient’s Income is greater than 500% of the Federal Poverty Guidelines.
The Hospital will determine the amount of financial assistance granted to
these patient’s in accordance with the attached Financial Assistance
Eligibility Guidelines.
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(2) NOTE: TO QUALIFY AS MEDICALLY INDIGENT, THE PATIENT
MUST BE UNINSURED.

: 8. Approval Procedures. Hospital will complete a Financial Assistance Eligibility
Determination Form for each patient granted status as Financially Indigent or Medically Indigent.
The approval signature process is as following:

$1 - $2,000 Director
$2,001 - $10,000 Director and CFQ
$10,00] and above Director, CFO and CEO

A. The accounts will be filed according to the date the Financial Assistance
adjustment was entered onto the account.

B. The Eligibility Determination Form allows for the documentation of the
admimstrative review and approval process utilized by the Hospital to grant financial
assistance. Any change in the Eligibility Determination Form must be approved by the
Director of Patient Financial Services. NOTE: If application is approved,
approval is automatic for all admissions for calendar year on balances that can
be considered for Financial Assistance.

9. Denial for Financial Assistance. If the Hospital determines that the patient is not
Financially Indigent or Medically Independent under this policy, it shall notify the patient of this
denial in writing. A suggested denial of coverage letter is attached to this policy.

10. Document Retention Procedures. Hospital will maintain documentation sufficient
to identify for each patient qualified as Financially Indigent or Medically Indigent, the patient’s
Income, the method used to verify the patient’s Income, the amount owed by the patient, and the
person who approved granting the patient status as Financially Indigent or Medically Indigent. All
documentation will be forwarded and filed within the Hospital’s Business Office for audit purposes.
Financial Assistance applications and all documentation will be retained within the Hospital’s
Business Office for 1 calendar year. After which, the documents will be boxed and marked as:
Charity Docs, JANUARY YYYY-DECEMBER YYYY and forwarded to the Hospital Warehouse,
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where it will then be retained for an additional 6 years before shredding.

11. Reservation of Rights. Tt is the policy of the Company and its Hospitals to reserve

the right to limit or deny financial assistance at the sole discretion of each of its Hospitals.

policy.

B.

12. Non-covered Services. Elective and non-emergency services are not covered by this

BILLING AND COLLECTION PRACTICES FOR ALL UNINSURED PATIENTS,
INCLUDING THOSE WHO QUALIFY AS FINANICALLY INDIGENT OR
MEDICALLY INDIGENT UNDER THIS POLICY

L Fair and Respectful Treatment. Uninsured patients will be treated fairly and
with respect during and after treatment, regardless of their ability to pay.

2, Trained Financial Counselors. All uninsured patients at the Company’s
hospitals will be provided with financial counseling, including assistance applying for state
and federal health care programs such as Medicare and Medicaid. If not eligible for
governmental assistance, uninsured patients will be informed of and assisted in applying for
charity care and financial assistance under the hospital’s charity care and financial assistance
policy. Financial counselors will attempt to meet with all uninsured patients prior to
discharge from the Company’s hospital. Hospitals should ensure that appropriate staff
members are knowledgeable about the existence of the hospital’s financial assistance policies.
Training should be provided to staff members (i.e., billing office, financial department, etc.)
who directly interact with patients regarding their hospital bills.

3 Additional Invoice Statements or Enclosures. When sending a bill to
uninsured patients, the Hospital should include (a) a statement on the bill or in an enclosure to
the bill that indicates that if the patient meets certain income requirements, the patient may be
eligible for a government-sponsored program or for financial assistance from the Hospital
under its charity care or financial assistance policy; and (b) a statement on the bill or in an
enclosure to the bill that provides the patient a telephone number of a hospital employee or
office from whom or which the patient may obtain information about such financial assistance
policy for patients and how to apply for such assistance. The following statement on the bill
or in an enclosure to the bill complies with the above requirements of this Section B.3.:
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“Please note, based on your household income, you may be eligible for Medicaid [Note:
please refer to MediCal for California patients and Arizona's AHCCCS program for Arizona
patients] or financial assistance from the Hospital. For further information, please contact
our customer service department at (XXX) XXX-XXXX.”

4 Notices. Fach of the Company’s hospitals should post notices regarding the
availability of financial assistance to uninsured patients. These notices should be posted in
visible locations throughout the hospital such as admitting/registration, billing office and
emergency department. The notices also should include a contact telephone number that a
patient or family member can call for more information. The following specific language
complies the above notice requirements of this Section B.4.. “For help with your Hospital bill
or Financial Assistance, please call or ask to see our Financial Counselor or call (XXX)
XXX-XXXX (M-F 8:30 am to 4:30 pm).”

5. Liens on Primary Residences. The Company’s hospitals shall not, in
dealing with patients who quality as Financially Indigent or Medically Indigent under this
Policy, place or foreclose liens on primary residences as a means of collecting unpaid hospital
bills. However, as to those patients who qualify as Medically Indigent but have income in
excess of 500% of the Federal Poverty Guidelines, the Company may place liens on primary
residences as a means of collecting discounted hospital bills, but the Company’s hospitals
may not pursue foreclosure actions in respect of such liens.

6. Garnishments. The Company’s hospitals shall only use gamishments on
Medically Indigent Patients where clearly legal under state law and only where 1t has
evidence that the Medically Indigent Patient has sufficient income or assets to pay his
discounted bill '

7. Collection Actions Against Uninsured Patients. Each of the Company’s
hospitals should have written policies outlining when and under whose authonty an unpaid
balance of any uninsured patient is advanced to collection, and hospitals should use their best
efforts to ensure that patient accounts for all uninsured patients are processed fairly and
consistently. :

8 Interest Free, Extended Payment Plans. All uninsured patients shall be
offered extended payment plans by the Company’s hospitals to assist the patients in setiling
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past due outstanding hospital bills. The Company’s hospitals will not charge uninsured
patients any interest under such extended payment plans.

9. Body Attachments. The Company’s hospitals shall not use body attachment
to require that its uninsured patients or responsible party appear in court.

10. Collection Agencies Follow Hospital Collection Policies. The Company’s
hospitals should define the standards and scope of practices to be used by their outside (non-
hospital) collection agencies, and should obtain written agreements from such agencies that
they will adhere to such standards and scope of practices. These standards and practices
should not be inconsistent with the Company’s collection practices for its hospitals set forth

in this Policy.

C. RESERVATION OF RIGHTS AGAINST THIRD PARTIES.
Nothing in this Policy shall preclude the Company’s hospitals from pursuing reimbursement
from third party payors, third party liability settlements or tortfeasors or other legally responsible

third parties.

REFERENCES
HHS, Office of Inspector General, Guidance dated February 2, 2004, entitled “ Hospital Discounts

Offered to Patients Who Cannot Afford To Pay Their Hospital Bills™.

Letter dated February 19, 2004, from Tommy G. Thompson, HHS Secretary, to Richard J. Davidson,
President, American Hospital Association, including Questions and Answers attached thereto entitled
“Questions On Charges For The Uninsured”.

Federal Poverty Guidelines published by US Department of Health and Human Services from time to
time. (Most recent publication at effective date of this Policy is Federal Register, (74 FR 4199-4201)

January 23, 2009.
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FINANCIAL ASSISTANCE ELIGIBILITY GUIDELINES

Based on Federal Poverty Guidelines Effective Janvary 23, 2009

Schedule A (shaded) Schedule B (unshaded)
Financially Indigent Medically Indigent
Number In Household | 100% 200% 300% 400% 500%
1 10,830 ‘ ‘21,660, 32,490 43,320 54,150
2 14,570 29,140 43,710 58,280 72,850
3 18,310 36,620 54,930 73,240 91,550
4 22,050 44,100 66,150 88,200 110,250
5 25,790 51,580 77,370 103,160 128,950
6 29,530 59,060 88,590 118,120 147,650
7 33,270 66,540 99,810 133,080 166,350
8 37,010 74,020 111,030 148,040 185,050
Discount 100% 80% 60% 40%
Financially Indigent Classification
Schedule C
Catastrophic Eligibility as Medically Indigent-
Only applicable if patients income exceeds 500% of Federal Poverty Guidelines
Balance Due Discount

Balanoe Due is equal to or greater than 90% patienis annual income

80%

Balance Due is equal to or greater than 70% and less then 90% patients annual income

60%

Balance Due is equal to or greater than 50% and less then 70% patients annual income

40%

/40
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[HOSPITAL LETTERHEAD]

«GUARANTOR»
«ADDRESS»
«CITY», «State» «zip»

[DATE]

Re: «PATIENT»
Admission: «ACCOUNT»
Balance Due: $«TOTAL_CHARGES»

Dear « GUARANTOR»,

Thank you for choosing Hospital the [system] [Hospital] of choice in

We appreciate you taking the time to complete and return the Application for Asmstance
Hospital uses this information to determine your eligibility for a reduce fee under

the Hospital Financial Assistance program.

In reviewing your Application for Assistance, we are happy to inform you that you have been
approved for a «DISCOUNT»% discount your new balance has been reduced to
$«REMAINING BAL». Our determination was based upon your income, household size and
Federal Poverty Gudelines.

If you have any questions about our decision, please call the Hospital’s [Customer Service] at

)

Sincerely,

[Customer Service Representative]
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FINANCIAL ASSISTANCE ELIGIBILITY DETERMINATION
OFFICE USE ONLY

Patient Name:

Account Number(s): Total Yearly Income: § Total Charpes:$

Balance Due: § Income Venfication Code: Number in Household: Financial

Class: ) :

|

L. Is Total Yearly Income equal to or less than 200% of the Federal Poverty Guidelines? (See Finanoial Assistance
Eligibility Guidelines - Schedule A) Circle One

YES Approved for 100% financia) assistance as Financially [ndigent.
NO Does not qualify for assistance as Financially Indigent. Continue to Step 2.
2. Is this balance due greater than 10% of Total Yearly Income? Circle One
YES Continue to Step 3.
NO Patient does not qualify for Financial Assistance.
3 Is Total Yearly Income equal fo or less than 500% of the Federal Poverty Guidelines? S(ze Financial Assistance
Eligibility Guidelines - Schedule B. Cirele One
YES Total Yearly Income is greater than % and less than % of the Federal Poverty
Guidelines. Patient qualifies for % discount as Medically Indigent pursuant to Financial

sistance Eligibili uidelines - Schedule B .

NO: Continue to Step 4.
4, Is this balance due greater than 50% of Total Yearly Income? Circle One
YES Balance due is % of the total yearly income. Eligible for. % discount as

Medically Indigent pursuant to Financial Assistance Eligibility Guideljnes - Schedule C. Continue to Step 5.

NO: Patient does not qualify for Financial Assistance,
5. 5 Multipty by Y = $_ b
Balance Due % Discount Discount Amount Remaining Balance
Before Discount Due After Discount

Employee Name (Print)

Employee Signature Approved By

Date Approved By

$1-%2,000 Director Approved By

$2,001 - $10,000 Director and CFO

$10,001 & above Director, CFQ and CEQ

Income Verification Codes
1 | IRS Form W-2, Wage and Eamnings Stalement 7 | Wnritten atteslation of patient
2 | Pay Check Remittance 8 | Verbal atestation of patient
3 | Tax Returns 9 | Patjent deceased, no estate
4 | Social Secunty, Work Comp or Unemp! Comp letter 10 | Govemment Program
5 | Telephone verification by employer 11 | Other
6 | Bank Statements
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FINANCIAL ASSISTANCE APPLICATION INSTRUCTIONS

Instructions:
As part of its commitment to serve the community, Hospital elects to provide financial
assistance to idividuals who are financially indigent or medically indigent and satisfy certain

requirements.

To determine if a person qualifies for financial assistance, we need to obtain certain financial information.
Y our cooperation will allow us to give all due consideration to your request for financial assistance.

Please provide the information requested and mail to the following address:

Hospital

Income Verification:

IN ORDER TO CONSIDER YOUR REQUEST FOR FINANCIAL ASSISTANCE, YERIFICATION OF INCOME IS
REQUIRED. PLEASE PROVIDE A COPY OF THE FOLLOWING DOCUMENTS:

o Govermmental Assistance, Social Security, Workers Compensation, or
Unemployment Compensation Determination Letter
¢ Income Tax Return for previous year

PLEASE ALSO INCLUDE ONE OR MORE OF THE FOLLOWING:
e IRS Form W-2, Wage and Eamnings Statement for all household earnings
» Last 2 pay check stubs for all household earnings
+ Bank Statement that contains income inforiation

In the event income verification is unavailable, please contact our office for further instructions.
Applications without verification are considered incomplete and WILL NOT BE PROCESSED. Please
return the application and verification of income within 7 days to the above address.

Notification of Determination:

We will notify you of your eligibility following receipt and review of all necessary information. The
notification will be mailed to the mailing address you have provided on the Financial Assistance
Application.

Physician Services:

The physicians providing services at this Hospital are not employees of Hospital. You will
receive separate bills from your private physician and from other physicians whose services you required
(pathologist, radiologist, surgeon, etc.). The Financial Assistance Application does not apply to any
amounts due by you for physician services. For questions regarding their bills, or to make payment
arrangements for physician services, please contact the individual physician’s office.

For assistance in completing this application, please contact Hospital [Customer Service]
at{__) or Toll Free: 1- , Monday through Friday between the hours of 8:00
a.m. and 5:00 p.m.
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fHospital Logo]

Date:

Re:
Admission #
Balance Due:

Dear ,

Thank you for choosing Hospital. We appreciate you taking the time to complete and
return the Application for Assistance. Hospital uses this information to
determine your eligibihity for a reduced fee under the _ Hospitals Chanty Care
Financial Assistance program.

In reviewing your Application for Financial Assistance, we have determined that you are not
eligible for charity care or financial assistance under our policy. Our determination was based
upon your income, household size and Federal Poverty Guidelines.

If you have any questions about our decision, please call Customer Service at
xXxXxy__ -

Sincerely,

Customer Service Representative
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WANGUARD

HEALTH SYSTEMS Date: -April 1, 2009 Approved By: Neal Somaney

Section: Business Office

Subsection: Uninsured Patients Discount Policy

POLICIES & Policy Procedure No. — 11-0806

PROCE DURES
Effective Date: July 1, 2009 Previous Date:  N/A
Chicago Hospitals Aprl 1, 2009

SCOPE:

All Company-affiliated hospitals.

PURPOSE:

This Policy and Procedure is established to provide the operational guidelines for Company’s
hospitals to apply a consistent approach to extending discounts to “Uninsured Patients”.

This Policy is intended to work in tandem with applicable charity care policies that provide for
discounts or full write-off of charges to qualified patients.

POLICY:
1. Uninsured Hospital Discount- The Company’s Hospitals shall provide a discount to

uninsured patients for all medically nmecessary inpatient or outpatient hospital service, including
! pharmaceuticals or supplies provided by the hospital to the patient who qualify for classification as
Uninsured in accordance with the Uninsured Discount Process set forth below. The Company’s
Hospitals shall adopt a written policy in conformity with the Company’s Policy and Procedure set
forth herein. An Uninsured Discount up to 65% of charges will be provided under this Policy. This
shall be available for all uninsured patients that are provided medically necessary services as defined
as covered under Title XVIII of the federal Social Security Act (CMS) for beneficiaries with the
same clinical presentation. A “medically necessary” service does not include any of the following:
» Non-medical services such as social or vocational services.
| o Elective cosmetic surgery

2. Billing and Collection Processes for Uninsured Patients.  All uninsured patients receiving
care at the Company’s Hospitals will be treated with respect and in a professional manner before,

during and after receiving care. Each of the Company’s Hospitals should adopt a written policy in
conformity with the Company’s Policy and Procedure set forth herein for its billing and collection
practices in respect of all uninsured patients.
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WANGUARD

HEALTH SYSTEMS Date: -April 1, 2009 Approved By: Neal Somaney

Section: Business Office

Subsection: Uninsured Patients Discount Policy

POLICIES & pyicyProcedure No. — 11-0806

PROCE DURES
Effective Date: July 1, 2005 Previous Date:  N/A
Chicago Hospitals Aprl 1, 2008

PROCEDURE:

A, UNINSURED DISCOUNT PROCESS

1. Eligibility: Each Company Hospital will determine that each patient designated as uninsured
is eligible for the discount.

a. Determination of Eligibility for Uninsured Discount:
i. Each Hospital will request that patients qualifying for the uninsured discount
verify the following information:

1. The patient is not currently a beneficiary under a public or private
health insurance, health benefit, or other health coverage program,
including high deductible health insurance plans.

2. The patient is not covered under any policy of health insurance or
entitled to COBRA benefits.

3. The patient is not covered under workers’ compensation, accident
liability insurance, or any other third party liability

4. The patient is not eligible for coverage under any public program such
as Medicare, Medicaid, or any other State, County of Federal program

The hospital will determine if the patient is eligible for the uninsured discount and register the patient
using the appropriate self- pay plan code.

1. Information Falsification. Falsification of information may result in denial of the
Uninsured Discount. If, after a patient is granted an uninsured discount and Hospital finds matenal
provision(s) of the uninsured discount policy to be untrue, the uninsured discount may be withdrawn
and the patient will be billed for full charges..

2. Medicaid Eligibility. If it is determined the patient will qualify for Medicaid as well
as the uninsured discount the patient will be registered into a self pay plan indicating the patient has N
a Medicaid application pending. The account will remain in self-pay until such time the Medicaid
application is either approved or denied. If the patient is approved for Medicaid the self-pay
insurance plan will be updated to a Medicaid plan and the uninsured discount will be replaced with
the Medicaid contractual.
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MEALTH SYSTEMS Date: -April 1, 2009 Approved By: Neal Somaney

Section: Business Office

Subsection: Uninsured Patients Discount Policy

POLICI1E S &  pggy Procedure No. — 11-0866
PROGEDURES
Effective Date: July 1, 2009 Previous Date:  N/A
Chicago Hospitals April 1, 2009
3. Insurance Coverage cannot be determined. If the hospital is unable to determine

the patient has health insurance the account will be classified as self- pay until such time insurance
coverage can be verified.

4, Third Party Liability. If is determined the patients injury or illness could be billed
to a third party payer including auto liability the account will be classified as self pay — TPL. These
accounts will be discounted but the TPL vendor will send and pursue the full charges.

5. Insurance Cash received for Uninsured Patient. If the hospital receives, a payment
from a health insurance carrier or other third party while the patient account is in an uninsured
discount financial class the account will be updated to reflect the correct insurance plan and the
uninsured discount will be reversed.

6. Non-Covered Services- If a patient has health insurance and the service they are
scheduled to receive has been determined to be a non-covered service, the patient would not be
eligible for an uninsured discount (i.e Mammography, audiology).

7. Package Pricing- For Illinois Hospitals the package pricing for medically necessary
services (i.e. Emergency Room services) will be offered to Uninsured patients provided the package
pricing does not exceed 135% of the hospital costs. If the package price collected 15 higher than
135% of Hospitals costs the patient will be refunded the difference.

8. Package Pricing -~ For All Other Hospitals any existing package pncing for
medically necessary services (i.e Emergency Room services) will be offered to all Umnsured
patients. The discount will be set up to be up to the greater of 65% of charges or the package price.
Collection of package prices will be expected at the time of service or within the agreed number of
days from date of service. The difference will be manually adjusted using the appropriate Package
plan adjustment code.

S. System Netting of Uninsured Accounts - Upon final bill drop from Hospitals legacy
system, all uninsured patient bills will be netted down using the discount percentage or package
price. The uninsured patient bill will show the discount amount and the patient will be responsible
for the net balance after the discount.

10. Reversal of Uninsured discount — If a patient has applied for firancial assistance and
has been approved under the company’s Charity care guidelines, the uninsured discount will be
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Chicago Hospitals April 1, 2009

reversed and the entire qualified balance will be written off to Charity Care using the appropriate
transaction code. :

11. Invoice Statements or Enclosures. When sending a bill to uninsured patients, the
Hospital should include a statement on the bill or in an enclosure to the bill that indicates that if the
patient meets certain income requirements, the patient may be eligible for a government-sponsored
program or for financial assistance. The statement should also provide the patient a customer service
telephone number or office where additional information about such financial assistance can be
obtained. All Statements to umnsured patients should state that they have been provided a discount
due to their uninsured status and the balance is reflective of the amount due after the discount.

12. Notices. Each of the Company’s hospitals should post notices regarding the both a
financial assistance and discounts available to uninsured patients. These notices should be posted in
visible locations throughout the hospital such as admitting/registration, billing office and emergency
department. The notices also should include a contact telephone number that a patient or family
member can call for more information. The following specific language complies the above notice
requirements of this Section B.4.: “For help with your Hospital bill or Financial Assistance, please
cail or ask to see our Financial Counselor or call (XXX) XXX-XXXX (M-F 8:30 am to 4:30 pm).”

C. RESERVATION OF RIGHTS AGAINST THIRD PARTIES.
Nothing in this Policy shall preclude the Company’s hospitals from pursuing reimbursement
from third party payors, third party liability settlements or tortfeasors or other legally responsible

third parties.

REFERENCES
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Policy Procedure No. 11-0312
Effective Date October 2004 Previous Date Apl'” 15, 1998

Deposit Requirements ...........

Purpose

To provide guidelines for establishing financial arangements for a patient who can not satisfy their
obligations when services are received. :

Related Policies

Cash Price for Flat Fee Programs and Services.
Most Common Diagnosis Average Charge List
Collection Policies

Financial Programs

Billing Policies

O hwWh =

Policies

1. Payment is due and payable at time of service. Medical facilities are not lending institutions;
however, as a courtesy to our patients we will bill all third-party payers on behalf of the patient:

a. Third-party payers are defined as Medicare, Medicaid, H.M.O.s, P.P.Q.s, group or private
insurance policies.

b. The facility will offer extended payment plans for patients who require assistance in meeting
their obligation. The patient must meet established critena to be eligible for these programs.

2. Self Pay patients will be required to pay at time of service:
a. In emergency situations, patients will be treated without regard to financial status.

b. Inpatient and outpatient non-emergency services should not be provided until payment is
received for total estimated charges.

3. Verified third-party payers patients may utilize their covered benefit portion in lieu of deposit
requirements but will be obligated to pay co-insurance and deductible balances.

4. Verified Worker's Compensation patients will have no patient liabilities due:
Exception: Personal items received.

5. The facility will not accept personal injury liability coverage as the primary payer unless the patient
has no group insurance coverage.

6. Private room differences will be collected, based on anticipated length of stay, at time of

admission.

11-1200|E0
ATTACHMENT 198

PDF created with pdfFactory trial version www .pdffactory.com
15v




7. Medicare patients will be notified at time of admission, in writing, that personal items will be their
liability and will be collected at time of discharge.

8. Every patient receiving treatment will be registered into the hospital information system.
8. Payment methods accepted are cash, check, money orders and credit cards.

10. With a verified 80% insurance coverage, Medicare or Medicaid, the patient may make
arrangements on the patient portion of the bill without delay in service.

11. All cash patients, who will be indebted to the hospital for an amount greater than $500, must be
approved by the Chief Executive Officer or his designee.

12. Emergency room patients will have payment requested if their condition is non-emergent:

a. Upon receipt of a Medicaid spin-down and/or share of cost form, admission clerks will request
payment from the patient for the amount due. Patients who can not satisfy their obligation will
be referred to a financial counselor.

13. H.M.O./P.P.O. non-emergency patients will be expected to pay their deductible and co-pay
amounts prior to service. Emergency patients will satisfy these requirements at time of discharge.
The policy will include all patient types.

Procedure

1. For a self-pay patient (non-emergency) who is unable to pay pnor to service being provided, the
following procedures should be followed:

a. Call physician to inform him of the patient's financial status:
1) Inguire if the patient can be rescheduled should the admission be elective.

2) If the physician states the patient must receive service now, call the Patient Accounts
Manager for approval.

b. Sufficient information must be provided to the Patient Accounts Manager or his designee at
the time of the notification:

1) Nare of patient.

2) Name of the patient's private physician.

3) Diagnosis and/or procedures requested.

4) Nature of the services (emergency room, inpatient with expected length of stay, outpatient
surgery, etc.).

5) Transferability of patient.

8) Proposed methods of payment, including amounts available for deposits and date for final
payment.

¢. Verbal authonzation is to be documented:

11-1200[ER
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1

2)

3)

4)

3)

6)

7)

8)

9)

Admitting/registration personnel are responsible for recording the date, time, and person
who authorizes treatment.

The Admitting Supervisor will prepare a financial responsibility form for all cash patients
receiving services for each twenty-four (24) hour period:

a) The form wilt include the anticipated length of stay for inpatients.
b) Payments and/or arrangements wili be documented on the form for review by the

- Patient Accounts Manager and/or designee.

The Patient Accounts Manager/designee will comment and/or acknowledge his review of
the form by his signature.

The forms will be maintained in chronological order by the Admitting Supervisor.
Forms must be reviewed daily for possible exhaustion of approval limits:

a) When the patient exceeds the approved limit, approval must be obtained for additional
anticipated charges.

One copy of the patient responsibility form will be placed in the patient financial folder.

One copy of the form will be maintained for a monthly report, by attending physician. This
will enable the Chief Executive Officer to readily identify potential bad debt by physician.

All cash inpatients will be followed daily by the UR/DRG team:
a) Treatments and charges will be discussed in the daily UR/DRG meeting.

The group or private insurance carrier will be utilized for potential third-party liability injury
cases instead of the liability carrier.

10) The hospital will post its deposit requirements at each registration site.

11-1200|K}
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HEALTH CARE SYSTEM

The proposed change of ownership will not restrict the use of other area facilities,

nor will it have an impact on other area providers.

Impact of the Proposed Transaction on Other Area Providers

Following the change of ownership, Holy Cross Hospital will continue to operate
with an “open™ Medical Staff model, meaning that qualified physicians both can apply
for admitting privileges at the hospital, and admit patients to the hospital on a voluntary
basis—the physicians will not be required to admit only to Holy Cross Hospital. In
addition, the hospital’s Emergency Department will maintain its current designated level,
that being “comprehensive”. As a result, ambulance and paramedic transport patterns
will not be altered because of the change of ownership. Last, because the current
admissions policies of the hospital will not be made “more restrictive”, patients will not
be “deflected” from Holy Cross Hospital to other area facilities as a result of the change

of ownership.

Other Facilities Within the Acquiring Co-Applicants’ Health Care System

Vanguard Health Systems, the parent of the acquiring co-applicants owns four
other general acute care hospitals in the Chicago area: Louis A. Weiss Memorial

Hospital (“Weiss”), located at 4646 North Marine Drive in Chicago, MacNeal Memorial
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Hospital (“MacNeal™), located at 3249 South Oak Park Avenue in Berwyn, West
Suburban Medical Center (“West Suburban”), located at 3 Ene Court in Oak Park, and
Westlake Hospital (“Westlake™), located at 1225 Lake Street in Melrose Park. Weiss is
located 18.3 miles (38 minutes), MacNeal is located 9.6 miles (27 minutes), West
Suburban Medical Center is located 12.7 miles (34 minutes), and Westlake is located

16.2 miles (39 minutes) from Holy Cross Hospital.

MacNeal is designated as a disproportionate share hospital, and all four of the
hospitals currently in the health care system provide a high percentage of their care to
Medicaid recipients. During 2009, 25.3% of the patients admitted to MacNeal, 22.6% of
the patients admitted to Weiss, 29.1% of the patient admitted to West Suburban, and

37.0% of the patients admitted to Westlake were Medicaid recipients.

The table on the following page presents the 2009 utilization, bed complements

and services provided by each of the four above-identified health care system hospitals.
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Referral Apgreements

Copies of Holy Cross Hospital’s current referral agreements are attached. It is the
intent of the prospective licensee, Hospital Development Company, Number 2, Inc., to
retain all of Holy Cross Hospital’s referral agreements, and each provider with which a
referral agreement exists will be notified of the change of ownership. Each of the
existing referral agreements will continue in their current form until those agreements are
revised and/or supplemented by Hospital Development Company, Number 2, Inc. That

revision process is anticipated to take 6-12 months from the date of the change of

ownership.

Below are listed the facilities with which Holy Cross Hospital currently maintains
transfer agreements, along with the facility’s distance from Holy Cross Hospital:
Rush University Medical Center, Chicago (25 min./8.1 miles)
Advocate Illinois Masonic Medical Center, Chicago (35 min./14.6 miles)

International Nursing & Rehabilitation, Chicago (9 min./2.9 miles)

Referrals from Holy Cross Hospital will typically be made at the discretion of the
patient’s physician, in consultation with the patient and family. There will not be a
policy in place regarding any preference of referrals to health care system members over

other facilities.
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Duplication of Services

As certified in this application, Vanguard fully intends to retain Holy Cross
Hospital’s clinical programmatic complement for a minimum of two years. An initial
evaluation of the clinical services provided by Holy Cross Hospital would suggest that
the hospital provides few, if any, clinical services not typically provided by general acute

care hospitals.

Availability of Community Services

Holy Cross Hospital is a primary provider of both hospital- and community-based
health care programs in its community, and it is vanguard’s intent to provide a very
similar community-based program complement, understanding that in the case of all
hospitals, the complement of éommunity programs is not static, and that from time-to-
time programs are added or eliminated Due in major part to the broad scope of
community programs and services currently provided, the Vanguard-related co-applicants
have not at this time identified additional programs to be offered, though it is fully

anticipated that additional programs will be identified following the change of ownership.

The community will continue to be made aware of programs offered by the
hospital through a variety of avenues, including hospital publications, local newspapers,
public service announcements, information provided in physicians’ offices, and

information provided to patients by staff.
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Below is a list of community programs currently offered by Holy Cross Hospital,

and as of the writing of this document, it is not the intent of the acquiring co-applicants to

eliminate any of these programs.

Parish Nurse Program

Inoculations

Senior Outreach

Flu and HIN1 shots

Healthy Chicago Lawn

Southwest Organizing Project

Greater Southwest Development Corporation
Latino Organization of the Southwest
New Communities Project

Nattonal Latino Education Institute
IDPH HIN1 Advisory Board
Southside Health Cooperative
Medical Home Network

HIV Early detection program
Haz-Mat training

CPR education

Nutritional training

Kidney disease check-ups

Smoking cessation

Rush Research Collaboration Women’s Walking Program
FQHC support (4 sited)

WIC

Family Case Management

Season’s Hospice

Metropolitan Family Services
Southwest PADS

5-4-3-2-1 (healthy foods and exercise)
NLEI medical assistant training
Alivio Medical center classes host
Community Leadership Training (SWOP)
IMAN leadership training
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INTER- HOSFITAL TRANSFER AGREEMENT

Thig I nter-FHospital Transfer Agreement is made as of A%ty 1, Teay , by
and between Holy Cross Hospital (HCH), and Advocate Iliinois Masonic Modical Center

(AIMMC).

WHEREAS, HCH wishes to provide emergency coronary angioplasty for patients who
have presented to the Emergency Departroent and

WHEREAS, from time to time, such pationts may require open heart surgery or other
specialized cardisc imtervention unevailable at HCH on an emergency basis (“Emergency
Procedures”); and

WHEREAS, AIMMC provides such specialty care and desires to accept patients
transferred by HCH for the emergency provision of such services.

NOW, THEREFORE, in consideration of the premises, the parties agree as follows:

L. AIMMC will accept all cardiac patients transferred by HCH to it for the
pesformance of timely Emergency Procedures upon receipt of phone notification
of such transfer by HCH.

2. HCH will be responsible for arranging any and all transportation incurred in
connection with this transfer.

3. AIMMC will look solely to patients for payment for any services provided to the
transferred patient and HCH is not responsible for any payment obligations
related to the transferred patient. A

4, There will be e timely interchange o f medical and o ther i nformation n ecessary
and useful in the care of the patient. Copies of relevant medical records will be
sent with the patient.

5. Neither party shall be lisble for the negligent acts or omissions of the other in
treatment of the patient.

HOLY CROSS HOSPITAL ILLINOIS MASONIC MEDICAL CENTER
By: L—ZIM A-wu._- By:ﬁ/"" 1:’% %]{
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PATIENT TRANSFER AGREEMENT

This Patient Transfer Agreement (“Agreement”) is made and effective as of the | day of
July, 2009 (“Effective Date™) between Rush University Medical Center, an Iliinois not-for-profit
corporation (“Rush™), and Holy Cross Hospital, an Hiinois not-for-profit corporation
(“Transferring Hospital™). Transferring Hospital and Rush may from time to time be referred to
herein individually as a “Party” and collectively as the “Parties”.

PREAMBLE

A, Transferring Hospital operates a general acute care hospital and ancillary
facilities. :

B. Transferring Hospital receives, from time to time, patients who are in need of
specialized critical care services that are not available at the Transferring Hospital.

C. Rush is able to provide specialized critical care to this patient population.

D, The Parties wish to provide for the transfer of patients requiring specialized
critical care from the Transferring Hospital to Rush under the following terms and
conditions.

The Parties agree as follows:
TERMS
Section 1: Transfer of Patients

1.1, Acceptance of Patients. The need for transfer of a patient to Rush shall be determined
by the patient's attending physician at Transferring Hospital. When the attending physician
determines that transfer is medically appropriate, the Transferring Hospital shall contact
Rush regarding the need for transfer. Rush shall notify the Transferring Hospital if it can
accept the patient after Rush has determined (i) it has the appropriate space, equipment
and personnel to provide care to the patient; (ii) a member of Rush's medical staff has
agreed to accept responsibility for the care of the patient; (iii) customary admission
requirements are met and State and Federal laws and regulations are met; and (iv) the
Trensferring Hospital has provided sufficient information to permit Rush to determine it
can provide the necessary patient care. Notwithstanding the foregoing, Rush’s decision to
accept a patient in need of emergency care shall not be based upon the patient’s ability or
inability to pay for the services to be rendered by Rush. Notice of the transfer shall be
given by the Transferring Hospital as far in advance as possible.

B79245\3\13521128253
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1.2, ropriate Transfer. It shall be Transferring Hospital's responsibility to arrange for
appropriate and safe transportation and care of the patient during a transfer. The
Transferring Hospital shall ensure that the transfer is an "appropriate transfer” under the
Emergency Medical Treatment and Active Labor Act ("EMT ALA"), as may be amended,
and is carried out in accordance with all applicable laws and regulations. When deemed
appropriate by Rush, it shall provide assistance in the transfer process and logistics
through its Transfer Center.

1.3.  Transfer Log, The Transferring Hospital shall keep an accurate and current log of ali
patients transferred to Rush and the disposition of such patient transfers,

1.4 Standard of Performance., Each Party shall provide patient care services in accordance

licenses from all applicable governmental and accrediting bodies, and shall maintain full
eligibility for participation in Medicare and Medicaid.

1.5.  Billing and CoHections. All charges incurred with respect to any services performed by
either Party for patients transferred pursuant to this Agreement shall be billed and
collected by the Party providing such services directly from the patient, a thirty party
payor, Medicare or Medicaid or any other sources normally billed by such Party. Neither
Party shall assume any responsibility for the collection of any accounts receivable, other
than those incurred as a result of rendering services directly to the patient; and neither
institution shall be liable for any debts, obligations, or claims of a financial or legal
nature incurred by the other institution.

1.6.  Personal Effects. Personal effects of any transferred patient shall be delivered to the Rush
transfer team or admissions department, Personal effects include money, jewelry, personal
papers and articles for personal hygiene.

1.7 Returm Transfer. In the event the Rush attending physician determines the patient no
longer requires the specialized care services offered by Rush, in accord with any relevant
laws, regulations and Rush policies and upon consent of the patient, the patient shall be
retumed to the Transferring Hospital when deemed medically stable for transfer.
Transferring Hospital agrees that upon request of Rush, it will accept the patient back for
continued care within its functional capability in accordance with its own admission
policies and procedures. The provisions of this Section 1.7 are intended to provide for
continuity of care for the patient. Both Rush and Transferring Hospital acknowledge that
the patient has the right to choose to be transferred from Rush to a hospital other than
Transferring Hospital, subject to the willingness of such other Hospital to accept such

transfer.

879245\3113521128293 2
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1.8 Outcome of Care. In accordance with the Health Insurance Portability and
Accountability Act (HIPAA), Rush agrees to share quality data on all patients transferred
to Rush by the Transferring Hospital and those transferred back to the Transferring
Hospital pursuant to Section 1.7 of this Agreement so long as the sharing of such data
involves the carrying out of treatment or pertains to a designated HIPAA exception.

Section 2: Medical Records

Transferring Hospital shall provide all information which may be necessary or useful in the care
and treatment of the transferred patient or which may be relevant in determining whether Rush
can provide adequate care of such patient. Such information shall be provided by the
Transferring Hospital in advance, where possible, and in any event, at the time of the transfer.
The Transferring Hospital shall send a copy of all patient medical records that are available at the
time of transfer to Rush, Other records shall be sent as soon as practicable after the transfer. The
patient'’s medical record shall include a physician’s order transferring the patient and evidence
that the patient was transferred promptly, safely and in accordance with all applicable laws and
regulations.

Section 3: Term and Termination

3.1. Term. The term of this Agreement shall be five (5) years from the Effective Date, unless
sooner terminated as provided herein.

3.2.  Termination. This Agreement may be terminated by either Party upon thirty (30) days
prior written notice. This Agreement may be terminated if ejther Party is in default of any
material term of this Agreement and has failed to cure such default within ten (10) days of
receipt of written notice from the other Party specifying such default. Either Party may
terminate this Agreement effective immediately upon the happening of any of the
following;

@ Continuation of this Agreement would endanger patient care.
(i) A general assignment by the other Party for the benefit of creditors.

(i) The filing of a bankruptcy petition by or against the other Party or the
appointment of a receiver for any of its property;

{iv) Exclusion of either Party from participation in the Medicare or Medicaid
programs.

(v} Either Party’s loss or suspension of any certification, license, accreditation
(including JCAHO or HFAP accreditation, as applicable), or other approval
necessary to render patient care services.

Section 4: Certification and Insurance

8792453\1352112829) 3
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4.1.  Licenses, Permits, and Certification. Each Party represents to the other that it and all of
its employees, agents and representatives possess and shall maintain in valid and current
status during the term of this Agreement all required licenses, permits and certifications
enabling each Party to provide the services set forth in this Agreement.

4.2. Insurance. Each Party shall maintain during the term of this Agreement, at its sole cost
and expense, general and professional liability insurance in such amounts as are
reasonable and customary in the industry to guard against those risks which are
customatily insured against in connection with the operation of activities of comparabie
scope and size. Minimum coverage levels shall be $1,000,000 per occurrence and
$3,000,000 annual aggregate. Evidence of such insurance shall be provided upon request.
Each Party shall notify the other Party within thirty (30) days of any material change or
cancellation in any policy of insurance required to be secured or maintained by such

Party.
Section 5: Liability

It is understood and agreed that neither of the Parties to this Agreement shal! be liable for any
negligent or wrongful act chargeable to the other unless such liability is imposed by a court of
competent jurisdiction. This Agreement shall not be construed as seeking to either enlarge or
diminish any obligation or duty owed by one Party against the other or against third parties. In the
event of a claim for any wrongful or negligent act, each Party shall bear the cost of its own
defense.

Section 6: Miscellaneous

6.1.  Non-Referral of Patients. Neither Party is obligated to refer or transfer patients to the
other and neither Party will receive any payment for any patient referred or transferred to
the other Party.

6.2.  Relationship of the Parties. The Parties enter into this Agreement as independent
parties. Neither Party shall have, nor represent itself to have, any authority to bind the
other Party or to act on its behalf. This Agreement does not confer any right to use any
name, trade name, trademark, or other designation of either Party to this Agreement
(including contraction, abbreviation or simulation of any of the foregoing) in any way
without the prior written consent of the other Party.

6.3.  Notices, All notices and other communications under this Agreement shall be in writing
and shall be deemed received when delivered personally or when deposited in the U.S.
mail, postage prepaid, sent registered or certified mail, return receipt requested or sent via
& nationally recognized and receipted overnight courier service, to the Parties at their
respective principal office of record as set forth below or designated in writing from time
to time. No notice of a change of address shall be effective until reccived by the other
Party:

379245311352 128293 4
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Notices to the Transferring Hospital:
Wayne Lemner

Chief Executive Officer

Holy Cross Hospital

Executive Office

2701 W. 68" Street

Chicago, 1. 60629

with a copy to:

Andrew P. Tecson, Esq.

Chuhak & Tecson, P.C.

30 South Wacker Drive, Suite 2600
Chicago, Itlinois 60606

Notices to the Rush;

Norma A. Melgoza

Assistant Vice President, Hospital Operations
Rush University Medical Center

1725 W. Harrison Street, Suite 129

Chicago, IL 60612

with a copy to:

Rush University Medical Center
Office of Legal Affairs

1700 West Van Buren Street, Suite 30]
Chicago, linois 60612-3244

Attn: General Counsel

6.4.  Assignment. Neither Party may assign its rights or delegate its obligations under this
Agreement without the prior written consent of the other.

6.5. [Entire Agreement. This Agreement contains the entire agreement of the Parties with
respect to the subject matter and may not be amended or modified except in a writing
signed by both Parties.

6.6. Governing Law. This Agreement shall be construed and all of the rights, powers and
liabilities of the Parties hereunder shall be determined in accordance with the laws of the
State of Illinois; provided, however, that the corflicts of law principles of the State of
Ilinois shall not apply to the extent that they would operate to apply the laws of another
state.

6.7. Headings. The headings of articles and sections contained in this Agreement are for
reference purposes only and will not affect in any way the meaning or interpretation of
this Agreement,

879245\M3521\28293 5
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6.8.

6.9.

6.10.

6.11.

6.12

6.13

6.14

Non-discrimination, Neither Party shall discriminate against any individuals on the

 basis of race, color, sex, age, religion, nationa] origin, or disability in providing services

under this Agreement,

Successors and Assigns. This Agreement shall be binding upon, and shall inure to the
benefit of the Parties hereto, their respective successors and permitted assigns.

Waiver. No failure by a Party to insist upon the strict performance of any covenant,
agreement, term or condition of this Agreement, shall constitute a wajver of any such
breach of such covenant, agreement, term or condition. Any Party may waive compliance
by the other Party with any of the provisions of this Agreement if done so in writing. No
waiver of any provision shall be construed as a waiver of any other provision or any
subsequent waiver of the same provision,

Non-Exclusivity: This Agreement is non-exclusive.

Compliance with Laws: At all times, both Parties sha]l comply with all federal, state and
local laws, rules and regulations including, but not limited to the Health Insurance

Portability and Accountability Act of 1996,

Exclusion: Both Parties shall immediately notify the other Party in the event such Party
becomes excluded from a government health care program,

Rush and the Transferring Hospital have executed this Agreemént on the day and year
first written above,

Wayne Lerner, Chief Executive Officer

Date: ‘{/f’l/o f Date: ?// / ?_} / ﬁ
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€8/l 3ovd

No. 7194 P, 2

2008 11:24AM

G T

This agreement is made and effective 25 of Deceruber 1, 2008 between Holy Cross
Hospital, e Non-profit corporation #nd International Nursing & Reliabllitation, a
nursing home at 4315 8. Western Bivd,, Chicago, IL, both of which are orgatiized and
cxist undery the laws of the Stato of lincis.

In the interests of good patient care and in gecuring the optimuy; use of the hospital end
Internationsl Nursing & Rehabilitation, the parties agree as follows:

AUTONOMY

1. Each party shell have exclusive contro] of jty mmazmeﬁn asests and affairs.
Neither party by virtue of this agreement assumes any Hzbility for any debts or
obligations of either a financial or lagal nature incurred lxythwﬂ:erpartyta this

agreement.
OF S

II. When a patients noed for transfer from ane of the above :nstitutions to another has
been determined by the patient’s physician, the institution to whick the transfer is
to be made agrees to admit the patiet a3 promptly as possible. Negther Holy
Cross Hogpital, nor any employcs will be responsible forthe patient after the
patient is released from the hospital.

I0. Al patients admitted to the hospital must be under the mtgdwal care of & member
of the hogpital’s medical staff. :

The hospita] agrees to admit the patiant from Internationsl Nursing & Rebabilitation
as promptly as possible, depending on urgency of need.

1. Patients declared as emergencies by their physicien mll be admitted without
deley unless physical facilities absolutely do not permit it.

2. Patients categorizad as wgent will be admitted as sepn as possibls.

3. Elective oases will be booked and admired according to the routine

procedure of the bospital.
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Iniernational Nursing and Rehabilitation agrees:

1. To sdmit the patient from the hospital as promptl7 a3 possible provided
general edmissions requirenents of the institutior. are met.

2. Te give priority to readmission of patients transfrrred from International
Nuraing and Rehabilitation 1o the hiospital.

IRANSFER INFORMATION

. Both parties agree 1o send with each patient, at the time oiftramfﬂ, or in case of
emergency, as proraptly as possible thereafter, & summary of pertinent medical
ard other information utilizing the PATIENT TRANSFER FORM aod/or other
medical forms. ;

Egch party egrees to notify the other party, as far in advarice a5 possible, of an
irnpending transfer,

TRANSFER OF PERSONAL EFFECTS

. A patient personal effocts and valuable will ordinerily be trepsferred with the
patient from one institution to gther, under the responsibility of the patisnt and/or
farnily. Bach institution assumes responsibility for items placed by patients into
safekeeping, and these items are releassd only to the patieyts or close relatives
and only upon signing a receipt. :

FINANCIAL RETATIONASHIRS

. Neither party shall assume any responsibility for the collection of any accounts
receivabls, other than those inowred as & result of rendering services directly to
the patient; and neither institution shall be liable for any dabts, obligetions, ot
claims of a financial or fegal nature incuzred by the other institution; and each
institution assumes full responsibility for its own maintenades and operation,

TERMINATION OF AGREEMENT

. This agreament sha]l be terminated by either facility upon & ninety (90) day
writien notice. The agresment shall be automatically termirated should either
facility fall to meintain fes licensurs of certification as 2 nuxsing facility w0
hospital undes the {aws of the State of Ilinois. :
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Dec. 5 2008 11:25AM . No. 7184 7.
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VIL Neither party shall use the same of the party in any protuotional or advertising

By:

Date:

material unless review and approval of the intended use shall first be obtained
from the party whose name is to be used. :

NON-EXCLUSIVE CLAUSE

Nothing in this agreement shall be construoted.as liriting the right of either party
to affiliate or contract with any other hospitzl, or nursing facility, on either a
Jimited or general basis, while the agreement is in effect.;
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- VANGUARD

HEALTH SYS5TEMS

September 8, 2010

Illinois Health Facilities
and Services Review Board

RE: Acquisition of Holy Cross Hospital
Chicago, Illinois

To Whom It May Concern:

Please be advised that, consistent with the Audited Financial Statements provided in the
Applications for Permit, the acquiring applicants have sufficient funds in the form of cash
and short-tern investments to address all costs associated with the acquisition of Holy
Cross Hospital in Chicago, Illinois. '

Harold Pilgrim
SVP and Chief Operating Officer

Vanguard Health Systems 20 Burton Hills Boulevard, Suite 100 = Nashville, TN 372‘&5[:.[6!&&?_?%% Eyﬁ15.665.6099
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OPERATING CAPITAL COSTS
per ADJUSTED PATIENT DAY

Holy Cross Hospital
2012

ADJUSTED PATIENT DAYS:

$21,231,000
4,760 = 4,460
OPERATING COSTS
salaries & benefits $58,611,000
supplies $26.018,685
TOTAL $684 629 685
|__Operating cost/adjusted pt day: $18,874.01 |
CAPITAL COSTS
interest $418,003
depreciation & amortization $5,850,997
$6,269,000
{  Capital cost/adjusted pt day: $1,405.51 |
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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:

INDEX OF ATTACHMENTS ‘

ATTACHMENT
NO. PAGES ‘

1 | Applicant/Coapplicant Identification including Certificate of Good 31-35

Standing

2 | Site Ownership 36-39

3 | Persons with 5 percent or greater interest in the licensee must be

identified with the % of ownership.

4 | Organizational Relationships (Organizational Chart) Certificate of 41-42

Good Standing Etc.

5 | Flood Plain Requirements

6 | Historic Preservation Act Requirements

7 | Project and Sources of Funds ftemization 43

8

9

Obligation Document if required
Cost Space Requirements
10 | Discontinuation

11 | Background of the Applicant 44-60
12 | Purpose of the Project 61-64
13 | Alternatives to the Project 65-67

14 | Size of the Project

15 | Project Service Utilization

16 | Unfinished or Shell Space

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

19 [ Mergers, Consclidations and Acquisitions 68-170

Service Specific:

20 | Medical Surgica! Pediatrics, Obsterics, ICU

21 | Comprehensive Physical Rehabilitation

22 1 Acute Mental lliness

23 | Neonatal Intensive Care

24 | Open Heart Surgery

25 | Cardiac Catheterization

26 | In-Center Hemodialysis

27 | Non-Hospital Based Ambulatory Surgery

28 | General Long Term Care

29 | Specialized Long Term Care

30 | Selected Organ Transplamation

31 | Kidney Transplantation

32 | Subacute Care Hospital Model

33 | Post Surgical Recovery Care Center

34 | Children’s Community-Based Health Care Center
35 | Community-Based Residential Rehabilitation Center
36 | Long Term Acute Care Hospital

37 | Clinical Service Areas Other than Categories of Service
38 | Freestanding Emergency Center Medical Services

Financial and Economic Feasibility:
39 | Availability of Funds

40 | Financial Waiver |
41 | Financial Viability

42 | Economic Feasibility 171-172
43 | Safety Net Impact Statement

44 | Charity Care Information 30
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PROJECT OVERVIEW

This Project Overview, which is being provided as a supplement to the Narrative
Description provided in Section 1.3 of the Certificate of Need application, provides a
summary of certain key features and background issues related to the proposed change of
ownership of Holy Cross Hospital (“Holy Cross™).

The proposed transaction will cause the sale of Holy Cross, a 272-bed general
hospital located on the southwest side of Chicago, to Vanguard Health Systems, Inc.
{(*Vanguard™). As a result of discussions with the Archdiocese of Chicago, Holy Cross
will, following the transaction’s close, continue to operate as a Catholic hospital under
Vanguard’s ownership.

Holy Cross Hospital is the only licensed health care facility sponsored by the
Sisters of St. Casimir (*the Sisters™). Holy Cross Hospital operates independently from
the Sisters. Holy Cross is governed by a separate Board of Directors. Following the
change of ownership, the Hospital will remain Catholic, with the Sisters providing
oversight of the Hospital’s Catholicity. The Archdiocese of Chicago has approved the
continued Catholicity of Holy Cross, and the Sisters involvement to assure this
Catholicity.

Vanguard Health Systems, Inc.

Vanguard currently owns four hospitals in the Chicago area: MacNeal Hospital
{(*MacNeal”), which it acquired in 2000; Louis A. Weiss Memorial Hospital (“Weiss™),
which it acquired in 2002, and Westlake Hospital (“Westlake™) and West Suburban
Medical Center (“West Suburban™), which Vanguard acquired July 31, 2010. All four of
these hospitals are known for their service and outreach to the urban communities that
they are privileged to serve.

Under Vanguard’s ownership, Weiss and MacNeal have demonstrated their
ability to provide high-quality and accessible clinical services while enhancing health
care delivery efficiencies. Under Vanguard’s ownership, these hospitals pride themselves
in their strong connections to the communities they serve and continue to expand their
programmatic bases through innovative outreach programs. With respect to Westlake
and West Suburban, intensive and detailed program evaluations at those hospitals have
been underway since those transactions closed on July 31, 2010, as Vanguard similarly
detailed in the Certificate of Need applications filed in connection with the sale of these
to hospitals. Vanguard expects that both Westlake and West Suburban will continue to
provide a high quality level of service and much-needed programs to the communities
under its ownership.

Both Weiss and MacNeal have strong track records of providing Medicaid and
Medicare services in volumes that are comparable with or exceed the amount of
Medicaid and Medicare care provided by not-for-profit hospitals in their respective




market areas. Approximately 54% of the patients admitted to Weiss are Medicare
recipients, and 23% are Medicaid recipients. Approximately 44% of the patients
admitted to MacNeal are Medicare recipients, and 25% are Medicaid recipients.

Vanguard’s Chicago-area hospitals have committed to a charity care policy that
compares favorably to other area hospitals, whether for-profit or not-for-profit.
Vanguard determines a patient’s ability to qualify for charity care using a sliding scale
that qualifies patients with a household income of up to 500% of the Federal Poverty
Level for some level of charity care, with full write-offs provided at 200% of the Federal
Poverty Level. Vanguard has committed to extending this same charity care policy to
Holy Cross patients. In addition, it i1s Vanguard’s intention to build on Holy Cross’
relationships with its community as it positions the hospital for the future. Community-
based services that will be reviewed include school-based health care centers; prenatal
care clinics, domestic violence shelters and multi-cultural and social services.

Vanguard is currently in the process of evaluating the community-oriented
services offered at Westlake and West Suburban so as to better understand the needs of
its patients and how it can better partner with the community to provide value necessary
services and programs to local residents. Vanguard successfully employed this same
approach at MacNeal and Weiss when it acquired those hospitals in 2000 and 2002,
respectively. At Weiss, for example, Vanguard came to understand the importance of
providing accessible services for the older population that is served by the hospital.
Similarly, at MacNeal, Vanguard sought to strengthen the hospital’s ability to better
service its Hispanic patients. To that end, the hospital developed a partnership with
Alivio Medical Center since many of residents of MacNeal’s primary service area
consider Alivio their medical home. The MacNeal-Alivio collaboration has served to
integrate Spanish-speaking immigrants, who are often uninsured or underinsured, into
MacNeal’s system of care. Vanguard plans to continue this successful strategy of
evaluating community needs to implement programs at both Westlake and West
Suburban as well as Holy Cross. In particular, Vanguard intends to focus on the health
care needs of the burgeoning Latino population to the west of Holy Cross and the African
American population to the east.

Although Vanguard is an investor-owned health system, it has chosen to operate
its hospitals with a core set of values and vision that are consistent with a not-for-profit
hospital model, particularly in the areas of quality of care, provision of charity care
services, and the broad spectrum of services offered by Vanguard hospitals across the
country.

Importantly, Vanguard has successfully acquired and operates faith-based
hospitals in lllinois, Texas and Massachusetts. As a result of these collaborations,
Vanguard has experience in partnering with faith-based organizations and has learned
how these partnerships can enhance, rather than impede, the functioning of an efficient
hospital.




Holy Cross Hospital

Holy Cross Hospital was founded by the Sisters in 1927. The Sisters act as the
sponsor of the hospital, but the Sisters do not own the hospital, nor does the congregation
maintain “control” over the hospital as defined by the IHFSRB’s rules.

The hospital has a primary service area (“PSA”) consisting of six ZIP code areas
with a population of 451,000, and a secondary service area (“SSA™) consisting of five
additional ZIP code areas with a population of 271,000. The entire PSA/SSA is located
in the City of Chicago. In 2009, 68% of the patients admitted to the hospital were
African American and 11% were Latino. Only 13.7% of the patients admitted to Holy
Cross were covered by private health insurance, with 76% being covered through public
sector (primarily Medicaid and Medicare) programs in 2009. As compared to other
hospitals, the hospital has a disproportionately low percentage (6%) of surgical patients
and a disproportionately high percentage of medical patients, primarily general medicine,
cardiology and pulmonary medicine.

Nearly 70% of the hospital’s admissions are initiated in the hospital’s Emergency
Department, and the hospital accepts more EMS transports than any other hospital in
Illinois—three times as many as John H. Stroger Hospital of Cook County.

In 2008, faced with imminent closure because of routinely late and inadequate
Medicaid payments, Holy Cross reached out to the Illinois Department of Public Health
(“IDPH”) to discuss possible alternatives to closure. Following its discussion with IDPH,
the hospital was permitted to suspend its obstetrical service. At the time of its OB service
suspension, only 1.5 obstetricians were practicing at the hospital and a high percentage of
the women who presented in labor at Holy Cross had not received any pre-natal care. At
the time that Holy Cross initiated discussions with IDPH, the hospital had only five days
of cash on hand and the OB service was operating at half of its break-even level. In order
to stabilize this situation, Holy Cross successfully entered into relationships with area
Federally Qualified Health Care Centers (“FQHCs™) to strengthen the continuum of care
for pregnant women served by Holy Cross Hospital. The hospital transformed its
obstetrics program from one relying primarily on physicians in private practice to one
that relies on the hospital’s relationships with area FQHCs. Using this model, the
hospital’s obstetrics service was reopened in February 2010 and, since that time, a few
private practice obstetricians have joined the staff of Holy Cross. The partnerships that
were developed with the area FQHCs-—including the relocating of one of those centers to
the Holy Cross campus—convinced Holy Cross that a “partnership” approach to health
care would best serve the needs of its community.

With this realization, Holy Cross looked to expand on this same partnership
model to better serve its community and stabilize the hospital. That exploration
extricably led to the conclusion that the hospital would benefit from a new owner with
financial resources, expertise in providing quality and accessible care with an urban
setting, and a willingness to continue the hospital’s Catholic mission.




Financial Considerations

Holy Cross experienced operating losses ranging from $1.9 million to $9.2
million per year from 2003 through 2005, aithough the hospital has operated in the black
since 2006. The hospital’s financial tun-around is primarily the result of four factors.
First, operating expenses were reduced to what the hospital’s management views as a
“bare bones” minimum. Second, virtually all capital expenditures have been suspended,
with capital improvements being limited to between $1 million and $3 million per year,
Third, Medicaid reimbursements were increased through the intervention of elected
legislative leaders who were concerned about the probable closure of the facility,
although there was no long-term commitment to maintaining these increased payments.
Fourth, the Sisters decided to forgive millions of dollars in loans to the hospital in recent
years so that the hospital could remain open.

Holy Cross has concluded that it does not have the financial resources to address
the hospital’s programmatic and facility inadequacies going forward, and that the Sisters
and the State of Illinois cannot be expected to provide financial lifelines to the hospital
indefinitely. As a consequence, Holy Cross has determined that it must be sold so that it
can continue to provide quality and accessible care to its community.

Decision to Sell

The decision to initiate the sale of Holy Cross to Vanguard was a very difficult
one, made after a lengthy evaluation and discernment process by senior hospital
management and the Sisters. The motivating factors for the divestiture decision were the
desire to maintain a viable Catholic hospital in the community, the need to have access to
capital for improvements to the facility, and the ongoing financial chatlenges that affect
the day-to-day operations of the hospital. As part of a formal discernment process that is
required by the Archdiocese of Chicago, all reasonable alternatives were evaluated with
respect to the hospital’s key constituencies—its community, patients, employees, and
clinical leadership—as well as the hospital’s overall mission. At the conclusion of the
evaluation and discernment process, a determination was made that the best alternative
for the community would be to sell the hospital to a health care system with sufficient
financial resources to insure quality and accessible care, and one that would agree to the
continued sponsorship of the Sisters.

Search for Potential Purchasers

Once it determined that the best option available was to sell the hospital, Holy
Cross reached out to several not-for-profit organizations, both Catholic and non-Catholic,
but was unsuccessful in attracting a potential not-for-profit buyer. Among those solicited
were other community hospitals and health care systems that are located in same
proximate geographic area as Holy Cross. In addition, Holy Cross also considered a
potential acquisition of the hospital by the lay members of the hospital’s Board of
Directors.




After evaluating all available options, Vanguard emerged as a viable purchaser of
the hospital, by virtue not only of its operational capabilities and financial capacity to
address the hospital’s capital needs, but also because of its track record in the Chicago
market, its experience in the acquisition of faith-based hospitals, its willingness to
commit to continuing to provide services to the hospital’s urban community, its
willingness to invest significant amounts of capital to improve the infrastructure of Holy
Cross Hospttal, and its pledge to operate Holy Cross prospectively as a Catholic hospital.

Structure of the Transaction and Key Covenants

Consistent with the asset sale agreement, Vanguard, through one or more
subsidiary entities, will acquire substantially all of the assets of the Holy Cross, with the
exception of any outstanding charitable bequests, grants or donations held by or for the
benefit of Holy Cross. The hospital’s assets, including the site, buildings and a wholily
owned physician hospital organization (“PHO”) are currently owned by Holy Cross.

Holy Cross employees will keep their accrued vacation and seniority levels. In
addition, Vanguard has committed to maintain the hospital as an acute care hospital for
five years if the hospital continues to receive Government Support Payments equal to the
amount received last year, to operate the hospital as a Catholic hospital, to continue to
provide Medicaid and Medicare services, and to provide no less than the same level of
charity care currently provided by the hospital. In addition, Vanguard has pledged to
provide $20M for improvements to the hospital’s physical plant and IT systems, and to
improve and replace diagnostic and treatment equipment.

Pursuant to Roman Catholic canon law, Holy Cross must also receive approval of
the sale from the leaders of the Catholic Church representatives in Rome and a “no
objection” determination from the Archbishop of Chicago, Cardinal George. The
required approval and “no objection™ determination have been received.

Holy Cross and the Sisters’ paramount objective is to continue operations as a
Catholic hospital. They have worked closely with Vanguard and the Archdiocese of
Chicago to effectuate that goal. The Sisters will remain active at the hospital following
the change of ownership, and they will be responsibie for the Catholic aspects of the
hospital’s operation. Vanguard has had a successful experience with this type of Catholic
integration as a result of its acquisition of St. Vincent’s Hospital in Worcester,

Massachusetts.




