v ORIGINAL [0/

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION .
This Section must be completed for all projects. R E C E ' VE D

Facility/Project Identification JUL 6 2011
Facility Name: Provena St. Mary's Hospital
, Street Address: 500 West Court Street HEALTH FACILITIES 4
' City and Zip Code: Kankakee, IL 60901 SERVICES REVIEW BOA
‘ County:  Kankakee Heaith Service Area X Health Planning Area: A-14

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

Exact Legal Name: Provena Hospitals

Address: 19065 Hickory Creek Drive  Mokena, IL 60448
Name of Registered Agent: Mr. Guy Wiebking

Name of Chief Executive Officer.  Mr. Guy Wiebking

CEO Address: 19065 Hickory Creek Drive Mokena, IL 80448
Telephone Number: 708/478-6300

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation O Partnership
1l For-profit Corporation [l Governmental
[l Limited Liability Company [ Sole Proprietorship M 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.

JAPPEND DOCUMENTATI
FAPELICATION FORN

Primary Contact
' {Person to receive all correspondence or inquiries during the review period]
Name: Anne M. Murphy
Title; Partner
Company Name: Holland + Knight
Address: 131 South Dearborn Street  Chicago, IL 60603

Telephone Number:  312/578-6544
E-mail Address: Anne. Murphy@hklaw.com
‘ Fax Number: 312/578-6666

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

Facility/Project Identification

Facility Name: Provena St. Mary's Hospital
| Street Address: 500 West Court Street
' City and Zip Code: Kankakee, IL 60901
County: Kankakee Health Service Area iX Health Planning Area:  A-14

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

Exact Legal Name: Provena Health

Address: 18065 Hickory Creek Drive Mokena, IL 60448
Name of Registered Agent: Mr. Guy Wiebking

Name of Chief Executive Officer:  Mr. Guy Wiebking

CEQ Address: 18065 Hickory Creek Drive  Mokena, IL 60448
Telephone Number; 708/478-6300

Type of Ownership of Applicant/Co-Applicant

; X Non-profit Corporation OJ Partnership
O For-profit Corporation O Governmental
O Limited Liability Company J Sole Proprietorship U 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.

APPEND DOCUMENTATION'AS ATTACHMENT-1 IN NUMERIC SEQUENTIALTORDER AFTER THE LAST, PAGE OFTHE]
FAPPLICATION FORM g : _ e e s e i

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name: Anne M. Murphy

Title; Partner

Company Name; Holland + Knight

Address: 131 South Dearborn Street  Chicagoe, IL 60603

Telephone Number:  312/578-6544
E-mail Address: Anne.Murphy@hklaw.com
Fax Number: 312/578-6666

Additional Contact

[Person who is also authorized to discuss the application for permit]
Name: nong

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: Provena St. Mary's Hospital

Street Address; 500 West Court Street

City and Zip Code: Kankakee, IL 60901

County: Kankakee Health Service Area  IX Health Planning Area: A-14

Applicant /Co-Applicant ldentification
[Provide for each co-applicant Jrefer to Part 1130.220].

Exact Legal Name: Resurrection Health Care Corporation
Address: 355 N. Ridge Avenue Chicago, IL 60202
Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer:  Jeffrey Murphy

CEO Address: 355 N. Ridge Avenue Chicago, IL 60202
Telephone Number. 847/316-2352

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation O Partnership
OJ For-profit Corporation | Governmentat
O] Limited Liability Company O] Sole Proprietorship 0 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 carrespondence or inquiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearborn Street  Chicago, IL 60603

Telephone Number; 312/578-6544

E-mail Address: Anne.Murphy@hklaw.com

Fax Number:; 312/578-6666

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

Name: none

Title;

Company Name:

Address:

Telephong Number:

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: Provena St. Mary's Hospital

Street Address: 500 West Court Street

City and Zip Code; Kankakee, Il 60901

County:  Kankakee Health Service Area X Health Planning Area.  A-14

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

Exact Legal Name: Cana Lakes Health Care

Address: 7435 West Talcott Avenue

Name of Registered Agent:. Ms. Sandra Bruce

Name of Chief Executive Officer:  Ms. Sandra Bruce

CEO Address: 7435 West Talcott Avenue _Chicago, Il 60631
Telephone Number; 773/792-5555

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation (] Partnership
] For-profit Corporation [l Governmental
] Limited Liability Company 0l 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 iimited partner.

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearbom Street ChlcaLL 60603

Telephone Number.  312/578-6544

E-mail Address: Anne.Murphy@hklaw.com

Fax Number: 312/578-6666

Additionat 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:




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: Michaei Arno

Title: President & CEQ

Company Name: Provena St. Mary's Hospital

Address: 500 West Court Street  Kankakee, IL 60901
Telephong Number; 815/937-2401

E-mail Address. michael.arno@provena.org

Fax Number; B15/937-8778

Site Ownership
[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Provena Health

Address of Site Owner: 19065 Hickory Creek Drive Mokena, IL 60448

Street Address or Legal Description of Site:
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 ownershlp, an option to Iease a Ietter of mtent to Iease ora Iease

APPEND DOCUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE -
APPLICATION FORM; o - . e s e

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

Exact Legal Name: Provena Hospitals

Address: 19065 Hickory Creek Drive . Mokena, IL 60448

X Non-profit Corporation | Partnership

O For-profit Corporation O Governmental

O Limited Liability Company O Sole Proprietorship ] Cther

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.

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

¥ APPEND DOCUMENTATION AS ATTACHMENT-3 IN NUMERIG SEQUEN‘HAL ORDER AFTER THE LAST PAGE OF THE
- APPLICATION FORM. - e B Ll rwes i o

g i g L

a1l

Organizational Relationships

Provide {for each co-applicant) an organizaticnal 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

flnanc|al contnbutlon

‘‘‘‘‘

APPEND DOCUMENTATION AS ATTACHMENT-4, IN NUMERIC SEQUENTIAL ORDER AFI'ER THE LAST PAGE OF THE o
APPLICATION FORM. - - . , T L .




Flood Plain Requirements
[Refer to application instructions.]

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

requarements of Iihnons Executlve Order #2005 5 ( ttE ﬂwww hfsrb illinois.qov )

APPEND DOCUMENTATION AS ATTACHMENT 5 N NUMERIC SEQUENTI ! ER THE LAST PAGE OF THE

APPLICATION FORM. -

Historic Resources Preservation Act Requirements
{Refer to application instructions.]

Provide documentation regarding compliance with the requirements of the Historic Resources
Preservatlon Act

APPEND DOCUMENTATION AS ATTACHMENT—G, N NUMERIC SEQUENTIAL OR" ER THE LAST PAGE OF THE -

APPLICATION FORM..

DESCRIPTION OF PROJECT

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

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

[J Category A Project
X Non-substantive X category B Project

[J DHS 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 itis being done. If the project site does NOT have a streef address, include a legal
description of the site. Include the rationale regarding the project's classification as substantive or non-substantive.

The proposed project is limited to a change of ownership of Provena St. Mary’s Hospital,
a 182-bed community hospital located in Kankakee, lllinois. The proposed change of ownership
is a result of the impending merger of the Resurrection and Provena systems through a
common “super parent’ corporation that will become the parent entity of Resurrection Health
Care Corporation (the current Resurrection system parent) and Provena Health (the current
Provena system parent).

It is the expectation of the applicants that, for a minimum of two years following the
change of ownership, all programs and services currently provided by Provena St. Mary's
Hospital will continue to be provided, and consistent with IHFSRB requirements, access to the
hospital's services will not be diminished. The licensee will continue to be Provena St. Mary's
Hospital.

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.




Project Costs and Sources of Funds  Provena St. Mary’s Hospital

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

Modernization Contracts

Contingencies
Architectural/Engineering Fees
Cansulting and Other Fees $566,667

Movable or Other Equipment (not in construction
contracts)

Bond Issuance Expense (project related)

Net interest Expense During Construction (project
related)

Fair Market Value of Hospitai $195,430,000
Other Costs To Be Capitalized
Acquisition of Building or Cther Property (exciuding

tand)

TOTAL USES OF FUNDS $195,996,667
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL

Cash and Securities $566,667

Pledges

Gifts and Bequests
Bond Issues (project related)

Mortgages
Fair Market Value of Hospital $195,430,000
Governmental Appropriations

Grants
Other Funds and Sources

{NOTE; {TEMIZATION OF, EACH:
[THEIAST PAGE OF, THE'APPL




Related Project Costs
Provide the following information, as applicable, with respect to any tand related to the project that
will be or has been acquired during the tast two calendar years:

Land acquisition is related to project X Yes [] No
Purchase Price: §$ not applicable
Fair Market Value: $ not applicable

The project involves the establishment of a new facility or a new category of service
X Yes [ No

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

Estimated start-up costs and operating deficit costis $ __none

Project Status and Completion Schedules

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

Anticipated project completion date (refer to Part 1130.140): ___ September 30, 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 Project obligation will occur after permit issuance.

State Agency Submittails

Are the following submittals up to date as applicable:
X Cancer Registry
X APCRS please see documentation requested by State Agency staff on following pages
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.
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Phone: 217-785-7126

~  FAX: 217-524-1770

- From: Rose, Kevin [mailto:Edwin.Rose@provena.org]

| ;. Sent: Wednesday, February 16, 2011 12:42 PM

| To: Fomoff, Jane

. Subject: APORS Reporting - Provena St. Mary's Hospital and Provena Mercy Medical Cente

- Dear Jayne -

¢ Thank you for working with me and staff at the local Provena ministries to assist us in

~ improving our Adverse Pregnancy Outcome Reporting System (APORS) results. To

~ summarize our conversation, the APORS reporting level at Provena St. Mary’s Hospital is 77

" and at Provena Mercy Medical Center is 75%. Given that each ministry’s reporting level is
only slightly below target and that each ministry is making a good faith effort to improve it

" reporting process such that they achieve target going forward, you will be recommending t

~ Tlinois Health Facilities and Services Review Board staff that review of any future certificate

. of need applications by Provena Heaith/Provena Hospitals be allowed to proceed, and that

~ APORS reporting will not be a matter impacting project completeness.

Please respond back to confirm that you agree with this, and that I have accurately
" summarized our call, Thanks again — and I look forward to working with you and staff at Y
" Provena ministries to ensure that we meet our targets in the future.

" Sincerely,

Kevin

{  Kevin Rose
System Vice President, Strategic Planning & Business Development
Provena Health

- 19065 Hickory Creek Drive, Suite 300

Lida A A Y T 1Y el Vievn men lan i1 Tl nnT s vbhié anmeerTm—TIVEEAI20A YNMIINT 1
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" From: Fomoff, Jane [mailto:Jane.Fornoff@Iinois.gov]
_ Sent: Thursday, February 17, 2011 1:28 PM
To: Rose, Kevin
¢ Cc: Roate, George
. Subject: RE: APORS Reporting - Provena St. Mary’s Hospital and Provena Mercy Medical
- Center

: Dear Kevin,

" I am glad that you and the staff at Provena St. Mary’s and Provena Mercy Medical Center a
working to improve the timeliness of APORS (Adverse Pregnancy Outcome Reporting
System). As I am sure you know, timely reporting is important because it helps assure tha

. children achieve their full potential through the early case-management services provided t:

" APORS cases.

- As we discussed, since their current reporting timeliness is close to the compiiance level,

" provided each ministry continues to make a good faith effort to improve its reporting proce
~ I will be recommending to Iliincis Health Facilities and Services Review Board staff that

~ review of any future certificate of need applications by Provena Health/Provena Hospitals b
- allowed to proceed, and that APORS reporting will not be a matter impacting project

. completeness.,

Jane

i Jane Fomoff, D.Phil,
-~ Perinatal Epidemiologist
| IHlinois Department of Public Health
Adverse Pregnancy Qutcomes Reporting System
" 535 W Jefferson St, Floor 3

- Springfield, IL 62761

Ttdon s I M1 TN 0e lelaa 1A wannil Tivrn nmea foan il Mo mseT dnvhi AnmarTa—1YTL8A0204 AN




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
purpose. Include outside wall measurements plus the department’s or area’s portion of the surrounding
circulation space. Explain the use of any vacated space.

Gross Square Feet Amount of Propose.'t_ih':(t:::l. Gross Square Feet

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

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical




Facility Bed Capacity and Utilization

Complete the following chart, as applicable. Complete a separate chart for each facility that is a part of
the project and insert following this page. Provide the existing bed capacity and utilization data for the
latest Calendar Year for which the data are available. Include observation days in the patient day
totals for each bed service. Any bad capacity discrepancy from the Inventory will result in the
application being deemed incomplete.

FACILITY NAME: Provena St, Mary’'s Hospital CITY: Kankakee
REPORTING PERIOD DATES: From; January 1, 2009 to: December 31, 2009
Category of Service Authorized Admissions | Patient Days | Bed Proposed
Beds Changes Beds
105 4,471 20,036 None 105
Medical/Surgical
12 466 1,094 None 12
Obstetrics
14 542 2,156 None 14
Pediatrics
26 1,417 5,935 None 26

Intensive Care

Comprehensive Physical
Rehabilitation

25 649 3,491 None 25
Acute/Chronic Mental lliness

Neonatal Intensive Care

General Long Term Care

Specialized Long Term Care

Long Term Acute Care

Other ((identify)

182 7,545 32,712 None 182

TOTALS:




CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entry. 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
manager 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 in the 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 proptietor, the individual that is the proprietor.

*

This Application for Permit is filed on the behalf of Provena Hospitals
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.

So, Lom

SIGNATURE

Guy Wiebking

PRINTED NAME

President and CEQ

PRINTED TITLE

Notarization:

Subscribed and swom 10 before me
this &y of MM,J. 20t

Slg@lture of N
OFFICIAL SEAL
Seal YVETTE 8 PORTER

NOTARY PUBLIC - STATE OF LLINOIS
MY COMMISSION EXPRES 000714

"Insert EXACT legal name of the applicant

A&

s{GNATUH% v

iler
PRINTED NAME

Assistant Treasurer
PRINTED TITLE

MNotarization:

Subscribed and swom to before me
this L. Gay of_l‘iﬂ._@Mﬁu =201/

Signatfire of §YM

angly OFFICIAL SEAL
Seal YVETTE B PORTER
NOTARY PUBLIC - STATE OF (LLINOIS
MY COMMISSION EXPRES09/07/14




CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entry. 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
manager 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 scie proprietor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of
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

Provena Health

*

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

Guy Wiebking

PRINTED NAME

President and CEQ

PRINTED TITLE

Notarization;
Subscribed and sworn to before me
thisdx*dhy of _ March Lo}/

Uetts, B Puntin

Sign e of Notary

Seal QFFICIAL SEAL
YVETTEB

NOTARY PUBLIC.. - STATE OF ILLINGH
S
MY COMMSSION EXPIRES 090214
*Insert EXAG ¢ ant

AHA

_&IGNATURE

Anthony Filer

PRINTED NAME

Assistant Treasurer

PRINTED TITLE

Notarization;

Subscribed and swgrn to befare me
thisedh*8ay ofM,_ML_

Sign@]re of Notary

Seal ' OFFICIAL SEAL
YVETTE B PORTER
b NOTARY PUBLIC - STATE OF ILLINDIS
MY COMMISSION EXPIRES 09207/14

warufuluiy




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 liahility company, any two of its managers or members {(or the sole
manger or member when two or mare 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 ___Resurrection Health Care Corporation___
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.

G Fsee i, (o

SIGNATURE SIGNATURE / )
Sardra RBpwce ’Jea e C. FRey
PRINTED NAME PRINTED NAME
Predidenst ana  CEO Secretairy

PRINTED TITLE PRINTED TITLE '

Notarization: Notarization;

Subsgribed and swom to before me Subscribed and swomn to before me

this =2~ day of Manch 2011 thig~9~ day of
WMM.M—& i D%@W/L VV\ )/) &4

Signature of Notary/ Signature of Notary

Sea OFFICALSEAL S
FLORITADE JESUS-ORTIZ § ¢ v Ar A~
NOTARY PUBLIC - STATE OF ILLINOIS j UC:‘FFICIAL SEAL $
*Insprt BUAOMEREN BRREPRIE apflicant w&gﬂﬂmvm 3
NNAAARAIFIP IR TIITTTTTS v =STATEOF TILINOIS ¢
5 COMMISSION EXPIRES:06/08/13 i
MM‘“M““.. 1




o

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);

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

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

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

‘ This Application for Permit is filed on the behalf of _Cana Lakes Health Care *
in accordance with the requirements and procedures of the lllinois Health Facifities Planning Act.

The undersigned certifies that he or she has the authority to execute and file this application for

| permit on behatf 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 ssGNATUF?E / _/
Sondea Bruce Zj{’,aNN\e C . Fre
PRINTED NAME PRINTED NAME

Presicdent Secretary

PRINTED TITLE PRINTED TITLE ~

Notanzation: Notarlzatlon

Subsgibed and swom to before me ﬁlbed and swom to before me

this day of YYLIUM'J» | thi nd day of ,\\

JW.&&M% | o m Vi an

Signature of Notanf_/ Signature of Notaly \

Seal Seal
4 A VAAAPARA ", -
OFFICIAL SEAL |
*Inse nt $ JJNDA_&T,EQVN . $

NOTARY PUBLIC - STATE OF ILLINO:
3 MY COMMISSION EXPIRES: 060873




SECTION Il - 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 provids the following required information:

BACKGROUND OF APPLICANT

1. Alisting of all health care facilittes 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 and/or 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
certification records of other states, when applicable; and the records of nationally recegnized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

4. f 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 reguirements of
this criterion. [n such instances, the applicant shall attest the information has been previously provided, ciie
the project number of the prior application, and certify that no changes have occurred regarding the
information that has been previously provided. The applicant is able to submit amendments {o previousty
submitied information, as needed, to update and/or clarify data.

. APPEND DOCUMENTATION AS ATTACHMENT-H IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATIGN FORM. EACH ITEM (1-4} MUST BE IDENTIFIED IN ATTACHMENT 11. ‘

P - - i

PURPOSE OF PROJECT

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

2. Define the ptanning 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 weil-being.

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

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

f ‘NOTE: Information regardmg thé #Purpose of. the Prolect” will be mcluded in tha State Agency Report

- APPEND DOCUMENTATION AS ‘ATTACHMENT-12, IN.NUMERIC SEQUENTIAL ORDER AFTER THE LAST .

- l 'i
. e D e

PAGE OF THE APPLICATION FORM EACH ITEM (1-6] MUST BE IDENTIFIED N ATI'ACHMENT 12.




ALTERNATIVES

1)

Alternative options must include:

2)

3)

Identify ALL of the altematives to the proposed project:

A) Proposing a project of greater or tesser scope and cost;

B) Pursuing a joint venture or similar amangement 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} Utitizing 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 altermnative was selected.

Documentation shall consist of a comparison of the project to alternative options. The
comparison shall address issues of total costs, patient access, guality and financia!
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.,

The applicant shall provide empirical evidence, including quantified outcome data that
venfies improved guality of care, as available.




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 appiication 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:

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.

5. A cost-benefit analysis for the proposed transaction.

BN

B. Criterion 1110.240(c), Access
Read the criterion and provide the following:
1. The current admission policies for the facilities involved in the proposed transaction.
2. The proposed admission policies for the facilities.
3. A letter from the CEQ certifying that the admission policies of the facilities involved will
not become more restrictive.

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

1. Explain what the impact of the proposed transaction will be on the other area providers.

2. List all of the facilities within the applicant’s health care system and provide the following
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 availabte to the community that are
not now available.

o

N b

TAPPEND DOCUMENTATION AS ATTACHMENT-19,

JAPPLICATION FORMR




The following Sections DO NOT need to be addressed by the appticants 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
= Section 1120.130 Financial Viability — Review Criteria
+ Section 1120.140 Economic Feasibility — Review Criteria, subsection (a)

ViH. - 1120.120 - Availability of Funds

Provena St. Mary's Hospital

The applicant shall document that financial resources shall 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 foliowing
sources, as applicable: Indicate the dollar amount to be provided from the following sources:

$566,667

$195,430,000

a)

b)

¢}

d)

e)

g)

Cash and Securities — statements (¢.g., audited financial statements, letters from financial
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 availabiity of such funds; and

2) interest to be earned on depreciation account funds or to be earned on any
asset from the date of applicant’s submission through project completion;

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.

Gifts and Bequests — verificatlon of the dollar amount, identification of any conditions of use, and the
estimated time table of receipts;

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

1) 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 dollar amount of the issue, including any discounting anticipated;

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

3) For mortgages, a letter from the prospective lender attesting to 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 jease, including all the terms and conditions,
including any purchase options, any capital improvements to the property and
provision of capital equipment;

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

Governmental Appropriations ~ a copy of the appropriation Act or ordinance accompanied by a
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 governmental unit
attesting to this intent;

Grants — a letter from the granting agency as to the availability of funds in terms of the amount and
time of receipt;

Ail Other Funds and Sources — verification of the amount and type of any other funds that wiil be
used for the project—FMV of hospital

$195,996,667

TOTAL FUNDS AVAILABLE




IX. 1120.130 - Financial Viability not applicable, funded through
Internal sources

All the applicants and co-applicants shall 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

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

1. All of the projects capital expenditures are completely funded through internal 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.

120.130 Financial Waiver for information to be provided
e — ﬁ,,...,,,.‘,‘. T t, o i e e > y. i¥ g
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See Section 1
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The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall provide
viability ratios for the latest 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 statements 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. If the health care
system inciudes one or more hospitals, the system's viability ratios shall be evaluated for conformance with the
applicable hospital standards.

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 caiculation
and applicable line item amounts from the financial statements. Complete a separate {able for each
co-applicant and provide worksheets for each.

2. Variance
Applicants not in compliance with any of the viability ratios shall document that another organization,

public or private, shall assume the legal responsibility to meet the debt obligations should the
applicant defauit.




X. 1120.140 - Economic Feasibility

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

A. Reasonableness of Financing Arrangements

The applicant shall document the reasonableness of financing arrangements by submitling a
notarized statement signed by an authorized representative that attests to one of the following:

B

2)

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

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 all other facilities; or

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

B. Conditions of Debt Financing 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 following, as applicable:

1

2)

3)

That the selected form of debt financing for the project will be at the lowest net cost
available;

That the selected form of debt financing will not be at the lowest net cost available, but is
more advantageous due to such terms as prepayment privileges, no required morigage,
access to additional indebtedness, teérm (years), financing costs and other factors;

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 less 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 andfor 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 beiow) Cost/Square Foot Gross Sq. Ft. Gross Sq. Fi. Cornst. $ 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 shali provide the projected direct annual operating costs (in current doliars per equivalent
patient day or unit of service) for the first full fiscal year at target utilization but no more than two years

following project compietion. 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 fuil fiscal year at target utilization but no more than two years following project




XI.  Safety Net Impact Statement  hOt applicable, non-substantive project

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

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

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

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

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

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

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

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

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

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (# of patients) Year Year Year
Inpatient
Outpatient
Total
Charity (cost In dollars)
Inpatient
Qutpatient
Total
MEDICAID
Medicaid {# of patients) Year Year Year
_Inpatient
Qutpatient
Total
Medicaid (revenue)
Inpatient
Quipatient




Xit.  Charity Care Information Provena St. Mary’s Hospital

ATTACHMENT-44)

Charity Care information MUST be furnished for ALL projects.

1. All applicants and ce-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 Minois. If
charity care costs are reported on a consclidated basis, the applicant shall provide documentation as to the cost of charity
care; the ratio of that charity care to the net patient revenue for the consolidated financial statement; the allocation of
charity care costs; and the ratio of charity care cost to net patient revenue for the facility under review.

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

Charity care” means care provided by a health care facility for which the provider does not expect to raceive paymeat from
the patient or a third-party payer. (20 ILCS 3960/3) Charity Care must be provided at cost.

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

CHARITY CARE
2007 2008 2009
Net Patient Revenue $125,308,173 $135,582,958 $141,620,934
Amount of Charity Care (charges) $4,948 587 $8,705,799 $12,521,391
Cost of Charity Care $1,437,776 $2,359,409 $2,657,530

T

Sources:
IDPH Annual Hospital Questionnaire for Net Patient Revenue and Cost of Charity Care
Internal Financial Statements for Amount of Charity Care (charges)




f File Number 5968-176-1

To all to whom these Presents Shall Come, Greeling:

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

PROVENA HOSPITALS, A DOMESTIC CORPORATION, INCORPORATED UNDER THE
LAWS OF THIS STATE ON NOVEMBER 30, 1997, 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 JILLINOIS.

In Testimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 11TH

dayof =~ FEBRUARY  AD. 2011

N O n’:'.‘:."::.'.l"“
Authentication #: 1104200730 M

Authenticate at. hitp/Awww.cyberdrivaillinois.com

SECRETARY OF STATE

ATTACHMENT 1




File Number 5380-798-4

To all to whom these Presents Shall Come, Greeting:

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

PROVENA HEALTH, A DOMESTIC CORPORATION, INCORPORATED UNDER THE LAWS
OF THIS STATE ON APRIL 10, 1985, 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 11TH
day of FEBRUARY A.D. 2011

RN
Authentication #: 1404200726 ) M

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

SECRETARY OF STATE

ATTACHMENT 1 .~ ==,




File Number 3128-198-9

To all to whom these Presents Shall Come, Greeting:

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

RESURRECTION HEALTH CARE CORPORATION, A DOMBSTIC CORPORATION
INCORPORATED UNDER THE LAWS OF THIS STATE ON APRIL 27, 1949, 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 IHllinois, this 17TH
day of JANUARY  AD. . 2011

b l‘ / “: 3 .. '_.-.:I.:’. 1
. X ___ gl ,
S e 2o WAL

Authanlicale at: hitp:/Awww.cyberdrivellinols.com

SECRAETARY OF STATE

e —

ATTACHMENT1 -




File Number 2595-936-1

To all to whom these Presents Shall Come, Greeting:

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

CANA LAKES HEALTH CARE, A DOMESTIC CORPORATION, INCORPORATED UNDER
THE LAWS OF THIS STATE ON JANUARY 05, 1939, 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 4TH

day of MARCH A.D. 2011

:‘_,.g.‘&';'\/ 81 :'n“'
W St
Authentication #: 1106302140 M

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

SECRETARY OF STATE

ATTACHMENT 1




Evidence of Sjte Control- : ’l} PROVENA
Provena hospitals : Health

PROPERTY

First-Party insurance that indemnifies the owner or users of property for its loss, or the loss of its income-
‘producing abiiity, when the loss or damage Is caused by a covered peril.

INSURER: FM Global

NAMED INSURED: Provena Health and any subsidiary, and Provena Health's interest in
any partnership or joint venture in which Brush Engineered Material
In¢. has management control or ownership as now constituted or
hereafter is acquired, as the réspective interest of each may appear;
all hereafter referred to as the “Insured”, including legal

representatives.
PoLigy No.: FCoag9
PoLicy PERIOD: | June 1, 2010 - June 1, 2011 beginning and ending at 12:01 AM at
the location of the property insured
PERILS [NSURED; “All Risk “of physical loss or damage including flocd, earthquake,
{L.osS OR DAMAGE INSURED) and Boiller & and Machinery insurance as mors fully stated in the
policy form, (see enclossed FM Quots)
PERILS EXCLUDED: + Indirect or Remote Loss
» Interruption of business {except as provided under Bl Coverags)
s Loss of Market
* Mysterious disappearance
* Law or Ordinance (except as provided under Demolition and
Increased Cost of Construction and Dacontamination Costs)
« Voluntary Parting of Property
» Nuclear Reaction / Radiation
» Hostile Warlke Action
e Terrorism {except as provided under Terrorism Coverage)
¢ Fraudulent or Dishonest Act or Acts
« Lack of Incoming Services (except as provided by Service

Interruption)
Defective Design / Faulty-Material /Faulty Workmanship

+« Woearand Toar '

« Settling, Cracking, Shrinking, bulging of pavements, floors,
foundations...

+ Changes in temperature
Insect, animal or vermin damage
Rain, sleet or Snow damage to Interior of buildings under
construction '

« Pollution

. » Wind damage to Landscaping, lawris, irees, shrubs, etc. (ail as

more fully stated in the policy form)

_Propfietary Information: Data provided on this page [ proprietary batwaen Aon and Provens.
This insuranca documant I8 fumished to you as a matter of information for your convenience, it only summarizas the listed
policy(les) and Is net Intandad to reflect all the terms end conditions or axciuslons of such palicy(ies). Moreover, the Information
contelned in this dooument reflects coverage as of the date of this summaty as shown balow of the policy(ies) and does not include
subsequent changes. This document Is not an insurance policy and does not amend, altar or extend the coverage aftorded by the
Itstad poiloy(fee). The insurance atforded by the listed policy(ies) Is subject to all tha tenms, exciusions and conditions of such

pollcy{les).
Insurance Summary, Jung 1, 2010 - June 1, 2011 +25. ) Am

ATTACHMENT 2




ﬁ PROVENA

Health
PROPERTY AND INTERESTS . Property: All real and personal property owned, leased, acquired
INSUREOD: by, used by, intendad for use by the Insured, Including but not

limited to:

* Property while In Transit

* Property of Others in the Insured's Care, Custody and Control
including costs to defend allegations of llability for loss or
damage fo such property

+ improvements and Betterments

¢ Personal Property of Employees and Officers

» Property of Others that the Insured has agreed to insure
» Electronic Data Processing Equipment and Madia

+ Fine Arls

* Newly Acquired Property

* Miscellaneous Unnamed Locations — Petsonal Property
(all as more fu]ly stated in the policy form)

COVERAGES/EXTENSIONS OF COVERAGE:

¢ Business Interruption, including Interdependency

» Extended Period of Liability

s Extra Expense

s Expaditing Expense

¢ Consequential/Seguential Damage

» Accounts Recalvable

¢ [Leasehold Interest

* Hental Value and Rental Income’

* Royalties, Licensing Fees, Technical Feas, Commissions

* Research and Development

¢ Fina Ats '

» Contingent Business Interruption

* Contingent Extra Expense

»  Service Interruption (Off Premises Power) — Property Damage
and Time Eisment

‘ ¢ Chvil or Military Authority
+ Ingress/Egress

i . » Demolition and Increased Cost of Construction — Property
| Damage and Time Element
¢ Debris removal
* Land and Water Decontermination and Clean Up Expense
¢ Comprehensive Boller & Machinery Insurance
* Automatic Coverage for Newly Acquired Properties
+ Valuable Papers and Records
+ Electronic Data Processing Media
+ Protection and Preservation of Property (Sue and Labor)
(all as more fully stated in the attached policy form)

Proprietary informeation: Data provided on this page is proprietary betwaan Aon and Provena.,

This Insurance document is fumished to you as a matter of information for your convenience. it onfy summarizes the listed _
pollcy{ies) and Is not intended to reflect all the terms and conditions or exclusions of such palicy(les). Moreovar, tha information
contained In this document reflects covarage as of the date of this summary as shown balow of the palicy(ies) and does not include
subsequent changes, This document is not an insurance policy &nd does not amend, alter or extend the coverage afforded by the
fisted policy(les). The insuranca afforded by the fisted policy(les) ts sublect to ali tha terrns, exclusions and conditions of such
poilcy{les).

Insurance Summary, June 1, 2010 -June 1, 201% -26- Am

ATTACHMENT 2




’R PROVENA

Health
SpPeCIAL CONDITIONS!
s Brands and Labels
s Control of Damaged Merchandise
e Pair and Set/Consequential Reduction in Value
o Errors and Omissions .
¢ Loss Adjustment Expenses/Professional Fees
(all as more fully stated in the policy form)
PROPERTY EXCLUDED: ¢ Watercraft, etc.
s Land, etc., except land improvements {not at Minas)
« Currency, Money, etc. ‘
« Animals, Growing Crops, Standing Timber, etc.
+  Water, stc.
+ Export and impott shipment, etc.
» Waterbome Shipments via the Panama Canal
¢ Waterborne Shipments to and from Alaska, Hawai, Puerto
) Rico, Guam and Virgin Islands
+ Underground Mines, mine shafts and any property within such
. mine or shaft
(all as more fully stated in the policy form)
' VALUATION: « Bullding and structures at the lesser of repair or replacement
cost :
» Machinery, squipment, furniture, fbdures, and improvements
and betterments at replacement cost new
« Valuable Papers and Records and EDP Media at value blank
plus cost of transeription
Finished Stock at Selling Price
Stock in Process at cost of materials, labor and overhead
Property of others at amount stipulated in lease, or Insured’s
contractual or fegal liability
e Fire damage resulting from Terrorism ~ Actual Cast Value
(all as more fully stated in the policy form)
PouicyY LiMITs: $500,000,000 . Policy Limit per occurrence, except;
Included Gross Eamings
12 Months  Gross Profits
365 Days Ordinary Payroll -
or as nated below and in the policy form
SUBLIMITS: $100,000,000 Accounts Receivable

Dependent Time Element
$20,000,000 « Peroccurrence
$10,000,000 « Perlocation
Included « For all suppliers direct and indirect and
customers

Propristary informeation: Data provided on this page Is propristary betwaen Aon and Provena.
This insurance document is fumished to you a8 & matter of Information for your convaniencs. it only summarizes the listed
policytles) and Is not Intendad to reflect all the terms and conditions or exclusions of such policy(ies). Moreover, the information

contained In this documenit reflects coverage as of the
subsequent changes. This document Is not an insurance po

listed palicy(ss). The Insurance afforded by the tisted potlcy(ies) ks sublact to ali the tems, exclusions and conditlons of such

policy(les).

Insurance Summary, Juns 1, 2010« June 1, 2011 -27- Am

date of this summery as shown betow of the policy(ies) and does not include
lcy and does not amend, alter or extend the coverage gfforded by the

ATTACHMENT 2




Excluded

Included
$10,000,000
Yas

included
Included
$100,000,000

$100,000,000

— e o e W WM WM WY WS WS W W 9

Excluded

-

$100,000,000
Excluded

80 Days
$100,000,000

$100,000,000

$100,000,000
Included
$5,000,000

Excludad

30 Days
Excl. Wind
$10,000,000
$10,000,000

Excluded

$100,000,000

# PrOVENA
Health

California, Alaska, Hawaii, Puerto Rico, New

Madrid and Pacific Northwest High Hazard

Zones for Earth Movement, Terrorism

Control of Damaged Merchandise

¢ Goods held for resale

Data, Media and Software and Computer

Systems - Non Physical Damage combined

» Valuation includes Rasearch Costs

Defense Costs

Debris Removal

Deferred Payments/Proparty Sold under

Conditional Sales Agreements

Earth Movement per occurrence and in the

aggregate in any one policy year

» California, Alaska, Hawaii, Puerto Rico, New
Madrid and Pacific Northwest High Hazard
Zones for Earth Movement, Terrorism

Emors & Omissions (PD/BI/EE)

¢ California, Alaska, Hawail, Puerto Rico, Naw
Madrid and Pacific Northwest High Hazard
Zones for Earth Movement, Terrorism

Extended Perlod of Indemnity

Extra Expense and . Expediting Expense

Combined :

Fine Arts

* but notto exceed 10,000 limit per item for
[rreplaceable Fine Arts not on a schedule of
file with the company

Flood per occurrence

Increased Cost of Construction & Demotition,
including resuitant time element at the time of
loss

Ingress/Egress - the lesser of limit shown or 30

day period

« California, Alaska, Hawail, Puerto Rico, New
Madrid and Pacific Northwest High Hazard
Zones for Earth Movement, Terrorism

Interruption by Civil Authority — the lessar or fimit

shown or -__ day period.

Landscaping, including Trees, Shrubs and Plants

Leasehold Interest

Miscelianeous Unnamed Locations/ Personal

Propenty .

+ Califomia, Alaska, Hawaii, Puerto Rico, New
Madrig and Pacific Northwest High Hazard
Zones for Earth Movement, Tetrotism

Newly Acquired Property (Automatic Coverage —

90 day reporling)

_5roprletary Information: Data provided on this page is propretary between Aon and Provena,
This Insurance documant is fumnished to you as a matter of information for your convenlence. It only summarizes the listed
policy{les) and is not intended 1o refiect all the terms and conditions or exclusions of such policy(ies). Moreover, tha information

centalned in this document reflects coverage as of

the data of this summary as shown below of the policyl(ies} and does not Include

subsequent changes. This document is not an insurance policy and doss ot amend, after or extend the coverage afforded by the

llsted policy{les). The Insurance afforded
pollcy{tes).

Insurance Summary, June 1, 2010 ~ Juna 1, 2011

-28.

by the listed policyfies) is subject to all the terms, exclusions and condifions of such

AON
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DepucnBLES:

ExcluQed

$10,000,000

Excluded

included
fncluded
$100,000
$25,000,000

$2,500,000

Excluded

$10,000,000
Included
$10,000,000

$1,000,000
$100,000,000
Repair or
restore only

Includad
$500,000,000

$5,000,000
$1,000,000

$1,000,000
12 Month

$50,000
1xDEQ

’l} PROVENA
Health

» California, Alaska, Hawaii, Puerto Rico, New
Madrfd and-Pacific Northwest High Hazard
Zones for Earth Movement, Terrorism

Off Premise Storage for Property Under

Constryction

* California, Alaska, Hawalii, Puerto Rico, New
Madrid and Pacific Northwest High Hazard
Zones for Earth Movement, Terrorism

Rents

Research and Developmant (T E)

Animals (PD)

Service Interruption- Property Damage and Time

Element Combined

* Data, Voice and Video except accidentat
occurrence is excluded

» California, Alaska, Hawaii, Puerto Rico, New
Madrid and Pacific Northwest High Hazard
Zones for Earth Movement, Terrorism

Soft Costs

Tax Treaiment of Profits

Transit, property in the duie course of {excludes

ocean cargo)

+ Time Element

Valuable Papers

e but not to exceed 10,000 limit per itam for
Irreplaceable Valuable Papers and Records
not on a schedule of file with the company

Boiler Mach —per all terms and

canditions of the policy form

Certified Terrorism - TRIPRA

Terrorism

» Miscellaneous Personal Property, Off
Pramises Storage for Property Under
Construction, and Temporary Removal of
Property

Flood

Terrorism Time Element

These limits shall not include the ACV portion of

fire damags caused by Terrorism

Or as further defined in the policy form -

Per Occurrence
Property Damage

Time element

DEQ = Daily Equivalent
Except as follows:

Proprietary information: Daig provided on this page
This insurance document is furnished to YOu as a matt
policy(ias) and is not intended to reflect all the tarms
containad in this document reflects coverags as of th
subsequent changes. This decument Is not an Insu
Hsted policy(les). The insurance atforded by the list

policy(ies).

Insurance Summary, June 1, 2010 - June 1, 2011

is propristary between Aon and Provena,

er of Information for your convenience. it only summarizes the listed

and conditions or exclusions of such poffey(les). Moreover, the Information

6 deta of this summary as shown beiow of the policy{les) and does not include
rance policy and does nat emend, alter or extend the covarage afforded by the
ed policy(ies) s subject to all the terms, exclusions and conditions of such

AON
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$100,000 min. .

5% per location

$100,000

$25,000

48 hrs, waiting
period and 48
hr, ded.

Min. $100,000
48 hrs. waiting
period and 48
hr. ded.

Min. 100,000
$100,000

$100,000
$100,000
$100,000
5% of Values*

$100,000
minfloc,

24 hrs.
Poficy
deductible(s)
per lodation
$100,000

’l} PROVENA
Health

Namas Storm Wind

(all affected locations are subject to this
deductible)

Flood (surface water exposure)

* Provena Pineview Care Center

611 Allen Lane
St. Charles, I
Transit
* Property

Data, Programs, and Softwara/Malicious
Introduction of Machine Code

Computer Systems — Non Physical Damage

Dependent Time Element Location

Per occurrenceflocation except;

= Perlocation for Earthquake Shock

» Perlocation for Flood

* Perlocation for Named Storm Wind* except;
("at all affected locations, are subject to this
deductible} :

Service Inteljruptidn Waiting Period
Terrorism — TRIPRA, and ACV partion of fire
damage caused by Terrorism

Property Damage and Time Element deductible

combined applies at the following locations:

¢ Covenant Medical Center
130-1412 West Park
{excluding 1307 and 1405 West Park)
Urbana, IL

¢+ Provena United Samaritans Madical Center
812 North Logan '
Danville, IL

s St Mary's Hospital .
(including bridge over West Court Street)
500 Wast Court Street
Kankakes, IL

+ Provena St. Joseph Medical Center
Madison Street, Glenwood and Springfield
333 Noarth Madison :
Joliet, 1L

insurance Summary, June 1, 2010 - June 1, 2011

Proprletary information: Data provided on thls page is praprietary batwean Aon and Fravena.

This insurance document is furnished to you as a matter of information for your convenience. It only summatizes the listed
policyfies) and Is not intended to reflect all the tems and conditions or axcluslons of such poficy(les). Moreover, the information
containad in this document reflects covorage as of the date of this summary as shown below of the policyfies) and does not include
subssquent changes. This documsnt is not an Ingurance policy and does not amend, alter or extend the coverage afforded by the
listed policy(les). The insurance efforded by the listed policy(ies) is subject to all the tarms, exciusions and conditions of such
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% PROVENA

Health
+ S5t Joseph Hospital
77 North Airlite Street
Elgin, iL
* Provena Metcy Center
1325 North Highland Avenue
Aurorg, IL
ANNUAL PREMIUM: $1,029,000
CLAIMS REPORTING PROCEDURES:  Doug Backes
FM Gilobal
South Northwest Highway

Park Ridge, Il. 60068
Phone: B47-4230 7401
Fax: 847-430-7499

Proprletary Information: Deta provided on this pags Is proprietary between Aon and Provena.

This insurance document Is furnished to you as a matter of information for your convenience. It only summarizes the listed
policy(les) and is not Intendad to reflact all the tems and conditions or exciusions of such policy(ias). Mareover, the Information
contained {n this document reflects coverage as of the date of this summary as shown balow of the policy(ies) and does not include
subsequent changes. This document {s nat an insurance palicy and doas not amertd, alter or extend the coverage afforded by the
isted poficy(ies). The Insurance afforded by the listed poficy(les) is subject to !l the terms, exclusions and conditions of such-
policy(las}.

Insurance Summary, Jung 1, 2010 ~June 1, 2011 -31- Am
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File Number 5968-176-1

To all to whom these Presents Shall Come, Greeting:

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

PROVENA HOSPITALS, A DOMESTIC CORPORATION, INCORPORATED UNDER THE
LAWS OF THIS STATE ON NOVEMBER 30, 1997, 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 11TH
dayof =~ FEBRUARY AD. 2011

AR ey J
") i ';— ;‘I:;':,.,.A,'-ﬂ".
@R, £
s Y ‘_ - y
Authentication #: 1104200730 ;5 .M/w m

Authenticate at: htip:/www.cyberdriveillinois.com

SECRETARY OF RTATE

ATTACHMENT 3
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Resurrection Health Care Corporation
Legal Organizational Structure
As of October 21, 2010
Footnotes

Formerly named Saint Francis Hospital of Evanston (name change effective November 22, 2004)
Became part of the Resurrection sysiem effective March 1, 2001, as part of the agreement of co-sponsorship between the Sisters of the Resurrection, Immaculate Canception Provinee and

the Sisters of the Holy Family of Nazareth, Sacred Heart Province

Created from merger of $aint Elizabeth Hospital into Saint Mary of Nazareth Hospital Center, and name change of latter (surviving) corporation, both effective 12/1/03. Saint Mary of
Nazareth Hospital Center (now part of Saints Mary &nd Elizabeth Medical Center) became part of Resurrection system under the co-sponsorship sgreement referenced in Footnote B above
Saint Joseph Hospital, {/k/a Cana Services Corporation, £/k/a Westlake Health System

Formerly known as West Suburban Health Services, this 501(c)(3) corporation had been the parent corporation of West Suburban Medical Center prior to the hospital carporation becoming
part of the Resurrection Health Care system. Effective January 1, 2010, Resurrection Ambulatory Services assemed the assets and {izbilities of Resurrection Services’ ambulatory care

services division.
A Cayman Islands corperation registered to do business as an insurance company

Corperation formerly known as Westlake Nursing #nd Rehabilitation Center (zlso f/k/a Leyden Community Extended Care Center, Inc.)

Reswmection Home Heaith Services, fk/a Health Cannections, Inc., is the combined operations of Extended Health Services, Inc., Community Nursing Service West, Resurrection Home
Care, 2nd St. Francis Home Health Care (the assets of all of which were transferred to Health Connections, Inc. as of July 1, 1969), .

Holy Family Health Preferred is a former d/b/a of Saints Mary and Elizabeth Health Preferred, and Saint Joseph Health Preferred. Operetes under the d/b/a names of Resurrection Health

Preferred, Saint Francis Health Preferred, and Holy Family Health Preferred
D/B/A name for Proviso Family Services, a/k/a ProCare Centers, a/k/a Employee Resource Centers
Former parent of Hely Family Medical Center; non-operating 501(c)(3) “shell” available for future use
An lllinois general parmership between Saint Joseph Hospital snd Advacate Northside Health System, an Ilinois not for profit carparation
Resumrection Health Care is the Corporate Member of RMNY, with extensive reserve pawers, including appointmentiremova] of all Directors and approval of amendments to the
Corporation’s Atticles and Bylaws. The Sponsoring Member of the Carparation is the Sisters of the Resurrection New York, Inc.
Resurrection Services owns over 50% of the membership interests of Belmont/Harlem, LLC, an illincis limited liability company, which owns 2nd operates an ambulatary surgery center
Resurrection Services owns a majority interest in the following Illinois limited liability companies which own and operate steep disorder diagnostic centers: RES-Health Sleep Cere Center of
River Forest, LLC; RES-Health Slesp Care Center of Lincoln Park, LLC; RES-Health Sleep Care Center of Evanston, LLC; RES-Health Sleep Care Center of Chicago Northwest, LLC
Joint Venture far clinical lab services for 2 other Catholic heslth care systems, Provena and Sisters of Saint Francis Health Services, Inc., consisting of an Indiana limited liability company of
which Resurrection Services is a 1/3 member, and a tax-exempt coaperative hospital service corporation, of which all Resurrection tax-exempt system hospitals collectively have a [/3 interest

@ Formerly named Westlake Community Hospital; all the assets of this corporatian were sold to VHS Westlake Hospital Inc., effective August 1, 2010
R Formerly named West Suburban Medical Center; all the assets of this corporation were sald to VHS West Suburban Medical Center, Inc., effective August 1, 2010
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PROPOSED ORGANIZATIONAL CHART
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IDENTIFICATION OF PROJECT COSTS

Fair Market Value of Hospital
The insured value of the hospital was used to identify the Fair Market Value,

consistent with a discussion of methodology with IHFSRB staff.

Consulting and Other Fees
The transaction-related costs anticipated to be incurred by Provena Health and

Resurrection Health Care Corporation (approximately $8,500,000) was equally
apportioned among the thirteen hospitals, one ASTC and one ESRD facility for which
CON applications need to be filed. The transaction-related costs include, but are not
limited to: the due diligence process, the preparation of transaction-related documents,
the CON application development process, CON review fees, and outside legal counsel,
accounting and consulting fees. '

ATTACHMENT 7
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ﬁ @ Resurrection gk San_dm Bmc_e, FAC_I-]E
% Health Care® Bresidernt & Chisf Exeautive Gfficer

March 24, 2011

llinois Health Facilities

and Services Review Board
525 West Jefferson
Springfield, IL 62761

To Whom It May Congem

_ g e ph | pam of .OL__ and SJH ara schedu‘led, for plan of corr&cstfmn
b‘_? Mﬁtch 34 9011 and Decembiar 31, 2011 respectivily.

If we can in any way pto‘wde guifetarice fo your staffregarding these assurances or ariy other issue relative to
this application; plesse do not hesitate 1o call me.

Sineerely,

Mm:%.az &

Sandra Bruce, FACHE
President & CEQ

SB/fdjo

CO-SPONSORS
Sisters of the Holy Family of Nazareth & Sisters of the Resarrection ATTACHMENT 11




19085 Hickary Creek Drive, Suils 300
Mokena, IL 60448

708 473-6300 Tel
708 478-5960 Fax

N\

#ZiN\ PROVENA
Health

March 23, 2011

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 Illinois Health Facilities and Services Review Board

(IHFSRB) that:

3. Neither Provena Health (“Provena”) 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 hospital or
ESRD facility during the three (3) year period prior to the filing of this
application, and

4. Provena Health 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.

. OFFICIAL SEAL $
Sincerely, YVETTE B PORTER $
‘ ) NOTARY PUBLIC - STATE OF ILNOIS §
W MY COMBRSSION EXPRES 07114

Meghan Kieffer o

System Senior Vice President/General Counsel

ATTACHMENT 11




FACILITIES LICENSED IN ILLINOIS

IDPH
Name Location Licensure #
Hospitals Owned by Resurrection Health Care Corporation:
Saint Mary of Nazareth Hospital Chicago 2584
Saint Elizabeth Hospital Chicago 5314
Resurrection Medical Center Chicago 1974
Saint Joseph Hospital Chicago 5181
Holy Family Medical Center Ces Plaines 1008
St. Francis Hospitaf of Evanston Evanston 2402
Our Lady of Resurrection Medical Center Chicago 1719
Hospitals Owned by Provena Health:
Covenant Medical Center Urbana 4861
United Samaritan Medical Center Danville 4853
Saint Joseph Medical Center Joligt 4838
Saint Joseph Hospitai Elgin 4887
Provena Mercy Center Aurora 4903
Saint Mary's Hospital Kankakee 4879
Ambulatory Surgical Treatment Centers Owned by
Resurrection Health Care Corporation:;
Belmont/Harlam Surgery Center, LLC* Chicago 7003131
End Stage Renal Disease Facilities Cwned by
Provena Health:
Manteno Dialysis Center Mantenco nfa
Long-Term Care Facilities Owned by
Provena Health:
Provena Villa Franciscan Jaliet 2009220
Provena St. Anne Center Rockford 2004899
Provena Ping View Care Center St. Charles 2009222
Provena Qur Lady of Victory Bourbonnais 2013080
Provena Geneva Care Center Geneva 1898975
Provena McCauley Manor Aurora 1992916
Provena Cor Mariae Center Rockford 1927198
Provena St. Joseph Center Freeport 0041871
Provena Heritage Village Kankakee 0042457
Long-Term Care Facilities Owned by
Resurrection Heaith Care Corporation:
Holy Family Nursing and Rehabilitation Center Des Plaines 0048652
Maryhaven Nursing and Rehabilitation Center Glenview 0044788
Resurrection Life Center Chicago 0044354
Resurrection Nursing and Rehabilitation Ctr. Park Ridge 0044362
Saint Andrew Life Center Niles 0044776
Saint Benedict Nursing and Rehabilitation Cir. Niles 0044784
Villa Scalabrini Nursing and Rehabilitation Ctr. Northlake 0044792

Resurrection Health Care Corporation has a 51% ownership interest

[1

Provena Health has a 50% ownership interest |

ATTACHMENT 11
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Healthcare Facilities Accreditation Program

March 22, 2011

Margaret McDermott

Saints Mary and Elizabeth Medical Center
1431 N. Claremont

Chicago, IL. 60622

Dear Ms. McDermott:

This letter is to certify that Saints Mary and Elizabeth Medical Center in Chicago, IL is
currently accredited by the Healthcare Facilities Accreditation Program (HFAP) of the
American Osteopathic Association (AOA).

The hospital was surveyed for re-accreditation by HFAP on November 15-17, 2010. They
are currently in process and have not yet received their Accreditation Letter or

Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060. : :

Sincerely,

oy

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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EAP

Healthcare Facllities Accreditation Program

March 22, 2011

Sandra Bruce, CEO
Resurrection Medical Center
7435 W. Talcott

Chicago, IL 60637

Dear Ms. Bruce:

This letter is to certify that Resurrection Medical Center in Chicago, IL is currently
accredited by the Healthcare Facilities Accreditation Program (HFAP) of the American
Osteopathic Association (AQA).

The hospital was surveyed for re-accreditation by HFAP on November 29-December 1,
2010. They are currently in process and have not yet received their Accreditation Letter or
Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060.

Sincerely,

Sy G

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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HEAP

Heaithcare Facilities Accreditation Program

February 11, 2011

Carol Schultz
Accreditation Coordinator
St. Joseph Hospital

2900 N. Lakeshore Drive
Chicago, IL 60657

Dear Ms, Schultz:

This letter is to certify that St. Joseph Hospital in Chicago, IL is currently accredited by
the Healthcare Facilities Accreditation Program (HFAP) of the American Osteopathic
Association (AOA).

The hospital was surveyed for re-accreditation by HFAP on October 11-13, 2010. They are
currently in process and have not yet received their Accreditation Letter or Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060.

Sincerely,

oy Koprre

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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AR TR S TR RIS . R
BUREAU OF HEALTHCARE FACILITIES ACCRE
HEALTHCARE FACILITIES ACCREDITATION PROG

TR S R e R TR AR 1%

DITATION

AT il

AR A AT R S R SR

142 E. Ontario Street, Chicago, IL 80611-2864 i 312 202 8258 | 800- 621 -1773 X 8258

January 7, 2011

John Baird

Chief Executive Officer
Holy Family Medical Center
100 North River Road

Des Plammes, IL 60016

Dear Mr Baird :

The American Osteopathic Association's Bureau of Healthcare Facilities Accreditation Executive Committee, at its meeting
on January 4, 2011 reviewed the recertification survey report and found all Medicare conditions have been met. Your facility
has been granted Full Accreditation, with resurvey within 3 yeass and AQA/HFAP recommends continued deemed
status.

Holy Family Medical Center (All Sites s Listed) Program: Acute Care Hospital
100 North River Road CCN # 140105
Des Plaines, IL 60016 HFAP ID: 158128
Survey Dates: 08/23/2010 — 08/25/2010
Effective Date of Accreditation: 09/12/2010 - 09/12/2013

Condition Level Deficiencies: [X] None
(Use crosswalk and CFR cititions, if applicable):

No further action is required.

Sincerely,

4‘.7401. A,

George A. Reuther
Secretary

GAR/pmh

C: Laura Weber, Health Insurance Specialist, CMS
Region V, CMS
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= Qmﬁﬂaﬁamﬂﬁ of Public Health

m LICENSE, PERMIT, CERTIFICATION, REGISTRATION v

The parson, firm or corpacalion whuse name appesars on this certificate has complied with the
pravisions of the Ilinois Stalutes and/or rules and tegulavons and is hereby autherizea to
engage In the aclivity as indicated below.

lssued urider the avthorily of

DABDR To ARWOL g Mola The State of Winots
DBIRECTOR Department of Public Healh

EXAIRATION DATE SATEQORY T, NOMBER

12/31/11 530 0002400
FULL LICENSE
ENERAL HOSPITAL
EFFECTIVE: Q1701711

BUSINESS ADDRESS

S3Y. FRANDIS HUSPITAL OF cVANSTON
355 REIDGE AVENUE

EYAKSTON i &6lZu2
T™a face of this Neanse bas a cofored hackground. Printed 5_ Authority of Ea State of ilinois - e.m_u D

g~ DISPLAY THIS PART iN A
CONSPICUOUS PLACE

REMOVE THIS CARD TO CARRY AS AN
IDENTIFICATION

%

State of Hlinois N D O@WO m

Department of Public Health
LICENSE, PERMIT, CERTIFICATION, REGISTRATION
STe FRARLES HUSPITAL 0OF SYANSTON
12/31/11 | #68D| 0002402
FULL LICENSE
GENTRAL HOSPITAL

EFFECTIVE:T G1l/fo1/12

11/0671C

STe FRARCIS HUSPITAL OF BYANSTCI
355 RIDGE AVWENULE

cVANSTON It 60202

FEE RECEIPT NO.
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AMERICAN OSTEQPATHIC ASSOCIATION

BUREAU OF HEALTHCARE FACILITIES ACCREDITATION
HEALTHCARE FACILITIES ACCREDITATION PROGRAM

142 E. Ontario Streel, Chicage, IL 50611-2864 312 202 8258 | B0D-621 -1773 X 8268

January 24, 2011

Jeffrey Mucphy

Chief Executive Officer
Saint Francis Hospital
355 Ridge Avenue
Evanston, IL 60202

Dear Mr Murphy :

The American Osteopathic Assodation's Bureau of Healthcare Facilities Accreditation Executive Committee, at its meeting
on January 18, 2011 reviewed the recertification survey report and found all Medicate conditions have been met Your
facility has been granted Full Accreditation, with resurvey within 3 years and AOA/HFAP recommends continued
deemed status.

Saint Francis Hospital (All Sites as Listed) Program: Acute Care Hospital
355 Ridge Avenue CCN # 140080
Evanston, IL 60202 HFAP ID: 118676

Survey Dates: 10/4/2010 - 10/6/2010
Effective Date of Accreditadon: 10/26/2010 - 10/26/2013

Condition Level Deficiencies: None
(Use crosswalk and CFR citiations, if applicable):

No further action is required.

Sincerely,

Lo b e,

George A. Reuther
Secretary

GAR/pmh

C: Laura Weber, Health Jnsarance Specialist, CS
Region V, CMS

osté

TREATING OURF ARIED S L stéoReie o
, Evanston, IL #118676\Seint Francis Hospital. |

J:E-etve i-PninaO 1\St. Francis ’
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Healthcare. Facilities Accreditition Program

March 11, 2011

Betsy Pankau

Accreditation Coordinator
Our Lady of the Resurrection
5645 West Addison

Chicago, IL 60634

Dear Ms. Pankau:

This letter is to certify that Our Lady of the Resurrection Hospital in Chicago, IL is
currently accredited by the Healthcare Facilities Accreditation Program (HFAP) of the
American Osteopathic Association (AOA).

The hospital was surveyed for re-accreditation by HFAP on October 18-20, 2010. They are
currently in process and have not yet received their Accreditation Letter or Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060.

Sincerely,

oy Lipuyhs

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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Provena Covenant Medical Center
Urbana, IL

has been Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the requirements for the

Hospital Accreditation Program

July 12, 2008

Accreditation is customarily valid for up to 39 months.

ot 2/ suuntet y Wk Sassz—.

David L. Nabowald, MD. Orpantmtion [D 4 Moark Chassin, M.D.
Chalrman of the Board Prosident

The Joint Commission is an independent, not-for-profit, national body that oversess the safery and quality of health care and
other services provided in accredited organiadons. Information sbout accredited organizations may be provided directly
w The Jolnt Commission at 1-800-994-6610. Informatton regarding eccreditation and the accreditation perfonmance of
individual organizations can be obtained through The Joint Commission’s web site at www.jolmrcommission.org.
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Provena United Samaritans

Medical Center
Danville, IL

has been Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the tequirements for the
Hospital Accreditation Program

July 26, 2008

Accrediration is customarily valid for up to 39 months.

Qonit 22/ fobaontet. " P assi2-.

David L Nahrwold, M.D, Ongrnimtion [D 4 Mark Chassin, M.D.
Chalrman of the Board President

The Joint Commission is an independent, not-for-profit, national body that oversees the safety and quality of health care and
other services provided in accredited organizations. Information about accredited organizations may be provided directly
to The Joint Commission at 1-800-994-65610. Information regarding accreditation and the accreditation performance of
individual organitations can be obwined through The Joint Commission’s web site ar www.jointcommission.org,
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7 The Joint Commission

April 5, 2011

Jeffrey L. Brickman, M_B.A. Joint Commission ID #: 7364

President and CEQ Program: Hospital Accreditation

Provena Saint Joseph Medical Center Accreditation Activity: 60-day Evidence of
333 North Madison Street Standards Complisnce

Jotiet, 1L 60425 Accreditation Activity Completed: 04/05/2011

Dear Mr. Brickman:

The Joint Commission would fike to thank your organization for participating in the accreditation process. This
process is designed to help your organization cantinuously provide safe, high-quality carc, treatment, 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

compliancc and operational improvement toot.
The loint Commission is granting your organization én accreditation decision of Accredited for all services
surveyed under the applicable manual{s) noted below:

o] iv reditation Man ospitals
This acereditation cycle is effective beginning fanuary 29, 2011, The Joint Commission reserves the right to
shorten or lengthen the duration of the cycle; however, the certificate and cycle are customanly valid for up to 36
months.
Please visit Quality Check® on The Joint Commission web site for updated information rclated to your
accreditation decision.
We encourage you to share this accreditation decision with your organization's appropriate staff, leadership, and

gaverning body. You may also want to inform the Centers for Medicare and Medicaid Services (CMS), state or
regional regulatary services, and the public you serve of your organization's accreditanon 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 vrganization 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 hecalth

care services you provide. ‘

Sincerely,

o ot i M PR

Ann Scott Blouin, RN, Ph.D.
Excecutive Vice President
Accreditation and Certification Operations
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Provena Saint Joseph Hospital
Elgin, IL
has beeri Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the requirements for the
Hospital Accreditation Program

May 10, 2008
Accreditation is customarily valid for up to 39 months.

it 2/ foluantit. s (s

David L Nahrwold, M.D. Organiztion 1D 8 Mark Chassin, M.D.
Chairmsn of the Board Preaident

The Joint Commission is an independent, not-far-profit, national body that oversees the safety and quality of health care and
other services provided in accredited organizations. loformation about aceredited organizations may be provided directly
t The Joint Commission at 1-800-994-6610. Information regarding accreditation and the accredimtion performance of
individual organizations can be obrained through The Joint Commission's web site at www.jointcommission.crg.
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¥ The Joint Commission

June 17, 2011

George Einhorn, RN Joint Commission ID #: 7240

Interim CEQ Program: Behavioral Health Care Acereditation
Provena Mercy Medical Center Accreditation Activity: 60-day Evidence of
1325 North Highland Avenuc Standards Compliance

Aurora, IL 60506 Accreditation Activity Completed: 06/16/2011
Dear Mr. Einhorn:

The Joint Commission would like to thank your organization for participating in the accreditation process. This
process is designed to help your organization continuously provide safe, high-quality care, treatment, and serviccs
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 applicabie manual(s) noted below:

mpre iv itation al for Behavioral Health C

This accreditation gycle is effective beginning March (5, 2011. The Joint Commission reserves the right to
shorten or lengthen the duration of the cycle; however, the certificate and cycle are customarity valid for up to 36

months.

Please visit Quality Check® on The Joint Commission web site for updated information 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 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, our
policy requires that you inform us of any changes in the name or ownership of your organization or the health
care services you provide,

Sincerely,

fhn et fasn B PR

Ann Scott Blouin, RN, Ph.D.
Executive Vice President
Accreditation and Certification Operations
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FEE RECEIPT NO.

S N
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i The Joint Commission

May 27, 201 |

Michael Amo, MBA, MHA Joint Commission (D #: 7367

President and CEO, Provena St Mary's Program: Hospital Accreditation

Accreditation Activity: 60-day Evidence of
Standards Comphance

Accreditation Activity Completed: 05/27/2011

Hospital.

Provena Si. Mary's Hospital
500 West Court Street
Kankakee, IL 60901

| Dear Mr. Arno:

The Joint Commission would tike to thank your organization for participming in the acerediiation process, This
process is designed to help your organization contintousty provide safe. high-guaility care, lreatihent, and scrvices
by idenlifying opponunitics for improvemeni in your processes and helping you fodiow thraugh on and
implement these improvements. We encourage you 1o use the aecreditation process as i continuous standards

compliance and operational improvemaent tool.
The Joint Comimission is granting your orgaitization an accreditation decision of Accredited for all services
surveyed under the applicable manual{s) noled below:

Comprehensive Accreditation Manual for Hospilals

This accreditation cycle is effective beginning April 02, 201 1. The Toint Commission reserves the right (o shorten
or lengthen the duration of the cycle; however, the certificate and cycle are customartly valid for up to 36 monihs.
Mease visit Quality Check@® on The Joint Commission web site for updated information related to your
accreditation decision.

We encourage you to share this accreditation decision with vour organization's appropriaie staff, leadership, and
voverning body. You may also want to inform the Centers for Medicare and Medicaid Scrvices {CMS), statc or
regionul regulatory services, and the public you serve of your organization’s accreditation decision.

Please be assured that The Joint Conunission will keep the report confidential, excepr as required by law. To
ensure that The Joint Commission's information aboul your vrganization is always accurate and current, our
policy requises that you inform us of any changes in the name or ownership of your organizition or the kealth

care services you provide.

Sincerely,

N R Y

Ann Scott Blouin, RN, Ph.D.
Executive Vice President
Accreditarion and Certification Operations
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elmont/Harlem Surgical Center, LLC
Chicago, [L

has been Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the requirements for the

Ambulatory Health Care Accreditation Program

July 8, 2010

Accreditation is customarily valid for up to 39 months.

28 KOAW&— Organization 1D #452703 %M %5 2

David L. Nahrwold, M.D. Pring/Reprint Date: 7/21/10 Aﬁgém{%ld' M.D.

Chairman of the Board President




Printed: 11/14/2005

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR NEDICARE & MEDICAID SERVICES QOMB NO, 0938-0391
STATEMENT OF JEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN O"CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
. WIN
_ 99ES-63 B WING 11/15/2005
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE
MANTENQ DIALYSIS CENTRE 1 EAST DIVISION
MANTENO, il. 60950
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST 8E PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- CWSEEON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY)
V 000t INITIAL COMMENTS V 0C0

Surveyor. 11384

A. Based on policy and procedure review,
interview with hemodialysis staff members and
review of patient records, Manteno Dialysis
Centre located at 1 E. Division St., Manteno, IL
has met the requirements at 42 CFR 405,
Subpart U and is in compliance with the
Conditions of Coverage for End Stage Renal
Dialysis (ESRD) facilities in the State of I, as of
11/16/05. No deficiencies were cited.

11384

LA}ORATO Y DIREGTOR! R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%6) DATE
\ WO /
M %A%Lm'—e CEO WL/

» deficiency statement ending with an asterisk () denotes a deficiency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection fo the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are rnade available to the facility. If deficiencies are cited, an approved plan of correction is reqluilsite to continued

program participation. ATTACHMENT

2QCX11 if continuation sheet Paga 1 of 1

JRM CMS-2567(02-99} Previous Versions Obsolete




PURPOSE OF PROJECT

The project addressed in this application is limited to a change of ownership as
defined in the IHFSRB’s rules, and does not propose any change to the services provided,
including the number of beds provided at Provena St. Mary’s Hospital. The facility will
continue operate as a general, acute care hospital. The hospital corporation will not

change, and no change in the facility’s IDPH license will be required.

The proposed change of ownership will result from the planned merger of the
Provena and Resurrection systems, through the establishment of a not-for-profit,
charitable “super parent” entity. This super parent will provide unified corporate
oversight and system governance by serving as the corporate parent of Resurrection
Health Care Corporation and Provena Health, each of which is the current parent entity of
the Resurrection and Provena systems, respectively. The proposed merger—and the
resultant deemed changes of ownership of the systems® facilities—will position
Resurrection and Provena to strengthen access to Catholic health care, improve their
long-term financial viability, enhance clinical capabilities, improve employee and
medical staff satisfaction through a shared culture and integrated leadership, and position

the unified system for innovation and adaptation under health care reform.

ATTACHMENT 12




The table below identifies the hospital’s inpatient origin for the 12-month period
ending September 30, 2010; identifying each ZIP Code area that contributed a minimum

of 1.0% of the hospital’s admissions during that period.

Cumulative

ZIP Code Community Adm,. % %
60901 Kankakee 2,536 35.1% 351%
60914 Bourbonais 1,248 17.3% 52.3%
60315 Bradley 639 8.8% 61.2%
60350 Manteno 533 7.4% 68.5%
60954 Momence 478 6.6% 75.1%
60964 Saint Anne 248 3.4% 78.6%
60922 Chebance 105 1.5% 80.0%
60970 Watseka 104 1.4% 81.5%
60938 Gilman 97 1.3% B2.8%
60958 Pembroke g2 1.3% B4.1%
60481  Wilmington 89 1.2% 85.3%
60927 Clifton 88 1.2% 86.5%
60640 Grant Park 81 1.1% 87.7%
60941 Herscher 80 1.1% 88.8%
60468 Peotone 78 1.1% 89.8%
other ZIP Code areas contributing <1% 735 10.2% 100.0%

7.23 100.0%

As can be noted from the table above, fifteen ZIP Code areas accounted for nearly
90% of the hospital’s admissions. This analysis clearly demonstrates that Provena St.

Mary’s Hospital provides services pnmarily to area residents.

The measurable goals resulting from the consolidating of the systems will be
continually high patient satisfaction reports, strong utilization levels, and improved

access to capital to ensure that the hospital’s physical plant is well maintained and that
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needed equipment can be acquired. These goals will each be measurable within two

years.
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ALTERNATIVES

Section 1110.230(c) requests that an applicant document that the proposed project
is the most effective or Jeast costly alternative for meeting the health care needs of the

population to be served.

This project is limited to a change of ownership resulting from the proposed
merger of the Provena and Resurrection systems. As described elsewhere in this
application, this is being implemented through the formation of a “super parent” entity
that will create unified system oversight. This super parent structure will create a change
in control, and under IHFSRB rules, a change of ownership of thirteen (13) hospitals, one
(1) ambulatory surgical treatment center (ASTC), and one (1) end stage renal disease

(ESRD) facility.

In order to best respond to Section 1110.230(c) given the pature of the project,
technical assistance direction was sought from State Agency staff on February 22, 2010.
Through the technical assistance process, the applicants were advised by State Agency
staff that it would be appropriate to explain why this proposed system merger was the

only alternative considered.

ATTACHMENT 13




As explained in the Project Overview, Resurrection and Provena are committed to
advancing the shared mission of the existing health systers in a2 manner that improves
long-term financial viability, clinical integration and administrative efficiencies. For
these two not-for-profit Catholic health systems, the merger of the systems is uniquely

well-suited to meeting these mission, service delivery, and efficiency goals.

In very different circumstances, health systems might give serious consideration
to an asset sale/acquisition in exchange for cash considerations, or to a corporate
reorganization in which one party acquires and controls the other. Here, however,
Provena and Resurrection have determined, through a process of discernment that
involved both existing systems and the five (5) religious sponsors, that the systems
should come together in a merger of equals transaction through a sup;cr parent structure,
which will align corporate oversight, provide unified governance equally to entities
currently in both systems, and avert the need for asset sale/acquisition. The System

Merger Agreement has been submitted with this application.
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IMPACT STATEMENT

The proposed change of ownership will have a significant positive broad-based
and health care delivery impact on the communities historically served by Provena St.
Mary’s Hospital. Consistent with [HFSRB rules, this impact statement covers the two-

year period following the proposed change of ownership.

Reason for the Transaction

Through both discernment and due diligence processes, Provena Health
(“Provena™) and its sponsoring congregations have concluded that its hospitals can better
serve their patients and their communities if the Provena system were to merge with that
of Resurrection Health Care Corporation (“Resurrection”). By doing so, Provena
anticipates that it will be able to improve its administrative efficiencies and enhance its

clinical integration efforts, consistent with its mission.

Anticipated Changes to the Number of Beds or Services Currently Offered

No changes are anticipated either to the number of beds (182) or to the scope of

services currently provided at Provena St. Mary’s Hospital.

The current and proposed bed complement, consistent with Provena St. Mary’s

Hospital ’s 2009 IDPH Hospital Profile is:
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105 medical/surgical beds

14 pediatrics beds

26 intensive care beds

12 obstetrics/gynecology beds
25 acute mental illness

Among the other clinical services currently offered and proposed to continue 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 remain Provena

St. Mary’s Hospital.

Additions or Reductions in Staff

No changes in clinical or non-system administrative staffing, aside from those
routine changes typical of hospitals, are anticipated during the first two years following
the proposed change of ownership. The applicants fully intend to offer all current
hospital employees positions at compensation levels and employee benefits equivalent to

their current position, compensation and benefits.

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 an apportionment of the transactional
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costs, categorized as “Consulting and Other Fees”. As required by the IHFSRB’s rules,
the value of the hospital is included in the project cost identified in Section I of this
application document. However, that identified component of the “project cost” does not

result in an expenditure by any applicant.

2. Benefit
The applicants believe that the community will benefit greatly from the change of
ownership, primarily through the combined system’s ability to operate more efficiently,

improve clinical integration, and enhanced access to capital.

In 2009, the hospital admitted approximately 7,500 patients, provided
approximately 103,500 outpatient visits, and treated over 31,000 patients in its

emergency department.

It is the expectation of the applicants that, for a minimum of two years following
the change of ownership, all programs and services currently provided by Provena St.
Mary’s Hospital will continue to be provided, and consistent with IHFSRB requirements,
access to the hospital’s services wiil not be diminished. Assessments related to potential

program expansion will commence shortly after the change of ownership/merger occurs.

Each of the hospitals included in the system merger will provide both chanty care
and services to Medicaid recipients. According to IDPH data, during 2009 the admission

of Medicaid recipients to Resurrection hospitals ranged between 8.6% and 65.2%, and for
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Provena hospitals ranged between 11.0% and 27.3%. The primary variable in these
percentages is the geographic location of the individual hospitals. Over 20% of the
patients admitted to five (5) of the thirteen (13) Resurrection and Provena hospitals in

2009 were Medicaid recipients.

Finally, with over 900 employees (FTEs), Provena St. Mary’s Hospital is a major
area employer, and, as noted above, no changes in clinical or non-system administrative
staffing, aside from those routine changes typical of hospitals, are anticipated during the

first two years following the proposed change of ownership.
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ACCESS

Access to the facilities addressed in the merger will not become more restrictive
as a result of the merger; and letters affirming such from the Chief Executive Officers of

Provena Health and Resurrection Health Care Corporation are attached.

Both Provena and Resurrection currently operate with system-wide charity care
policies. Attached is the hospital’s Patient and Visitor Non-Discrimination policy, and
Provena’s Provision of Financial Assistance policy, which applies across all of its
hospitals. Provena and Resurrection intend to develop a new, consolidated charity care
policy for the combined system hospitals, generally taking the best elements of each of
the existing system policies. Provena and Resurrection representatives have offered to
the Illinois Attorney General’s office that this new charity care policy will be shared in
draft form with the Attorney General’s office, so that the Attorney general’s office can
provide input into the policy. That policy, as of the filing of this application, is being
developed, and will be provided to State Agency staff when complete. Resurrection and
Provena have committed to the State Agency to provide this policy to the State Agency

prior to appearing before the State Board.

Provena St. Mary’s Hospital will, as is the case now, operate without any

restrictive admissions policies, related to race, ethnic background, religion, payment
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source, or any other factor. A copy of the hospital’s policy addressing non-
discrimination in its admissions practices is attached, and the policy will be retained
following the system merger. 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 Provena St. Mary’s Hospital are

anticipated to be discontinued as a result of the proposed change of ownership.
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190B5:Hickpry Cieek:Drive, Sulle:300

Mokena, iL 60448
708478-6300 Tel.
708- 478 59&0 Fax.
' )
7;& PROVENA
- Health

March 23, 2011

llinois Health Facilities
and Services Review Board
Sprmgﬁeld llinois

To Whom It May Gonc_e_m:

Please-be advised that following the change of ownership of the hospitals:and ESRD.
facility directiy-or indirectly owrned or controlled by Provena Health; the admissions
policies of those facilities will not become more restrictive.

Provena and Resurrection, in consultation with the Illinois Attomney General’s office, are
currently revising the charity care policy to be used foilowing the system merger. That
revised pohcy will be provided to the State Agency upon completion.

Sincerely,

o, Lomi - -
Guy Wiebking WOEEFHEEGQL PgsRérLER
President & CEO . NOTARY PUBLIC - STATEGE WLINOIS

5 MY CQWISS!ON EXPIRES‘OQR)?IH

Notarized:
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® Resurrection Sandra Bruce, FACHE

Health Cm President & Chisf Focecutioe Officer

March 24, 2011

Illinois Health Facilities
and Services Review Board
Springfield, Illinois

To Whom, It May Coneern

Pzt be arbeived tht Rilluvelng the ohiarigs of wwnership of the hospitals amd ASTC diretl
indireeily swmed of Controlled by Resurreeﬁﬁnﬁaziﬁujm Corporation, the adissiafs p@iimes of
those: fiities will not Heesie M68% restrictive,

Resumettion sl Provens; in cousgltation with the Dinofs Afflutmey General®s office, afe gigtrenily

sevisisy the civaity oare peling i be vsed Sollowhun the sysigm: sorger. That sevlsed paligy will b
providet o ﬂw ﬁ‘?&‘c‘@ Agency upon completian,
Sirigersly,

President &"C'EO

Notarized:

CO-SPONSOBRS

Sisters of the Holy Family of Nezareth & Sisters of the Resurrection AHAMI 138




CURRENT ADMISSIONS
and
CHARITY CARE POLICIES

ATTACHMENT 19B




r—_————————ﬁ D

o))
#IN PROVENA
St. Mary's Hospital
Section: Administration Number: 211.38
_ ' Page: 1 of 1
Subject: Patient Non-Discrimination Board Approval: N/A

Effective Date: 2/28/06
Supersedes: 2/29/04

PURPOSE

It is the policy of Provena St. Mary's Hospital to treat all patients without regard to race, color, national
origin, handicap or age.

SPECIAL INSTRUCTIONS/FORMS TO BE USED

‘ N/A

] PROCEDURE

; The same requirements are applied to all, and patients are assigned without regard to race, color,

‘ national origin, handicap or age. There is no distinction in eligibility for, or in the manner of providing,
patient services. All services are available without distinction to all patients and visitors regardless of
race, color, national origin, handicap or age. All persons and organizations having occasion either to
refer patients for services or to recommend Provena St. Mary's Hospital, are advised to do so without
regard to patient's race, color, national ongin, handicap or age.

The person designated to coordinate compliance with Section 504 of the Rehabilitation Act of 1973
(nondiscrimination against the handicapped) is the Vice President of Clinical Operations who can be
reached at extension 2401.

DATE:

Administrative Representative

NOTE:  Policies with original signatures are on file in Administration and signed copies are available
in the House Operation Manager’s Office.

Reviewed By: Date
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Health
SYSTEM POLICY
Section: Finance Policy Number: 5.1
Pattent Financial Services
Subject: Provision for Financial ‘Assistance — Provena Hospitals ~ Page: 1of 10
Executive Owner: System Senior VP, Chief Financial Officer Approval Date:  05/01/06

Effective Date:  02/2011
Last Review Date: 1/17/11
Revised Date;: 1/17/11
Supersedes: 8/4/10

POLICY

In order to promote the health and well-being of the community served, individuals who have no health
insurance, with limited financial resources, and who are unable to access entitlement programs shall be
eligible for free or discounted health care services based on established criteria for hospital charges.
Eligibility criteria will be based upon the Federal Poverty guidelines, family size and medical expense.
Provena Health is committed to: '

. Communicating to patients so they can more fully and freely participate in providing the
needed information without fear of losing basic assets and income;

o Assessing the patients’ capacity to pay and reach payment arrangements that do not
jeopardize the patients’ health and basic living arrangements or undermine their capacity
for self-sufficiency;

. Upholding and honoring patients’ rights to appeal decisions and seek reconsideration, and
to have a self-selected advocate to assist the patient throughout the process;

. Avoid seeking or demanding payment from or seizing exempt income or assets; and

. Providing options for payment arrangements, without requiring that the patient select
higher cost options for repayment.

PURPOSE

Our Mission and Values call us to serve those in need and maintain fiscal viability. Provena Health has a
long tradition of serving the poor, the needy, and all who require health care services. However, our
Ministries alone cannot meet every community need. They can practice effective stewardship of
resources in order to continue providing accessible and effective health care services. In keeping with
effective stewardship, provision for financial assistance will be budgeted annually. OQur Hospital
Ministries will follow the Iilinois Hospital Uninsured Patient Discount Act and the Tllinojs Fair Patient
Billing Act.
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PROVENA HEALTH ‘ SYSTEM POLICY
Section: Finance - PFS Policy #: 5.1

Subject: Provision for Financial Assistance Page: 2of 10

We also continue to play a leadership role in the community by helping to promote community-wide
responses to patient needs, in partnership with government and private organizations.

This policy identifies circumstances when the ministry or related joint venture may provide care without
charge or at a discount commensurate with the ability to pay, for a patient whose financial status makes it
impractical or impossible to pay for medically necessary services. This policy applies only to hospital
ministry charges and not independent physicians or independent company billings. The provision of free and
discounted care through our Financial Assistance program is consistent, appropriate and essential to the
execution of our mission, vision and values, and is consistent with our tax-exempt, charitable status.

Resources are limited and it is necessary to set limits and guidelines. These limits are not designed to turn
away or discourage those in need from seeking treatment. They are in place to assure that the resources the
minustry can afford to devote to its patients are focused on those who are most in need and least able to pay,
rather than those who choose not to pay. Financial assessments and the review of patients’ financial
information are intended for the purpose of assessing need as well as gaining a holistic view of the patients’
circumstances.

SPECIAL INSTRUCTIONS/ DEFINITIONS

L Definitions

A. Assets: Provena Health may use assets in the determination of the 25% maximum collectible
amount in 12-month period. Assets will not be used for initial financial assistance eligibility.
Patient may be excluded if patient has substantial assets (defined as a value in excess of 600%
Federal Poverty Level — attachment I) Certain assets will not be considered: the uninsured
patient's pnmary residence; personal property exempt from judgment under Section]2-1001
of the Code of Civil Procedure; or any amounts held in a pension or retirement plan.
Distributions and payments from pension or retirement plans may be included as income.
Acceptable documentation of assets include: statemients from financial institutions or some
other third party verification of an asset’s value. If no other third party exists the patient shal]
certify as to the estimated value of the asset.

B. Charity Care: Health care services that were never expected to result in cash. Charity care
results from providing health care services free or at a discount to individuals who do not
have the ability to pay based upon income and family size compared to established federal

poverty guidelines. .

C. Financial Assistance Committee: A group of people consisting of Jocal ministry staff and
leadership that meets monthly to review requests for financial assistance. The committee will
consist of the Chief Executive Officer, Chief Financial Officer, VP Mission Services,
Revenue Integrity Director (or designee), Risk Manager, Director of Case/Care Management,
Patient Financial Counselor/Customer Service Representative/Collection Manager and the
Director of Pastoral Care or a similar mix of individuals for ministries associated with

Provena Health.
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PROVENA HEALTH SYSTEM POLICY
Section: Finance - PFS Policy #: 5.1
Subject: Provision for Financial Assistance Page: 30f10
D. Family: The patient, histher spouse (including a legal common law spouse) and his/her legal

dependents according to the Internal Revenue Service rules. Therefore, if the patient claims
someone as a dependent on his/her income tax return, they may be considered a dependent for
purposes of the provision of financial assistance.

Family Income: the sum of a family's annual earnings and cash benefits from all sources
before taxes, less payment made for child support. Examples include but are not limited to:
Gross wages, salaries, dividends, interest, Social Security benefits, workers compensation,
training stipends , regular support from family members not living in the household,
government pensions, private pensions, insurance and annuity payments, income from rents,
royalties, estates and trusts.

Uninsured patient: is a patient of a hospital and is not covered under a policy of health
insurance and is not a beneficiary under a public or private health insurance, health benefit, or
other health coverage program, including high deductible health insurance plans, workers’
compensation, accident liability insurance, or other third party Liability.

Ilinois resident: a person who currently lives in Illinois and who intends to remain living in
Illinois indefinitely. Relocation to Illinois for the sole purpose of receiving health care
benefits does not satisfy the residency requirement. Acceptable verification of Illinois
residency shall include any one of the followmng:
Any of the documents listed in Paragraph (J);
A valid state-issued identification card;
A recent residential utility bill;
A lease agreement;
A vehicle registration card;
A voter registration card,
Mail addressed to the uninsured patient at an Illinois address from a
government or other credible source;
8. A statement from a family member of the uninsured patient who
resides at the same address and presents verification of residency; or
9. A letter from a homeless shelter, transitional house or other similar
facility verifying that the uninsured patient resides at the facility.
All non-IL resident applications will be reviewed by the ministry Financial Assistance
Committee. (See Financial Assistance Committee definition.)

NV RN

H. Income Documentation: Acceptable family income documentation shall include one (1)

of the following:

a copy of the most recent tax return;

a copy of the most recent W-2 form and 1099 forms,

copies of the 2 most recent pay stubs;

written income verification from an employer if paid in cash; or

one other reasonable form of third party income verification deemed
acceptable to the hospital.

oW e
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PROVENA HEALTH SYSTEM POLICY

Section:

Subject:

Finance - PFS Policy #: 5.1

Provision for Financial Assistance Page: 40f10

L. Catastrophic Discount: a discount provided when the patient responsibility payments

II.

specific to medical care at Provena Health Hospitals, even after payment by third-party
payers, exceed 25% of the patient’s family annual gross income. Any patient responsibility in
excess of the 25% will be written off to charity.

Medically Necessary Service: any inpatient or outpatient hospital service, including
pharmaceuticals or supplies provided by a hospital to a patient, covered under Title XVIII of
the federal Social Security Act for beneficiaries with the same clinical presentation as the
uninsured patient. A "medically necessary” service does not include any of the following:

1. Non-medical services such as social and vocational services.

2. Elective cosmetic surgery, but not plastic surgery designed to correct

disfigurement caused by injury, illness, or congenital defect or deformity.
3. Services deemed not necessary by the patient’s insurance provider.

Financial Assistance Guidelines and Eligibility Criteria (see Attachment #1)

A. Patient must be uninsured and meet the eligibility criteria noted below or meet the
definition for the Catastrophic Discount.

Eligibility Criteria

Up to 200% 100%
201 - 300% 90%
301 - 400% 80%
401 - 500% 75%
501 -600% AD]JI'OX. 72% (calculation based on IL Hospital uninsured discount Act)

B. All patients will be treated with respect and fairness regardless of their ability to pay.

C. The Eligibility Criteria discount percentage will be updated annually based on the
calculation set forth by the Illinois Uninsured Patient Discount Act. The Federal Poverty
Guideline calculations will also be updated annually in conjunction with the published
updates by the United States Department of Health and Human Services.

D. Individuals who are deemed eligible by the State of Illinois to recejve assistance under the

Violent Crime Victims Compensation Act or the Sexual Assault Victims Compensation
Act shall be deemed eligible for financia] assistance at a level to be determined on a case-
by-case basis by the Financial Assistance Committee.

E. A financial assistance application will not need to be repeated for dates of services incurred

up to six (6) months after the date of application approval. Once financial assistance
eligibility has been granted, all open accounts from 12 months before the date of approval
are grandfathered in as financial assistance.

F. A patient may apply for financial assistance at any time during the revenue cycle process.
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PROVENA HEALTH SYSTEM POLICY

Section: Finance - PFS Policy #: 5.1

Subject: Provision for Financial Assistance Page: 5of10

G. After the financial assistance adjustment has been computed, the remaining balances will
be treated in accordance with Patient Financial Services policies regarding payment
arrangements.  If a patient is unable to meet the payment arrangement guidelines, the
Revenue Cycle Representative (or designee) may review and recommend additional
financial assistance to the ministry Financial Assistance Committee.

III. Presumptive Financial Assistance Eligibility
A. Presumptive eligibility may be determined on the basis of individual life circumstances. In
these situations, a patient is deemed to be eligible for a 100 percent reduction from charges
(i.e. full write-off). A patient is presumed to be eligible and therefore does not need to

complete a financial assistance application if they meet one of the following criteria:
1. Participation in state funded prescription programs.

Participation in Women’s Infants, and Children’s Programs (WIC)
Food stamp eligibility

Subsidized school lunch program eligibility.

Eligibility for other state or local assistance program that is unfunded.
Low income/subsidized housing is provided as a valid address

Patient is deceased with no known estate.

AT o

Patient receiving free care from a community clinic and the community

clinic refers the patient to the ministry for treatment or for a procedure.

9. Patient states that he/she is homeless. The due diligence efforts are to be
documented.

10. Patient is mentally or physically incapacitated and has no one to act on
his/her behalf.

11. Patient is currently eligible for Medicaid, but was not eligible on a prior
date of service, instead of making the patient duplicate the required
paperwork; the ministry will rely on the financial assistance determination
process from Medicaid.

12. Patient receives a MANG denial due to asset availability.

B. When a patient does not complete an application and there is adequate information to
support the patient’s inability to pay these cases will be submitted to the ministry’s
Financial Assistance Committee for approval. If approved, 100% write off to financial
assistance will be granted for all open accounts from 12 months before the date of
approval. Assistance will not be granted for future dates of service.

ATTACHMENT 19B




PROVENA HEALTH SYSTEM POLICY

Section: Finance - PFS Policy #: 5.1
Subjectﬁ Provision for Financial Assistance Page: 60of 10
PROCEDURE

L Identification of Potentially Eligible Patients

A. Where possible, prior to the admission or pre-registration of the patient, the
ministry will conduct a pre-admission/pre-registration interview with the patient,
the guarantor, and/or his/her legal representative. If a pre-admission/pre-
registration interview is not possible, this interview should be conducted upon
admission or registration or as soon as possible thereafier. In case of an emergency
admission, the ministry’s evaluation of payment alternatives should not take place
unti] the required medical screening-has been provided. At the time of the imtial
patient interview, the following information should be gathered:

1. Routine and comprehensive demographic data and employment
information.
2. Complete information regarding all existing third party coverage.

B. Those patients who may qualify for financial assistance from a governmental
program should be referred to the appropriate program, such as Medicaid, prior to
consideration for financial assistance.

C. Prior to an account being authorized for the filing of suit, a final review of the
account will be conducted and approved by the Revenue Cycle Representative (or
designee) to make sure that no application of financial assistance was ever
received. Prior to a summons being filed, the Chief Financial Officer’s (CFO)
approval is required. Provena Health Ministries will not request nor support the
use of body attachments from the court system for payment of an outstanding
account; however, it is recognized that the court system may take this action in
dependently.

1L Determination of Eligibility

A. All patients identified as potential financial assistance recipients should be offered
the opportunity to apply for financial assistance. If this evaluation is not conducted
until after the patient leaves the ministry, or in the case of outpatients or emergency
services, a Patient Financial Services representative will mail a financial assistance
application to the patient for completion upon request. In addition, whenever
possible, patient billing and collection communications will inform patients of the
availability of financial assistance with appropriate contact information. When no
representative of the patient is available, the ministry should take the required
action to have a legal guardian/trustee appointed or to act on behalf of the patient.

B. Patients are responsible for completing the required application forms and cooperating
with the information gathering and assessiment process, in order to determine
eligibility for financial assistance. (See Special Instructions, II Presumptive
Eligibility for exceptions).
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PROVENA HEALTH SYSTEM POLICY

Section: Finance - PFS Policy #: 5.1

Subject: Provision for Financial Assistance Page: 70f10
C. Inthe evaluation of an application for financial assistance, a patient’s family size,
income and medical expenses will be determining factors for eligibility and
discount.

D. The Catastrophic Discount will be available to patients who have medical expenses
from a Provena Health Hospital that exceed 25% of the patient’s family annual
gross income, even after payment by third-party payers. Any patient responsibility
in excess of the 25% will be written off to charity. Services that are determined not
medically necessary by a third-party payer will not be eligible for this discount.

E. The Financial Assistance Committee will consider patient accounts on a case-by-
case basis that are exceptions to the eligibility criteria. The Committee has the
authority to approve/reject any ministry specific exceptions to the Provision for
Financial Assistance policy based on unusual or uncommeon circumstances, This
includes the review of all non-IL resident applications. All decisions, whether
approved or rejected, must have the rationale clearly and formally documented by
the committee and maintained in the account file.

III.  Notification of Eligibility Determination

A. Clear guidelines as to the length of time required to review the application and
provide a decision to the patient should be provided at the time of application. A
prompt turn-around and written decision, which provides a reason(s) for denial (if
appropriate) will be provided, generally within 45 days of the ministry’s Financial
Assistance Committee’s decision after reviewing a completed application. Patients
will be notified in the denial letter that they may appeal this decision and will be
provided contact information to do so.

B. TIf a patient disagrees with the decision, the patient may request an appeal process in
writing within 45 days of the denial. The ministry’s Financial Assistance
Committee will review the application. Decisions reached will normally be
communicated to the patient within 45 days, and reflect the Committee’s final and
executive review.

C. Collection activity will be suspended during the consideration of a completed
financial assistance application or an application for any other healthcare bracket
(i.e., Medicare, or Medicaid, etc.). A note will be entered into the patient’s
account to suspend collection activity until the financial assistance process is
completed. If the account has been placed with a collection agency, the agency will
be notified by telephone to suspend collection efforts until a determination is made.
This notification will be documented in the account notes. The patient will also be
notified verbally that the collection activity will be suspended during consideration.
If a financial assistance determination allows for a percent reduction but leaves the
patient with a self-pay balance, payment terms will be established on the basis of
disposable income.
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Seection: Finance - PFS Policy #: 5.1
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D. If a determination is made that the patient has the ability to pay all or a portion of a
bill, such a determination does not prevent a reassessment of the person’s ability to
pay at a later date.

E. Refunding Patient Payments - No refunds will be given for payments made prior to
the financial assistance approval date.

F. Ifthe patient has a change in his/her financial status, the patient should promptly
notify the Central Billing Office (CBQ) or ministry designee. The patient may
request and apply for financial assistance or a change in their payment plan terms.

IV. Patient Awarepess of Policy

A. Signage

Signage will be visible in all ministries at points of registration in order to create
awareness of the financial assistance program: At a minimum, signage will be
posted in all patient intake areas, including, but not limited to, the emergency
department, and the admission/patient registration area.  All public information
and/or forms regarding the provision of financial assistance will use languages that
are appropriate for the ministry’s service area in accordance with the state’s
Language Assistance Services Act. This policy will be translated to and made
available in Spanish.

B. Hospital Bill
Each invoice or other summary of charges to an uninsured patient shall include
with it, or on it, a prominent statement that an uninsured patient who meets certain
income requirements may qualify for an uninsured discount and information
regarding how an uninsured patient may apply for consideration under the
hospital’s financial assistance policy.

C. Policy
Every ministry, upon request, must provide any member of the public or state

governmental entity a copy of its financial assistance policy. This policy will also
be available on the Provena Health Website.

D. Application Form
Each ministry must make available the application used to determine a patient’s
eligibility for financial assistance.
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V. Monitoring and Reporting

1. A financial assistance log from which periodic reports can be developed
shall be maintained aside from any other required financial statements.

2. Financial assistance logs will be maintained for a period of ten (10) years,
At a minimum, the financial assistance logs are to include:

Account number

Date of Service

Application mailed (y / n)

Application returned and complete (y/n)

Total charges

Self-pay balances

Amount of financial assistance approved

Date financial assistance was approved/rejected

Boe 0 e o

3. The financial assistance log will be printed monthly for review at the
ministry Financial Assistance Committee meeting.
a. The financial assistance log must be signed and dated by the
ministry CFO.
b. Financial Assistance meeting minutes must be signed by the
ministry CFO.

4. The ministry’s Collection Manager / Patient Financial Services
Representative will approval financial assistance for amounts up to $1,000.
Amounts greater than $1,000 but lower than $5,000 will be approved by the
ministry’s Revenue Cycle Representative, those greater than $5,000 will be
approved by the ministry’s CFO.

5. A record, paper or electronic, should be maintained reflecting authorization
of financial assistance. These documents shall be kept for a period of ten
(10) years.

6. The cost of financial assistance will be reported annually in the Community
Benefit Report to the Community, IRS 990 schedule H and in compliance
with the IL Community Benefit Act. Charity Care will be reported as the
cost of care provided (not charges) using the documented criteria for the

reporting requirement.
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ATTACHMENTS

Eligibility Criteria for the Provena Health Financial Assistance Program — Attachment # 1
Hospital Financial Assistance Program Cover Letter and Application — Attachment #2
Room and Board Statement — Attachment #3

REFERENCES

Section 12-1001 Code Civil Procedure

Title XVIII Federal Social Secunty Act
I1linois Uninsured Patient Discount Act
Illinois Fair Patient Billing Act

Violent Crime Victims Compensation Act
Sexual Crime Victims Compensation Act
Women’s, Infant, Children Program (WIC)
IL Community Benefit Act

Internal Revenue Service (IRS) 990 Schedule
Ethical and Religious Directives, Part 1
Provena Health System Policy — Payment Arrangements
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ATTACHMENT #1

ELIGIBILITY CRITERIA FOR THE
PROVENA HEALTH FINANCIAL ASSISTANCE PROGRAM

The table below is based upon 2009 Federal Poverty Guidelines.

Family 2009 Federal
Size Poverty Guidelines 200% 600%

1 $10,830- $21,660 $64,980
2 $14,570 $29,140 $87,420
3 $18310 $36,620 $109,860
4 $22,050 $44,100 $132,300
5 $25,790 $51,580 $154,740
6 $29,530 $59,060 $177.180
7 $33,270 $66,540 $199 620
8 $37.010 $74,020 $222,060
9 $40,750 $81,500 $244 500
10 $44.490 $88,980 $266,940
CALCULATION PROCESS
The matrix below is to be utilized for determining the level of assistance for patients who are
uninsured.
1. Patients who are uninsured and at or below the 200%guideline will receive a full write-off of

charges.

For uninsured patients who exceed the 200% guideline, but have income less than the 600%

guideline, a sliding scale will be used to determine the percent reduction of charges that will apply.

The matrix for deductions 1s below:

DISCOUNT MATRIX

L v Percentape of Poverty Guidelines:. - . /o[ iDiscount Percentage. .. i i gy
Up to 200% 100%
201 - 300% 90%
301 - 400% 80%
401 - 500% 75%
501 - 600% Approx. 72% (calculation bused on 1L Hospital uninsured discount Act)
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HOSPITAL FINANCIAL ASSISTANCE APPLICATION COVER LETTER

Provena Health offers a variety of financial assistance programs to meet the needs of our patients. Our programs apply
only to Provena hospital charges. Please be aware you will receive a separate bill from each independent practitioner, or
groups of practitioners, for care, freatment, or services provided. The Provena Health Financial Assistance Program does not

apply to these charges.

In addition to the Provena Health Financial Assistance Programs, you may also be eligible for public programs such as
Medicaid, Medicare or AlKids. Applying for such programs may be required prior to applying for a Provena Health Financial
Assistance Program. Provena will assist patients with state funded public programs and the enrollment process.

The Provena Health Financial Assistance Programs include:

w> Program - | - Availablgto " | 7 - ~Description- 1 .:How to Apply <
Uninsured Uninsured Patients Oﬁers free care or dtscounted care Complete the Financial ASS|stance
Financial based on family size and income Program Application
Assistance according to the Federal Poverty
Guidelines
Self-Pay Discount | Uninsured Patients Offers an automatic 20% discount No application necessary
Catastrophic Uninsured and Limits the out-of-pocket costs when | Determine if your out-of-pocket
Discount Insured Patients medical debts specific to medical expenses exceed 25% of family
care at Provena Health Hospitals gross income. |f so, complete the
exceed 25% of the patient's family Financial Assistance Program
gross income Application
Payment Plan Uninsured and Assists patients with their financial | Contact a Financial Counselor * or
Program Insured Patierts obligations by establishing payment | the Central Billing Office at 888-740-
arrangements 4111 if you have already received a
statement

To help us determine if you are qualified to receive financial assistance, please complete, sign and retum the enclosed
application along with copies of the following applicable documents:

O Federal Income Tax Return - preferred (or)

2 most recent paycheck stubs or other proof of income

If applicable, please submit the following:

O Social Security Award Letter

O Financial Award Letter(s) for any student loans or grants

O Driver's License or State-issued D

O Room and Board Statement (if no income) available at
www.provena.orafiinanciafassistance

O Unemployment Compensation Benefit Award Letter

Return completed form and supporting documents to:

Provena Health
Central Billing Office
1000 Remington Blvd., Suite 110
Bolingbrook, IL 60440

We will respond to you within 45 days of receiving the completed application and supporting documents. {f you have any
questions or need additional assistance, please contact us at 888-740-4111 or www.Provena.org/FinancialAssistance to
obtain additional information on the Provena Health Financial Assistance Programs.

“Financiel Counsalors. Provena Covenant Medical Center-217-337-2257-Provena Saint Joseph Hospital:847-931-5562- Provéa SaifCibso WEGIG Cerler815.741-7146-
Provena St Mary's Hospital: 815-937-2028:Provena Mercy Madical Center:630-801-2558+Provena United Samaritans Medical Center.217-443-5000 ext 5128,5151,5497




Program Applying For:
0 Uninsured Financial Assistance (Free/Discounted Care)
0 Catastrophic Discount

NOTE: This application is for Provena Health Hospital

Date of Application:

Date Application Mailed;

Hospital Financial Assistance Program Application

Charges only (does not inciude independent physician professional charges).

Please complate bath sides of this form. Return the gigned form with all required documents {0 the address below,
Provena Health, Central Billing Offioe, 1000 Remington Bivd., Sulte 1 10, Bolingbrook, IL 60440

Atfachment #2
&

’a} PROVENA
Health

:1-PATIENTINFORMATION - CF

Last Name

G777 Married

3 . Dworoed:

{other then self end co-applicant)

Last Na'fﬁé - ‘ First Name ; aISecurrty 'Number ] Date of Birt:h-_ '

Street Address City Zip Home Phone (

Current Employer Street Address Phone Pasition Years Employed
Total Number of Dependents: Dependent Name Date of Birth Refationship

R R A et

Last Name First Name Middle Initial Social Security Number Date of Birth

Street Address City Zip Home Phone (

Current Employer Street Address Phone Position Years Employed
Total Number of Dependents: Dependent Name Date of Birth Relationship

{other than self and co-applicant)

£ INCOME INFORMATION: -

il contributing gross income. Ihclud
«* . inémibiers not fiving.in the household; gov

age:

vidsnds, inforest, vty benefits, work

safion;

i wages, Salaries, d oSt Social security benefis, workers Sompénsation; reining Stipends, reuler supportfiom ey
emiment pefisions, private pensions, insranioe ind annuity payments, inooma from. rents; ioyalties estates, fusts, and velsrarstigends. o -

Monthly income Sources

Applicant

Co-Applicant

Combined Monthly Income

Employment income

€7

Social Securily

Jisability

P
| &

Jnemployment

3pousal/Child Support

e |en

% en o len|en

tental Property

=

nvestment Income

dther;

3 £ {4

her,

e |erenlen e lenan

Hher:

Hher:

e e e

-l

o lery




o

N PROVENA

Health
UNEMPLOYMENT: If you do not have monthly income, please complete the Room and Board Statement. Available at www,provena, orﬂnanclafessmnance

5. ASSETS: . . . .
v Dobnot mclude the pahent’s pnm

001_ of Code of Cnnl Procedure _or'any @
mentatuon mcludes statements from

.. Rangial institutiong o some other third: partyvenfcahons of assets valie: PN
Asset Name:
1.

2.

3.

6. .PROVENA HOSPITAL SERVICES: Ly L wed ER
<} ' Pléase indicaté the Provend Hosmtals-thatyou have been seen'atlnnth ast-tv.relve;(12) monthsjcalehd year |f msured] SO
If additional space is needed for Account Numbers or | Account Number Date(s) of Service Patlent Ba!ances
Date of Service, please use section 7 below,

O Provena Covenant Medical Center, Champaign
0  Provena Mercy Medical Center, Aurora

0 Provena Saint Joseph Hospital, Elgin

O Provena Saint Joseph Medical Center, Joliet

G

0

pid b

FY.N PN

Provena St. Mary's Hospital, Kankakee
Provena United Samaritans Medical Center, Danville
- '(,'-:- ADD].'T']ONf\lL',_!_NFOR_MAHQNI{CQMME&TS; o }  -_ ‘ -:, :'-. S

||

8. SIGNATURE

By sugnlng below I cerhfy that all mformatmn ss valld and complete [ will lmmeo' iately notify Provena Health i my ﬁnanma! clrcumstances change

Applicant Signature Date Co-applicant Signature Date

Please submit the following information with your application:
O Federal Income Tax Return - preferred (or) O Dnver's License / State-issued ID (or proof of L residence)
2 most recent paycheck stubs or other proof of income
i applicabie, please submit the following:
O Sotia Security Award Letter 0 Room and Board Statement {if no income) — Aftachment #3
0 Financial Award Letter(s) for any student loans or grants 0 Uremployment Compensation Benefit Award Letter

Retum completed form and supporting documents to:
Provena Health

Central Bitling Office
1000 Remington Blvd., Suite 110
Bolingbrook, IL 60440

If you have any questions or need additional assistance, please contact us at 888-740-4111 or www.Provena.org/FinancizlAssistance to obtain
additional information on the Provena Health Financial Assistance Programs. ATTACHMENT 19R




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. For purposes of this section, health

care system refers to the combined Resurrection and Provena systems.

Impact of the Proposed Transaction on Other Area Providers

Following the change of ownership, Provena St. Mary’s 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 Provena St. Mary’s
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 admissions policies of the hospital will not be changed to become more restrictive
(please see ATTACHMENT 19B), patients will not be “deflected” from Provena St.

Mary’s Hospital to other area facilities as a result of the change of ownership.

Other Facilities Within the Acquiring Co-Applicants’ Heaith Care System

Upon the completion of the merger, twelve other hospitals will be in the new

Health Care System. All of those hospitals, with the exception of Holy Family Medical
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Center, which operates as a Long-Term Acute Care Hospital (LTACH), operate as
general acute care hospitals.  The table below identifies the distance and driving time
(MapQuest, unadjusted) from Provena St. Mary’s Hospital to each of the other hospitals

in the Health Care System.

Proximity of Provena St. Mary’s Hospital {500 West Court Street Kankakee) to:

Miles Minutes

Saint Francis Hospital 355 Ridge Avenue Evanston 76.2 97
Provena St. Mary's Hospital 7435 W. Talcott Avenue Chicago 726 88
Saint Mary of Nazareth Hospital 63.2 77
and St. Elizabeth's Med. Ctr. 2233 W. Division Street Chicago 632 77
Saint Joseph Hospital 2800 N. Lake Shore Drive  Chicago 65 82
Our Lady Resurrection Med. Ctr. 5645 West Addison St. Chicago 68.96 87
Holy Family Medical Center 100 North River Road Des Plaines 79.1 96
Provena United Samaritans Med. Ctr. 812 North Logan Street Danville 86.8 109
Provena Covenant Medical Center 1400 West Park Avenue Urbana 79.7 84
Provena Mercy Medical Center 1325 N. Highland Avenue  Aurora 61.8 87
Provena Saint Joseph Hospita! 77 North Airlite Street Elgin 83.7 111
Provena Saint Joseph Medical Ctr. 333 North Madison Street  Joliet 423 53

Source: MapQuest, 02/22/2011

Consistent with a technical assistance conference held with IHFSRB Staff on
February 14, 2011, historical utilization of the other facilities in the Health Care System
is provided in the form of 2009 IDPH Profiles for those indivi_dual facilities, and those

documents are attached.

Referral Agreements

Copies of Provena St. Mary’s Hospital’s current referral agreements related to

IDPH “categories of service” not provided directly by the hospital are attached. It is the
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intent of the applicants to retain all of Provena St. Mary’s Hospital’s referral agreements,
and each provider with which a referral agreement exists will be notified of the change of
ownership. Fach of the existing referral agreements will continue in their current form
unti] those agreements are revised and/or supplemented, if and as necessary. That
revision process is anticipated to take 6-12 months from the date of the change of

ownership.

The table below identifies the dniving time and distance between Provena St.

Mary’s Hospital and each hospital with which PSMH maintains a referral agreement.

Referral Site Service Miles* Minutes*

Provena Saint Joseph Medical Center

333 North Madison Street Joliet neurgsurgery 42.3 53
Riverside Medical Center

350 North Wall Street Kankakee open heart surgery 0.67 1
OSF St. Francis Medical Center

530 N.E. Glen Oak Ave. Peoria general 119.2 128

*MapQuest (unadjusted) March 3, 2011

Duplication of Services

As certified in this application, the applicants fully intend to retain Provena St.
Mary’s Hospital’s clinical programmatic complement for a minimum of two years. An
initial evaluation of the clinical services provided by Provena St. Mary’s Hospttal would
suggest that the hospital provides few, if any, clinical services not typically provided by

general acute care hospitals. In addition, and as can be seen from the proximity data
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provided in the table above, the hospitals in the Health Care System do not have service

areas that overlap.

Availability of Services to the Community

The proposed merger will, because of the strength of the newly-created system,
allow for the development of important operations-based services that are not currently
available. Examples of these new programs, which will benefit the community, and
particularly the patient community are an electronic medical records (EMR) vehicle
anticipated to be implemented system-wide, enhanced physician practice-hospital
integration, more efficient equipment planning, replacement and procurement systems,
and expanded material management programs; all of which will benefit the community

through the resultant efficiencies in the delivery of patient care services.

In addition, Provena St. Mary’s Hospital is a primary provider of both hospital-
and community-based health care programs in its community, and it is the intent of the
applicants to provide a very similar community-based program complement,
understanding that in the case of all hospitals, the complement of community programs is

not static, and that from time-to-time programs are added or eliminated.
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Ownership, Management and General Information
ADMINISTRATOR NAME: Sister Donna Marie C.R.
ADMINSTRATOR PHONE  773-792-5153

Hospital Profile - CY 2009 Resurrection Medical Center Chicago Page 1
Patients by Race Patients by Ethnicity
White 90.7% Hispanic or Latino: 24%
Black 1.7% Not Hlisparic or Latino: 92.0%
OWNERSHIP: Resurrection Medical Center American ndian 0.0% Unknown: 5.5%
OPERATOR: Resurrection Medical Center Asian 1.7%
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 03%  |OPHNumber. 1974
CERTIFICATION: None Unknown: 5 5% HPA A-01
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 7435 West Talcotl Avenue CITY: Chicago COUNTY: Suburban Cook (Chicago)

Facility Utilization Data by Category of Service

Authorized  Peak Beds Average Average CON Staff Bed
. . CON Beds Setup and Peak Inpatlent Observation |ength  Daily Occupancy Occupancy
Clinical Service 1213112009 Staffed Census Admissions  Days Days  ofStay Gensus  12/31/2009 Rate %
Medical/Surgical 214 225 190  $1,399 53,786 2,530 49 154.3 72.1 68.6
0-14 Years g o
15-44 Years 835 2,851
45-64 Years 2,406 10,186
65-74 Years 2188 10,249
75 Years + 5970 30,500
Pediatric 17 18 8 230 455 18 2.1 13 76 7.2
intensive Care M 30 30 2,838 8,856 0 3.1 243 59.2 809
Direct Admission 1,760 5510
Transfers 1,078 3,346
Obstetric/Gynecology 23 31 3 1,053 2,466 64 24 6.9 30.1 22.4
Maternity 1,003 2,385
Clean Gynecology 50 a1
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 65 61 59 1,370 17,925 0 13.1 49.1 756 80.5
Long-Term Acute Care o 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observalion ¢ 0
Facility Utilization 360 15,812 83,488 2,612 - 5.4 235.9 65.5

{Includes ICU Direct Admissions Only)

Inpatients and Qutpatients Served by Payor Source

Medicare Medicaid Other Public Private Insurance Private Pay  Charity Care Totals
62.0% 8.6% 0.1% 26.9% 1.0% 1.4%
Inpatients 9805 1360 13 4253 161 220 15,812
39.2% 15.0% 0.1% 42.7% 22% 0.8%
Outpatients 62394 23859 137 67967 3351 1337 159,245
Financial Year Reported: 7/1/2008 to 613072009 Inpatient and Qutpatient Net Revenue by Payor Source Charlty Totai Charity
Medicare Medicaid  Other Public  Private Insurance  Private Pay Totals Care Care Expense
. Expense 1,869,515
Inpatient 65.7% 4.3% 0.0% 28.6% 1.4% 100.0% Totals: Chari
Revenue ($) 127765641 8,348,093 0 55727368 2,769,114 194510216  1,195048 | ‘onoes el
Outpatient 26.9% 6.1% 0.0% 64.8% 2.3% 100.0% Net Revenue
Revenue { §) 22,972,910 5,210,335 0 55,408,824 1,926,915 85,518,984 674,466 0.7%
Birthing Data Newbom Nursery Utilization Qrgan Transplantation
Number of Total Births: 1,038 Level 1 Patient Days 1,664 Kidnay: 0
Number of Live Births: 1,026 Level 2 Patient Days 1,653 HomeY, o
Birthing Rooms: 0 Level 2+ Patient Days 90 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 3,407 Heart/Lung: 0
Delivery Rooms; 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver- ' 0
Labor-Delivery-Recovery-Postpartum Rooms: 17 Inpatient Studies 511,319 .
C-Section Rooms: 2 Outpatient Studies 438,246 Total: 0
CSections Performed: 312 Studies Performed Under Contract 88,504

ATTACHMENT 19C




HOSPITAL PROFILE - CY 2009 Resurrection Medical Center Chicago Page 2
Surqery and Operating Room Utilization
Surgical Specialty Operating Roo Surgical Cases Surgical Hours ours per Case
Inpatient Quipatient Combined Total Inpatient Outpatient  Inpatient OQutpatient Total Hours Inpatient OQutpatient
Cardiovascular 0 0 2 2 561 101 1886 131 2017 34 1.3
Dematology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 9 9 1066 993 1845 1092 2937 1.7 1.1
Gastroenterclogy 0 0 0 0 0 0 0 a 0 00 0.0
Meurology 0 0 0 0 318 44 1060 93 1153 33 2.1
OB/Gynecology 0 0 0 0 243 625 565 526 1091 23 0.8
Oral/Maxillofacial 0 0 0 o 6 28 18 76 94 3.0 2.7
Ophthalmology 0 0 0 0 52 916 98 801 899 1.9 0.9
Orthopedic 0 0 0 0 855 546 1539 731 2270 1.8 1.3
Otolaryngology a 0 0 0 20 336 164 an 535 1.8 1.4
Plastic Surgery 0 1] 0 0 13 60 22 a3 105 1.7 1.4
Podiatry 0 0 0 0 53 74 70 125 195 i3 1.7
Thoracic 0 0 0 0 179 16 435 24 459 24 1.5
Urology 0 0 1 1 350 815 605 584 1189 1.7 0.7
Totals 0 0 12 12 3786 4554 8307 4637 12944 2,2 1.0
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 20
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cages Surgical Hours Hours per Cese
Procedure Type Inpatient Qutpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 5 5 1579 3774 970 2519 3489 06 0.7
Laser Eye Procedures 0 2 0 2 0 16 0 10 10 0.0 06
Pain Management 0 0 4 4 191 6576 143 4832 5075 07 08
Cystoscopy 0 0 0 0 0 0 0 0 1] 0.0 0.0
Muitipurpose Non-Dedicated Rooms
0 0 0 0 0 0 o 0 0 0.0 0.0
1] 0 0 0 0 0 0 0 0 0.0 0.0
0 o 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Canrdiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs}): 4 Total Cardiac Cath Procedures: 3,366
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 1,987
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 1 Interventlonal Catheterization (15+) 813
Emergency/Trauma Care EP Catheterizations (15+) 566
Certified Trauma Center by EMS O )
Level of Trauma Service Leiv_e_l 1 Le-v-ef 2 Total CardlacW 215
. . Pediatric {0 - 14 Years): 0
gﬁ;r:z:g ;‘:::’;E.D\;::::ed for Trauma Care g Adult (15 Years and Older): 215
Patien{s Admitted from Trauma 0 Coronary Artery Bypass: Grafts (CABGs)
] ) performed of total Cardiac Cases : 147
Emergency Service Type: Comprehensive .
Number of Emergency Room Stations 21 Total Outpat t%fﬂm-ﬂ—ipa—m 159.245
. utpatient Visits !
Per‘sons Trea.ted by Emergency Servlces. 38,300 0utpaﬁt§nt Visits at the Hospitalf Campus: 159,245
Patients Admitted from Emergency: 9625 Outpatient Visits Offsitefoff campus 0
Total ED Visits (Emergency+Traumay: 38,300
Examinations Egdiation Equipment Therapies/

Diagnostic/interventional Equipment

Owned Contract Inpatient Outpatient

Owned Contract Treatments

General Radiography/Fluoroscopy 9 0o 33,176 30,020 Lithotripsy 0 0 0
Nuclear Medicine 5 0 3,504 5,520 Linear Accelerator 1 0 4,907
Mammography 2 0 19 19,164 Image Guided Rad Therapy 1 0 5I108
Uttrasound 8 0 6240 142 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 High Dose Brachytherapy 1 0 7
Interventional Angiography f: g 722 Proton Beam Therapy ] 0 0
N R 0 .
e eterisee Al Tomageapny (CAT) 3 o 12006 18683 Camma Knifs o 0
Magnetic Resonance Imaging 2 0 2,390 5,544 Cyber knife 0 0 0

Source: 2009 Annual Hospital Questionnaire, lllinois Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009 Saint Francis Hospital Evanston Page 1
Ownership, Management and General information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME;  Jeff Murphy White 48.2% Hispanic or Latino: 7.4%
ADMINSTRATOR PHONE  847-316-2353 Black 23.5% Not Hispanic or Latino: 75.9%
OWNERSHIP: Saint Francis Hospital American Indian 0.3% Unknown: 16.7%
OPERATOR: Saint Francis Hospital Asian 4.0%
MANAGEMENT: Not for Profit Corporation Mawaiian/ Pacific 0.0% IDPH Number: 2402
CERTIFICATION: None Unknown: 24.1% HPA A-08
~ FACILITY DESIGNATION: General Hospital HSA 7
ADDRESS 355 Ridge Avenue CITY: Evanston COUNTY: Suburban Cook County
Facility Utilization Data by Category of Service
Authorized  Peak Beds Average Average CON Staff Bed
L, \ CON Beds Setup and Peak Inpatient Observation |ength  Dally Occupancy Occupancy
C!l_nlca! §e[!_ ice 12/3442009 Staffed Census  Admlssions Days Days of Stay Census 1213112009 Rate %
Medical/Surgical 206 157 135 5662 28,734 4,032 5.8 89.8 436 572
0-14 Years 7} 0
15-44 Years 889 3318
45-64 Years 1,741 8,300
65-74 Years 1,181 6,750
75 Years + 1,881 10,826
Pediatric 12 12 6 283 636 211 30 23 193 19.3
Intensive Care 35 35 32 2,280 7,775 85 34 215 615 615
Direct Admission 1,678 5,840
Transfers 602 1,835
Obstetric/Gynecology 18 12 12 850 2,148 152 27 6.3 35.0 52.5
Maternity 714 1,862
Clean Gynecology 136 286
Neonatal 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 ] 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mentaf lllness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 00
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observafion 0 0
Facility Utilization 271 8,473 39,293 4,480 82 119.9 44.3
{Inciudes ICU Direct Admissions Only)
Inpatients and Quipatients Served by Payor Source
Medicare Medicaid Other Public Private Insurance Private Pay  Charity Care Totals
48.1% 21.3% 0.0% 25.8% 3.3% 1.5%
Inpatients 4072 1806 0 2186 282 127 8473
27.5% 20.1% 0.0% 20.3% 30.9% 1.2%
Outpatients 32308 23699 0 23807 36315 1404 117,633
Financial Year Reported: 7/1/2008 1o 6/30/2008 inpatient and Outpatient Net Revenue by Payor Source Chari Total Charity
, . arity Care Expense
Medicare MedJcaid Other Public  Private Insurance  Private Pay Totals Care
Expense 3,344,304
Inpatient 47.8% 231% 0.0% 26.0% 3.1% 100.0% Totals: Charity
R s; Chal
evenue ($) 52,034,979 25,140,397 0 28,361,084 3385602 108,922,062 1883268 sorene o of
Outpatient 17.6% 10.5% 0.0% 58.3% 13.6% 100.0% Net Revenue
Revenue { $} 10,022,592 5,962,992 0 33,167,642 7,755,578 56,908,804 1,461,036 2.0%
Birthing Data Newbom Nursery Utilization Qrgan Transplantation
Number of Total Births: 721 Level 1 Patient Days 1,729 Kidney: 0
Number of Live Births: 710 Level 2 Patient Days 650 Heart'!" 0
Bim\mg Rooms: 0 Level 2+ Patient Days 24 Lung: o
Lab‘or Rooms: 0 Total Nursery Patientdays 2,413 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Labaratory Studies Liver: ' 0
Labor-Defivery-Recovery-Postpartum Rooms: 18 inpatient Studies 402,225 )
C-Section Rooms: 2 Ou’tpatlent Studies 229,844 Total: ]
CSections Performed: 175 Studies Performed Under Contract 7672

* Note: On 4/22/2009, Board approved the voluntary reduction of 104 beds within Medical Surgical, Pediatric, Ob-Gyn and ICLI categories of service. The

total hed count for the facility is 271 beds,
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HOSPITAL PROFILE - CY 2008 Saint Francis Hospital Evanston Page 2
Surgery and Operating Room Utifization
Sur: Speclal Operating Rooms Surgleal Cases Surgical Hours Hours per Case
Inpatlent Qutpatient Combined Total npatient OQufpatient  Inpatient OQutpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 2 2 168 12 604 19 623 36 16
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 2 2 1096 801 2218 990 3208 20 1.2
Gastroenterotogy 0 0 2 2 0 0 0 0 0 00 0.0
Neurology 0 0 1 1 78 8 244 13 257 3.1 1.6
OB/Gynecology 0 0 1 1 188 277 514 342 856 27 1.2
Oral/Maxillofacial 0 0 0 0 0 0 0 0 0 00 0.0
Ophthatmology 0 0 2 2 22 744 24 584 608 T 0.8
Orthopedic 0 0 2 2 565 706 1379 1001 2380 24 1.4
Otolaryngology 0 0 0 0 58 161 90 219 309 16 1.4
Plastic Surgery 0 0 1 1 23 54 82 94 176 36 1.7
Podiatry 0 0 0 0 9 92 12 121 133 1.3 13
Thoeracic ] 0 0 0 0 ] 0 0 0 0.0 0.0
Urolegy 0 0 2 2 141 147 223 129 352 16 0.9
Totals 0 ] 15 15 2348 3002 5390 3512 8902 23 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 11 Stage 2 Recovery Stations 28
Dedicated and Non-Dedicated Procedure Room Utifzation
Procedure Rooms S es Surgical Hours Hours per Case
Procedure Type Inpatient Oufpatient Combined Total inpatient Ouipatient [npatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 3 3 808 1830 616 1427 2043 0.8 08
Laser Eye Procedures 0 0 0 0 0 ] 0 0 0 0.0 0.0
Paln Management 0 0 1 1 21 542 20 351 VS| 1.0 0.6
Cystoscopy 0 0 2 2 113 132 130 113 243 1.2 0.9
fMultipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 4] 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs {Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 836
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 524
Dedicated [nterventional C.atheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 312
Emergency/Trauma Care EP Catheterizations (15+) 0
Certified Trauma Center by EMS v )
Leve! of Trauma Service L:;ﬁ:: Le_\r-el 2 Total Car diac%?ﬁlﬁm 75
Operating Rooms Dedicated for Trauma Care 2 Z:ﬂ:ﬂ:; (:()e;l: ;edagl)(;er}- 72
Number of Trauma Visits: 851 :
Patints A o Traus Cotonay Aty Bypass Grat (chRG) )
Emergency Service Type: Comprehensive . )
Number of Emergency Room Stations 20 Total Out aﬁent%%@w 117.633
S (] isi )
Persons Treated by Emergency Services: 34,500 Outpatient Visits at the Hospitat/ Campus: 106,748
Patients Admilted from Emergency: 5,956 Outpatient Visits Offsitefoff campus 10,885
Total ED Visits (Emergency+Trauma): 35,351 '
Diagnostic/interventional Equipment Examinations Radiati uj t Therapies/
Owned Contract inpatient Outpatient Owned Confract Treatments
General Radiography/Fluoroscopy 4 0 13,559 29,471 Lithotripsy 0 0 o
Nuclear Medicine 2 0 1,028 2,280 Linear Accelerator 1 0 119
Mammography 3 0 0 10,623 image Guided Rad Therapy 0 0 0
Uttrasound 4 0 1473 4435 Intensity Moditated Rad Therap 1 0 74
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Positran Emission Tomography (PET) 0 1 0 128 Gamma Knife 0 0 0
Computerizaed Axial Tomegraphy (CAT) 2 0 2,988 18,677 ) 0
Magnelic Resonance Imaging 1 0 8g7 2,119 Cyber knife 0 0 0
ATTACHVMENT I9C

Source: 2009 Annual Hospital Questionnaire, lllinois Department of Fublic Health, Health Systems Development,




Hospital Profile - CY 2008 Saint Mary Of Nazareth Hospital Chicago Page 1

Ownership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  Margaret McDermott White 21.0% Hispanic or Latino: 13.8%
ADMINSTRATOR PHONE  312-770-2115 Black 25.7% Not Hispanic or Lafino: 8§5.9%
OWNERSHIP: Saints Mary and Elizabeth Medical Center DBA Saint American Indian 0.1% Unknown: 0.3%
OPERATOR! Saints Mary and Elizabeth Medical Center DBA Saint Aslan 1.3%

MANAGEMENT: Not for Profit Corporation Rawaiian/ Pacific 0.0% IDPH Number: 2584
CERTIFICATION: MNone Unknown: 52.0% HPA A-02
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 2233 West Divison Street  CITY: Chicago ____COUNTY: Suburban Cook (Chicago}
Eacility Utilization Data by Category of Service
Authorlzed Peak Beds Average Average CON Staff Bed
. . CON Beds Setup and Peak Inpatient Observation |ength Dally Occupancy QOccupancy
Clinical Service 12131/2009 Staffed Census Admissions  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgica! 186 186 152 10,373 48081 3623 50 141.7 76.2 76.2
0-14 Years 10 20
15-44 Years 25628 8,045
45-64 Years 3,883 17,282
65-74 Years 1,831 9,616
75 Years + 2,121 13,118
Pediatric 14 14 14 925 2,002 535 28 72 51.4 51.4
intensive Care 2 32 30 2,010 7,979 5 40 219 68.4 68.4
Direct Admission 1,204 4536
Transfers 806 3443
Obstetric/Gynecology 20 20 20 2,188 5113 235 24 14.7 73.3 733
Maternity 2193 5,103
Clean Gynecology & 10
Neonatal 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 120 120 120 3,968 34,495 0 87 945 76.8 78.8
Rehabilitation 15 15 15 325 3,847 0 11.8 10.5 70.3 703
Long-Term Acute Care 0 0 0 0 0 "0 0.0 0.0 0.0 0.0
Dedcated Observation 4] 4]
Facility Utilization 387 18,994 101,607 4,398 56 290.4 15.0

{includes ICU Direct Admissions Oniy}
Inpatients and Outpatients Served by Payor Source

Medicare Medicaid Other Public  Private Insurance Private Pay  Charity Care Totals
34.1% 42.9% 0.0% 18.8% 2.1% 2.1%
Inpatients 6478 8142 8 3562 402 402 18,994
20.6% 42.5% 0.1% 30.7% 3.3% 2.8%
Qutpatients 33067 68076 170 49228 5270 4524 160,335
Financial Year Reported: 7/1/2008 ro 6/3072009 Inpatient and Qutpatient Net Revenue by Payor Scurce Chari Total Charity
. 5 anty Care Expense
Medicare Medicaid Other Public  Private Insurance  Private Pay Totals Care
Expense 2,662,695
Inpatient 36.8% 34.8% 0.0% 18.9% 9.5% 100.0% Totals: Charity
R : Charl
evenue ($) 64,870,370 61,419,970 0 33285730 16,816,201 176392271 1394629 | ‘cao oo of
Outpatient 16.6% 32.9% 0.0% 31.8% 18.7% 100.0% Net Revenue
Revenue { §) 11,265,066 22276179 0 21,509,882 12,633,264 67,684 411 1,267 966 1.1%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 2,014 Levet 1 Patient Days 3,691 Kidney: 0
Nutmber of Live Births: 2,004 Level 2 Patient Days 0 Hoa o ;
Birthing Rooms: 0 Level 2+ Patient Days 1,409 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 5,100 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 8 Laboratory Studies Liver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 641,498 ‘
C-Section Rooms: 2 Qutpatient Studies 251,694 Total: 0
CSections Performed: 544 Studies Performed Under Confract 3,466
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HOSPITAL PROFILE - CY 2009 Saint Mary Of Nazareth Hospital Chicago Page 2
Surgery and Operating Room Utilization
Surglcal Specialty Operating Rooms | Surglcal Cases Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total Inpatient Outpatient  Inpatient Qutpatient Total Hours inpatient Outpatient
Cardiovascular 0 0 1 1 843 87 2000 135 2135 24 1.6
Dermatology 0 0 0 0 ] 0 0 0 0 0.0 0.0
General 0 0 6 6 963 704 1561 767 2328 186 1.1
Gastroenterology 0 0 0 0 5 15 7 9 16 1.4 06
Neurology 0 0 0 0 156 3 589 7 596 3.8 23
OB/Gynecology 0 0 0 0 519 499 744 403 1147 1.4 0.8
Cral/Maxillofacial 0 0 0 0 9 9 9 18 27 1.0 20
Ophthalmology 0 0 0 0 2 149 4 229 233 2.0 15
Qrthopedic 0 0 0 0 325 162 637 217 854 20 1.3
Otolaryngotogy 0 0 0 0 70 99 66 109 175 09 1.1
Plastic Surgery 0 0 0 0 20 8 44 19 63 2.2 2.4
Podiatry 0 o 0 0 103 125 93 171 264 09 1.4
Thoracic 0 0 0 0 173 26 297 17 314 1.7 07
Urology 0 o 1 1 324 298 447 300 747 1.4 1.0
Totals 0 0 8 3512 2185 8498 2401 8899 1.9 11
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 9 Stage 2 Recovery Stations 19
Dedicated and Non-Dedicated Procedure Room Utilzation
Progedure Rooms Surgical Cases Surgical Hours Hours per Case
Proce e Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointesfinal 0 0 3 3 1767 3958 628 1534 2162 04 04
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Pain Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 0 0 0 0 0 0 1] 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 ] 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs {Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 1,438
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 852
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 268
Emergency/Trauma Care EP Catheterizations (15+) 38
Certified Trauma Center by EMS O -
Level of Trauma Service Le-v-e-l 1 LE‘V:?E 2 Total Car macW 78
. Pediatric (0 - 14 Years): 0
Operating Rooms Dedi.cated for Trauma Care 0 Adult {1 5(Years and Ol)der): 75
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafls (CABGs)

Emergency Service Type:
Number of Emergency Room Stations

Comprehensive

performed of total Cardiac Cases :

31 Qutpatient Service Data

T Total Outpatient Visits 160,335
T d by E Services: 57,393 : - .
:tr:::: Ar;:it:e db;orrggz:::nc:r" oo Outpatient Visits at the Hospitall Campus: 160,335
) ! tient Visits Offsite/off

Total ED Visits {(Emetgency+Trauma): 57,393 40utpa ent viets He/olt campus

Diagnostic/interventional Fquipment Exappinations Radiation Equipment Therapies/
Owned Contract inpatient Outpatient Owned Contract Treatments

General Radiography/Fluoroscopy 8 o 15828 37,232 Lithotripsy 1 1 6
Nuclear Medicine 3 0 1,871 2,905 Linear Accelerator 1 0 124
Mammography 1 0 23 4,680 Image Guided Rad Therapy i} 0 0
Ultrasound 4 0 33“8 16,04% Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 0 0 0 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 2 0 4,168 18,333 Cvber knife
Magnetic Resonance Imaging 1 0 1,315 2,748 yber kni 0 0 0

2
8
q
?

Source: 2009 Annual Hospital Questionnaire, lliincis Department of Public Health, Health Systems Development. )




Hospital Profile - CY 2009

Saint Joseph Hospital

Chicago

Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Roberta Luskin-Hawk White 68.6% Hispanic or Latino: 7.6%
ADMINSTRATOR PHONE  773-665-3872 Black 18.6% Not Hispanic or Latino: 84.2%
OWNERSHIP: Saint Joseph Hospital Arnerican Indian 0.1% Unknown: 8.2%
OPERATOR: Saint Joseph Hospital Asian 3.9%
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 0.5% IDPH Number: 2493
CERTIFICATION: None Unknown: 8 2% HPA A-01
FACILITY DESIGNATION:  General Hospital ‘ HSA 6
ADDRESS 2300 North Lake Shore Drive CITY: Chicago COUNTY: Suburban Cook (Chicago)
Facility Utilization Data by Catedory of Service
Authorized  Peak Beds Average Average CON S$taff Bed
\ o CON Beds Setup and Peak Inpatient Observation jength  Dally Occupancy Occupancy
Clinical Service 1203112009 Staffed  Consus Admisslons  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 219 186 186 7862 36,064 2485 49 105.5 48.2 56.8
0-14 Years 1 8
15-44 Years 1,801 9,333
45-64 Years 2,550 11,595
65-74 Years 1,060 4,252
75 Years + 2,350 10,878
Pediatric " 7 7 203 754 137 3.0 24 222 349
Intensive Care 23 21 21 1,587 6,734 65 43 186 81.0 88.7
Direct Admission 6896 3,753
Transfers 8591 2,981
Obstetric/Gynecology 23 23 23 1,925 4,453 103 24 125 54.3 543
Matemnity 1,903 4,406
Clean Gynecology 22 47
Neonatal 0 0 0 0 0 0 0,0 0.0 0.0 0.0
Long Term Care 26 26 26 652 5,996 0 9.2 16.4 63.2 63.2
Swing Beds 0 0 0.0 0.0
Acute Mental Iliness 35 k7§ 34 1,312 9,266 1 7.1 25.4 725 74.7
Rehabilitation 23 23 17 448 4 367 0 9.7 12.0 52,0 52.0
Long-Term Acute Care 0 0 0 a o} 1] 0.0 0.0 0.0 0.0
Dedcated Observafion 0 0
Facility Utllization 360 13,188 67,634 2,791 53 1929 63.6
{Includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicald Other Public  Private insurance Private Pay  Charity Care Totals
43.6% 16.2% 0.2% ™% 1.2% 1.1%
Inpatients 5747 2142 22 4972 161 144 13,188
26.2% 15.8% 0.1% 52,9% 5.1% 1.0%
Outpatients 47383 29662 158 99559 9558 1671 188,191
Financial Year Reported: 71112008 ro 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charity
. . . arty Care Expense
Medicare Medicaid Other Public  Private Insurance  Private Pay Totals Care )
487,625
Inpatient 46.8% 13.9% 0.0% 36.8% 2.5% to0.0%  Expense rotal ‘;h iy
Revenue ($ otals: Lhal
() 64,832,024 19,290,122 0 51,002,179 3,520,673 138,644,998 652789 | rare us % of
Outpatient 16.1% 16% 0.0% 72.0% 8.2% 100.0% Net Revenue
Revenue { $) 8,703,376 1,963,278 0 38,807,662 4,430,471 53,904 787 834,836 0.8%
Birthing Data Newbhom Nursery Utilization Organ Transplantation
Number of Total Births: 1,837 Level 1 Patient Days 2,892 Kidney: 0
Number of Live Births: 1,833 Level 2 Patient Days 199 Heart'y- 0
Birthing Rooms: 0 Level 2+ Patient Days 2,812 Lung: 0
Lab.or Rooms: 0 Total Nursery Patientdays 5,903 Heart/Lung: 0
Delivery Rooms: 0 Pa . 0
Labor-Delivery-Recovery Rooms: 1 Laboratory Studies Livn?'eas. o
Labor-Delivery-Recovery-Postpaitum Rooms: 17 Inpatient Studies 434,758 er.
C-Section Rooms: 2 Qutpatient Studies 111,988 Total: 0
CSections Performed: 557 Studies Performed Under Contract 4512

* Note: On 4/22/2009, Board approved the voluntary reduction of 42 beds within M/S, Ped and ICU categories of service. The total bed count for the facility is

360 beds. IMRT procedures are done on one of the Linear Accelerators.
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HOSPITAL PROFILE - CY 2009 Saint Joseph Hospital Chicago Page 2
Surgery and Oporating Room Utilization
Surgical Specialty Operating Reoms Surgical Cases Surglcal Hours Hours per Cage
Inpatient Outpatient Combined Total Inpatient Outpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 1 1 265 136 765 254 1018 29 1.9
Dermatology 0 0 0 0 0 0 0 ¢ 0 0.0 0.0
General 0 0 10 10 603 718 1656 1357 3013 2.7 1.9
Gastroenterology 0 0 0 0 22 1 25 1 26 14 10
Neurotogy 0 0 0 0 74 21 276 55 331 37 26
OB/Gynecology 0 0 0 0 280 450 856 729 1585 33 16
Oral/Maxillofacial 0 0 0 0 4 1 6 i 7 1.5 1.0
Ophthalimology 0 0 0 0 2 987 5 1241 1246 2.5 1.3
Orthopedic 0 0 0 0 3e2 837 920 1487 2407 25 1.8
Otalaryngology 0 0 0 0 66 776 92 998 1080 1.4 1.3
Plastic Surgery 0 0 0 0 39 331 267 1095 1362 68 33
Podiatry 0 0 0 0 30 241 51 445 496 1.7 1.8
Thoragcic 0 0 0 0 40 11 135 20 155 34 1.8
Urology 0 0 1 1 133 339 212 473 685 1.6 1.4
Totals 0 4] 12 12 1920 4849 5266 8156 13422 27 1.7
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 9
Dedicated and Non-Dedicated Procedure Room Utiization
Procedure Rooms Surgical Cases Surgi u Hours per Case
rocedure Type Inpatient Outpatient Combined Total Inpatient Oufpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 4 4 736 3738 879 4219 5098 1.2 1.1
Laser Eye Procedures 0 0 1 1 1 133 3 177 180 30 1.3
Pain Management 0 0 1 1 225 954 263 534 797 1.2 06
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 o 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 882
Cath Labs used for Angiography procedures 1 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 582
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 285
Emergency/Trauma Care EP Catheterizations (15+) i5
Certified Trauma Center by EMS 4 )
Level of Trauma Service Le‘v_e-l 1 Le.Vf?! 2 Total Car diac%rf_gm—{gs?ji@ 64
. . Pediatric (0 - 14 Years): 0
Operating Roems Dedl‘ca'ted for Trauma Care 0 Adult (15 (Years and Ol)der}: 54
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Atery Bypass‘_. Grafts (CABGs)
) performed of total Cardiac Cases : 53
Emergency Service Type: Comprehensive ] .
Mumber of Emergency Room Stations 14 ' OQutpatient Service Data
Persons Treated by Emergency Services: 20,134 Total Ou‘tp at'e"t, Visits 5 188,191
. OQutpatient Visits at the Hospital/ Campus: 160,748
Patients Admitted from Emergency: 5311 Outpatient Visits Offsite/off campus 27 443
Total ED Visits (Emergency+Trauma): 20,131 !
Diagnostic/interventional Equipment Examinations Radiation Equipment Theraples/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 17 0 1215 22,888 Lithotripsy 0 0 0
Nuclear Medicine 4 0 611 1,114 Linear Accelerator 1 0 167
Mammography 3 0 0 8,837 Image Guided Rad Therapy 0 0 0
Ultrasound 7 0 2,98g 11'463 Intensity Modulated Rad Therap 1 0 9
Diagnostic Angiography 0 0 High Dose Brachytherapy 1 0 16
interventional Angiography 0 0 0 Proton Beem Therapy 0 0
Positron Emission Tomography (PET) 0 1 0 391 Gamma Knife 0 0
Computarized Axial Tomography (CAT) 1 0 3,399 9,644 ) 0 0
Magnetic Resonance Imaging 1 0 1,922 2,478 Cyber knife 0 0 0
AT TACHNENRT ToC =

Source: 2009 Annyal Hospital Questionnaire, IHinots Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009 St. Elizabeth's Hospital Chicago Page 1

Ownership, Management and General Information Patiente by Race Patients by Ethnijcity
ADMINISTRATOR NAME:  Margaret McDermoft White 19.3% Hispanic or Latino: 4.0%
ADMINSTRATOR PHONE  312-770-211% Black 59.8% Not Hispanic or Latino: 756%
OWNERSHIP: Saints Mary and Elizabeth Medical Center DBA St El American Indian 0.0% Unknown: 20.5%
OPERATOR: Saints Mary and Elizabeth Medical Center DBA StEI Asian 0.4%

MANAGEMENT: Not for Profit Corporation Hawalian/ Pacific 00%  |DPHNumber 2360
CERTIFICATION: None Unknown: 20 5% HPA A-02
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 1431 North Claremont CITY: Chicago COUNTY: Suburban Cook (Chicago)
P E—
Facility Utilization Data by Category of Service
Authorized Peak Beds ) _ Average Average CON Staff Bed
- . CON Beds Setup and Peak Inpatient Observation |ength Daily Occupancy Occupancy
Clinical Service 1213112009 Staffed Census Admisslons  Days Days  ofStay Census 1213172009 Rate %
Medical/Surgical 40 40 40 3414 9,323 0 27 255 639 63.9
0-14 Years 0 ¢
15-44 Years 1,479 3,898
45-64 Years 1,866 5225
65-74 Years 67 194
75 Years + 2 6
Pediatric 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 0 0 0 0.0 0.0 0.0 0.0
Direct Admission 0 7]
Transfers 0 0
Obstetric/Gynecology 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Matemity 0 0
Ctean Gynecology 0 0
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 28 26 22 525 6,849 0 13.0 18.8 87.0 72.2
Swing Beds 0 0 0.0 0.0
Acute Mentatl lliness 40 70 70 2,181 18,452 0 8.5 50.6 126.4 722
Rehabilitation 0 0 0 0 0 0 090 0.0 0.0 0.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 4] o
Facility Utilization 108 6,120 34624 0 57 84.9 87.8

(Includas ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source

Medicare Medicaid Other Public Private insurance Private Pay  Charity Care Totals
28.2% 65.2% 0.0% 6.0% 0.3% 0.3%
inpatients 1726 3989 0 367 18 ' 20 6,120
21.8% 40.9% 0.1% 32.6% 3.4% 14%
Outpatients 5505 10402 34 8304 856 360 25,461
Financial Year Reported: 7/1/2008 to 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Charl Total Charity
Medica arity Care Expense
re Medicald Other Public  Private Insurance  Private Pay Totals Care 290,006
Inpatient 23.9% 70.1% 0.0% 5.5% 0.6% 1000y Eepense Total 'Ch .
otais;
Revenue ($) 9280,862 27,203,305 0 2,126,999 216467 38827663 322570 | ‘onrensoint
Outpatient 16.3% 43.1% 0.0% 36.1% 4.5% 100.0% Net Revenue
Revenue ( §) 3,057,316 8,058,125 -0 6,755,379 838,631 18,709,451 67,435 0.7%
Birthing Data Newhorn Nursery Utilization Organ Transplantation
Number of Total Births: o Level 1 Patient Days 0 Kidney: 0
Nurnber of Live Births: 0 Level 2 Patient Days 0 Hea rt'y' 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays ] Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver- ' 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 83,706 :
C-Section Rooms: 0 Outpatient Studies 51,107 Total: 0
CSections Performed: 0 Studies Performed Under Contract 0

ATTACHMENT 19C




HOSPITAL PROFILE - CY 2009 St. Elizabeth's Hospital Chicago Page 2
Surgery and Operating Room Utilization

Surgical Specfalty 0] ting Rooms Surgical Cases Surgical Hours Hours per Case.
Inpatient Outpatient Combined Total Inpatient Cutpatient Inpatlent  Qutpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 0 0 0 1 0 1 1 0.0 1.0
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 4 4 0 385 0 411 411 0.0 1.1
Gastroenterology 0 0 0 0 0 0 0 0 0 0.0 0.0
Neurology 0 0 0 0 0 0 0 0 0 0.0 0.0
OB/Gynecology 0 0 0 0 0 21 0 17 17 0.0 0.8
Oral/Maxillofacial 0 0 0 0 0 9 0 8 8 0.0 0.9
Ophthalmology 0 0 0 0 0 536 0 462 462 0.0 09
Orthopedic 0 0 0 0 0 274 0 arz 372 0.0 1.4
Otolaryngology 0 0 0 0 0 94 0 102 102 0.0 1.1
Plastic Surgery 0 0 0 0 0 2 0 2 2 0.0 1.0
Podiatry 0 0 0 0 0 59 0 76 76 0.0 13
Thoracic 0 0 0 0 0 2 0 1 1 0.0 05
Urology 0 0 i 1 0 283 0 214 214 00 0.8
Totals 0 0 5 5 0 1666 V] 1666 1666 00 1.0
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 8 Stage 2 Recovery Stations 18
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedurs Rooms Surgical Cases Surgical Hours Hours per Case
Procedure T Inpatient Qutpatient Combined Total Inpatient Outpatient Inpatient Cutpatient Total Hours Inpatient Qutpatient
Gastrofntestinal 0 0 2 2 0 12 0 3 3 0.0 0.3
Laser Eye Procedures 0 0 0 o 0 0 0 0 0 0.0 0.0
Pain Management 0 0 0 0 0 o 0 0 0 0.0 0.0
Cysfoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 0 Total Cardiac Cath Procedures: 0
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 0
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 0
Emergency/Trauma Care EP Catheterizations (15+) 0
Certified Trauma Center by EMS O .
Level of Trauma Service Le-v—e-l 4 LE}'_'*{ 2 Total Car diac%%?ﬂq 0
. ) Pediatric (0 - 14 Years); 0
Operating Rooms Dedl.cated for Trauma Care 0 Aduit (15 (Years and O[)der): 0
Number of Trauma Visits: ¢
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafis (CABGs)
) . performed of total Cardiac Cases . 0
Emergency Service Type: Comprehensive i N
Number of Emergency Room Stations 8 . M...LL‘MEE.P&Q
Persons Treated by Emergency Services: 4,286 Totai Outpatient Visits 25,461
. . X Outpatient Visits at the Hospital/ Campus; 25,461
Patients Admitted from Emergency: K2Y | Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 4,286
Diagnostic/interventional Equipment Examinations Radiation Equipment. Therapies/
Owned Contract Inpafient Outpatiert Owned Contract Treatments
General Radiography/Fluoroscopy 7 0 860 8,260 Lithofripsy 1 1 34
Nuclear Medicine 0 0 0 0 Linear Accelerator 0 0 0
Mammography 1 0 0 3,110 Image Guided Rad Therapy 0 0 0
Ultrasound 2 0 109 274 Intensity Modulated Rad Therap 0 0 0
Disgnostic Angiography 0 o 0 0 High Dose Brachytherapy 0 0 0
interventional Angiography 0 0 ¢ Proton Beam Therapy 0 0
Positron Emission Tomography (PET) o 0 0 0 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 1 0 112 552 _ 0
Magnetic Resonance Imaging 0 0 0 0 Cyber knife 0 0 0
xTTECIvERT e

Source: 2009 Annual Hogpital Questionnaire, linois Department of Public Health, Health Systems Development.
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Patients by Ethnicity

Hospital Profile - CY 2009 Our Lady of Resurrection Medical Center Page 1

Ownership, Management and General Information Patients by Race

ADMINISTRATOR NAME:  Ivetie Estrada White 76.2% Hispanic or Latino: 9.8%
ADMINSTRATOR PHONE  773-282-3003 Black 7.8% Not Hispanic or Latino: 76.3%
OWNERSHIP: Our Lady of the Resurrection Medical Center American [ndian 0.1% Unknown; 13.9%
OPERATOR: Our Lady of the Resurrection Medical Center Asian 1.8%
MANAGEMENT: Mot for Profit Corporation Hawaiian/ Pacific 0.2% lDT Number: 1719
CERTIFICATION: None Unknown: 13.9% HP A-01
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 5645 West Addison Street CITY: Chicago COUNTY: Suburban Cook (Chlcago)
Facility Utilization Data by Cateqory of Service
Authorized  Peak Beds Average Average CON Staff Bed
L, . CON Beds Setup and Peak Inpatient Observation Length  Daily Occupancy Occupancy
Llinical Seryice 1213112009 Staffed Census Admisslons  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 213 193 124 6,884 33414 2,597 52 98.7 46,3 51.1
0-14 Years 27 57
15-44 Years 884 3,152
45-64 Years 1,978 9,385
65-74 Years 1,255 6,409
75 Years + 2,740 14,411
Pediatric 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 20 20 20 1,600 6,393 36 4.0 17.6 88.1 88.1
Direct Admission 1,154 4,605
Transfers 446 1,788
Obstetric/Gynecology " 0 0 0 0 0 0.0 0.0 0.0 0.0
Maternity 0 0
Clean Gynecalogy 4] o
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 66 56 49 1,372 13,966 0 10.2 383 58.0 68.3
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 o
Facility Utilization 299 9,410 53,7713 2,633 8.0 154.5 51.7
{Includes ICU Direct Admissions Oniy}
Inpatients and Outpatients Served by Payor Source
Medicare Medicald Other Public  Private Insurance Private Pay  Charity Care Totals
62.7% 15.5% 0.0% 17.4% 2.8% 1.6%
Inpatients 5898 1458 0 1642 263 149 9,410
36.6% 27.8% 0.1% 26.3% 1.5% 1.8%
Outpatients 38888 20528 95 27928 7995 1868 106,302
Financial Year Reported: 7/1/2008 to 6/30/2009 Inpatient and Dutpatient Net Revenue hy Payor Source Total Charity
. " X . Charity Care Expense
Medicare Medicald Other Public  Private Insurance  Private Pay Tofals Care
Expense 1,613,275
Inpatient 55.8% 5.8% 0.0% 17.8% 20.6% 100.0% Totals: Charity
Revenue ($ ofals: ari.
e (%) 45,372,692 4,707,203 0 14,436,297 16,788,176 81,304,368 922725 | nareas % of
Outpatient 19.2% 13.3% 0.0% 31.7% 35.7% 100.0% Net Revenue
Revenue { §) 10,380,455 7,196,801 0 17,126,806 19,287,337 53,991,399 690,550 1.2%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Nurnber of Total Births: 1 Level 1 Patient Days ] Kidnev: 0
Number of Live Births: 1 Level 2 Patient Days 0 He art'y ) 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 0 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver: ) 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 396,802 :
C-Section Rooms: 0 OU{patiEnt Studies 297,369 Total: 0
CSections Performed: 0 Studies Performed Under Contract 10,827

* Note: According to Board action an 4/22/09, Board reduced 164 M/S beds overall voluntarily. New CON count for the facility is 299 beds

- ATTACHMENT 19C




HOSPITAL PROFILE - CY 2009 Our Lady of Resurrection Medical Center Chicago Page 2
Surgery and Oparating Room Utilization
Surgical Specialty Operating Reoms Surgicaj Cases Surgical Hours Hours per Case
Inpatient Cutpatient Combined Total Inpatient Cutpatient inpatient Outpatient Tetal Hours Inpatient Outpatient
Cardiovascular 0 0 0 0 0 0 0 0 0 0.0 0.0
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 8 8 880 426 1399 424 1823 1.6 1.0
Gastroenterclogy 0 0 0 0 3 1 3 1 4 1.0 1.0
Neurology 0 0 0 0 162 12 492 i9 511 3.0 1.6
OB/Gynecology 0 0 0 0 122 169 175 156 kX)) 1.4 0.9
Oral/Manxillofacial 0 0 0 0 0 0 0 0 0 0.0 0.0
Ophthalmology 0 0 0 0 5 612 4 353 357 0.8 06
Crthopedic 0 0 0 0 364 360 603 442 1045 1.7 1.2
Otolaryngcology 0 0 0 0 41 56 61 70 131 1.5 1.3
Plastic Surgery 0 0 0 0 8 23 21 30 51 26 13
Podiatry 0 0 0 0 0 ] 0 0 0 0.0 0.0
Thoracic 0 0 0 0 28 0 83 0 83 30 0.0
Urology 0 0 1 1 i70 169 267 196 463 16 1.2
Totals 0 0 9 1783 1828 3108 1691 4799 1.7 0.9
8 Stage 2 Recovery Stations 19

SURGICAL RECOVERY STATIONS

Stage 1 Recovery Stations

Dedicated and Non-Dedicated Procedure Room Utifzation

Procedure Rooms Surgical Cages Suraigal Hours Houts per Case
Procedure Type Inpatient Outpatient Combined Totel Inpatient Oufpatient Inpatient Outpatient Total Hours Inpatient Qutpatient
Gastrojntestinal 1 1 0 2 1148 1403 1200 1501 210 1.0 1.1
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Pain Management 0 1 0 1 0 1225 0 18375 18375 0.0 15.0
Cystascopy 0 0 1 1 141 169 191 196 387 14 12
Multipurpose Non-Dedicated Rooms
Minor/Local Procedur 0 1 ] 1 0 89 0 59 59 0.0 0.7
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 ¢ 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Totat Cath Labs (Dedicated+Nondedicated Jabs): 1 Total Cardiac Cath Procedures: 625
Catl:n Labs us-'.ed for .Angiograpr?y p_rocedures 1 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnosiic Cathetenza!lon‘ Labs 0 Diagnostic Catheterizations (15+) A79.
Dedicated Interventionz-al C'athetenzatmn Labs 0 Interventional Catheterizations {0-14): 0
Dedicated EP Catheterization Labs 0 interventionai Catheterization (15+) 146
Emergency/Trauma Care EP Cathaterizations (15+) 0
Certified Trauma Center by EMS [l Cardiac § Oata
i Level 2 Cardiac surgery L'l
Level of Trauma Service Le_v-e_l ! e Total Cardiac Surgery Cases: 0
) Pediatric (0 - 14 Years): 0
d fi 0
Operating Rooms De.dl'cate 'or Trauma Care Adult (15 Years and Older): 0
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
performed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive . . ta
Number of Emergency Room Stations 18 Total Cutpat t—Ea————-—-—-z_"t‘m tient Service Da 106,302
P by E Services: 7917 otal Outpatient Visi )
erfsons Treated by Emergency erwces 3 Cutpatient Visits at the Hospital/ Campus: 106,302
Patients Admitted from Emergency: 6,634 Outpatient Visits Offsite/off campus 0
Total ED Visits {Emergency+Trauma}. 7917
DiagnosticAnterventional Equipment Examinations Radistion Equipme Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fluorascopy 7 0 13,247 29,193 Lithotripsy 0 0 0
Nuclear Medicine 2 0 1,666 2,499 Linear Acceferator 0 0 0
Mammography 2 0 8 4,544 image Guided Rad Therapy 0 0 0
Ultrasound 4 0 3433 5-538 Intensity Modulated Rad Therap 0 a 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography % 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 Gamma Knifs 0 0 0
Camputerized Axial Tomography (CAT) 2 0 4,225 15,489 )
1 1 922 1,555 Cyber knife 0 0 0

Magnetic Resonance Imaging

Source: 2009 Annual Hospital Questionnaire, [llinois Department of Public Health, Heaith Systems Developmet TTACHMENT 19C




Hospital Profile - CY 2009 Holy Family Medical Center Des Plaines Page 1

Ownership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  John Baird White 71.2% Hispanic or Latino: 1.2%
ADMINSTRATOR PHONE  847-813-3161 Black 5.0% Not Hispanic or Lating: 79.0%
OWNERSHIP: Holy Family Medical Center American Indian 0.0% Unknown: 19.7%
OPERATOR: Holy Family Medical Center Asian 2,5%

MANAGEMENT: Not for Profit Corporation Hawailan/ Pacific 039  'DPHNumber: 1008
CERTIFICATION: LongTerm Acute Care Hospital (LTACH) Unknown: 2100  TPA A-07
FACILITY DESIGNATION:  General Hospital HSA 7
ADDRESS 100 North River Road CITY: Des Plaines COUNTY: Suburban Cook County
Facility Utilization Data by Cateqory of Service
Authorized  Peak Beds Average Average CON $taff Bed
. . . CON Beds Setup and Peak Inpatient Observation {ength  Dally Occupancy Cecupaney
Clinical Service 12131/2009 Statfed Census Admissions Days °  Days  ofStay Census  12/31/2008 Rate %
Medical/Surgical 59 110 100 1,524 32,196 0 211 88.2 B 80.2
0-14 Years 0 (4]
15-44 Years 507 3,008
45-64 Years 546 8,236
65-74 Years 179 7,528
75 Years + 292 12,422
Pediatric 0 0 0 0 0 0 0.0 0.0 0.0 0.0
intensive Care 0 8 6 160 1,937 0 12.1 53 0.0 66.3
Direct Admission 37 448
Transfers 123 1,488
Obstetric/Gynecology o 0 0 0 0 0 0.0 0.0 00 0.0
Maternity 0 0
Clean Gynecology 4] o
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental |liness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation o 0 0 0 0 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 129 0 0 0 0 0 0.0 00 0.0 0.0
Dedcated Observation 0 0
Facillty Utilization 188 1,561 34,133 0 219 93.5 49.7

{includss ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source

Medicare Medicaid Other Public  Private Insurance Private Pay  Charity Care Totals
33.6% 14.0% 0.0% 48.9% 1.2% 2.3%
Inpatients 525 218 0 763 19 8 1,561
32.0% 24.6% 0.0% 38.5% 4.2% 0.6%
Outpatients 7164 5521 11 8624 850 135 22,405
Financjal Year Reported: 7/1/2008 to 6/30/2009 Inpatient and Outpatient Net Revenue by Payor Source Chari Total Charity
\ " ) . arity Care Expense
Medicare Medicald  Other Public Private insurance  Private Pay Tofals Care
Expense 186,520
Inpatient 49.7% 15.0% 0.0% 30.0% 5.3% 100.0% Totals: Charity
Revenue ( § ofals: Lha
e(§) 31,307,001 9,452,199 ¢ 18,919,331 3,353,949 63,032,570 184,754 | Core as % of
Outpatient 48.7% 15.0% 0.0% 30.0% 5.3% 100.0% Net Revenue
Revenue ( $) 5291,206 1,597,515 0 3,197,553 566,851 10,653,125 1,766 0.3%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 0 Level 1 Paflent Days 0 Kidney: 0
Number of Live Births: 0 Level 2 Patient Days 0 HomeY” o
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 0 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver o
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 130,069 .
C-Section Rooms: ] Oulpatient Studies 43,454 Total: 0
CSections Performed: (1} Studies Performed Under Contract 44795

* Note: On 4/22/09, Board approved the rectassification of the beds under new category of service called Long Term Acute Care (LTAC) per PART 1100 rule.
Facillty opted to keep 59 beds in M/S and rest of the M/S beds clubbed with iCU were categorized as LTAC beds =129 beds. According to Board action on
4722109, Board reduced 50 LTAC beds voluntarily. New CON count for the facility is 188 beds (M/S=59, LTAC = 3T TQUGTHENMEER R the facility
utiization prior to the Board action.




HOSPITAL PROFILE - CY 2009 Holy Family Medical Center Des Plaines Page 2
Surgery and Operating Room LWHilizatioty

Surnical Specialty Operating Rooms Surgleal Cases Surglcal Hours Hou ase
Inpatient Outpatient Combined Total Inpatient Outpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 0 0 3 8 3 8 11 1.0 1.3
Dermatology 0 0 0 Q 0 0 0 0 0 0.0 0.0
General 0 0 1 1 66 74 87 60 147 1.3 0.8
Gastroenterology 0 0 0 0 82 77 52 75 127 06 1.0
Neurology 0 0 0 0 0 0 0 0 0 0.0 0.0
OB/Gynecology 0 0 0 0 1 35 1 24 25 1.0 07
OralfMaxillofacial 0 0 o 0 0 2 0 1 1 0.0 0.5
Ophthalmology 0 0 1 1 0 794 0 573 573 0.0 07
Orthopedic 0 0 0 0 0 18 0 3 31 0.0 1.7
Otolaryngology 0 0 0 0 0 19 0 21 21 0.0 1.1
Plastic Surgery 0 0 0 0 ] 186 0 460 460 0.0 25
Podiatry 0 0 0 0 0 223 0 497 497 0.0 22
Thoracic 0 0 0 0 3 0 3 0 3 1.0 0.0
Urology 0 0 0 0 12 13 10 11 21 08 0.8
Totals 0 0 2 2 167 1447 156 1761 1917 09 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 13 Stage 2 Recovery Stations 21
Dedicated and Non-Dedicated Procedure Room Utilzatlon
Procedure Rooms Surglcal Cases Surglcal Hours o as
Procedure Type Inpatient Qutpatient Combined Total Inpatient Ouftpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastroinfestinal 0 0 3 3 13 103 12 89 101 08 09
Laser Eye Procedures 0 0 1 1 0 145 0 37 37 0.0 0.3
Pain Management 0 0 0 ] 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 1 1 7 0 9 0 9 1.3 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 ] 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 ] 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardjac Catheterization Utllization
Total Cath Labs (Dedicated+Nondedicated fabs): 0 Total Cardiac Cath Procedures: 0
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnosﬁc Catheterization Labs 0 Diagnosﬂc Catheterizations (1 5+) 0
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Gatheterization (15+) 0
Emergency/Trauma Care EP Catheterizations {(15+) 0
Certified Trauma Center by EMS O .
Level of Traumea Service Le-v,e_l 1 LE_V_EE 2 Total Catdiacw 0
. . Pediatric (0 - 14 Years): 0
Qperating Rooms De_dl-cated for Trauma Care 0 Adult (15(Years and Ol)der): 9
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Atery Bypass Grafts (CABGs)
A performed of total Cardiac Cases : 0
Emergency Service Type: . Stand-By i .
Number of Emergency Room Stations 0 Total Outpat t%"—t‘f-mmm-a@- 22 408
N o atient Visi ¥
Per-sons Trea‘ted by Emergency Se.rvlces. 0 Outpatient Visits at the Hospital/ Campus: 22,405
Patients Admitted from Emergency: 0 Outpatient Visits Offsitefoff campus 0
Total ED Visits (Emergency+Trauma); 0
Diagnosticinterventional Equipment Examinations Radiation Equipiment Theraples/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Flucroscopy 8 0 6,055 4,191 Lithotripsy 0 0 0
Nuclear Medicine 2 0 50 410 Linear Accelerator 0 0 0
Mammography 3 0 0 4,250 Image Guided Rad Therapy 0 1} 0
Ultrasound 5 0 768 2,692 Intensity Modulated Rad Therap 0 0 0
Diagniostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0
- s 0 0 0 0
Positron Emission Tomography (PET) 0 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 1 0 1,554 1,125 )
Magnetic Resonance Imaging 1 0 0 722 Cyber knife 0 0 0
RTTACHNENT P

Source; 2009 Annual Hospital Questionnaire, Illinois Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009 Provena United Samaritans Medical Center Danville Page 1

Ownership, Management and Genera!l Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  Mike Brown White 80.1% Hispanic or Latino: 2.1%
ADMINSTRATOR PHONE  217-443-5201 Black 16.9% Not Hispanic or Latino: 97.3%
OWNERSHIP: Provena Health American Indian 0.1% Unknown: 0.5%
OPERATOR: Provena Health Asian 0.2% ]
MANAGEMENT: Church-Related Hawaitan/ Pacific 0.0% IDPH Number: 4853
CERTIFICATION: None Unknown: 279% HPA D-03
FACILITY DESIGNATION:  General Hospital HSA 4
ADDRESS 812 North Logan Street CITY: Danville COUNTY: Vermilion County

e A L
Facility Utilization Data by Cateqory of Service
Autharized  Peak Beds Average Average CON Staff Bed
- CON Beds Setup and Peak inpatient Observation |ength Daily Occupancy Occupancy
Clinica) Seryice 12/31/2000 Staffed Census Admissions  Days Days of Stay GCensus  12/31/2009 Rate %
MedicaliSurgical 134 82 76 4,629 19,704 3,248 5.0 629 46.9 76.7
0-14 Years 0 o
15-44 Years 708 2,035
45-64 Years 1,318 5 251
65-74 Years 830 3,806
75 Years + 1,773 8509
Pediatric 8 8 168 329 94 25 1.2 128 145
Intensive Care 14 12 12 996 1,910 46 20 54 8.3 447
Direct Admission 642 1,231
Transfers 354 679
Obstetric/Gynecology 17 15 15 1,051 2,065 120 2.1 6.0 352 39.9
Maternity 916 1,738
Clean Gynecology 135 327
Neonatal 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lllness a 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 0 0 0 0.0 0.0 00 0.0
Long-Yerm Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 1] 0
Facility Utilization 174 6,490 24,005 3,508 4.2 754 433
{Includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medicald Other Public Private Insurance Private Pay  Charity Care Totals
49.7% 24.2% 0.4% 22.1% 1.1% 28%
Inpatients 3224 1570 24 1434 71 167 6,490
19.3% IN.7% 0.9% 351% 8.4% 4.5%
OQutpatients 16876 27695 795 30690 7345 3953 87,354
Financial Year Repotted: 1172009 10 12/31/2009 Inpatient and Qutpatient Net Revenue by Payor Soyrce Chari Total Charity
, , . arity Care Expense
Medicare Medicald Other Pubific  Private Insurance  Private Pay Totals Care
Expense 4,019,971
Inpatient 37.6% 20.5% 0.3% 38.8% 4.8% 100.0% Totals: Charity
Revenue otals; Lna
(%) 16,776,873 9,156,068 128,018 16,398,885 2,129,524 44,589,368 1,066,068 oo nc or of
Outpatient 14.4% 11.7% 1.5% 59.1% 13.3% 100.0% Net Revenue
Revenue ( $) 10,036,415 8,123,116 1,056,472 41,059,236 9,246,308 69,521,547 2,953,903 3.5%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 787 Level 1 Patient Days 1,217 Kidney: 0
Number of Live Births: 787 Level 2 Patient Days 33 Hea n,y' 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 1,250 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 5 Laboratery Studies Lver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 476,188 '
C-Section Rooms: 1 Qutpatient Studies 538,649 Total: 0
CSections Performed: 245 Studies Performed Under Contract 69,358

* Note: According to Board action on 4/22/08, Board reduced 36 beds (M/S= 24, Ped=9, OB=2, IGU=1) overall voluntarily. New CON count for the facility is
174 beds. Regarding Actual Cost of Services Provided to Charity Care Inpatients and Outpatients, Provena calculated using the 2009 IRS 990 Schedufe H
instructions to determine the cost to charge ratio. This methodology was used because the 2009 Medicare Cost RgTéﬂAé}MNEeh@@ne the AHQ

was due.




HOSPITAL PROFILE - CY 2009 Provena United Samaritans Medical Center Danville Page 2
Surgery and Operating Room Wtilization

Surgical Specialty Operating Rooms Surgica! Cases Surglcal Hours ours Case
inpatient Outpatient Combined Total inpatient Qutpatient  Inpatient Outpatient Totat Hours Inpatient Qutpatient
Cardiovascular 0 0 0 0 63 13 171 13 184 2.7 1.0
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 4 4 872 788 1817 875 2692 2.1 1.1
Gastroenterology 0 0 2 2 138 108 150 73 223 11 0.7
Neurology 0 0 0 0 0 T 0 i) o 0.0 ¢g.0
OB/Gynecology 0 0 0 0 293 339 641 386 1027 22 1.1
Cral/Maxillofacial 0 o 0 0 0 0 0 0 0 0.0 0.0
Ophthalmology 0 0 0 0 0 0 0 0 0 0.0 0.0
Orthopedic ] 0 0 0 169 65 476 104 580 28 16
Otolaryngology 0 0 0 0 9 318 20 448 468 22 1.4
Plastic Surgery 0 0 0 0 1 1 1 1 2 1.0 1.0
Podiatry 0 0 0 0 1 17 1 25 26 1.0 1.5
Thoracic 0 0 0 0 0 0 0 0 0.0 0.0
Urology 0 0 0 0 25 6 42 6 48 1.7 1.0
Totals 0 0 6 6 1571 16586 3319 1931 5250 21 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 0 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surdgical Cases Surg ] Hours per Case
Procedure e Inpatient Outpatient Combined Total Inpatient Outpstient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 2 2 363 1151 277 865 1142 0.8 08
Laser Eye Procedures Q 0 0 0 0 0 0 0 0 0.0 0.0
Paln Management o 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 o 0 0 0 0 0 o 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 o 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs {Dedicated+Nondedicated labs): 1 Total Cardiac Cath Procedures: 56
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 1 Diagnostic Catheterizations {15+) 56
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 0
Enrergency/Trauma Care EP Catheterizations (15+) ]
Cerlified Trauma Center by EMS O ) '
Level of Trauma Service Le_v_e-l 1 Lej’f‘! 2 Total Car diac%l%_mi{i?n;m 0
Operating Rooms Dedicated for Trauma Care 0 igj:ta?:g (\(’)e-a::;edagl)c:ier)- g
Number of Traumna Visits: 0 )
Patients Admitted from Trauma 0 Coronary Artery Bypasg Grafts (CABGs)
) ] performed of tolal Cardiac Cases : 0
Emergency Service Type: Basic R
Number of Emergency Room Stations 29 Total Outoa t%’fﬁwﬂg 217114
. o utpatient Vis s
Persons Treated by Emergency Services: 37,712 Outpationt Visits at the Hospltal/ Campus: 217,114
Patients Admitted from Emergency: 4,225 Oufpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma). 37,712
Examinations Radiation; Equipment Therapies/

Diagnostic/interventional Equipment
Owned Contract inpatient Outpatient Owned Contract Treatments

General Radiography/Fiuoroscopy 6 0 8,830 23,841 Lithotripsy 0 0 0
Nuclear Medicine 2 0 402 1,803 Linear Accelerator 1 0 11,445
Mammography 1 0 0 3925 Image Guided Rad Therapy 0 0 0
Uttrasound 2 0 925 6.873 intensity Modulated Rad Therap 0 0 0
Diagnostic Anglography 0 0 High Dose Brachytherapy 0 0 0
interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Positron Emission Tomography (PET) 0 i 0 132 Gemma Knife 0 0
Computerized Axial Tomography (CAT) 2 0 3222 11462 ) 0 0
Magnetic Resonance Imeging 2 ] 454 3,585 Cyber knife 0 ¢ 0
xTrTRCHveNT T

Source: 2009 Annual Hospital Questionnaire, Iliinois Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009

Provena Covenant Medical Center

Urbana Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  David A Bertauski White 82.4% Hispanic or Latino: 1.1%
ADMINSTRATOR PHONE  217-337-2141 Black 14.0% Not Hispanic or Latino: 97.7%
OWNERSHIP: Provena Covenant Medical Center American Indian 0.1% Unknown: 1.2%
OPERATOR: Provena Covenant Medical Center Asian 1.2%
MANAGEMENT: Church-Related Hawaiian/ Pacific 00%  |DPHNumber: 4861
CERTIFICATION: None Unknown: 235 HPA D-01
FACILITY DESIGNATION:  General Hospital HSA 4
CITY: Urb . Cl c
ADDRESS 1400 West Park Avenue ana COUNTY: Champalgn County
Eacility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
. . CON Beds Setup and Peak Inpatient Observation ength  Dally Occupancy Occupancy
Clinical Service 12/31/2009 Staffed Census Admissions  Days Days  ofStay Census  12/31/2009 Rato %
Medical/Surgical 110 95 83 5,325 18950 3,012 41 60,2 54,7 63.3
0-14 Years a a
15-44 Years 653 1,806
45-64 Years 1724 6,148
65-74 Years 1,027 3703
75 Years + 1,921 7.293
Pediatric 6 4 3 74 140 0 1.9 0.4 6.4 9.6
ntensive Care 15 14 14 1,397 3,594 34 26 9.9 66.3 71.0
Direct Admission 659 1,695
Transfers 738 1,839
Ibstetric/Gynecology 24 22 22 1,249 2,839 74 23 8.0 333 363
Maternity - 988 2,223
Clean Gynecology 261 616
leonatal 0 0 0 0 0 0.0 0.0 0.0 0.0
ong Termn Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
wing Beds 0 0.0 0.0
cute Mental lliness 30 25 21 923 4,246 0 46 116 38.8 46.5
ehabilitation 25 21 19 396 4,362 0 11.0 12.0 478 56.9
ong-Term Acute Care 0 0 0 1] 0 0 0.0 0.0 0.0 0.0
edcated QOhbservetion [i] 0
‘acility Utilization 210 8,626 34,131 3,120 4.3 102.1 438
(Includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medicald Other Public Private Insurance Private Pay  Chanity Care Totals
45.8% 16.6% 1.9% 30.2% 2.8% 2.8%
npatients 3951 1429 164 2602 238 242 8,626
16.6% 45.8% 1.9% 30.4% 4.0% 1.3%
utpatients 39058 107961 4488 71721 9524 3089 235,841
Tinancial Year Reported; 112008 0 12/3172009 Inpatient and Outpatient Net Revenue by Payor Source Chari Total Charity
_ . arty Care Expense
Medicare Medicaid Other Public  Private Insurance  Private Pay Totals Care 4.601.30
1 L) 4
\patient 43.0% 15.2% 0.4% 38.5% 3.0% 1000y Expense Totals: Charlty
als: Cha,
evenue ( $) 36,829,206 13,070,156 320,120 32,988,965 2,538,299 85,746,755 1,846,049 1 - as % of
stpatient 11.9% 4.9% 2.6% 66.1% 14.4% 100.0% Net Revenue
wenue ( $) 9,423,381 3,928,867 2,085,649 52,568,920 11,481,009 79,487,926 2,755,255 2.8%
Birthing Data Newbom Nursery Utilization Organ Transplantation
‘umber of Total Births: 961 Level 1 Patient Days 1,592 Kidnev: 0
umber of Live Births: 956 Level 2 Patient Days 0 Heart'y. 0
irthing Rooms: 0 Level 2+ Patient Days 798 Lung: 0
abor Rooms: 0 Total Nursery Patientdays 2,390 Heart/Lung; 0
elivery Rooms: 0 Pancreas: 0
ibor-Delivery-Recovery Rooms: 9 ‘ _Laboratory Studies Liver: 0
wbor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 225,927 :
-Section Rooms: 2 Outpatient Studies 271,900 Total: 0
Sections Performed: 276 Studies Performed Under Contract 58,684

Nota: According to Board action on 4/22/09, Board redu
e facility is 210 beds. Actual Cost of Services Provided
structions to determine the cost to charge ratio. This method

2 AHQ was due.

ced 44 beds {M/S= 18, Ped=12, AMI=10, ICU=

to Charity Care Inpatients and Quipatients was calculated u

AR

ology was used by Provena because the 2009 Medica

3, Rehab=1) overall voluntanly. New CON count for

B St@ule H

was not available at time




HOSPITAL PROFILE - CY 2009 Provena Covenant Medical Center Urbana Page 2
Surgery and Operating Room Utilization
Suraical Specialty Operating Rooms Surgieal Cases Surgical Hours Hours per Case
Inpatient Outpatient Combined Total Inpatient Outpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 0 0 178 473 495 614 1109 28 1.3
Dermatology 0 0 0 0 0 0 0 0 o 00 0.0
General 0 0 12 12 451 1199 1256 1557 2813 28 1.3
Gastroenterology 0 0 0 0 ] 0 0 0 a 00 0.0
Neurology 0 0 0 0 20 54 56 70 128 28 1.3
OB/Gynecology 0 0 ] 0 189 502 527 652 1178 28 1.3
Oral/Maxillofacial 0 0 0 0 11 30 K] | 38 69 28 1.3
Ophthalmology 0 0 0 0 194 514 540 666 1206 2.8 1.3
Orthopedic 0 0 0 0 413 1102 1153 1431 2584 28 1.3
Otolaryngology 0 0 0 0 276 734 767 953 1720 28 1.3
Plastic Surgery 0 0 0 0 3 7 9 10 19 30 1.4
Podiatry 0 0 0 0 129 342 360 443 803 28 1.3
Thoracic 0 0 0 0 17 46 47 59 106 28 13
Urology 0 0 0 0 237 630 660 818 1478 28 1.3
Totals 0 0 12 12 2118 5633 5901 7311 13212 28 1.3
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 15 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
Pracedure Rooms Sufgical s Surgical Hours Hours per Case
Procedure Type Inpatient Qutpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrolntestinal 0 0 2 2 522 3444 434 2870 3304 0.8 0.8
Laser Eye Procedures ] 0 0 0 0 0 ] 0 0 0.0 0.0
Pain Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 0 a 0 0 0 0 0 00 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 ] 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 ] 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 3 Total Cardiac Cath Procedures: 1,931
Cath Labs used for Angicgraphy procedures 3 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnoestic Catheterization Labs 1] Diagnostic Catheterizations (15+) 1,341
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations {0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 563
Emergency/Trauma Care EP Catheterizations (15+) 27
Certified Trauma Center by EMS d .
Level of Trauma Service Le_v_e.l ! Lev_e{ 2 Total CardiaccSaur:g:r(:j?:‘;seZ: e 123
. . Pediatric (0 - 14 Years): 0
Operating Rooms Dedl.cated for Trauma Care 0 Adutt (1 5(Years and OI) der): 2
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass. Grafls (CABGs)
A performed of total Cardiac Cases : 109
Emergency Service Type: Comprehensive i .
Number of Emergency Room Stations 2 Total Outoatie tW"e—% 235,841
. ota n )
Persons Treated by Emergency Services: 35,126 Outpaﬁznt Visits at the Hospital/ Campus: 235,841
Patients Admitted from Emergency: 4218 Outpatient Visits Offsitefoff campus 0
Total ED Visits (Emergency+Trauma}: 35,126
Diagnostic/interventional Equipment Examinations Radiation Equipment Therapies/
Owned Contract Inpatlent Outpafient Owned Contract Treatments
General Radiography/Fluoroscopy 14 0 12,224 20,241 Lithotripsy 0 1 140
Nuclear Medicine 3 0 372 2,846 Linear Accelerator 1 0 3,100
Memmography 1 0 0 2,379 Image Guided Rad Therapy 0 0 0
Ultrasound 4 0 2,260 4,607 Intensity Modulated Rad Therap 0 0 0
Diegnostic Angiography 1 0 1,087 429 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 1 0 82 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 2 0 3,751 9,384 )
Magnetic Resonance Imaging 1 0 891 1879 Cyber knife 0 0 0

a
5
?

Source: 2009 Annual Hospital Questiennaire, lllinois Department of Public Heaith, Health Systems Development.




Aurora Page 1

Patients by Ethnicity

Hospital Profile - CY 2008 Provena Mercy Medical Center
Ownership, Management and General Information Patients by Race

ADMINISTRATOR NANE: James D. Witt White 62.8% Hispanic or Lafino; 22.7%
ADMINSTRATOR PHONE  530-801-2616 Black 11.6% Not Hispanic or Latino; 75.0%
OWNERSHIP: Provena Hospitals dfb/a Provena Mercy Medical Cent American Indian 0.0% Unknown: 2.3%
OPERATOR: Provena Hospitals d/b/a Provena Mercy Medical Cent Asian 06%
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0% !DPH Number: 4903
CERTIFICATION: None Unknown: 25.0% HPA A-12
FACILITY DESIGNATION:  General Hospital HSA 8
ADDRESS 1325 North Highland Avenue CITY: Aurora COUNTY: Kane County
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
L : CON Beds Setup and Peak Inpatient Observation (Length Daily Cccupancy Occupancy
Clipical Service 1243112008 Staffed Census Admissions  Days Days  ofstay Census  12/21/2009 Rate %
Medical/Surgical 156 122 87 5229 22430 3479 5.0 710 455 58.2
0-14 Years 0 4]
15-44 Years 872 3,368
45-64 Years 1,634 7.079
6574 Years 900 4,051
75 Years + 1,723 7,932
Pediatric 16 16 11 443 867 370 2.8 3.4 212 212
Intensive Care 18 16 16 1,097 3425 50 32 9.5 59.5 59.5
Direct Admission 768 2,288
Transfers 329 1,139
Obstetric/Gynecology 16 16 15 1,239 2,620 79 22 74 46.2 46.2
Maternity 1,145 2,419
Clean Gynecology 94 201
Neonatal Q 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 95 72 64 2,718 16,682 0 6.1 45.7 48.1 63.5
Rehabititation 0 0 0 0 0 0 0.0 0.0 00 0.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0
Facility Utilization 299 10,397 46,024 3,978 48 137.0 45.8
(includes 1CU Diract Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicaid Other Public Private insurance Private Pay  Charlty Care Totals
36.6% 27.3% 0.5% 30.2% 3.2% 2.1%
inpatients 3809 2838 55 3140 335 220 10,397
15.9% 30.9% 0.6% 322% 17.8% 2.6%
Outpatients 14808 28825 557 29986 16615 2462 83,254
Financial Year Repoyted: 11/2009 0 12131/2009 Inpatient and Outpatient Net Revenue by Payor Source Chari Total Charity
. - . arify Care Expense
Medicare Medicaid Other Public  Frivate Insurance  Private Pay Totals Care
) Expense 5,367,773
Inpatient 39.1% 33.6% 0.4% 24.9% 1.9% 100.0% Totals: Charity
R nue (8 olais: 2,
evenue ($) 30,667,645 26,391,096 350,575 19,532,576  1501,912 78,443,804 26383411 oo oS
Outpatient 17.1% 23.7% 0.4% 54.8% 4.1% 100.0% Net Revenue
Revenue ( $) 15,493,796 21,553,255 323,234 49,733,704 3,677,093 90,781,079 2,729,432 3.2%
Birthing Data Newbom Nursery Utilization Organ Transpiantation
Number of Total Births: 1,124 Level 1 Patient Days 1,746 Kidney: 0
Number of Live Births: 1,121 Level 2 Patient Days 989 Homrt, o
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 2,735 Heart/LLung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 16 Inpatient Studies 238,354 ‘
C-Section Rooms: 2 Outpatient Studies 122,789 Total: 0
CSectlons Performed: 377 Studies Performed Under Confract 28,893

* Note: According to Board action on 4/22/09, Board reduced 16 beds (Ped=12, AMI=4) overall voluntaritly. New CON count for the facility is 299 beds.
Actual Cost of Services Provided to Charity Care Inpatients and Outpatlents was calculated using the 2009 IRS 9¢0 Schedule H instructions to determine the
cost to charge ratlo. This methodology was used because the 2009 Medicare Cost Report was not available at ACIRE AGTHNREEINT 19C
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. HOSPITAL PROFILE - CY 2009 Provena Mercy Medical Center Aurora Page 2
| Surgery and Operating Room Utilization
Surglcal Spegial Operafing Rooms Surgical Cases Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total Inpatient Quipatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 2 0 0 2 anr 74 1537 124 1661 441 1.7
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 10 10 668 678 1337 989 2326 20 15
Gastroenterology 1] 0 0 0 0 0 1] 0 0 0.0 0.0
Neurology 0 0 0 0 54 33 230 78 308 43 24
OB/Gynecology 0 0 0 0 138 210 308 240 548 2.2 1.1
Oral/Maxillofacial 0 0 0 0 3 2 9 4 13 30 2.0
Ophthalmology 1] 0 0 1] 1 15 3 15 18 30 1.0
Orthopedic 1] 0 0 1] 539 390 1320 699 2019 2.4 1.8
Otolarymgology 0 0 0 0 75 75 115 88 203 1.5 1.2
Plastic Surgery 0 0 0 0 11 5 32 7 39 29 1.4
Podiatry 0 0 0 0 29 32 a8 54 92 13 17
Thoracic 0 0] 0 0 0 0 0 0 0 0.0 0.0
Urclogy 0 0 0 0 B4 117 194 157 351 23 1.3
Totals ‘2 0 10 12 1978 1631 5123 2455 7578 2.6 1.5
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 19
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedura Rooms Surgical Cases urgical Hours Hours per Case
Procedure Type Inpatient Oulpatient Combined Total Inpatient Outpatient Inpatient OQutpatient Total Hours Inpatient OQutpatient
Gastrointestinal 0 0 2 2 801 1305 865 1310 2175 1.1 1.0
Laser Eye Procedures 0 0 0 0 0 0 1] 0 0 0.0 0.0
Pain Management 0 0 0 0 ¢ 0 4] 0 0 0.0 0.0
Cysfoscopy 0 0 0 0 0 0 0 0 0 00 0.0
Multipurpose Non-Dedicated Rooms
0 ] 0 0 0 0 0 ] 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 ] 0 ) 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 3 Total Cardiac Cath Procedures: 1,701
Cath Labs used for Angiography procedures 1 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 983
Dedicated Interventional Cfitheterizaﬁon Labs 0 Interventional Catheterizations (0_14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 531
Emergency/Trauma Care EP Catheterizations (15+) 187
Certified Trauma Center by EMS Cardiac S Data
ardiac Surgery Yata
Level of Trauma Service L;:ﬁ:: Le-v_e! 2 Total Cardiac Surgery Cases: 185
. - Pediatric (0 - 14 Years): 0
Operating Rooms De.d:.ca.ted for Trauma Care 0 Aduit (15 (Years and Oi)der): 185
Number of Trauma Visits: 658
Patients Admitted from Trauma 334 Coranary Artery Bypasg Grafts (CABGS)
’ ; performed of total Cardiac Cases ! 185
Emergency Service Type: Comprehensive . .
Number of Emergency Room Stations 26 ) QM'SM
Persons Treated by Emergency Services: 43,713 Total Outpatient Visits 198,631
. . . Outpatient Visits at the Hospltal/ Campus: 196,631
Patients Admitted from Emergency: 4,485 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 44 371
Diagnostic/interventional Equipment Examinations Radiation Equipme; Therapies/
Owned Contract Inpatient OQufpatient Owned Contract Treatments
General Radiogrephy/Flugroscopy 4 0 12,923 26,254 Lithotripsy 0 1 20
Nuclear Medicine 2 0 1,035 3,308 Linear Accelerafor 0 0 0
Mammography 2 0 0 3,497 Image Guided Rad Therapy 0 0 0
Uitrasound 3 0 2,531 9,994 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventions! Angiography 0 0 0 Proton Beam Therapy 0 0
. r 0 0 0 0
Positron Emission Tomography (PET) 0 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 3 0 4,665 13,917 .
Magnetic Resonance imaging 2 0 658 2,465 Cyber lnife 0 0 0
rifAacCHvENT 1 e—

Source: 2009 Annual Hospital Questionnaire, lllinois Department of Public Health, Health Systems Development.
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Hospital Profile - CY 2009 Provena Saint Joseph Hospital Elgin Page 1
Ownership, Management and Oeneral Information Patients by Race Patients by Ethnicit
ADMINISTRATOR NAME:  Stephen Q. Scogna White 81.5% Hispanic or Latino: 9.8%
ADMINSTRATOR PHONE  847-695-3200 x5474 Black 5.6% Not Hispanic or Latino: 89.3%
OWNERSHIP: Provena Hospitals dfbfa Provena Saint Joseph Hospi American Indian 0.0% Unknown: 0.8%
OPERATOR: Provena Hospitals dfb/a Provena Saint Joseph Hospi Asian 1.5%
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0% IDPH Number: 4887
CERTIFICATION: None Unknown: 1155  HPA A-11
FACILITY DESIGNATION:  General Hospital HSA 8
ADDRESS __ 77NorthAiiteStreet ________CITY: Elgin_________ COUNTY: Kane County
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
L. i CON Beds Setup and Peak Inpatient Observation (ength  Dally Occupancy Qocupancy
Clinical Service 12/31/2009 Staffed Census Admisslons  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 99 09 99 5890 27862 3,810 54 86.8 876 87.6
0-14 Years 34 75
15-44 Years 941 3 341
45-64 Years 1,774 7,803
65-74 Years 1,098 5495
76 Years + 2,043 11,048
Pediatric 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 15 15 15 1,123 4210 0 37 11.5 76.9 76.9
Direct Admission 637 2,493
Transfers 486 1,717
Obstetric/iGynecology o 15 6 232 508 66 25 1.6 0.0 105
Maternity 215 468
Clean Gynecology 17 40
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 30 30 25 1,185 6,055 0 51 16.6 55.3 55.3
Rehabilitation 34 14 34 902 9,691 0 10.7 266 78.1 78.1
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 00
Dedcated Observation 0 g
Facility Utilization 178 8,848 48,328 3,876 5.9 143.0 80.3
(Includes ICU Direct Admissions Only}
inpatients and Qutpatients Served by Payor Source
Medicare Medicaid Ofher Public  Private Insurance Private Pay  Charity Care Totals
62.9% 11.0% 0.7% 30.6% 2.4% 2.4%
Inpatients 4679 975 63 2711 210 208 8,846
25.7% 17.9% 0.4% 42.7% 11.6% 1.7%
Outpatients 24364 17017 422 40545 10954 1582 94,884
Financial Year Reported: 1/1/2009 10 12/31/2009 Inpatient and Outpatient Net Revenue by Payor Source Charity Total Charity
Medicare  Medicaid  Other Public Private Insurance  Private Pay Totals  Care Care Expense
) Expense 3,749,548
Inpatient 52.0% 17.7% 0.3% 28.1% 1.5% 100.0% Totals: Charity
Revenue ($ otals; Cha
(%) 39,020,448 13,249,904 210,860 21,061,538 1,439,586 74982336 1675691 | ~ora oo’ of
Outpatient 22.5% 14.4% 0.4% 60.1% 26% 100.0% Net Reveniue
Revente { $) 20,044,749 12,794 644 327,225 53,398,003 2,348,798 88,913,419 2,073,857 2.3%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Tota! Births: 222 Level 1 Patient Days 368 Kidney: 0
Number of Live Births: 222 Level 2 Patient Days 239 He art'y ) 0
Birthing Rooms: 0 Level 2+ Patient Days 63 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 670 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 7 Laboratory Studies Liver- ) 0
Labor-Delivery-Recaovery-Postpartum Rooms: 0 inpatient Studies 238,112 :
C-Section Rooms: 1 Qutpatient Studies 152,236 Total: 0
CSections Performed: 47 Studies Performed Under Contract 80,753

* Note: According to project#09-033, approved on 10/13/09, facility discontinued 15 bed OB category of service. The data shown is prior to ist
discontinuation, Actual Cost of Serviges Provided to Charity Care Inpatients and Qutpatients was calculated using the 2009 IRS 990 Schedule H instructions
to determine the cost to charge ratio. This methodology was used because the 2009 Medicare Cost Report was WEFABER BN RIEwas due.




HOSPITAL PROFILE - CY 2009 Provena Saint Joseph Hospital Elgin Page 2
Surgery and Operating Room Utilization
Surglcal Speciatty Operating Rooms Surgical Cases Surgical Hours ours Case
Inpatient Qutpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 o 0 0 207 32 830 74 204 4.0 23
Dermatology 0 o 0 0 0 0 0 ] 0 0.0 0.0
General 0 0 10 10 1040 931 1919 1261 3180 1.8 13
Gastroenterology 0 0 0 0 713 1170 741 1169 1910 1.0 1.0
Neurology 0 o} 0 0 a8 10 312 19 331 iz 1.9
OB/Gynecology 0 0 0 0 63 103 141 115 256 22 1.1
Oral/Maxillofacial 0 0 0 0 4 0 4 0 4 1.0 0.0
Ophthalmology 0 0 0 0 3 279 4 287 291 i3 1.0
Orthopedic 0 0 0 0 565 588 1472 1001 2473 26 1.7
Otolaryngology ] 0 0 0 77 200 118 377 495 15 1.9
Plastic Surgery 0 o ] 0 19 41 73 84 157 as 2.0
Podiatry 0 0 0 0 4 31 9 49 58 23 1.6
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urology 0 0 0 0 189 502 278 510 788 i5 i.0
Totals 0 0 10 10 2932 3937 5901 4948 10847 20 1.3
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 1 Stage 2 Recovery Stations 22
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Surgeal Hours Hours per Case
Procedure Type Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpalient Outpatient
Gastrolntestinal 0 0 0 0 0 0 0 0 ¢ 0.0 0.0
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Paln Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy o 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 (] 0 0 0 0 0 0 0 0.0 0.0
0 o 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 4 Total Cardiac Cath Procedures: 1,373
Cath Labs used for Angiography procedures 2 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations {15+) 732
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EF Catheterization Labs 0 Interventional Catheterization (15+) 481
Emergency/Trauma Care EP Catheterizations (15+) 160
Certified Trauma Center by EMS )
Level of Trauma Service L::ﬁ:: LE.V_GE 2 Total Car diacw 64
Operating Rooms Dedicated for Trauma Care 1 Pediatric (0- 14 Years): 0
Number of Trauma Visits: 564 Adult (15 Years and Older): 64
Patients Admitted from Trauma 424 Coronary Astery Bypassr Grafts (CABGs)
] performed of total Cardiac Cases : 64
Emergency Service Type: Comprehensive . i
Number of Emergency Room Stations 20 Total Out aﬂentg\%?ﬂwi@ 204,613
e ist ]
Persons Trea‘ted by Emergency Se-rv:ces. 32813 Outpati:nl Visite at the Hospital/ Campus: 172,261
Patients Admitted from Emergency: 4,257 Outpatient Visits Offsite/off campus 32,352
Total ED Visits {Emergency+Trauma): 33,477 )
Diagnostic/interventional Equipment aminations Radiation Equipment. Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
Geners! Radiography/Fluoroscopy 5 0 14504 22,969 Lithotripsy 0 0 0
Nuclear Madicine 3 0 1,491 3,217 Linear Acceferator 2 0 4854
Mammography 3 0 0 6,823 Image Guided Rad Therapy 0 0 0
Ultrasound 3 0 3,507 9,429 Intensity Modutated Rad Therap 1 0 1420
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Positron Emission Tomography (PET) 0 1 0 182 G Knifs 0
4 ! amma Knf 0 0 0
Computerized Axial Tomogrephy (CAT) 2 0 6,194 16,786 .
Magnaetic Resonance Imaging 1 0 1,449 2,538 Cyber knife 0 0 0

4
3
21

Source: 2009 Annual Hespital Questionnaire, lllinois Department of Public Health, Health Systems Development.
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Joliet Page 1
Patients by Ethnicity

Hospital Profile - CY 2009 Provena Saint Joseph Medical Center
Ownership, Management and General Information Patients by Race

ADMINISTRATOR NAME:  Jeffrey L. Brickman White 77.3% Hispanic or Latino: 8.2%
ADMINSTRATOR PHONE  815-725-7132 Biack 12.7% Not Hispanic or Latino: 91.5%
OWNERSHIP: Provena Health American Indian 0.0% Unknown: 0.3%
. OPERATOR: Provena Hospitals d/b/a Provena St Joseph Medical Asian 0.8% -
MANAGEMENT: Not for Prafit Corporation Hawaiian/ Pacific 00  oeriNamber 4838
CERTIFICATION: None Unknown: 9.2% A13
I FACILITY DESIGNATION:  General Hospital HSA 9
ADDRESS 323 North Madison Street CITY: Joliet COUNTY: Will County
= —— - I
' Facility Utilization Data by Categqory of Service
‘ Authorizoed Peak Beds Average Average CON Staff Bed
. CON Beds Setup and Peak Inpatient Observation jength  Daily Qccupancy Occupancy
Clinjcal Service 1213172009 Staffed Census Admissions Days Days of Stay Census 123112008 Rate %
Medical/Surgica! 319 282 271 15,783 67,402 9,063 48 209.5 65.7 74.3
0-14 Years 40 94
15-44 Years 3,366 11,237
45-64 Years 4,893 19,502
65-74 Years 2,680 13,171
75 Years + 4,804 23,398
Pediatric 13 13 13 525 1,415 692 40 58 44.4 44.4
Intensive Care 52 52 54 4,413 11,848 2 27 325 62.5 825
Direct Admission 2,801 8350
Transfers 1,612 3,498
Obstetric/Gynecology 33 33 33 2,406 6,039 2715 26 17.3 52,4 52.4
Maternity 2182 5500
Clean Gynecclogy 224 539
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 Q Y 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 3 31 31 1,390 9613 0 6.9 26.3 85.0 85.0
Rehabilitation 32 32 ki) 570 6,544 0 1.5 17.9 56.0 56.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 0
Facility Utilization 480 23475 102,861 10,052 4.8 309.4 64.4
{Includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Solirce
Medicare Medlcaid Other Public Private Insurance Private Pay  Charity Care Totals
46.0% 13.4% 0.9% 34.5% 3.2% 2.0%
Inpatients 10793 3154 212 8099 751 466 23,475
27.4% 16.9% 0.8% 48.5% 5.2% 1.3%
Qutpatients 63576 39251 1779 112829 12070 2927 232,432
Financial Year Reported: 111/2009 1o 12/31/2009 Inpatient and Qutpatient Net Revenus by Payor Source Chari Total Charity
N , ty Care Expense
Medlcare Medlicaid Other Public Private Insurance  Private Pay Totals Care
Expense 7,284,458
inpatient 50.0% 1.1% 0.0% 25.3% 13.6% 100.0% Totals: Charity
Revenue ( § : Cha
($) 101,834,552 22,548,805 0 51620573 27,643,031 203,647,861 3377931 oo e or
Outpatient 22.3% 6.0% 0.0% 51.9% 19.7% 100.0% Net Revenue
Revenue ( $) 46,700,399 12,443,368 0 108,545,931 41,267 927 208,957 625 3,908,527 1.8%
Bil’thing Data Newbom Nurse!! Utjlization OEan Tmnselantﬂtion
Number of Total Births: 2,016 Level 1 Patient Days 3719 Kidney: 0
Number of Live Births. 2,01 Level 2 Patient Days 0 Hemly. 0
Birthing Rooms: 0 Level 2+ Patient Days 1,943 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 5,662 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 33 Inpatient Studies 766,465 ’
C-Section Rooms: 2 Oulpatient Studies 603,298 Total: 1]
CSections Performed: 745 Studies Performed Under Contract 31,054

* Note: The 2 Linear Accelerators are capable of performing IGRT, IMRT and Brachytherapy treatments. Actual Cost of Services Provided to Charity Care
Inpatients and Cutpatients was calculated using the 2009 IRS 990 Schedule H instructions to determine the cost to charge ratio. This methodology was used

ATTACHMENT 19C

because the 2009 Medicare Cast Report was not available at time the AHQ was due




HOSPITAL PROFILE - CY 2009 Provena Saint Joseph Medical Center Joliet Page 2
Surgery and Operating Room Utilization
Surgleal Specialty Operating Rooms Surgical Cases - Suralesl Hours Hours per Case
Inpatient Qutpatient Combined Total Inpatient Outpatient  Inpatient Qutpatient Total Hours Inpatient Outpatlent
Cardiovascular 0 0 2 2 237 0 1377 0 1377 5.8 0.0
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 8 8 1383 1564 2553 1989 4542 1.8 1.3
Gastroenterology 0 0 0 0 1962 3416 1405 2393 3798 07 0.7
Neurology 0 0 0 0 373 49 1548 124 1672 42 25
OB/Gynecology 0 0 0 0 346 686 775 763 1538 22 1.1
Oral/Maxillofacial 0 0 0 0 2 25 5 62 67 25 2.5
Ophthaimology ] 0 0 0 6 386 11 363 374 1.8 08
Orthopedic 0 0 0 0 800 854 1974 1294 3268 22 1.5
Otolaryngology 0 0 0 0 143 436 201 541 742 14 1.2
Plastic Surgery 0 0 0 0 16 101 29 195 224 1.8 1.9
Podiatry 0 0 0 0 19 118 30 246 278 1.6 2.1
Thoragic 0 0 0 0 421 197 1266 323 1589 3.0 1.6
Uralogy 0 0 0 0 213 232 743 1309 2052 35 5.6
Totals 0 0 10 10 6021 8064 11917 9602 21519 2.0 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 10 Stage 2 Recovery Stations 0
LDedicated and Non-Dedicated Procedurs Room Utilzation
Procedure Rooms Surglcal Cages Surgical Hourg Hours per Case
Procedure Type Inpatient Qutpatient Combined Total inpatient  Qutpatient inpatient Outpatfent Total Hours Inpatient Cutpatient
Gastrointestinal 0 0 3 3 1962 3416 1405 2393 3798 0.7 0.7
Laser Eye Procedures ] 0 1 1 0 56 0 21 21 0.0 04
Pain Management 0 0 1 1 57 170 66 202 268 1.2 1.2
Cystoscopy 0 0 1 1 184 350 251 385 636 1.4 1.1
Multipurpose Non-Dedicated Rooms
0 0 1 1 0 2 0 1 1 0.0 05
0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 ] 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Lahs Cardiac Catheterizafion Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 4 Total Cardiac Cath Procedures: 2,714
Cath Labs used for Anglography procedures 0 Diagnostic Catheterizations {0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 1,329
Dedicated tnterventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 1 Interventional Catheterization (15+) 995
Emergency/Trauma Care EP Catheterizations (15+) 390
Certifted Trauma Center by EMS M Cardiac Su Data
Lardiac Surgery Data
Leve! of Trauma Service L:;EL" Le_v_ef 2 Total Cardiac Surgery Cases: 356
Operating Rooms Dedi'cated for Trauma Care 1 izs:la::; (\(,Je;::;]edag);er): ssg
Number of Trauma Visits: 804
Patients Admitted from Trauma 866 Coranary Artery Bypass Grafls (CABGs)
. performed of total Cardiac Cases : 284
Emergency Service Type: Comprehensive B .
Number of Emergency Room Stations 43 Yotal Outpat ntﬁiﬂw 506,576
- . 0 e »
Persons Treated by Emergency Services: 59,565 Outpatient Visits at the Hospital/ Campus: 464,506
Patients Admitted from Emergency: 12,450 Outpatient Visits Offsite/off campus . 42,070
Total ED Visits (Emergency+Trauma): 70,469 '
iagnostic/interventional Equipment Examinations Radjation Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
wneral Radiography/Fluoroscopy 29 0 26372 71,389 Lithotripsy 0 1 27
clear Medicine 4 0 3,667 10,206 Linear Accelerator 2 0 70
immography 2 0 0 13,856 Image Guided Rad Therapy 2 ] 40
rasound 8 0 5143 18,181 Intensity Modulated Rad Therap 2 0 36
gnostic Angiography 0 0 0 0 High Dose Brachytherapy 2 ] 19
srventional Angiography 0 0 0 Proton Beam Therapy 0 0 0
sitron Emission Tomography (PET) 0 1 0 0 Gamma Knife 0 0
mputerized Axial Tomography (CAT) 7 0 8,981 29,106 . 0
gnetic Resonance Imaging 4 0 4,170 8,778 Cyber knife 0 0 0

A TACIIMENT 19

irce: 2008 Annual Hospital Questionnaire, illincis Department of Public Health, Health Systems Development,




Hospital Profile - CY 2009

Provena St Mary's Hospital

Kankzkee

Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Michael Amo White 78.3% Hispanic or Latino: 31%
ADMINSTRATOR PHONE  (815) 937-2401 Black 20.7% Not Hispanic or Latino: 96.6%
OWNERSHIP: Provena Hospitals American Indian 0.0% Unknown: 0.3%
OPERATOR: Provena Hospitals d/b/a Provena St.Marys Hospital Asian 0.2%
MANAGEMENT: Church-Related Hawaitan/ Pacific 0.0% IDPH Number: 4879
CERTIFICATION: None Unknown: 0.7% HPA A-14
FACILITY DESIGNATION:  General Hospital H5A 9
ADDRESS 500 West Court Street CITY: Kankakee COUNTY: Kankakee County
—— QA L ]
Facility Utilization Data by Cateqory of Service
Authorized Peak Beds Average Average CON Staff Bed
- . CON Beds Setypand Peak Inpatient Observation |angth  Daily Occupancy Occupancy
Clinical Service 12131/2009 Stafied Census Admissions  Days Days ofStay Census 12/31/2009 Rate %
Medical/Surgical 105 a3 77 4,471 19,084 952 45 54.9 523 66.1
0-14 Years 5 19
15-44 Years 817 2,600
45-64 Years 1,789 6,969
65-74 Years 694 3272
75 Years + 1,166 6,224
Pediatric 14 13 10 542 1,711 445 4.0 5.9 422 454
Intensive Care 26 25 25 2,051 5,860 75 29 16.3 62.5 65.0
Direct Admission 1,417 3233
Transfers 634 2627
Obstetric/Gynecology 12 13 8 466 1,042 52 23 30 25.0 23.1
Maternity 420 936
Claan Gynecology 45 106
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0.0 0.0
Acute Mental liiness 25 21 21 649 3488 3 5.4 9.6 38.3 455
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Qbservation 4]
Facility Utilization 182 7,545 31,185 1,527 4.3 89.6 49.2
(includas ICU Direct Admissions Only)
|npatients and Qutpatients Served by Payor Source
Medicare Medicaid Other Public Private Insurance Private Pay  Chanity Care Totals
46.0% 17.8% 1.2% 28.8% 4.2% 1.9%
Inpatients 3474 1343 94 2171 320 143 7,545
26.9% 16.1% 1.4% 40.9% 14.1% 1.8%
Qutpatients 27886 15592 1481 42310 14624 1582 103,475
Financial Year Reported: 1/1/2009 .0 12/31/2009 Inpatient and Outpatient Net Revenue hy Pavor Source Total Charity
; . . Charity Care Expense
Medicare Medicaid  Other Public Private Insurance  Private Pay Totals Care
Exoonse 2,657,630
Inpatient 52.5% 14.5% 0.2% 29.7% 3.1% 100.0% P Yotals: Charlty
R u otais; Cha
evenue ( $) 32,691,073 9,028,207 105,333 18,527,435 1932268 62,284,316  1,856922 | ‘coreae % of
Outpatient 19.1% 8.9% 0.2% 65.9% 5.9% 100.0% Net Revenue
Revenue { $} 15,172,947 7,045,738 132,298 52,276,990 4,708,645 79,336,618 800,608 1.9%
Birthing Data Newbom Nursery Utilization Organ Transplantatiopn
Number of Total Births: 424 Level 1 Patient Days 781 Kidney: 0
Number of Live Births: 420 Level 2 Patient Days 242 Homre 5
Birthing Rooms: 0 Level 2+ Patient Days 20 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 1,043 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms:; 1 Laboratory Studies Liver: ; 0
Labor-Delivery-Recovery-Postpartum Rooms: 4 inpatient Studies 167,326 IVer-
C-Section Rooms: 1 Qutpatient Studies 204,947 Total: 0
CSections Performed: 116 Studies Performed Under Contract 0

* Note: According to Board actian on 4/22/09, Board reduced 4 ICU beds overall voluntarily. New CON count for the facility is 182 beds. Actual Cost of
Services Provided to Charity Gare Inpatients and Cutpatients (Part Il, Question 3 on page 14) was calculated using the 2009 IRS 990 Schedule H instructions
1o determine the cost to charge ratio. This methodology was used because the 2009 Medicare Cost Report was nA{ BR#SIH-IMITNAE AT vas due.




HOSPITAL PROFILE - CY 2009 Provena St Mary's Hospital Kankakee Page 2
Surgery and Operating Room Utilization
Surgical Specialty Operating Rooms Surgical Cases Surgical Hours Hours per Case
Inpatient Outpatient Combined Totai Inpatient Qutpatient Inpatient Qutpatient Total Hours Inpatient Outpatient
Cardiovascular 0 o 0 0 0 0 0 0 0 0.0 0.0
Dermatology 0 0 0 0 0 0 0 0 o a.0 0.0
General 0 0 7 7 450 640 839 989 1828 1.9 1.5
Gastroenterology 0 0 0 0 166 68 201 83 284 12 1.2
Neurology 0 0 0 0 51 747 121 909 1030 24 1.2
OB/Gynecology 0 0 0 0 197 248 391 416 807 2.0 1.7
Oral/Maxilfofacial 0 0 0 0 12 9 24 17 41 20 1.9
Ophthalmology 0 0 0 0 3 385 8 422 430 27 1.1
Orthopedic 0 0 0 0 394 €607 1047 1223 2270 27 2.0
Otolaryngology 0 0 0 0 10 285 15 360 375 1.5 1.3
Plastic Surgery 0 0 0 0 1 33 4 66 70 40 2.0
Podiatry 0 0 1] 0 " 76 18 154 172 16 20
Thoracic 0 0 0 0 24 14 60 17 7 25 1.2
Urology 0 0 1 1 197 659 301 872 1173 1.5 1.3
Totals 0 Q 8 8 1516 rr2 3029 5528 8567 2.0 1.5
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 0 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
edure Roo Surgical Cases Surgical Hours Hours per Case
Procedu e Inpatient Qutpatient Combined Total Inpatlent Cutpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 o 5 5 360 1289 382 1565 1947 1.1 1.2
Laser Eye Procedures 0 0 t 1 0 22 0 17 17 0.0 0.8
Pain Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cysfoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 o 0 0.0 0.0
0 0 0 0 0 0 0 0 0 00 0.0
0 0 ] 0 0 0 0 0 0 0.0 0.0
Cardiac Cathetetization Labs Cardiac Catheterization Utilization
Tota! Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 658
Cath Labs used for Angiography procedures 2 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 522
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 113
Emergency/Trauma Care EP Catheterizations (15+) 23
Certified Trauma Center by EMS i
Level of Trauma Service Level 1 Levei 2 ] gﬁw
Adult . Total Cardiac Surgery Cases. 0
Operating Rooms Dedicated for Trauma Care 1 Pedlatric (0 - 14 Years): . 0
Number of Trauma Visits: 291 Adult (15 Years and Older): a
Patients Admitted from Trauma 223 Coronary Artery Bypass Grafts (CABGs)
A performed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive _ i
Number of Emergency Room Stations 22 Total Outoat t%;s&tm_nt_&mss_% 115,683
\ ota ent Visi s
Persons Treated by Emergency Services: 317 Outpatient Visis at the Hospital/ Campus: 187,202
Patients Admitted from Emergency: 5,913 Outpafient Visits Offsite/off campus 31,461
Total ED Visits (Emergency+Trauma): 31,465 '
_B_M Mﬂ‘ﬂ. Therapies!

Diagnostic/interventional Equipment

Owned Contract inpatient Outpatient

Owned Confract Treatments

General Radiography/Fluoroscopy 7 0 7,780 30,258 Lithatripsy 0 1 156
Nuclaar Medicine 2 i} 1,405 1,861 Linear Accelsrator 0 0 0
Mammogrephy 4 0 0 4,584 Image Guided Rad Therapy 0 0 0
Ulirasound 4 0 2,102 6,361 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
fnterventional Anglography 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 1 0 0 Gamma Knifs 0 0
Computerized Axial Tomography (CAT) 2 0 2,494 13,811 ) 0
Magnetic Resonance Imeging 2 0 609 255 Cyber knife 0 0 0
rTraCHMENT Y C——

Source: 2009 Annual Hospital Questionnaire, lllincis Department of Public Health, Health Systems Development.
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AMBULATORY SURGICAL TREATMENT CENTER PROFILE-2009 BELMONT/HARLEM SURGERY CENTER, LLC CHICAGOC
NUMBER OF PATIENTS BY AGE GROUP NUMBER CF PATIENTS BY PRIMARY PAYMENT SOURCE
AGE MALE FEMALE TOTAL PAYMENT SOURCE MALE FEMALE TOTAL
0-14 15 12 27 Medicaid 25 26 51
15-44 159 185 344 Medicare 414 851 1265
45-64 308 322 630 Other Public 0 0 0
65-74 266 38e 654 Insurance 488 433 921
75+ Yea 192 420 612 Private Pay 10 16 26
TOTAL 940 1,327 2,267 Charity Care 3 1 4
' TOTAL 940 1,327 2,267
NET REVENUE BY PAYOR SOURCE for Fiscal Year Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense Total Net Revenue
18.7% 0.5% 0.0% 58.6% 22.2% 100.0% 0%
870,580 21,951 0 2,730,613 1,035,739 4,658,883 16,139

OPERATING ROCM UTILIZATION FOR THE REPORTING YEAR

SURGERY

PREP and AVERAGE

SURGERY CLEAN-UP  TOTAL CASE

TOTAL TIME TIME SURGERY TIME

SURGERY AREA  SURGERIES (HOURS)} (HOURS) (HOURS) (HOURS)
Cardiovascular 0 0.00 0.00 0.00 0.00
Dermatology 0 0.00 0.00 0.00 0.00
Gastroenterology 266 133.00 88.00 221.00 0.83
General 16 12.00 7.00 19.00 1.19
Laser Eye 0 0.00 0.00 0.00 0.00
Neurological 0 0.00 0.00 0.00 0.00
OB/Gynecology 0 0.00 0.00 0.00 0.00
Opthalmoiogy 1304 652.00 325.00 977.00 0.75
Oral/Maxillofacial 0 0.00 0.00 0.00 0.00
Orthopedic 287 287.00 1149.00 406.00 1.41
Otolaryngology 37 22.00 12.00 34.00 0.92
Pain Management 148 74.00 24.00 98.00 0.66
Plastic 0 0.00 0.00 0.00 0.00
Podiatry 164 164.00 68,00 232.00 1.41
Thoracic 0 0.00 0.00 0.00 0.00
Urology 45 30.00 22.00 52.00 1.16
TOTAL 2267 1,374.00 665.00 2039.00 0.90

PROCEDURE ROOM UTILIZATION FOR THE REPORTING YEAR

PREP and AVERAGE
SURGERY CLEAN-UP TOTAL CASE

PROCEDURE TOTAL TIME TIME SURGERY TIME

SURGERY AREA ROOMS  SURGERIES (HOURS} (HOURS) (HOURS) (HOURS)
Cardiac Catheteriza 0 0 0 0 0 0.00
Gastre-intestinal 0 0 0 0 0 0.00
Laser Eye 0 0 0 0 0 0.00
Pain Management 0 0 0 0 0 0.00
TOTALS 0 0 0 0 0 0.00

ATTACHMENT 19C

Source:Ambulatory Surglcal Treatment Center Questionnaire for 2009, linols Department of Public Health, Health Systems Development
Page 88 of 274 107282010




AMBULATORY SURGICAL TREATMENT CENTER PROFILE-2009 BELMONT/HARLEM SURGERY CENTER, LLC CHICAGO

Reference Numbers Facility Id 7003131 Number of Operating Rooms 4
Health Service Area 006 Planning Service Area 030 Procedure Rooms 0
BELMONT/HARLEM SURGERY CENTER, LLC Exam Rooms 0
3101 NORTH HARLEM AVENUE Number of Recovery Stations Stage 1 5
CHICAGO, IL 60634 Number of Recovery Stations Stage 2 8
Administrator Date
FAITH MCHALE Completed
472612010
Registered Agent '
s s oy
RESURRECTION SERVICES Limited Liability Company (RA required}
Legal Owner
HOSPITAL TRANSFER RELATIONSHIPS
HOSPITAL NAME NUMBER OF PATIENTS
RESURRECTION MEDICAL CENTER, CHICAGO 2
QOUR LADY OF RESURRECTION, CHICAGO 0
0
0
0
STAFFING PATTERNS DAYS AND HOURS OF OPERATION
PERSONNEL FULL-TIME EQUIVALENTS Monday 10
Administrator 0.00 Tuesday 10
Physicians 0.00 Wednesday 10
Nurse Anesthetists 0.00 Thursday 10
Dir. of Nurses 1.00 Friday 10
Req. Nurses 2.00 Saturday 0
Certified Aides 1.00 Sunday 0
Other Hith. Profs. 2.00
Other Non-Hith. Profs 3.00
TOTAL 9.00
FACILITY NOTES

ATTACHMENT 19C

Source:Ambulatory Surgical Treatment Center Questionnaire for 2009, llinois Department of Public Health, Health Systems Development
Page 87 of 274 10/28/2010




HISTORICAL UTILIZATION OF
MANTENOQO DIALYSIS CENTER

‘Provena Health maintains a 50% ownership interest in Manteno Dialysis Center,
15-station ESRD facility located in Manteno, Illinois. According to data provided by The
Renal Network, Manteno Dialysis Center operated at 41.11% of capacity during the
reporting quarter ending September 30, 2009.

ATTACHMENT 19C




ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA COR MARIAE CENTER

ROCKFORD

PROVENA COR MARIAE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

3330 MARIA LINDEN DRIVE Aggressive/Ant-Social 0 DIAGNOSIS
ROCKFORD, IL. 61114 Chronic Alcoholism 0 Neoplasms 0
Reference Numbers  Facility ID 6005771 Developmentally Disabled 0 Endociine/Metabolic 0
Health Service Area 001  Planning Service Area 201 Drug Addiction 0 Bload Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 0
Teresa Wester-Peters Medicare Recipient 0 Alzheimer Disease 0
P Teleoh Mental lliness 0 Mental illness 1]
gon;ac:: "erson and Telephone Non-Ambulatory 0 Developmental Disability 0
B::-Sr?a'l ;4?; MNon-Mabile 0 Circulatory System 28
c Date Public Ald Recipient 0 Respiratory System 23
Registered Agent Information ompleted Under 65 Years Old 0 Digestive System 10
Teresa Wester-Peters 412912010 . Unable to Self-Medicate Q Genitourinary System Disorders 14
3330 Maria Linden Drive Ventilator Dependent 1 Skin Disorders 4
Rockford, IL 61114 Infectious Disease wf Isolation 0 Muscufo-skeletal Disorders 14
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonirlgs 10
NON-PROF CORPORATION No Rﬂstricﬁol'ls Q Qther Medical Condlhons 12
Medical Conit
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by ‘I :’g;ﬁ::ﬂcal onditions 12;
LIFE CARE FACILITY N :
EC L ° Total Residents Diagnosed as Mentally Il 14
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS D‘:gg:ﬂggs AND
PEAK  PEAK S - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 113
LEVEL OF CARE BEDS SET-UP  USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 484
Skitled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 122
Intermediate DD Q 0 0 0 0
Sheltered Care 61 61 53 61 53 8 Identified Offenders 0
TOTAL BEDS 134 134 122 134 122 12 73 16
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ. Pet.  Pat days Occ. Pct.  Pat, days Pat. days Pat days Pat. days Pat, days Occ. Pt Ocgg. Pct,
Nursing Care 10344 38.8% 4315 74.0% 0 0 8821 167 23651 88.8%  88.8%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 1570 17775 0 19345 86.9% 86.9%
TOTALS 10344  38.8% 4319 74.0% 0 1570 26596 167 42996 B7.9% 87.9%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF GARE - DECEMBER 3, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male  Female Male Female Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
4510 59 0 1] 0 0 0 0 0 0 0 0 0
60 to 64 1 1 0 e 0 0 0 1 1 2 k)
65 to 74 2 2 0 0 0 0 2 3 4 5 g
75 to 84 3 12 0 0 0 0 5 8 8 20 28
85+ 10 38 0 0 0 0 10 24 20 62 82
TOTALS 16 53 0 0 0 0 17 36 33 89 122
wolrce:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Deve[&pf»tnACI_deNT 19C
10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA COR MARIAE CENTER ROCKFORD

PROVENA COR MARIAE CENTER

3330 MARIA LINDEN DRIVE

ROCKFORD, IL. 61114

Reference Numbers  Facility ID 6005771

Health Service Area 001 Planning Service Area 201

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 343 207
Nursing Care 36 12 3 3 15 0 69 Skilled Under 22 0 0
Skilled Under 22 0 0 0 ] 0 0 0 Intermediate DD 0 0
ICF/DD 0 0 ] 0 o 0 Shelter 144 0
Sheitered Care 0 0 53 0 53
TCTALS 36 12 3 3 68 0 122
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing Skiund22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 1 1 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 200
Black 4 0 0 0 4 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 ] 0 Director of Nursing 1.00
White 65 0 0 52 117 Registered Nurses 9.54
Race Unknown 0 0 0 0 0 LPN's 13.78
Tota! &9 0 0 53 122 Certified Aides 41.78
Other Health Staff 0.00
ETHNICITY Nursing SklUnd22 ICFDD Sheilter Totals Mon-Health Staff 58.70
Hispanic 0 0 0 1 ’ 1 Totals 126.80
Non-Hispanie 69 0 0 52 121
Ethnicity Unknown 0 0 0 0 0
Total 69 o 0 53 122
NET REVENUE BY PAYOR SOURGCE (Fiscal Year Data) Charity Charily Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
36.0% 5.9% 0.0% 5.5% 52.6% 100.0% 023%
3,213,321 522,027 0 494 247 4,684 406 8,914,001 25,072

*Charity Expense does not include expenses which may be considered a community benefit.

Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Development

ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA GENEVA CARE CENTER

GENEVA

PROVENA GENEVA CARE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

1101 EAST STATE STREET Aggressive/Anti-Social ] DIAGNOSIS
GENEVA, IL. 60134 Chronle Alcoholism 1 Neoplasms 0
Reference Numbers  Facility ID 6003503 Developmentslily Disabled 1 Endocrine/Metabolic 1
Health Service Area 008  Planning Service Area 089 Drug Addiction 1 Biood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5
Dawn Renee Furman Medicare Recipient 0 Alzheimer Disease 24
Mental lliness 0 Mental lliness 11
Contact Person and Telephone Non-Ambuiatory 0 Developmentat Disability 4
g;ﬁg‘zi';::RMAN Non-Mobile 0 Circulatory System 10
Date Public Aid Recipient 0 Respiratory System 10
Reqgistered Agent Information Completed Under 65 Years Old 0 Digestive System a
’ 5/12/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 1
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease wf Isolation 0 Musculo-skeletal Disorders 2
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 1
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 1’ :;:x_e;'cal Condiions a?
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally Il 15
LICENSED BEDS, BEDS [N USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK BEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 89
LEVEL OF CARE BEDS  SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 190
Nursing Care 107 106 106 106 81 26 63 6@ Total Discharges 2009 198
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 81
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 1] 0 0 0 0 0 Identified Offenders (1]
TOTAL BEDS 107 106 106 106 81 26 63 69
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ.Pel. Pat. days Occ. Pct. Pat. days Pat. days Pat. days Pat. days Pat. days Qcc. Pet.  Oce. Pct.
Nursing Care 6481  282% 18671 78.1% 0 311 5973 0 32436 83.1% 83.8%
Skiled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD o 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 6481 28.2% 19671 78.1% 0 311 5873 0 32436 83.1% 83.8%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Maje  Female Male Female Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 1] 0 0 0 0 0 0 0 0
4510 59 1 0 1] 0 0 0 0 0 1 0 1
60 to 64 1 0 0 0 0 0 0 0 1 0 1
65to 74 4 4 0 0 0 0 0 0 4 4 8
75 to B4 6 19 0 0 0 0 0 0 6 19 25
85+ 6 40 0 0 0 0 0 0 6 40 46
TOTALS 18 63 0 0 0 0 0 0 18 63 81
Source:Long-Term Care Facility Questionnaire for 2009, lilinols Department of Public Health, Health Systems Development
ATTACHMENT 19C 10872010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA GENEVA CARE CENTER

GENEVA

PROVENA GENEVA CARE CENTER
1101 EAST STATE STREET
GENEVA, IL. 60134
Reference Numbers
Health Service Area 003

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Fadlity ID 6003503
Planning Service Area 089

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 274 224
Nursing Care 15 47 0 1 18 0 81 Skilled Under 22 0 0
Skilled Under 22 0 0 0 ¢ 0 0 ¢ Intermediate DD 0 0
ICFIOD i} 0 0 0 0 ] Shelter 0 0
Sheltered Care 0 0 0 0 ¢
TOTALS 15 a7 0 1 18 0 B8
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nussing Skund22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer, Indian 0 1} 0 0 0 Administrators 1.00
Black 4] 0 0 0 ¢ Physicians 0.50
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 81 o 0 0 81 Registered Nurses 7.50
Race Unknown 0 ¢ 0 0 0 LPN's 12.00
Total 81 1] 0 0 81 Certified Aides 41.00
Cther Health Staff 7.00
f ETHNICITY Nursing SkiUnd22 \CF/DD Shelter Totals Non-Health Staff 24 00
‘ Hispanic 0 0 0 0 0 Totals 94.00
Non-Hispanic 81 0 0 0 81
| Ethnicity Unknown 0 0 0 0 0
 Total 81 0 0 0 81
| NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
| Care Expense as % of
' Medicare Medicaid Cther Public  Private Insurance Private Pay TOTALS Expense® Total Net Revenue
32.7% 38.5% 0.0% 1.5% 27.2% 100.0% 0.0%
2,055,000 2,417,269 v} 95,656 1,709,374 5,277,299 0
*Charity Expense does not include expenses which may be considered a community benefit
Source:Long-Term Care Facility Questionnaire for 2009, ltlinois Department of Public Health, Health Systems Deve n
ATTRCHMENT 19C 4 5mm010
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iLLINOIS LONG-TERM CARE PROFILE-GALENDAR YEAR 2009 PROVENA HERITAGE VILLAGE

KANKAKEE

PROVENA HERITAGE VILLAGE

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

901 NORTH ENTRANCE Aggressive/Anti-Soclal 1 DIAGNOSIS
KANKAKEE, IL. 60901 Chronic Alcoholism 1 Neaplasms 0
Referenice Numbers  Fadlity ID 6004246 Developmentally Disabled 0 Endocrine/Metabolic 0
Health Service Area 009  Planning Service Area 091 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 1 *Nervous System Non Alzheimer 0
Carol Mclintyre Medicare Recipient 0 Alzheimer Disease 19
Mental liiness 1 Mental iliness 0
Contact Pers:ln and Telephone Non-Ambulatory 0 Developmental Disability 1
::‘SR;'BZ;‘:‘)‘;' TYRE Non-Mobile 0 Circulatory System 31
) Date Public Aid Recipient 0 Respiratary System 10
Registered Agent Information Compieted Under 65 Years Old 0 Digestive System 5
4/8/2010 Unable to Self-Medicate 0 Genitourinary Systern Disorders 0
Ventllator Dependent 1 Skin Disorders 0
Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 0
FACILITY OWNERSHIP Other Restrictions 0 Injuries am.i Poisonir}gs 0
NON-PROF CORPORATION Mo Restrictions 0 Othe:v1 Medical Conditions 8
Medical Conditi
CONTINUING CARE COMMUNITY No Note: Reporied restictions denoted by 'I' ?;:_Algﬂcal ondittons 7:
LIFE CARE FACILITY No
Total Residents Diagnosed as Mentally 1l 0
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ;ggILSSlONS AND
PEAK PEAK 1 ARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 72
LEVEL OF CARE BEDS SET-UP USED SETUP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 225
Nursing Care 51 51 51 51 42 8 51 0 Total Discharges 2009 223
Skilted Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 74
Intermediate DD 0 0 0 0 0 0
Sheltered Care 79 36 36 36 32 47 Identified Offenders 0
TOTAL BEDS 130 87 87 87 74 56 5 0
FACILITY UTILEZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Piivate Charity Licensed Peak Beds
Medicare Medicald Other Public  Insurence Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ. Pct. Pat days Occ. Pet. Pat, days Pat. days Pat. days Pat. days Pat. days Ocec. Pet.  Occ. Pct.
Nursing Care 8657  46.5% 0 00% 0 547 9197 0 18401 98.9%  98.9%
Skifled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 5840 365 5205 21.5% 47.2%
TOTALS 8657 46.5% 0 0.0% 0 547 15037 365 24606 51.9% 77.5%
RESIDENTS BY AGE GROUP, SEX AND LEVEL QF CARE - DECEMBER 31, 2008
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male Female Male Female Male  Female TOTAL
Under 18 0 0 0 0 0 0 0 0 1] 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
4510 59 1 o 0 0 0 0 0 0 1 0 1
60 to 64 0 0 0 0 0 0 0 0 0 0 0
6510 74 0 4 0 0 a 0 0 0 0 4 4
75to 84 5 10 0 0 0 0 0 4 5 14 19
85+ 3 19 0 0 0 0 4 24 7 43 50
TOTALS 9 33 0 0 0 0 4 28 13 61 74
Source:L.ong-Term Care Facility Questionnaire for 20089, llinois Department of Public Heaith, Health Systems Develf‘p[r‘nent
. ATTACHMENT 19C 10/82010
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ILLINOIS LONG-TERM CARE PROFILE-GALENDAR YEAR 2009 PROVENA HERITAGE VILLAGE KANKAKEE

PROVENA HERITAGE VILLAGE

901 NORTH ENTRANCE

KANKAKEE, IL. 60901

Reference Numbers  Facility ID 6004246

Health Service Area 009  Planning Service Area 081

RESIDENTS BY PAYMENT SQURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 208 177
Nursing Care 24 0 0 10 8 0 42 Skilled Under 22 0 0
Skilled Under 22 0 0 0 a ] 0 0 Intermediate DD 0 0
ICF/oD 0 0 0 0 a 0 Shelter 113 102
Sheltered Care 0 a 31 1 32
TOTALS 24 0 0 10 39 1 74
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 1] 0 0 0 Administrators 1.00
Black _ 1 0 0 0 1 Physicians 0.00
Hawaiian/Pac. lgl. 0 0 0 0 0 Director of Nursing 1.00
White 41 0 0 32 73 Registered Nurses 7.00
Race Unknown 0 0 0 0 0 LPN's 11.00
Total 42 0 0 22 74 Certified Aldes 41.00
Other Health Staff 4.00
ETHNICITY Nursing SklUnd22 ICF/DD Shelter Totals Non-Health Staff 48.00
| Hispanic 0 0 0 0 0 Totals 113.00
Non-Hispanic 42 0 1] 32 74
Ethnicity Unknown 1] 0 1] 1] 0
Total 42 0 0 32 74
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
47.3% 0.0% 0.0% 3.7% 49.0% 100.0% 0.2%
2,600,153 0 0 200,575 2,691,589 5,492,317 9,000

“Charity Expense does not include expenses which may be considered a community benefit.

Source:Long-Term Care Facility Questionnaire for 2009, Iliinois Department of Public Heatth, Health Systerns Deveio%‘ment
ATTACHMENT 19C 101812010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA MCAULEY MANOR AURORA
PROVENA MCAULEY MANOR ADMISSION RESTRICTIONS RESIDENTS BY PRIMARY DIAGNOSIS
400 W. SULLIVAN ROAD Aggressive/Ant-Social 0 DIAGNOSIS
AURCRA, IL. 60506 Chronic Alcoholism 0 Neoplasms 3
Reference Numbers  Fadility ID 6005912 Developmentally Disabled 0 Endocrine/Metaboile 0
Health Service Area 008  Planning Service Area 089 Drug Addiction 0 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5
Jenrtlfer Roach Medicare Recipient 0 Alzheimer Disease a
Mental ¥iness 1 Mental liness 1
C?nmd Person and Telephone Non-Ambulatory o Developmental Disability 0
E:;I:;g;;_amo Non-Mobite 0 Circutatory System 17
_ Date Public Ald Recipient 0 Respiratory System 3
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 6
Megan Kieffer 5712010 Unable to Self-Medicate 0 Genitourinary System Disorders 0
19065 Hickory Creek Drive Suite 300 Ventilator Dependent 1 Skin Disorders 1
Mokena, IL 60448 Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 15
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonir.lgs 4
NON-PROF CORPORATION Mo Restrictions 0 Other Me'dical Con'dlmons 5
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by I’ :;r,:_f:sdma‘ Conditions 62
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally li 1
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2000 62
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2008 517
Nursing Care 87 87 74 87 63 24 87 9 Total Discharges 2009 546
Skifled Under 22 0 0 0 0 0 0 a Residents on 12/31/2009 63
Intermediate DD 0 0 0 0 0 0 1]
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 87 87 74 87 62 24 87 9
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private  Private Charity Licensed Peak Beds
Medicare © Medicaid Other Public  Insurance Pay Care TOTAL Beds SetUp
LEVEL OF CARE Pat.days Occ.Pet.  Pat days Occ. Pet.  Pat days Pat. days Pal. days Pat. days Pat. days Oce, Pot.  Oce. Pet,
Nursing Care 10591  334% 1312 30.9% 0 695 10073 192 22863 720%  72.0%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 10591 334% 1312 39.9% 0 695 10073 192 22863 72.0% 72.0%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male Female Male  Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 1 0 0 0 0 0 0 0 i ] 1
45 to 59 0 1 0 0 0 0 0 0 0 1 1
60 to 64 2 0 0 0 0 0 0 0 2 0 2
65to 74 5 1 0 0 0 0 0 0 5 ] 6
75 to 84 5 10 0 0 0 0 0 0 5 10 15
85+ 6 32 0 0 0 0 0 0 6 32 38
TOTALS 19 44 0 0 0 0 0 0 19 44 63

Source:Long-Term Care Facility Questionnaire for 2009, lllinecis Department of Public Health, Health Systems De}rf,lro

ment
FACHMENT 19C 101812010

Page 1615 of 2238




ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2008 PROVENA MCAULEY MANOR AURCRA

PROVENA MCAULEY MANCR

400 W. SULLIVAN ROAD

AUROCRA, IL. 60506

Reference Numbers  Fadility ID 6005812

Health Service Area 008  Planning Service Area 089

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 228 207
Nursing Care 24 4 0 4 31 Q 63 Skilled Under 22 ¢ 0
Skilled Under 22 0 0 0 0 0 0 0 ntermediate DD ¢
{CF/DD 0 0 0 0 0 0 Sheiter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 24 4 0 4 31 0 63
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkUnd22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 1 0 0 4] 1 Physicians 0.00
Hawaiian/Pac. Isl. ¢ 0 0 0 0 Director of Nursing 1.00
White 60 0 0 0 60 Registered Nurses 7.00
Race Unknown 2 0 0 0 2 LPN's 3.00
Total 63 0 0 0 63 Certified Aides 22.00
Other Health Staff 6.00
ETHNICITY Nursing SkiUnd22 |CF/DD Shelter Totals Non-Health Staff 32.00
Hispanic 2 0 0 0 2 Totals 72.00
Non-Hispanic 61 0 0 0 61
Ethnicity Unknown 0 0 0 0 0
Total 63 0 0 0 63
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private insurance Private Pay TOTALS Expense*  Total Net Revenue
48.8% 2.4% 0.0% 3.0% 45.8% 100.0% 0.1%
3,259,177 161,944 0 201,199 3,056 364 6,678,684 1,530

*Charity Expense does not include expenses which may be considered a community benefit.

Source:Long-Term Care Facllity Questionnaire for 2009, fllinois Department of Public Health, Health Systems Development

ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2008 PROVENA OUR LADY OF VICTORY

BOURBONNAIS

PROVENA OUR LADY OF VICTORY

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

20 BRIARCLIFF LANE Aggressive/Anti-Social 0 DIAGNOSIS
BOURBONNNS, ||. 60914 Chl’Ol’liC Ncoholism 0 Neop|asms 2
Reference Numbers  Facility ID 6007008 Developmentally Disabted 0 Endocrine/Metabodic 5
Health Service Area 009  Planning Service Area 091 Drug Addiction 0 Blood Disorders )
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5
Robin Gifford Medicare Reciplent 0 Alzheimer Disease 1
Mental lilness 0 Mental lliness 1
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
BR%%I:}E;:SRD Non-Mobile 0 Circulatory System 25
Date Public Aid Recipient 0 Respiratory System 17
Registered Agent Information Compieted Under 65 Years Old 0 Digestive System 2
5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 8
Ventilator Dependent 1 Skin Disorders 2
infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 9
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Polsonings 5
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 10
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I' _‘:;:_ﬁesdlca‘ Conditions gg
LIFE CARE FAGILITY No Total Residents Diagnosed as Mentaliy Iil 1
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/4/2009 95
LEVEL OF CARE BEDS SET-UP  USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 205
Nursing Care 107 107 107 107 84 13 55 90 Total Discharges 2009 208
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 94
Intermediate DD Q 0 0 0 0 0 0
Sheiltered Care 0 0 ¢ 0 0 0 Identified Offenders 0
TOTAL BEDS 107 107 107 107 a4 13 55 a0
FACILITY UTILIZATION - 2009
BY LEVEL QF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds SetUp
LEVEL OF CARE Pat. days Occ. Pct. Pat. days Oce, Pct. Pat. days Pat. days Pat. days Pat days Pat. days Occ. Pet.  Oce. Pot.
Nursing Care 7906  39.4% 23104 70.3% 0 480 2785 0 34275 87.8% 87.8%
Skilted Under 22 o 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD o 0.0% 0 Q 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 7906  39.4% 23104 70.3% 0 480 2785 0 34275 87.8% 87.8%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMEBER 31, 200%
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male  Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 1 0 0 0 0 0 a 0 1 1
45 to 59 0 0 0 0 0 0 0 0 0 0 0
60 to 64 2 2 0 Q 0 Q 0 0 2 2 4
6510 74 4 10 0 0 0 0 0 0 4 10 14
75 t0 84 10 20 0 0 0 0 0 0 10 20 30
85+ 4 41 0 0 Q 4] Q 0 4 41 45
TOTALS 20 74 0 0 Q 0 0 0 20 74 94
Source:Long-Term Care Facility Questionnaire for 2009, Hlinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 16/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA OUR LADY OF VICTORY BOURBONNAIS

PROVENA OUR LADY OF VICTORY

20 BRIARCLIFF LANE

BOURBONNAIS, iL. 60914

Reference Numbers  Fagility ID 6007009

Health Service Area 009  Planning Service Area 091

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Privata  Charity LEVEL OF CARE SINGLE DQUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 177 173
Mursing Care 21 64 0 0 9 0 94 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 Intermediate DD 0 0
ICF/IDD o 0 0 0 o 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 21 64 0 o 9 0 94
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SKund?2  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 o 0 0 0 Administrators 1.00
Black 8 0 0 0 8 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 1] 0 0 Director of Nursing 1.00
White 86 0 0 0 B6 Registered Nurses 10.00
Race Unknown 0 0 0 0 0 LPN's 16.00
Total a4 0 0 0 94 Certified Aides 27.00
Other Health Staff 0.00
ETHNICITY Nursing Sklund22  ICF/DD Sheiter Totals Non-Health Staff 37.00
Hispanic 0 0 0 0 0 Totals 92.00
Non-Hispanic 94 o o 0 94
Ethnicity Unknown ] 0 0 0 0
Total 94 o 0 0 94
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
38.1% 465.8% 0.0% 26% 12.5% 100.0% 0.0%
2,380,646 2,919,597 0 162,995 777,678 6,240,916 0
*Charity Expense does not include expenses which may be considered a community benefi.
Source:Long-Term Care Facility Questionnaire for 2009, #liincis Department of Publlc Health, Health Systems Development
ATTACHMENT 19C 10872010
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ILLINCIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 FROVENA PINE VIEW CARE CENTER

ST. CHARLES

PROVENA PINE VIEW CARE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

611 ALLEN LANE Aggressive/Anti-Social 0 DIAGNOSIS
ST. CHARLES, IL. 60174 Chronic Alcoholism 0 Neaplasms 4
Reference Numbers  Facility ID 6007439 Developmentally Disabled 0 Endocrine/Metabolic 0
Health Service Area 008  Planning Service Area 089 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 1] *Nervous System Non Alzheimer 5
MELISSA ADAMS Medicare Recipient 0 Alzheimer Disease 1
Mentat lliness 1 Mental lilness 3
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
HOLLY ORLAND Non-Mobile 0 Clreulatory System 12
630-377-2211 Date Public Aid Recipient 0 Respiratory System 11
Registered Agent Information Completed Under 65 Years Qld 0 Digestive System
5/7/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 5
Ventilator Dependent 1 Skin Disorders 4
Infectious Disease w/ [solation 0 Musculo-skeletal Disorders 1
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Polsonings 4
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 36
. L 'rs Non-Medical Conditions 4
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l TOTALS 103
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally HI 24
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS  BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID  pogdents on 1/1/2008 88
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE  BEDS  CERTIFIED CERTIFIED  1o4a admissions 2009 270
Nursing Care 120 110 110 110 103 17 120 60 Tatal Discharges 2009 255
Skilled Under 22 0 0 t 0 0 0 0 Residents on 12/31/200¢ 103
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 120 110 110 110 103 17 120 60
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SQURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat.days Occ. Pcl. Pat. days Occ. Pct. Pet. days Pat. days Pat. days Pat. days Pat. days Occ. Pct. Occ. Pet,
Nursing Care 8eos  20.3% 17874 81.6% 0 607 7533 0 34909 797%  86.9%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 8895  20.3% 17674 81.6% 0 607 7533 0 34909 79.7% 86.9% .
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male  Female Male Female Male Female Male  Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
4510 58 1 1 0 0 0 0 0 0 1 1 2
60 to 64 3 2 0 0 0 o o 0 3 2 5
6510 74 2 5 0 0 0 0 0 0 2 5 7
75to 84 8 13 0 0 0 0 0 0 8 13 21
85+ 12 56 0 o 0 0 0 o 12 56 68
TOTALS 26 77 0 0 0 0 0 0 26 77 103
ol :Long- il tionnair 09, llinoi nt of Public Health, Hea em velo
Source:Long-Term Care Facility Questionnaire for 2009, lliincis Department of P H Health Systems De f-‘fl n:&nct: NT 19C (0010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA PINE VIEW CARE CENTER

ST. CHARLES

PROVENA PINE VIEW CARE CENTER

611 ALLEN LANE

ST. CHARLES, IL. 60174

Facllity [D 6007439
Planning Service Area 089

Reference Numbers
Health Service Area 008

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
CF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 327 327
Nursing Care 25 50 0 1 27 ¢ 103 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 1]
ICF/DD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care o 0 0 0 0
TOTALS 25 50 0 1 27 0 103
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SKUnd22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 o 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 o o 0 Administrators 1.00
Black 0 0 0 0 0 Physicians 0.00
Hawaitan/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 103 0 0 0 103 Registered Nurses 20.00
Race Unknown 0 0 0 0 0 LPN's 5.00
Total 103 0 0 0 103 Certified Aldes 38.00
Qther Health Staff 0.00
ETHNICITY Nursing SkiUund22 ICF/DD Shelter Totals Non-Health Staff 41.00
Hispanic 0 0 0 0 0 Totals 106.00
Non-Hispanic 103 0 0 0 103
Ethnicity Unknown 0 0 o 0 o
Total 103 0 0 0 103
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
38.1% 30.5% 0.0% 2.6% 28.8% 100.0% 0.0%
2,855,512 2,289,829 0 193,073 2,163,888 7,502,302 0
*Chanity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, Ifinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. ANN CENTER

ROCKFORD

PROVENA ST. ANN CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

4405 HIGHCREST ROAD Aggressive/Ant-Soclal 1 DIAGNOSIS
ROCKFORD, IL. 61107 Chronic Alcoholism 1 Neoplasms 4
Reference Numbers  Facility ID 6008817 Developmentally Disabled 1 Endocrine/Metabolic 4
Health Service Area 001  Planning Service Area 201 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzhelmer 7
Janelle Chadwick Medicare Recipient 0 Alzheimer Disease 0
Mental {lIness 1 Mental lllness 0
Contact Person and Telephone Non-Ambutatory o Developmental Disability 0
;l:?g;;li ggl';ADVWCK Nan-Mobile 0 Girculatory System 33
eest Date Public Aid Recipient 0 Respiratory System 8
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 5
Meghan Kieffer 4/28/2010 Unable to Seif-Medicate 0 Genitourinary System Disorders 13
19608 Hickory Creek Drive Suite 300 Ventilator Dependent 1 Skin Disorders 4
Mokena, IL 60448 Infectious Disease wf lsolation 0 Musculo-sketetal Disorders 26
FACILITY OWNERSHIP Other Resfrictions 0 Injurfes anc_i Pousonu"l_gs 34
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 5
-Medical di
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l' _r:;:x; ical Conditions 142
E
LIFE CARE FACILITY Ne Total Residents Diagnosed as Mentally ill 0
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS D?g(mﬁg:g A;du?zs
PEAK  PEAK )
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/4/2009 153
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2008 724
Nursing Care 179 179 163 179 143 36 118 60 Total Discharges 2009 734
Skilled Under 22 0 0 0 o 0 0 0 Residents on 12/31/2009 143
Intermediate DD 0 ¢ 0 0 1] 1] 0
Sheltered Care 0 ¢ 0 0 0 0 Identified Offenders 0
TOTAL BEDS 178 179 163 179 143 36 119 60
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid QOther Public Insurance Pay Care TOTAL Beds SetUp
LEVEL OF CARE Pat. days Occ.Pct. Pat.days OQOcc. Pct. Pal. days Pat. days Pat days Pat. days Pat, days Occ. Pct.  Qce. Pet.
Nursing Care 15823 36.4% 19186 57.6% 0 3254 16973 0 55238 B45%  84.5%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD o0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 156823  364% 19188 B7.6% 0 3254 16973 0 55238 84.5% 84.5%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male  Female Male Female Male Female Male Female Male  Female TOTAL
Under 18 Q 0 0 0 o 0 0 ] 0] Q 0
18 to 44 0 ] 0 0 0 0 0 0 0 0 0
4510 59 1 1 0 0 0 0 1] Y 1 1 2
60 to 64 0 2 0 0 0 0 o 0 0 2 2
651074 5 8 0 0 0 0 0 0 5 8 13
75 to 84 8 27 0 0 0 0 0 0 8 27 35
85+ 23 68 0 0 0 0 0 0 23 68 9i
TOTALS 37 106 0 0 0 0 0 0 37 106 143
Source:Long-Term Care Facility Questionnaire for 2008, illinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 1018/2010
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[LLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. ANN CENTER

ROCKFORD

PROVENA ST. ANN CENTER
4405 HIGHCREST ROAD
ROCKFCRD, IL. 61107
Reference Numbers
Health Service Area 001

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Facility ID 6008817
Ptanning Service Area 201

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 231 195
Nursing Care 44 52 0 8 39 0 143 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/DD 0 0 0 0 0 0 Shelter ) 0
Sheltered Care 0 o 0 0 0
TOTALS 44 52 0 8 39 0 143
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing Sklund22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Adminisirators 1.00
Black 7 0 Q 0 7 Physicians 0.00
Hawaiian/Pac. Is!. 0 ] 0 0 0 Director of Nursing 1.00
White 136 0 0 Q 136 Registered Nurses 21.00
Race Unknown 0 0 0 0 0 LPN's 35.00
Total 143 0 0 0 143 Certified Aides 100.00
Cther Health Staff 5.00
ETHNICITY Nursing Skiund22 ICE/DD Shelter Totals Non-Health Staff 54.00
Hispanic 1 0 0 0 1 Totals 217.00
Non-Hispanic 142 0 0 0 142
Ethnicity Unknown 0 0 0 0 0
Total 143 o 0 0 143
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense®  Total Net Revenue
38.0% 18.5% 0.0% 8.5% 34.0% 100.0% 0.0%
4,951,570 2,358,343 o 1,081,398 4,329,706 12,731,018 0
*Charity Expense does notinclude expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, lliinois Department of Pubfic Health, Health Systems Develo%ment
ATTACHMENT 19C 10/8/2010
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LLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. JOSEPH CENTER

FREEPORT

PROVENA ST. JOSEPH CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

659 EAST JEFFERSON STREET Aggressive/Anti-Social 0 DIAGNOSIS
FREEPORT, IL. 61032 Chrenic Alcoholism 0 Neoplasms 2
Reference Numbers  Facility ID 6008973 Developmentally Disabled 0 Endocrine/Metabolic 5
Health Service Area 001  Planning Setvice Area 177 Drug Addiction 0 Blood Disorders 1
Administrator Medicald Recipient 0 *Nervous System Non Alzheimer 11
Michelle Lindeman Medicare Recipient 0 Alzheimer Disease 3
Mental lliness 1 Mental lliness 6
Contact F"erson and Telephone Non-Ambulatory 0 Developmental Disability 2
ml;r_:::l;:-;:n::man Non-Mobile 0 Circulatory System 41
Date Public Aid Recipient 0 Respiratory System 5
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 7
5/4/2010 Unable to Self-Medicate 0 Genjtourinary System Disorders 3
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 9
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 2
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 5
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I’ ?g:_;l:’:;dmal Condtiens 102
LIFE CARE FACILITY Ne Total Residents Diagnosed as Mentally I} 9
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 103
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 193
Nursing Care 120 111 111 108 102 18 120 94 Total Discharges 2009 194
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 102
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 120 111 111 108 102 18 120 94
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ, Pet. Pat. days Occ. Pct. Pat days Pat. days Pat. days Pat. days Pat. days Oce. Pet.  Oce. Pet.
Nursing Care 4263  97% 23066  67.2% 0 1291 10535 0 39155 89.4% 96.6%
Skilled Under 22 0 0.0% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 4263 9.7% 23066 67.2% 0 1201 105356 0 39155 89.4% 96.6%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 321, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 0 0 0 0 0 0 0 0 0 0 0
60 to 64 0 0 0 o 0 0 0 o 1] 1] 0
65to 74 1 8 0 0 0 0 0 0 1 8 9
75 to B4 9 23 0 0 0 0 0 0 9 23 32
85+ ] 52 0 0 0 0 0 0 9 52 61
TOTALS 19 a3 v} 0 0 0 o 0 19 83 102
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems DeKWﬁ:&HN[ENT 19C ——
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[LLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. JOSEPH CENTER

FREEPORT

PROVENA ST. JOSEPH CENTER
659 EAST JEFFERSON STREET
FREEPORT, IL. 61032
Reference Numbers
Health Service Area 001

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Facility ID 6008973
Planning Service Area 177

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private ~ Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 195 163
Nursing Care 12 59 0 2 29 0 102 Skilled Under 22 0 0
Skilted Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFIDD 0 0 0 0 0 0 Shetter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 12 59 0 2 29 0 102
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 3 0 0 0 3 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 98 V] 0 0 98 Registered Nurses 8.00
Race Unknown 1 V] 0 0 1 LPN's 15.00
Total 102 0 0 0 102 Certified Aides 44.00
Other Health Staff 6.00
ETHNICITY Nursing SkiUndz22 |ICF/DD Shelter Totals Non-Health Staff AT 00
Hispanic 0 0 0 0 0 Totals 122.00
Non-Hispanic 101 0 0 0 101
Ethnicity Unknown 1 [+ v} 0 1
Total 102 0 v} 1} 102
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense* Total Net Revenue
18.4% 40.8% 0.0% 6.3% 34.5% 100.0% 0.1%
1,196,547 2,652,594 0 411,964 2,245 919 6,507,024 4872
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, Hllinols Department of Public Heaith, Health Systems Develo n
ARCHMENT 19C gm0
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA VILLA FRANCISCAN

JOLIET

PROVENA VILLA FRANCISCAN ADMISSION RESTRICTIONS RESIDENTS BY PRIMARY DIAGNOSIS
210 NORTH SPRINGFIELD AVENUE AggressivefAnti-Sacial 0 DIAGNOSIS
JOLIET, IL. 60435 Chronic Alcohofism 0 Neoplasms 0
Reference Numbers  Facility ID 6012678 Developmentally Disabled 0 Endocrine/Metabolic 2
Health Service Area 009  Planning Service Area 197 Drug Addiction 0 Blood Disorders 1
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 2
Ann Dodge Medicare Recipient 0 Adzheimer Disease 0
Mental lliness 0 Mental lliness 3
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
ANN DODGE Non-Mobile 0 Circulatory System 4
815-725-3400 Date Public Ald Recipient 0 Respiratory System 5
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 2
4/26/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 9
Ventilator Dependent 0 Skin Disorders 2
Infectious Disease wi Isolation 0 Musculo-skeletal Disarders a0
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 2
NON-PROF CORPORATION No Restrictions 1 Other Medical Conditions 36
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l :;r;—;ﬂglicﬂ Condiions 152
LIFE CARE FACILITY No i )
Total Residents Diagnosed as Mentally 1l 102
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 166
LEVEL OF CARE BEDS SET-UP USED SET-UFP IN USE BEDS CERTIFIED CERTIFIED Total Admissions 2009 517
Nursing Care 176 176 173 176 158 18 176 82 Total Discharges 2009 525
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 158
Intermediate DD ] 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 176 176 173 176 158 16 178 82
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds SetUp
LEVEL OF CARE Pat.days Occ. Pet.  Pat.days Occ. Pet.  Pat days Pat. days Patl. days Pat. days Pat. days Oce. Pet.  Oce. Pot.
Nursing Care 24894  38.8% 16739 55.9% 0 989 16317 0 58939 91.7% 91.7%
Skilled Under 22 0 0.0% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 24894  38.8% 16739 55.9% 0 989 16317 0 58939 9M.7%  9N.7%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE -DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 o 0 0 0 0 0 0 0 0 0
45 to 59 3 o 0 0 0 0 0 o 3 0 3
60 to 64 2 0 0 0 0 0 0 0 2 0 2
65to 74 7 8 0 0 0 0 0 0 7 8 15
75 to B4 25 38 o 0 0 0 0 0 25 38 63
85+ 9 66 0 0 0 0 0 0 9 68 75
TOTALS 46 12 0 0 0 0 0 0 46 112 158
Source:Long-Term Cate Facllity Questionnaire for 2009, llincis Department of Public Health, Health Systems DEK!%EFKIEHMENT 19C o
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| ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA VILLA FRANCISCAN

JOLIET

| PROVENA VILLA FRANCISCAN
210 NORTH SPRINGFIELD AVENUE
- JOLIET, IL. 60435

g Reference Numbers

' Health Service Area 009

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Facility ID 6012678
Planning Service Area 187

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
QF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 280 250
Nursing Care 77 43 ) 1 37 0 158 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFIDD 0 0 0 0 0 0 Shelter Q 0
Sheitered Care o 0 0 0 0
TOTALS 77 43 0 1 az 0 158
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing Skiund22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 Q 0 0 0 Administrators 2.00
Black 9 0 0 0 9 Physicians 0.00
Hawaiian/Pac. {s. 0 0 0 0 0 Director of Nursing 1.00
White 149 0 0 0 149 Registered Nurses 23.42
Race Unknown ¢ 0 0 0 0 LPN's 14.40
Other Health Staft 14.00
ETHNICITY Nursing Skiund22  ICF/DD Shelter Totals Non-Health Staft 137.38
Hispanic 7 0 0 0 7 Totals 258.00
Non-Hispanic 151 0 0 0 151
Ethnicity Unknown 0 0 0 0 0
Total 158 0 0 0 158
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Cherity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense* Total Net Revenue
51.8% 15.4% 0.0% 0.9% M.9% 100.0% 0.0%
7,277,014 2,169,644 0 119626 4,478,378 14,044,662 0
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Fagllity Questionnaire for 2008, lliinois Department of Public Health, Health Systems Developmen
ATTACHMENT 19C  10mp010
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[LLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 ST. BENEDICT NURSING & REHAB

NiLES

ST. BENEDICT NURSING & REHAB

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

6930 WEST TOUHY AVENUE Agaressive/Anti-Social 1 DIAGNOSIS
NILES, IL. 60714 Chronic Alcoholism 1 Neoplasms 3
Reference Numbers  Facility ID 6008874 Developmentally Disabled 1 Endocrine/Metabotic 5
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders 1]
Administrator Medicaid Reciplent 0 *Nervous System Non Alzheimer 8
Peter Goschy Medicare Recipient 0 Alzheimer Disease 0
Mental liiness 1 Mental |liness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
BRENDA DAVIS Non-Mobile 0 Circulatory System 26
847-813-3712 Date Public Aid Recipient 0 Respiratory System 28
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 10
Sandra Bruce 5/6/2010 Unable to SelEMedicate 0 Genitourinary System Disorders 4
7435 West Talcott Ventilator Dependent 1 Skin Disorders 1]
Chicago, IL 60631 Infectious Disease wf Isolation 0 Muscule-skeletal Discrders 1]
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings i)
NON-PROF CORPORATION No Restrictions 0 Other Me-dical Con.d.ilions 12
CONTINUING CARE COMMUNITY No Note: Reporied restictions denoted by I’ :gr_:;:dl.esdlcal Conditons gg
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally Il 0
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/20080 a6
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 150
Nursing Care 99 a9 99 99 96 3 99 99 Total Discharges 2009 150
Skifled Under 22 0 0 0 Y 0 0 0 Residents on 12/31/2009 96
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 99 99 99 99 96 3 99 99
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds SetUp
LEVEL OF CARE Pat days Occ,Pct.  Pat. days Occ. Pet.  Pat. days Pat. days Pat. days Pat. days Pat, days Ocec. Pct. Oce. Pet,
Nursing Care 7889  21.8% 3350 14.8% 0 0 21399 0 34638 95.9%  95.8%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 ) 0 0.0% 0.0%
TOTALS 7889 21.8% 5350 14.8% 0 0 21399 0 34638 95.9% 95.9%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2008
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUP3 Male Female Male Female Male  Female Male  Female Male Female TOTAL
tnder 18 0 0 0 Q 0 0 0 0 0 Q 0
18 to 44 0 0 0 0 0 0 0 0 0 0 a
45 to 59 Q 0 0 0 0 0 0 0 0 0 0
8010 64 0 0 0 0 0 0 0 0 0 0 0
65to 74 2 1 0 Q 0 0 0 0 2 1 3
7510 84 9 18 0 0 0 0 0 0 9 18 27
85+ 10 56 Q 0 0 0 0 0 10 56 68
TOTALS 21 75 0 0 0 0 0 0 21 75 96
Source:Long-Term Care Facility Questionnaire for 2008, lllinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/812010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 ST. BENEDICT NURSING & REHAB

NILES

ST. BENEDICT NURSING & REHAB
6930 WEST TOUHY AVENUE
NILES, IL. 60714
Reference Numbers
Health Service Area 007

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Fadlity ID 6008874
Planning Service Area 702

AVERAGE DAILY PAYMENT RATES

Page 1900 of 2238

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaild Public Insurance Pay Care TOTALS Nursing Care 261 233
Nursing Care 22 16 0 0 58 0 96 Skilled Under 22 ] 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/DD 0 0 0 0 0 0 Shelter 0
Sheltered Care 0 0 0 0 0
TOTALS 22 16 0 0 58 0 g6
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SklUnd22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer, Indian 0 1] 0 0 0 Administrators 1.00
Black 0 0 0 0 0 Physicians 0.00
Hawaiian/Pac. s, 0 0 0 0 0 Director of Nursing 1.00
White 86 0 0 0 96 Registered Nurses 8.68
Race Unknown 0 0 0 0 0 LPN's 5.52
Total 9% 0 0 0 96 Certified Aides 40.61
Other Health Staff 43.00
ETHNICITY Nursing SkiUndzz2 {CF/DD Sheiter Totals Non-Heatth Staff 11.00
Hispanic 0 0 0 0 0 Totals 110.81
Non-Hispanic 96 0 0 0 96
Ethnicity Unknown 0 0 0 0 0
Total 96 0 0 0 96
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicald Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
39.8% 7.4% 0.0% 0.0% 52.7% 100.0% 0.0%
3,792,372 707,936 0 0 5,021,073 9,521,381
*Charity Expense does not include expenses which may be considered a community benefit
Source:Long-Term Care Facility Questionnaire for 2009, lllincis Department of Public Health, Health Systems Developrment .
ATTACHMENT 19C 10/8/2010



ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION LIFE CENTER

CHICAGO

RESURRECTION LIFE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

7370 WEST TALCOTT AggressivefAnti-Social 0 DIAGNOSIS
CHICAGO, IL. 60631 Chronic Alcoholism ] Neoplasms 4
Reference Numbers  Fadility ID 6014575 Developmentally Disabled 1 Endocrine/Metabolic 10
Health Service Area 006  Planning Service Area 601 Drug Addiction 1 Blood Disorders 0
Administrator Medicald Recipient 0 *Nervous System Non Alzheimer 14
Nancy Razo Medicare Reciplent 0 Alzhelmer Disease 8
Mental lliness 1 Mental lliness 16
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
:;l%;q‘gAsl?fz\lls Nen-Mobile 0 Cireulatory System 22
Date Public Ald Racipient 0 Respiratory System 10
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 4
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 3
7435 West Talcott Ventilator Dependent 1 Skin Disorders 4
Chicago, IL 6083t Infectious Disease w/ |solation 0 Musculo-skeletal Disorders 23
FACILITY OWNERSHIP Other Restrictions 0 injuries and Poisonings 0
NON-PROF CORPORATION No Resfrictions 0 Other Me.dical Con_d'itlons 42
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l :;::Lesdwal Conditions 16?
LIFE CARE FACILITY e Total Residents Diagnosed as Mentally H! 16
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
- LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 161
LEVEL QF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 264
Nursing Care 147 147 146 147 146 1 112 112 Total Discharges 2009 264
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 161
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 15 15 15 15 15 0 Identified Offenders 0
TOTAL BEDS 162 162 161 162 161 1 112 112
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat.days Occ.Pct. Pat.days Occ. Pct. Pat. days Pat. days Pat. days Pat. days Pat. days Occ. Pet,  Oce. Pct.
Nursing Care g445  20.7% 24529 60.0% 0 0 19603 0 52577 98.0% 98.0%
Skilled Under 22 0 0.0% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 5475 0 5475 100.0% 100.0%
TOTALS 8445 20.7% 24529 60.0% 0 0 25078 0 58052 98.2% 98.2%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male  Female Male Female Male Female TOTAL
Under 18 o 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 0 0 0 0 0 0 0 0 0 1] 0
60 to 64 0 0 0 0 0 0 0 0 ] o 0
65t074 1 o 0 0 0 0 2 0 3 0 3
75t0 84 4 kY| 0. o 0 0 1 3 5 k2 39
85+ 16 94 0 0 0 o ¥ 9 16 103 119
TOTALS 21 125 0 0 0 0 3 12 24 137 161
Source:Long-Term Care Facility Questionnaire for 2009, illinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/872010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION LIFE CENTER CHICAGO

RESURRECTION LIFE CENTER

7370 WEST TALCOTT

CHICAGO, IL. 60631

Reference Numbers  Facility ID 6014575

Health Service Area 006  Planning Service Area 601

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 261 0
Nursing Care 20 79 0 0 47 0 146 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/IDD 1] 0 0 0 0 0 Shelter 166 0
Shelterad Care 0 0 15 0 15
TOTALS 20 79 0 0 62 0 161
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SklUnd22 ICF/DD Shelter Tofals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 2 0 0 ] 2 Physicians 0.00
Hawaitan/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 144 0 0 15 159 Registered Nurses 21.02
Race Unknown 0 0 0 0 0 LPN's 7.00
Total 146 0 0 15 161 Certified Aides $1.71
Other Health Staff 11.77
ETHNICITY Nursing SkiUnd22 ICF/DD Shelter Totals Non-Health Staff 30.40
Hispanic ] 0 0 0 1 Totals 123.90
Non-Hispanic 145 0 0 15 160
Ethnicity Unknown 0 0 0 0 0
Total 146 0 0 15 161
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private insurance Private Pay TOTALS Expense*  Total Net Revenue
29.0% 222% 0.0% 0.0% 48.8% 100.0% 0.0%
3,599,478 2,752,857 o 0 6,046 267 12,398,622 o

*Charity Expense does not include expenses which may be considered a community benefit.

FACILITY NOTES

Bed Change 7/15/2009 Added 10 nursing care beds and discontinued 10 sheltered care beds. Facility now has 147
nursing care and 15 sheltered care beds.

Source:Long-Term Care Facility Questionnaire for 2009, Illinois Department of Publie Health, Health Systems Deﬁlo ment

ACHMENT 15C 0010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION NSG & REHAB CTR

PARK RIDGE

RESURRECTION NSG & REHAB CTR

ADMISSION RESTRICTIONS

RES!DENTS BY PRIMARY DIAGNOSIS

1001 NORTH GREENWOOD AVENUE Aggressive/Anti-Social 1 DIAGNOSIS
PARK RIDGE, IL. 60068 Chronic Alcoholism 1 Neoplasms 31
Reference Numbers  Fadility ID 6007892 Developmentally Disabled 1 Endocrine/Metabolic 0
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous Systemn Non Alzheimer 58
James Farlee Medicare Recipient 0 Alzheimer Disease 26
Menta! lllness 1 Mental lliness 1]
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
:fﬁ;lgl};:\z\ﬂs Non-Mobile 0 Circulatory System 69
Date Public Aid Recipient 0 Respiratory System 4
Reqgistered Agent Information Completed Under 65 Years Old 0 Digestive System 0
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 12
7435 West Talcott Ventilator Dependent 1 Skin Disorders 0
Chicago, IL 60631 Infectious Disease w/ [solation 0 Musculo-skeletal Disorders 25
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 0
NON-PROF CORPORATION No Restrictions 0 Other Me.dical COn.dnjons 0
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted By 'l' ?g'_}_'rl_esd'cal Conditions 262
LIFE CARE FAGILITY No Total Residents Diagnosed as Mentally lit 0
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAD  p.cidents on 1/4/2009 243
LEVEL OF CARE BEDS SET-UP USED SET-UFP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 603
Nursing Care 298 285 262 262 262 36 298 298 Totai Discharges 2009 584
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 262
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0] 0 0 0 Identified Offenders 1
TOTAL BEDS 298 285 262 262 262 35 298 298
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peek Beds
Medicare Medicaid Other Public  Insurence Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ. Pet.  Pat. days Oce. Pot.  Pat. days Pat, days Pat days Pat. days Pat. days Occ. Pct.  Occ. Pct.
Nursing Care 20742 191% 41546 38.2% 0 2026 21347 1068 86729 79.7% 83.4%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 20742 191% 41546 38.2% 0 2026 21347 1068 86729 79.7% 83.4%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male  Female Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45to0 59 5 3 0 0 0 0 0 0 5 3 8
60 to 64 5 9 0 0 0 0 0 0 5 ] 14
65 to 74 16 21 0 0 0 o 0 0 16 21 37
7510 84 20 49 0 0 0 0 0 0 20 49 69
85+ 22 112 0 0 0 0 0 0 22 112 134
TOTALS 68 194 0 0 0 0 0 0 68 194 262
Source:Long-Term Care Facility Questionnaire for 2009, lllincis Department of Public Health, Health Systems Development
ATTACHMENT 19C 10010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION NSG & REHAB CTR

PARK RIDGE

RESURRECTION NSG & REHAB CTR
1001 NORTH GREENWOOD AVENUE

PARK RIDGE, IL. 60068

Reference Numbers
Health Service Area 007

Facllity ID 6007852
Planning Service Area 702

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 261 220
" Nursing Care 52 136 0 8 62 4 262 Skilled Under 22 a 0
Skilled Under 22 0 1] 1] 0 0 1] 1] Intermediate DD 0 1]
ICF/DD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 52 136 0 8 62 4 262
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SklUnd22  ICF/BD Shelter Totals EMPLOYMENT FULL-TIME
Asian 4 a o 0 4 CATEGORY EQUIVALENT
Amer. indian ] 0 0 0 v} Administrators 1.00
Black 4 0 0 0 4 Physicians 0.00
Hawailan/Pac. Isl. 0 0 0 ] 0 Director of Nursing 1.00
White 254 0 0 0 254 Registered Nurses 59.50
Race Unknown 0 0 0 0 0 LPN's 3.00
Total 262 0 0 0 262 Certified Aides 92.00
Other Health Staff 10.00
ETHNICITY Nursing SkiUnd22 WCFIDD Shelter Totals Non-Health Staff £9.00
Hispanic 2 0 0 ] 2 Totals 285 50
Non-Hispanic 260 0 0 0 260
Ethnicity Unknown 0 0 0 0 0
Total 262 0 0 0 262
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense™  Total Net Revenue
48.2% 259% 0.0% 0.0% 25.9% 100.0% 0.1%
9,977,713 5,363,092 0 0 5,373,527 20,714,332 26,938
*Charity Expense does net Include expenses which may be considered a community benefit,
Source:Long-Term Care Facility Questionnalre for 2009, [ltinois Department.of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 MARYHAVEN NSG. & REHAB. CTR.

L LSS

GLENVIEW

MARYHAVEN NSG. & REHAB. CTR.

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

1700 EAST LAKE AVENUE AggressivefAnti-Social ) DIAGNOSIS
GLENVIEW, IL. 60025 Chronic Afcoholism 0 Neopltasms 3
Reference Numbers  Facitity ID 6005854 Developmentally Disabled 1 Endocrine/Metabalic 4
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5
Sara Szumski Medicare Recipient 0 Alzheimer Disease 38
Mental lliness 0 Mental lilness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 1
?f_f:gi??:‘s Non-Mobile 0 Circulatory System 22
Date Public Aid Recipient ] Respiratory System 3
Registered Agent Information Completed Under 65 Years Old ] Digestive System 1
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 1
7435 West Talcott Ventilator Dependent 1 Skin Disorders 0
Chicago, IL 60631 Infectious Disease w/ isolation 0 Musculo-skeletal Disarders 3
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poiscnings 0
NON-PROF CORPORATION No Restrictions 0 Other Medical Con.d.itions
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l :;r;-‘:fschcal Conditions . 1:
LIFE CARE FACILITY No X i
Total Residents Diagnosed as Mentally ITi 5
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
VL OF CARE - Bebe . SETup  Ustb STuP INUSE | BEDS.  CERTIED CERTIED ecmsonifiNs 0
Total Admissions 2009 157
Nursing Care 135 136 122 135 116 20 136 135 Total Discharges 2009 152
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 115
Intermediate DD 0 0 0 0 0 0 0
Sheltered Cara 0 0 0 0 0 0 {dentified Offenders 0
TOTAL BEDS 135 135 122 135 115 20 135 135
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ.Pet. Pat.days Occ. Pcl.  Pat. days Pat. days Pat days Pat. days Patl. days Occ. Pct.  Occ. Pot.
Nursing Care so74  121% 21162 43.0% 0 0 15550 0 42706 86.7%  86.7%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate 0D 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 5974 121% 21182 43.0% ] 0 15550 0 42706 86.7% B86.7%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 1] 0 0 0 0 0 0 0 0 0 0
4510 59 0 2 [i] 0 0 0 0 0 0 2 2
60 to 64 1 3 0 0 0 0 0 0 1 3 4
6510 74 3 3 0 0 0 0 0 0 3 3 6
75 to B4 8 20 0 0 0 0 0 0 8 20 28
85+ 15 80 0 0 0 0 0 0 15 &0 75
TOTALS 27 88 0 0 0 0 0 0 27 88 115
Source:Long-Term Care Facility Questionnaire for 2009, llinois Department of Public Health, Heaith Systems Development
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 MARYHAVEN NSQ. & REHAB. CTR. GLENVIEW

MARYHAVEN N5G. & REHAB. CTR.

1700 EAST LAKE AVENUE

GLENVIEW, IL. 60025

Reference Numbers  Facility ID 6005854

Health Service Area 007  Planning Service Area 702

| RESIDENTS BY PAYMENT SCURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
i LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 224 201
Nursing Care 8 . 45 0 1 60 0 115 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
Sheltered Care 0 o v} 0 0
TOTALS 9 45 0 1 60 0 115
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Mursing SkUnd22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Btack 1 1] 0 (1] 1 Physicians 0.00
Hawalian/Pac. Isl. 0 0 0 0 0 Director of Mursing 1.00
White 114 Q 0 0 114 Registered Nurses 17.24
| Race Unknown 0 0 0 0 0 LPN’s 5.11
! Total 115 0 0 ] 115 Cerlified Aldes 38.34
Other Health Staff 373
ETHNICITY Nursing Skiund22  ICF/DD Shelter Totals Non-Health Staff 3986
. Hispanic 0 0 0 0 0 Totals 106.25
| Non-Hispanic 15 0 0 0 115
Ethnicity Unknown 0 0 0 1] 0
Total 115 0 0 0 115
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
33.8% 29.7% 0.0% 0.0% 36.5% 100.0% 0.0%
3,019,283 2,645,099 o 0 3,256,278 8,920,660 o

*Charity Expense does notinclude expenses which may be considered a community benefit

Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Devejopmen
APRCHMENT 19C  j0mm010
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ILLINCIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 HOLY FAMILY NURSING & REHABILITA CENTER

DES PLAINES

HOLY FAMILY NURSING & REHABILITA CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

2380 DEMPSTER STREET Aggressive/Anti-Social 1 DIAGNOSIS
DES PLAINES, IL. 60018 Chronic Alcoholism 0 Neoplasms 0
Reference Numbers  Facility ID 6004543 Developmentally Disabled 0 Endocrine/Metabolic 11
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders 4
Administrator Medicaid Recipient 0 *Nervous System Nen Alzheimer 17
Tony Mad! Medicare Recipient 0 Alzheimer Disease 3
Mental {liness 1 Mental liiness 10
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
g;%:g:?:‘:ls Non-Mobile 0 Circulatory System 26
Date Public Aid Recipient 0 Respiratory System 24
Registered Agent Information Completed Under 65 Years Old 0 Digestive Systemn 1
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary Systemn Disorders 5
7435 West Talcott Avenue Ventilator Dependent 0 Skin Disorders 8
Chicago, IL 60631 Infectious Disease w/ 1solation 0 Musculo-skeletal Disorders 14
FACILITY OWNERSHIP Cther Restrictions 0 Injuries and Poisonings 13
NON-PROF CORPORATION No Restrictions 0 QOther Medical Conditions 24
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l Non-Medical Condliions "
TOTALS 160
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally lll 10
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICA{D CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2008 153
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admisgions 2009 580
Nursing Care 251 231 170 231 160 a1 149 247 Total Discharges 2009 573
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 160
intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 251 231 170 231 160 91 149 247
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ. Pct. Pat.days Occ. Pct. Pat. days Pat. days Pat. days Pat days Pat. days Qcc. Pct.  Qce. Pct.
Nursing Care 8617  158% 34052 37.8% 0 0 10734 1382 54785 59.8% 65.0%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 e} 0 0 0 0.0% 0.0%
Sheltered Care 0 ] 0 0 0 0.0% 0.0%
TOTALS 8617  15.8% 34052 37.8% 0 0 10734 1382 54785 59.8% 65.0%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE -DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male Female Male Female Male  Female TOTAL
Under 18 0 0 0 0 Q 0 0 0 0 0 0
18 to 44 2 2 0 0 0 )] 0 0 2 2 4
4510 59 2] 8 0 0 0 0 0 0 L) g 17
60 to 64 5 7 0 0 0 0 0 0 5 7 12
6510 74 2] 13 0 0 0 o 0 0 9 13 22
75t0 84 5 3 0 Q 0 0 0 0 5 3 36
85+ 7 62 0 0 0 0 0 0 7 62 69
TOTALS 37 123 0 0 4] 0 0 0 37 123 160
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Development
10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2008 HOLY FAMILY NURSING & REHABILITA CENTER  DES PLAINES

HOLY FAMILY NURSING & REHABILITA CENTER
2380 DEMPSTER STREET

DES PLAINES, L. 60016

Reference Numbers  Fadility {D 6004543

Health Service Area 007  Planning Service Area 702

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicald Public !nsurance Pay Care TOTALS Nursing Care 261 220
Nursing Care 27 99 ¢ 6 22 6 160 Skilled Under 22 0 0
Skilled Under 22 0 0 Q 0 0 0 0 Intermediate DD 0 0
ICF/DD 0 0 0 0 0 0 Sheiter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 27 a9 0 6 22 6 160
RESIDENTS BY RACIALJETHNICITY GROUPING STAFFING
RACE Nursing SkUnd22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 5 0 0 0 5 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 5 0 0 0 5 Physicians 0.00
Hawaiian/Pac. Isl, a 0 0 0 0 Directer of Nursing 1.00
White 150 ] 0 0 150 Registered Nurses 28.40
Race Unknown 0 0 0 0 0 LPN's 3.20
Total 160 0 0 0 160 Certified Aides 51.02
Other Health Staff 14.60
ETHNICITY Nursing Skund22  ICF/DD Shetter Totals Non-Health Staff " 4B.50
Hispanic 11 0 0 0 i1 Totals 147.72
Non-Hispanic 149 0 0 0 149
Ethnicity Unknown 0 Q 0 0 1]
Total 160 0 0 0 160
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense” Total Net Revenue
34.7% 41.4% 0.0% 0.0% 23.9% 100.0% 1.7%
3,796,733 4,533,430 0 0 2623018 10,953,181 181,416

*Charity Expense does not include expenses which may be considered a community henefit.

Source:Long-Term Care Facility Questionnaire for 2009, illinois Department of Public Heatlth, Health Systems Develo%ment
ATTACHMENT 19C 101812010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 VILLA SCALABRINI NSG & REHAB

NORTHLAKE

VILLA SCALABRINI NSG & REHAB

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOS!S

480 NORTH WOLF ROAD Aggressive/Anti-Social 0 DIAGNOSIS
NORTHLAKE, IL. 60164 Chronic Alcoholism 1 Neoplasms 6
Reference Numbers  Facility ID 6009591 Developmentally Disabled 1 Endoerine/Metabolic 26
Health Service Area 007  Planning Service Area 704 Drug Addiction 1 Blood Disorders 10
Administrator Medicaid Recipient 0 *Nervous Systemn Non Alzheimer 28
Jim Kouzious Medicare Recipient 0 Alzheimer Disease 28
Mental lllness 1 Menta! [liness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 3
:;%;2’}3??:'3 Non-Mabile 0 Circulatory System 43
Date Pubiic Aid Recipient 0 Respiratory System 18
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 5
Sandra Bruce ’ 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 7
7435 West Talcott Ventilator Dependent 0 Skin Disorders 2
Chicago, IL 60631 infectious Disease w/ Isclation 0 Musculo-skeletal Disorders 48
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Peisonings 0
NON-PROF CORPORATION No Resfrictions 0 Other Me.dical Cond.itions 0
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l' :;r:ll-!llﬂl-esdlcal Conditions 222
HFE CARE FACILITY No Total Residents Diagnosed as Mentally lif i4
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 230
LEVEL OF CARE BEDS SET-UP USED SETUP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 414
Nursing Care 246 253 230 253 224 22 171 202 Total Discharges 2009 420
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 224
tntermediate OD 0 0 0 0 0 0 0
Sheltered Care 7 0 0 0 0 7 ldentified Offenders 0
TOTAL BEDS 253 253 230 253 224 29 171 202
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ. Pct. Pat.days Occ. Pct. Pat. days Pat. days Pat. days Pat. days Pat. days Ocec. Pet.  Oce. Pct.
Nursing Care 17447  2B.0% 45709 62.0% 0 1267 18792 433 83648 93.2% 90.6%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD ¢ 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 17447  28.0% 45709 62.0% 0 1267 18792 433 83648 90.6% 90.6%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male  Female Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 1 1 0 0 0 0 0 0 1 1 2
45 to 59 4 2 0 0 0 0 0 0 4 2 ]
60 to 64 2 0 0 0 0 0 0 0 2 0 2
65t0 74 5 13 0 0 0 0 0 0 5 13 18
75 to 84 14 50 0 0 0 0 0 ¢ 14 50 64
85+ 25 107 0 0 0 1] 0 0 25 107 132
TOTALS 51 173 0 ¢ o 0 0 0 51 173 224
Source:Long-Term Care Facility Questionnaire for 2009, lllincis Department of Public Health, Health Systems DeEWX&MNT 19C I
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 VILLA SCALABRINI NSG & REHAB NORTHLAKE

VILLA SCALABRIN! NSG & REHAB

480 NORTH WOLF ROAD

NORTHLAKE, IL. 60164

Referoence Numbers Facility ID 6009591

Health Service Area 007  Planning Service Area 704

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurence Pay Care TOTALS Nursing Care 252 212
Nursing Care 44 126 a 6 47 1 224 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFDD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 44 126 0 6 47 1 224
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 4] 0 Administrators 1.00
Black 18 o 0 0 i8 Physicians 0.00
Hawaitan/Pac. isl. 1] 0 0 0 0 Director of Nursing 1.00
White 197 0 o o 197 Registered Nurses 34.61
Race Unknown 9 0 0 0 ] LPN's 7.05
Total 224 0 0 0 224 Cerlified Aides 75.20
Cther Health Staff 13.30
ETHNICITY Nursing Sklund22  ICF/DD Shelter Totals Non-Health Staff 64.89
Hispanic 16 0 0 0 16 Totals 197.05
Non-Hispanic 208 0 0 a 208
Ethnicity Unknown 0 0 0 0 0
Total 224 0 0 0 224
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity  Cherity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
41.3% 31.6% 0.0% 0.0% 272% 100.0% 0.5%
7,596,699 5,807,508 0 0 4,996,309 18,400,516 89,396

*Charity Expense does not include expenses which may be considered a community benefit.

Source:Long-Term Care Facility Questionnaire for 2009, llinols Department of Public Health, Health Systems DeveRWﬁC}[MENT 19C
10/872010
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TRANSFER AGREEMENT
between
OSF HEALTHCARE SYSTEM,
OSF Saint Francis Medical Center
and
PROVENA ST. MARY'S HOSPITAL

THIS TRANSFER AGREEMENT (“Agreement™) is made and executed on the last date written
below, by and between OSF HEALTHCARE SYSTEM, an lllinois not-for-profit corporation,
having its Corporate Office in Peoria, Illinois, owner and operator of OSF SAINT FRANCIS
MEDICAL CENTER, located and doing business in Peoria, Illinois (such System and Hospital
are collectively referred to as “Receiving Hospital”} and PROVENA ST. MARY'S HOSPITAL,
an operating unit of PROVENA HOSPITALS, an Illinois not for profit corporation located and
doing business in Kankakee, Illinois (hereinafter referred to as “Transferning Facility™).

RECITALS:

A. The Transferring Facility and the Receiving Hospital desire, by means of this
Agreement, to assist physicians in the treatment of patients.

B. The parties hereto specifically wish to facilitate: (a) the timely transfer of patients
and the medical records and other information necessary or useful for the care and treatment of
patients transferred; (b) the determination as to whether such patients can be adequately cared for
other than by either of the parties hereto; (c) the continuity of care and treatment appropriate to
the needs of the transferred patient; and (d) the utilization of knowledge and other resources of
both healthcare entities in a2 coordinated and cooperative manner to improve the professional
healthcare of patients.

NOW, THEREFORE, in consideration of the mutual covenants contained herein, and in
reliance upon the recitals, set forth above and incorporated by reference herein, the parties hereto
agree as follows:

L DUTIES AND RESPONSIBILITIES.

1.1 Joint Responsibilities. In accordance with the policies and procedures of
the Transferring Facility and upon the recommendation of the patient’s
attending physician that such a transfer is medically appropriate, such
patient shall be transferred from the Transferring Facility to the Receiving
Hospital as long as the Receiving Hospital has bed availability, staff
availability, is able to provide the services requested by the Transferring
Facility, including on-call specialty physician availability, and pursuant to
any other necessary criteria established by the Receiving Hospital. In such
cases, the Receiving Hospital and the Transferring Facility agree to
exercise best efforts to provide for prompt admission of the patient. If
applicable, the parties shall comply with all EMTALA requirements with
respect to such transfers. Receiving Hospital and Transferring Facility

ATTACHMENT 19C
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OSF Healthcare System

OSF Saint Francis Medical Center
Provena St. Mary's Hospital
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1.2

1.3

shall meet periodically to review the transfer process, of policies and
procedures in order to improve the process, including efficiency, clinical
care and patient safety.

Receiving Hospital. The Receiving Hospital shall accept patients in need
of transfer from the Transferring Facility pursuant to the criteria set forth
in Section 1.1. Further, Receiving Hospital shall designate a person to
coordinate with Transferring Facility in order to establish acceptable and
efficient transfer guidelines.

Transferring Facility. Transferring Facility shall request transfers of
patients to Receiving Hospital pursuant to the criteria set forth in Section
1.1. Further, Transferring Facility shall:

a. Have responsibility for obtaining the patient’s informed consent
for the potential transfer to Receiving Hospital, if the patient is
competent. If the patient is not competent, the consent of the legal
guardian, agent with power of attorney for health care, or surrogate
decision maker of the patient shall be obtained.

b. Notify Receiving Hospital as far in advance as possible of the
impending transfer.
c. If applicable, transfer to Receiving Hospital the personal effects,

including money and valuables, and information related thereto.
Personal effects will be listed and sent with appropriate
documentation at the time of the patient transfer.

d. Affect the transfer to Receiving Hospital through qualified
personnel and appropriate transfer equipment and transportation,
including the use of necessary and medically appropriate life
support measures. Receiving Hospital’s responsibility for the
patient’s care shall begin when the patient presents to Receiving
Hospital. Notwithstanding anything to the contrary set forth
above, in the event the patient is transferred by Receiving
Hospital’s Life Flight program, Receiving Hospital’s responsibility
shall begin when the patient leaves Transferring Hospital’s
Emergency Department.

e. Transfer, and supplement as necessary, all relevant medical
records, or in the case of an emergency, as promptly as possible,
transfer an abstract of the pertinent medical and other records
necessary in order to continue the patient’s treatment without
interruption and to provide identifying and other information,
including contact information for referring physician, name of

ATTACHMENT 19C
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1.4

1.5

1.6

1.7

physician{s) at Receiving Hospital contacted with regard to the
patient (and to whom the patient is to be transferred), medical,
social, nursing and other care plans. Such information shall also
include, without limitation and if available, current medical and lab
findings, history of the illness or injury, diagnoses, advanced
medical directives, rehabilitation potential, brief summary of the
course of treatment at the Transferring Facility, medications
administered, known allergies, nursing, dietary information,
ambulation status and pertinent administrative, third party billing
and social information. '

Non Discrimination. The parties hereto acknowledge that nothing in this
Agreement shall be construed to permit discrimination by either party in
the transfer process set forth herein based on race, color, national ongin,
handicap, religion, age, sex or any other characteristic protected by Illinois
state laws, Title VI of the Civil Rights Act of 1964, as amended or any
other applicable state or federal laws. Further, Section 504 of the
Rehabilitation Act of 1973 and the American Disabilities Act require that
no otherwise qualified individual with an handicap shall, solely by reason
of the handicap, be excluded from participation in, or denied the benefits
of, or be subjected to discrimination in a facility certified under the
Medicare or Medicaid programs.

Name Use. Neither party shall use the name of the other party in any
promotional or advertising material unless the other party has reviewed
and approved in writing in advance such promotional or advertising
material.

Standards. Receiving Hospital shall ensure that its staff provide care to
patients in a manner that will ensure that all duties are performed and
services provided in accordance with any standard, ruling or regulation of
The Joint Commission, the Department of Health and Human Services or
any other federal, state or local government agency, corporate entity or
individual exercising authority with respect to or affecting Receiving
Hospital. Receiving Hospital shall ensure that its professionals shall
perform their duties hereunder in conformance with all requirements of the
federal and state constitutions and all applicable federal and state statutes
and regulations.

Exclusion/Debarment. Both parties certify that they have not been
debarred, suspended, or excluded from participation in any state or federal
healthcare program, including, but not limited to, Medicaid, Medicare and
Tricare. In addition, each party agrees that it will notify the other party
immediately if it subsequently becomes debarred, suspended or excluded

ATTACHMENT 15C
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I

1.8

1.9

1.10

or proposed for debarment, suspension or exclusion from participation in
any state or federal healthcare program.

Confidentiality. Receiving Hospital agrees to maintain confidentiality.
Receiving Hospital acknowledges that certain material, which will come
into its possession or knowledge in connection with this Agreement, may
include confidential information, disclosure of which to third parties may
be damaging to Transferring Facility. Receiving Hospital agrees to hold
all such material in confidence, to use it only in connection with
performance under this Agreement and to release it only to those persons
requiring access thereto for such performance or as may otherwise be
required by law and to comply with the Health Insurance Portability and
Accountability Act.

Access to Books and Records. Both parties will maintain records relating
to their responsibilities under this Agreement for a period of one (1) year
from the date of services. During normal working hours and upon prior
written and reasonable notice, each party will allow the other party
reasonable access to such records for audit purposes and also the right to
make photocopies of such records (at requesting party's expense), subject
to all applicable state and federal laws and regulations goveming the
confidentiality of such records.

Non-Exclusivity. This Agreement does not establish an exclusive
arrangement between the parties, and both the Transferring Facility and
the Receiving Hospital may enter into similar agreements with other
hospitals. In addition, Transferring Facility’s patients are not restricted in
any way in their choice of emergency care providers.

Regulatory Compliance. The parties hereto agree that nothing contained
in this Agreement shal] require either party to refer patients to the other
party for emergency care services or to purchase goods and services.
Neither party will knowingly and intentionally conduct its behavior in
such a manner as to violate the prohibition against fraud and abuse in
connection with Medicare and Medicaid programs.

FINANCIAL ARRANGEMENTS.

2.1

Billing and Collection. The patient is primarily responsible for payment
for care provided by Transferring Facility or Receiving Hospital. Each
party shall bill and collect for services rendered by each party pursuant to
all state and federal guidelines and those set by third party payors. Neither
the Transferring Facility nor the Receiving Hospital shall have any
liability to the other for billing, collection or other financial matters
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2.2

relating to the transfer or transferred patient. Since this Agreement is not
intended to induce referrals, there should be no compensation or anything
of value, directly or indirectly, paid between the parties.

Insurance. Each party shall, at its expense, maintain through insurance
policies, self-insurance or any combination thereof, such policies of
comprehensive general liability and professional liability insurance with
coverage limits of at least One Million Dollars ($1,000,000.00) per

occurrence and Three Million Dollars ($3,000,000.00) annual aggregate to
insure such party and its Board, officers, employees and agents acting
within the scope of their duties and employment against any claim for
damages arising by reason of injuries to property or personal injuries or
death occasioned directly or indirectly in connection with services
provided by such party and activities performed by such party in
connection with this Agreement. Either party shail notify the other party
thirty (30) days prior to the termination or modification of such policies.

II. TERM AND TERMINATION.

3.1

32

Term. The promises and obligations contained herein shall commence as
of August 1, 2009, for a term of three (3) years therefrom and shall expire
on July 31, 2012, subject, however, to termination under Section 3.2
herein.

Termination. This Agreement may be sooner terminated on the first to
occur of the following:

a, Written agreement by both parties to terminate this Agreement.

b. In the event of breach of any of the terms or conditions of this
Agreement by either party and the failure of the breaching party to
correct such breach within ten (10) business days after written
notice of such breach by either party, such other party may
terminate this Agreement immediately with written notice of such
termination to the breaching party.

c. In the event either party to this Agreement shall, with or without
cause, at any time give to the other at least thirty (30) days
advanced written notice, this Agreement shall terminate on the
future date specified in such notice.

d. Debarment, suspension or exclusion, as set forth in Section 1.7.
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33 Effects of Termination. Upon termination of this Agreement, as
hereinabove provided, no party shall have any further obligations
hereunder, except for obligations accruing prior to the date of termination.

Iv. MISCELLANEOUS.

4.1 This Agreement constitutes the entire agreement between the parties and
contains all of the terms and conditions between the parties with respect to
the subject matter hereunder. Receiving Hospital and Transferring
Facility shall be entitled to no benefits or services other than those
specified herein.  This Agreement supersedes any and all other
agreements, either written or oral, between the parties with respect to the
subject matter hereof.

42  This Agreement shall be construed and interpreted in accordance with the
laws of lllinois. It may only be amended, modified or terminated by an
instrument signed by the parties. This Agreement shall inure to the benefit
of and be binding upon the parties, their successors, legal representatives
and assigns, and neither this Agreement nor any right or interest of
Receiving Hospital or Transferring Facility arising herein shall be
voluntarily or involuntarily sold, transferred or assigned without written
consent of the other party, and any attempt at assignment is void.

4.3 The parties are independent contractors under this Agreement. Nothing in
this Agreement is intended nor shall be construed to create an
employer/employee relationship or a joint venture relationship between
the parties, or to allow any party to exercise contro! or direction over the
manner or method by which any of the parties perform services herein.
The waiver by either party of a breach or violation of any provision of this
Agreement shall not operate as, or be construed to be, a waiver of any
subsequent breach of the same or other provisions hereof. Notices
required herein shall be considered effective when delivered in person, or
when sent by United States certified mail, postage prepaid, return receipt
requested and addressed to:

Receiving Hospital: Transferring Facility:
Keith Steffen Michael Amo

President & CEC President & CEQ

Saint Francis Medical Center Provena St. Mary's Hospital
530 N.E. Glen Oak Avenue 500 W Court Street

Peoria, Illinois 61637 Kankakee, IL 60901
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44

4.5

or to other such address, and to the attention of such other person(s) or
officer(s) as a party may designate by written notice.

It is understood and agreed that neither party to this Agreement shall be
legally liable for any negligent nor wrongful act, either by commission or
omission, chargeable to the other, unless such liability is imposed by law
and that this Agreement shall not be construed as seeking to either enlarge
or diminish any obligations or duty owed by one party against the other or
against a third party. The invalidity or unenforceability of any particular
provision of this Agreement shall not affect the other provisions hereof,
and this Agreement shall be construed in all respects as if such invalid or
unenforceable provision were omitted. The section titles and other
headings contained in this Agreement are for reference only and shall not
affect in any way the meaning or interpretation of this Agreement.

This Agreement is a result of negotiations between the parties, none of
whom have acted under any duress or compulsion, whether legal,
economic or otherwise. Accordingly, the parties hereby waive the
application of any rule of law that otherwise would be applicable in
connection with the construction of this Agreement that ambiguous or
conflicting terms or provisions should be construed against the party who
{or whose attormey) prepared the executed Agreement or any earlier draft
of the same.

IN WITNESS WHEREQOF, the parties have hereto executed this Agreement in multiple
originals as of the last date written below.

RECEIVING HOSPITAL: TRANSFERRING FACILITY:
OSF HEALTHCARE SYSTEM, Provena St. Mary's Hospital

an Iilinois not-for-profit
corporation, owner and operator of
OSF Saint Francis Medical Center

By:
Steffen
President & CEO

By: (Y L.&&Q 9\ G%M'r’
Michael Amo
President & CEO

Dated: é 4 2%422 Dated: b /?.\\/oq

JJ) 6/12:/08
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OPEN HEART PATIENT TRANSFER AGREEMENT

THIS OPEN HEART PATIENT TRANSFER AGREEMENT (hereinafter
“Agreement”), is made and entered into this 7 day of February 204/, by and
between Provena St. Mary’s Hospital, an operating unit of Provena Hospitals, an Illinois
not-for-profit corporation (hereinafter “PSMH”), and Riverside Medical Center, an
11linois not-for-profit corporation (hereinafter “RMC”).

RECITALS

a. PSMH is a not-for-profit hospital, exempt from federal income tax under
Section 501(c)(3) of the Internal Revenue Code of 1986, as amended, that provides health
care services including certain cardiology services such as cardiac catheterization
services to residents of Kankakee, Illinois and surrounding communities; and

b. PSMH seeks to offer additional cardiology services, including elective and
emergency coronary angioplasty in its cardiac catheterization lab, and these additional
services require the availability of an open heart surgery program to provide surgical
backup as may be needed from time to time; and

c. RMC is a not-for-profit hospital, exempt from federal income tax under
Section 501(c)(3) of the Internal Revenue Code of 1986, as amended, that provides health
care services including open heart surgical services to residents of Kankakee, Illinois and

surrounding communities; and

d. RMC and PSMH have determined that it is in the best interest of patient
care and promotes optimum use of facilities to enter into a transfer agreement for transfer
of patients needing open heart surgery from PSMH to RMC in accord with the transfer
protocols mutually developed and approved by RMC and PSMH.

PSMH and RMC agree as follows:

L. Term. This Agreement shall be effective upon the date established in the
attached Settlement Agreement. It shall be renewed automatically for successive periods
of one (1) year, unless terminated as herein provided.

2. Purpose of Agreement. PSMH agrees to transfer to RMC and RMC
agrees to accept patients from PSMH who require open heart surgical services, in accord
with the applicable provisions of this Agreement and with the mutually developed and
approved patient transfer protocols as amended from time to time which are attached
hereto and incorporated herein. This Agreement is in no way intended to interfere with
physician treatment decisionmaking or patient freedom of choice, or to guarantee patient
referrals. Rather, it is intended to establish a system for patient transfer where
appropriate for individual patients at PSMH.

3. Patient Transfer. The request for transfer of a patient from PSMH to
RMC shall be made by the patient’s attending physician. When a determination of the
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need for transfer has been made by the patient’s attending physician, PSMH shall
immediately notify RMC and otherwise act in accordance with the approved protocols for
patient transfer. Each hospital shall provide the other hospital with the names or
classifications of persons authorized to initiate, confirm, and accept the transfer of
patients on behalf of the hospital. RMC agrees to admit the patient as promptly as
possible, provided that the protocols are followed, all conditions of eligibility for transfer
are met and the surgical team and bed space are available to accommodate that patient.
Prior to moving the patient, PSMH must receive confirmation from RMC that it can

immediately accept the patient.

4, Provision Records and Personal Effects. Both parties agree to adopt
standard forms for medical and administrative information to accompany the patient from
one hospital to the other. The information shall include, when appropriate, the following:

A. Patient’s name, address, hospital number, age, and name, address, and
telephone number of the next of kin;

B. History of the injury or illness;

C. Condition on admission,;

D. Vital signs pre hospitalization, during stay in emergency department or
during a cardiac catheterization, angioplasty or other cardiac service at

PSMH, and at time of transfer;

Treatment provided to patient, including medications given and route of
administration;

m

Laboratory and X-ray findings, including films;

Fluids given, by type and volume;

= T

Name, address, and phone number of physician referring patient;

Name of physician in receiving hospital to whom patient is to be
transferred;

b

I Name of physician at receiving hospital who has been contacted about
patient; and

K. Patient’s third party billing data.

Each party agrees to supplement the above information as necessary for the
maintenance of the patient during transport and treatment upon artival at the receiving

hospital.

5. Transfer Consent. PSMH shall have responsibility for obtaining the
patient’s written informed consent for the potential transfer to RMC prior to performing
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coronary angioplasty, if the patient is competent. If the patient is not competent, the
written consent of a family member shall be obtained. Such consent shall indicate that
neither PSMH nor RMC are agents or employees of the other and that neither hospital is
authorized or permitted to act as an agent or employee of the other.

6. Payment for Services. In the event that a patient is covered by a third
party payor which does not reimburse or pay for services rendered by or at RMC by
reason of RMC being an out of system provider, PSMH guarantees payment for services
rendered by and at RMC to such patients. In addition, in all cases which, in the
determination of RMC?’s cardiac surgeon, require formal standby resources, PSMH will
pay RMC for the direct cost of the perfusionist and Operating Room personnel made
available within 30 days of receipt of an itemized bill for such services.

7. Transportation of Patient. PSMH is responsible for arranging
transportation of the patient to RMC including selection of the mode of transportation
and providing appropniate health care practitioner(s) to accompany the patient. RMC’s
respongibility for the patient’s care shall begin when the patient is admitted to RMC.

8. Independent Contractor Status. Both PSMH and RMC are independent
contractors. Neither hospital is authorized or permitted to act as an agent or employee of
the other. Neither party, by virtue of this Agreement, assumes any liability for any debts
or obligations of either a financial or a legal nature incurred by the other party to this

Agreement.

9. Advertising and Public Relations, Neither hospital shall use the name of
the other hospital in any promotional or advertising material. Both hospitals shall deal
with each other publicly and privately in an atmosphere of mutual respect and support,
and each hospital shall attempt to maintain good public and patient relations and
efficienily handle complaints and inquiries with respect to transferred or iransferring

patients.

10.  Indemnification. PSMH and RMC each agree to indemnify and hold
harmless the other from and against all liability, loss or damage that either may incur as a
result of claims, demands or judgments arising from the acts and omissions of the other
party. Without limiting the foregoing, the obligations of PSMH stated in the preceding
sentence shall apply to claims, demands or judgments arising from PSMH’s moving or
attempting to transfer patients to RMC in a manner which does not comply with the
applicable provisions of this Agreement or the approved protocols for patient transfer.

11. Termination. This Agreement may be terminated by either party for any
reason, by giving sixty (60) days’ prior written notice of its intention to withdraw from
this Agreement. In the event of a material breach of this agreement by either party, the
other party shall have the right to terminate this agreement by service of written notice
upon the defaulting party (“Default Notice™). In the event such breach is not cured to the
satisfaction of the non-breaching party within thirty (30) days after service of the Default
Notice, this agreement shall terminate immediately at the election of the non-defaulting
party upon written notice of termination to the breaching party. The termination
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provisions of this paragraph 11 with the exception of termination for breach shall not be
applicable in the first one year term.

12.  Nonwaiver. No waiver of any term or condition of this Agreement by
either party shall be deemed a continuing or further waiver of this same term or condition
or a waiver of any other term or condition of this Agreement.

13.  Invalid Provision. In the event that any portion of this Agreement shall be
determined to be invalid or unenforceable, the remainder of this Agreement shall be
deemed to continue to be binding upon the parties hereto in the same manner as if the
invalid or unenforceable provision were not a part of this Agreement.

14,  Amendment. This Agreement may be amended at any time by a written
agreement signed by the parties hereto.

15.  Assignment. This Agreement shall not be assigned in whole or in part by
either party hereto without the express written consent of the other party.

16.  Authorization for Agreement. The execution and performance of this
Agreement by each party has been duly authorized by all necessary laws, resolutions, or
corporate actions, and this Agreement constitutes the valid and enforceable obligations of
each party in accordance with its terms. Each person signing this Agreement on behalf of
a party hereby warrants and represents that he or she is authorized to sign this Agreement
on behalf of the party for which he or she has so signed.

17.  Notice. All notices provided for in this Agreement shal] be in writing,
duly signed by the party giving such notice, and shall be sent by Federal Express or other
reliable overnight courier, sent by fax or mailed by registered or certified mail, return
receipt requested, postage prepaid, as follows:

If to PSMH, addressed to:

Ms. Paula Jacobi

President and CEO

Provena St. Mary’s Hospital
500 West Court Street
Kankakee, Illinois 60901

If to RMC, addressed to:

Mr. Dennis Millirons
President and CEO
Riverside Medical Center
350 North Wall Street
Kankakee, Illinois 60901
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PROVENA ST. MARY’S HOSPITAL,
an operating unit of Provena Hospitals

@MM@%

Its President

RIVERSIDE MEDICAL CENTER

Acknowledged and Approved
Rush Presbyterian St. Lukes Medical
Center

By:
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Protocol for Surgical Back-up at RMC for Angioplasties at Provena St. Mary’s

1.

All angioplasties (non-emergency) should be scheduled no sooner than 9:30 a.m. and no
later than 3:00 p.m.

The Riverside Medical Center cardiac surgeon is to be notified of all scheduled cases by
3:00 p.m. the day before.

The surgeon will review all films on possible angioplasty patients and discuss options
with the cardiologist.

If a cardiologist decides to proceed with an angioplasty on a non-scheduled patient, the
surgeon (or his designee) needs to be notified directly.

For emergency angioplasty cases, the cardiovascular surgeon is to be called directly by
the cardiologist.

Only the surgeon or his designee may accept the surgical case to be transferred and
activate the surgical team.

Revised Feb 2001
evised Febrary ATTACHMENT 19C




NUEROSURGERY TRANSFER AGREEMENT

THIS NUEROSURGERY TRANSFER AGREEMENT ("Agreement') is made this
26™ day of July, 2010 (the “Effective Date”) by and between Provena Hospitals d/b/a Provena
St. Mary’s Hospital, a health care service provider, an Illinois not-for-profit corporation (the
“Transferring Facility”), and Provena Hospitals, d/b/a Provena Saint Joseph Medieal
Center, an Illinois not-for-profit corporation ("Receiving Hospital"). (Transferring Facility and
Receiving Hospital may each be referred to herein as a "Party” and collectively as the "Parties”).

RECITALS
WHEREAS, Transferring Facility provides health care services to the community; and

WHEREAS, patients of Transferring Facility ("Patients") may require transfer to a
Hospital for neurosurgical care services; and

WHEREAS, Receiving Hospital owns and operates a licensed and Medicare certified
acute care Hospital in reasonable proximity to Transferring Facility, which has a twenty-four (24)
hour emergency room and provides neurosurgical care services; and

WHEREAS, the Parties desire to enter into this Agreement in order to specify the rights
and duties of each of the Parties and to specify the procedure for ensuring the timely transfer of
patients to Receiving Hospital.

NOW, THEREFORE, to facilitate the timely transfer of patients to Receiving Hospital,
the Parties hereto agree as follows:

ARTICLE 1
TRANSFER OF PATIENTS

In the event that any Patient needs neuroendovascular, or spine care and has either
requested to be taken to Receiving Hospital, or is unable to communicate a preference for
Hospital services at a different Hospital, and a timely transfer to Receiving Hospital would best
serve the immediate medical needs of Patient, a designated staff member of Transferring Facility
shall contact the Transfer Line of Receiving Hospital to facilitate admission. Receiving Hospital
shall receive Patient in accordance with applicable federal and state laws and regulations, the
standards of The Joint Commission ("TJC") and any other applicable accrediting bodies, and
reasonable policies and procedures of Receiving Hospital's responsibility for patient care shall
begin when Patient arrives upon Receiving Hospital's property.
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ARTICLE I
RESPONSIBILITIES OF TRANSFERRING FACILITY

Transferring Facility shall be responsible for performing or ensuring the performance of
the following:

(2) Designating a person who has authority to represent Transferring Facility
and coordinate the transfer of Patient to Receiving Hospital;

(b)  Notifying Receiving Hospital's designated representative prior to transfer
to alert him or her of the impending arrival of Patient and provide information on Patient
to the extent allowed pursuant to Article IV;

(¢)  Notifying Receiving Hospital of the estimated time of arrival of the
Patient;

(d)  Recognizing and complying with the requirements of any federal and state
law and regulations or local ordinances that apply to the care and transfer of individuals

to Receiving Hospitals for pgurosurgical care.

ARTICLE 11
RESPONSIBILITIES OF RECEIVING HOSPITAL

Receiving Hospital shall be responsible for performing or ensuring performance of the
following:

(a) Designating a person who has authority to represent and coordinate the
transfer and receipt of Patients; and

(b)  Arranging for ambulance or helicopter service to Receiving Hospital;

(¢) Timely admission of Patient to Receiving Hospital when transfer of
Patient is medically appropriate as determined by Receiving Hospital attending physician
subject to Hospital capacity and patient census issues; and

(d)  Recognizing and complying with the requirements of any federal and state
law and regulations or local ordinances that apply to Patients who present at Emergency
Departments.

ARTICLE 1V
PATIENT INFORMATION

In order to meet the needs of Patients with respect to timely access to neurosurgical care,
Transferring Facility shall provide information on Patients to Receiving Hospital, to the extent
approved in advance or authorized by law and to the extent Transferring Facility has such
information available. Such information may include: Patient Name, Social Security Number,
Date of Birth, insurance coverage and/or Medicare beneficiary information (if applicable), known
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allergies or medical conditions, treating physician, contact person in case of emergency and any
other relevant information Patient has provided Transferring Facility in advance, to be given in
connection with seeking newrosurgical care, Transferring Facility shall maintain the
confidentiality of medical/insurance information provided by Patient and received from Patient,
in connection with Patient's provision of such information, Patient's authorization to disclose
such information to neurosurgical personnel, all in accordance with applicable state and federal
rules and regulations governing the confidentiality of patient information.

ARTICLEV
NON EXCLUSIVITY

This Agreement shall in no way give Receiving Hospital an exclusive right of transfer of
Patients of Transferring Facility. Transferring Facility may enter into similar agreements with
other Receiving Hospitals, and Patients will continue to have complete autonomy with respect to
choice of Receiving Hospital service providers, as further described in Article VI.

ARTICLE VI
FREEDOM OF CHOICE

In entering into this Agreement, Transferring Facility in no way is acting to endorse or
promote the services of Receiving Hospital. Rather, Transferring Facility intends to coordinate
the timely transfer of Patients for neurosurgical care. Patients are in no way restricted in their
choice of neurosurgical care providers.

ARTICLE VII
BILLING AND COLLECTIONS

Receiving Hospital shall be responsible for the billing and collection of all charges for
services rendered at Receiving Hospital. Transferring Facility shall in no way share in the
revenue generated by services delivered to Patients at Receiving Hospital.

ARTICLE VITI
INDEPENDENT RELATIONSHIP

Section 8.1 In performing services pursuant to this Agreement, Receiving Hospital and
all employees, agents or representatives of Receiving Hospital are, at all times, acting and
performing as independent contractors and nothing in this Agreement is intended and nothing
shall be construed to create an employer/employee, principal/agent, partnership or joint venture
relationship. Transferring Facility shall neither have nor exercise any direction or control over
the methods, techniques or procedures by which Receiving Hospital or its employees, agents or
representatives perform their professional responsibilities and functions. The sole interest of
Transferring Facility is to coordinate the timely transfer of Patients to Receiving Hospital for
neurosurgical care.

Section 8.2 Receiving Hospital shall be solely responsible for the payment of
compensation and benefits to its personnel and for compliance with any and all payments of all
taxes, social security, unemployment compensation and worker's compensation.
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Section 8.3 Notwithstanding the terms of this Agreement, in no event shall Receiving
Hospital or any Receiving Hospital personnel be responsible for the acts or omissions of non-

Receiving Hospital personnel.

ARTICLE IX
INSURANCE

Both Parties shall maintain, at no cost to the other Party Facility, professional liability
insurance in an amount customary for its business practices. Receiving Hospital shall provide
evidence of the coverage required herein to Transferring Facility on an annual basis.

ARTICLE X
INDEMNIFICATION

Each Party shall indemnify, defend and hold harmless the other Party from and against
any and all liability, loss, claim, lawsuit, injury, cost, damage or expense whatsoever (including
reasonable attorneys' fees and court costs), imposed by a third party and arising out of, incident to
or in any manner occasioned by the performance or nonperformance of any duty or responsibility
under this Agreement by such indemnifying Party, or any of its employees, agents, contractors or
subcontractors.

ARTICLE XI
TERM AND TERMINATION

Section 11.1 Term. The term of this Agreement shall commence on the Effective Date
and shall continue in effect for one (1) year (the "Initial Term") and SHALL RENEW ON AN
ANNUAL BASIS ("RENEWAL TERM") ABSENT WRITTEN NOTICE BY EITHER
PARTY OF NON-RENEWAL TO THE OTHER PARTY THIRTY (30) CALENDAR DAYS
PRIOR TO THE EXPIRATION OF THE INITIAL TERM OR ANY SUBSEQUENT
RENEWAL TERM OF THIS AGREEMENT.

Section 11.2 Events of Termination. Notwithstanding the foregoing, this Agreement
may be terminated upon the occurrence of any one (1) of the following events:

(a) Either Party may terminate this Agreement at any time upon sixty (60)
days’ prior written notice to the other Party.

(b)  If either Party shall apply for or consent to the appointment of a receiver,
trustee or liquidator of itself or of all or a substantial part of its assets, file a voluntary
petition in bankruptcy, or admit in writing its inability to pay its debts as they become
due, make a general assignment for the benefit of creditors, file a petition or an answer
seeking reorganization or arrangement with creditors or take advantage of any insolvency
law, or if an order, judgment, or decree shall be entered by a court of competent
jurisdiction or an application of a creditor, adjudicating such Party to be bankrupt or
insolvent, or approving a petition seeking reorganization of such Party or appointing a
receiver, trustee or liquidator of such Party. or of all or a substantial part of its assets, and
such order, judgment, or decree shall continue in effect and unstayed for a period of thirty
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(30) consecutive calendar days, then the other Party may terminate this Agreement upon
ten (10) business days' prior written notice to such Party.

Section 11,3 Tmmediate Termination. Notwithstanding anything to the contrary
herein, this Agreement will be terminated immediately upon the following events: (a) the
suspension or revocation of the license, certificate or other legal credential authorizing Receiving
Hospital to provide neurosurgical care services; (b) termination of Receiving Hospital's
participation in or exclusion from any federal or state heaith care program for any reason; (c) the
cancellation or termination of Receiving Hospital's professional liability insurance required under
this Agreement without replacement coverage having been obtained.

ARTICLE XII
MISCELLANEOUS PROVISIONS

Section 12.7 Entire Agreement. This Agreement constitutes the entire understanding
between the Parties with respect to the subject matter hereof. This Agreement supersedes any
and all other prior agreements either written or oral, between the Parties with respect to the
subject matter hereof.

Section 12.2 Counterparts. This Agreement may be executed in two or more
counterparts, each of which shall be deemed an original, but all such counterparts together shall
constitute one and the same instrument.

Section 12.3 Waiver. Any waiver of any terms and conditions hereof must be in
writing, and signed by the Parties. A waiver of any of the terms and conditions hereof shall not
be construed as a waiver of any other terms and conditions hereof.

Section 12.4 Severability. The provisions of this Agreement shall be deemed
severable, and, if any portion shall be held invalid, illegal or unenforceable for any reason, the
remainder of this Agreement shall be effective and binding upon the Parties.

Section 12.5 Headings. All headings herein are inserted only for convenience and ease
of reference and are not to be considered in the construction or interpretation of any provision of

this Agreement.

Section 12.6 Assignment. This Agreement, being intended to secure the services of
Receiving Hospital, shall not be assigned, delegated or subcontracted by Receiving Hospital
without prior written consent of Transferring Facility.

Section 12,7 Governing Law. This Agreement shall be construed under the laws of the
state of Illinois, without giving affect to choice of law provisions.

Section 12.8 Notices. Any notice herein required or permitted to be given shall be in
writing and shall be deemed to be duly given on the date of service if served personally on the
other Party, or on the fourth (4th) day after mailing, if mailed to the other Party by certified mail,
return receipt requested, postage pre-paid, and addressed to the Parties as follows:
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To Transferring Facility To Receiving Hospital
PSMH Provena St. Joe’s Medical Center

500 West Court Street 333 North Madison
Kankakee, IL 60901 Joliet, IL. 60435

Copy to:
General Counsel

Provena Health
19065 Hickory Creek Drive, Suite 115
Mokena, IL 60448

or such other place or places as either Party may designate by written notice to the other.

Section 12.9 Amendment. This Agreement may be amended upon mutual, written
agreement of the Parties.

Section 12.10 Regulatory Compliance, The Parties agree that nothing contained in this
Agreement shall require Transferring Facility to refer patients to Receiving Hospital for
neurosurgical care services or to purchase goods and services. Notwithstanding any
unanticipated effect of any provision of this Agreement, neither Party will knowingly and
intentionally conduct its behavior in such a manner as to violate the prohibition against fraud and
abuse in connection with the Medicare and Medicaid programs.

Section 12.11 Access to Books and Records. If applicable, upon written request of the
Secretary of Health and Human Services or the Comptroller General of the United States, or any
of their duly authorized representatives, Receiving Hospital shall make available to the Secretary
or to the Comptroller General those contracts, books, documents and records necessary to verify
the nature and extent of the costs of providing its services under this Agreement. Such
inspection shall be available for up to four (4) years after the rendering of such service. This
Section is included pursuant to and is governed by the requirements of Public Law 96-499 and
Regulations promulgated thereunder. The Parties agree that any attorney-client, accountant-
client or other legal privileges shall not be deemed waived by virtue of this Agreement.

IN WITNESS THEREOF, the Parties have caused this Agreement to be executed by
their duly authorized officers hereto setting their hands as of the date first written above.

PROVENA ST MARY’S HOSPITAL PROVENA ST JOSEPH’S MEDICAL CENTER
W %ﬂ( o ] (]

By Its: Pregident| (2D Bylts._ &l o))
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IL.

University of Chicago Hospitals Perinatal Network
Affiliation Agreement

The University of Chicago Hospitals, on behalf of its Perinatal Center, (the "Perinatal
Center") enters into this affiliation agreement with St. Mary’s Hospital (the“Hospital”) on

. The Perinatal Center is recognized and designated by the Illinois
Department of Public Health as a Level III Perinatal Center providing obstetrical and
neonatal care. The Hospital wishes to serve as a Level II affiliated perinatal facility
designated by the Illinois Department of Public Health. This agreement is consistent with
the Adopted Rules of the [llinois Department of Public Health, Regionalized Perinatal
Health Code 77: Public Health, Chapter I: Department of Public Health, Subchapter i:
Maternal and Child Health, Part 640 Regionalized Perinatal Health Care Administrative
Code (the “Administrative Regulations”).

COMPONENTS OF LETTER OF AGREEMENT

The goals of the perinatal services of the "Perinatal Center" are to make preconception,
maternal-fetal, neonatal and infant care available to the families in our region. It is our belief
that pregnancy outcomes are most effectively and cost efficiently improved by workifg
together as a regional network (the “Network™).

As the Designated Perinatal Center, the University of Chicago Perinatal Center provides
regional administration, education, and intensive care services. Individualized high-risk
prenatal obstetrical services are provided in a variety of settings in the clinic system at the
University of Chicago Hospitals. Inpatient obstetrical and neonatal services are provided by
a highly trained professional team including Perinatologists, Neonatologists,
Anesthesiologists, Administrators, Clinical Nurse Specialists, Neonatal/Perinatal Nurse
Clinicians, Registered Nurses, Social Service and other support services. The Center for
Healthy Families Program provides medical care and developmental evaluation and
intervention for patients within the Network at risk for developmental delays.

PERINATAL CENTER OBLIGATIONS

A. A 24 hour obstetrical and neonatal "Hotline" for immediate consultation, referral, and/or
transport of perinatal patients is available.

Call Perinatal Transport facilitator directly at (773) 204-8414 and enter your number and
they will return the call. If, for some reason, that system is not working, back up call (o

" Cathy Gray at (773) 702-6800 pager #8110.

B. The Perinatal Center will accept all Illinois medically eligible obstetrical/neonatal
patients, which shall mean all high risk perinatal patients as defined in the Administrative

Regulations.

C. If the Perinatal Center is unable to accept a referred maternal or neonatal patient because
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of bed unavailability, the Center will arrange for admission of the patient to another facility
capable of providing the appropriate level of care. The Perinatal Center shall provide or
arrange for transportation of both neonatal and obstetrical patients referred to the Unit.
Decisions regarding transfer/iransport and mode of transport will be made by the Perinatal
Center in collaboration with the referring physician.

D. Written protocols for the mechanism of referral/transfer/transport will be distributed to
all affiliated hospital physicians, administration and nursing service. {(Appendix A and B)

E. A written summary of patient management and outcome will be sent to the referring
physician of record on referral transfers and transports.

F. The Pennatal Center will conduct quarterly Mortality and Morbidity reviews at the
Hospital. A representative will attend the conference from Maternal-Fetal Medicine,
Neonatology, Outreach Education and Administration from the Perinatal Center. The
Hospital’s obstetrician, neonatologist, and/or pediatrician will conduct the conference. The
review will include but will not be limited to all-fetal deaths, neonatal deaths, maternal
deaths and maternal and neonatal transports/transfers. The Hospital will prepare written
surnmaries of cases to be available to the Perinatal Center one week prior to the conference.
The parties agree that information disclosed or developed in these conferences shall be used
for the exclusive purpose of evaluating and improving the quality of care, and is privileged
and strictly confidential and may only be used for the purposes described in the Illinois
Medical Studies Act. (“Medical Study Act”)

G. The Perinatal Center will transfer patients back to the Hospital when medically feasible
in coordination with the referring physician and nursing service. (Appendix C)

H. The Perinatal Center will establish, maintain and coordinate outreach education programs
to staffs at the Hospital and community agencies. This will include but not be limited to:
o Workshops on current obstetrical and neonatal topics

Preceptor programs for nurses at the Level 111

Physician Standard Guidelines for recommended patient management

Annual Business and Educational Meeting

Fetal Monitoring and Neonatal Resuscitation Programs for providers

O00O0

1. The Perinatal Center will provide Comprehensive Neonatal Developmental Follow-up for
high-risk infants, including but not limited to participating in APORS, home nursing and
developmental screening and referral as described in Appendix D.

J. The Perinatal Center will seek input from the Hospital through the Perinatal Network
Advisory Council (PNAC). This Council will be comprised of a representative from each
affiliated hospital and community agencies and:

o will meet on a regular basis to plan management strategies

evaluate network data and identify new data collection systems, as needed

evaluate the effectiveness of current programs and services

develop goals and objectives for the Network

0 0D
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1.

o PNAC Council will also participate in the quality oversight of the Network’s programs.
The parties agree that information disclosed to or developed by the PNAC Council
relating to monitoring, evaluating or improving patient care at the Perinatal Center or the
Hospital is privileged and strictly confidential and may only be used for the purposes
described in the Medical Studies Act.

K. The Perinatal Center will provide statistical analysis of currently available data on the
affiliate hospitals, at their request, and develop data systems as needed. All data will be
presented in aggregate or coded form and neither institutional nor patient specific data will
be shared with any other institution within the Network. Aggregated, coded network data
will be presented at the Annual Meeting for educational and priority setting purposes.

HOSPITALS OBLIGATIONS

A. The Hospital will utilize the "Hotline" established by the Perinatal Center/Level UI
affiliate for referral, consultations, and transfer/transports.

B. In accordance with a the guidelines set forth in Appendix E and upon consultation with a
Maternal Fetal Medicine or Neonatal sub-specialist of the Perinatal Center/Level II, the
Hospital will transfer to the Perinatal Center/Level IIT obstetrical and neonatal patients
requiring the services of the Center/Level I1I, including but not limited to patients outlined in
the Perinatal Rules and Regulations. (Appendix E).

C. The Hospital will care for the maternal and neonatal patients described in Appendix F.

D. The Hospital will comply with all federal, state and local standards for the transfer of
patients.

E. The Hospital will accept back both maternal and neonatal transfer/transports after
consultation with the referring physician including neonates delivered of maternal
transfers/transports. If a referring physician is unavailable, the Hospital will assign a
physician to the case.

F. The Hospital staff will assist in the development of and participate in continuing
educational programs provided by the Perinatal Center/Level III. Hospital staff will develop
an ongoing in-house continuing educational program for the obstetrical and
neonatal/pediatric medical staff, perinatal nursing staff and other health care professionals.

G. The Hospital will designate a representative and an alternate to serve on the Perinatal
Network Advisory Council (PNAC) and any other standing Network committee. It is
recommended that Obstetrics, Neonatology/Pediatrics and Nursing or Hospital
Administration be represented on PNAC.

H. The Hospital will develop and maintain a Perinatal Development Commuittee composed
of medical and nursing representatives from both obstetrical and neonatal/pediatric areas,
administration and any other individuals deemed appropriate.
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I. The Hospital will participate in the Universal Database and be responsible for data
collection at the Hospital. The Hospital will share this data with the Perinatal Center.

J. The Hospital physicians will make appropriate referrals for high-risk infants and
neonates with handicapping conditions to appropriate follow-up programs.

JOINT RESPONSIBILITIES

A. This Agreement will become effective and remain in effect until it is
terminated in accordance with this Article.

B. Ifeither the Perinatal Center or the Hospital wishes to amend this Agreement, either may
initiate the discussion, but amendment shall only be in writing by mutual consent and
following review by the Perinatal Advisory Council.

C. If either party wishes to terminate this agreement, they may do so upon 180-day prior
written notification to the other. In addition, either party may terminate this Agreement upon
thirty (30) days written notice to the other party if the party to whom such notice is given is
in breach of any material provision of this Agreement. Such notice shall set forth the facts
underlying the alleged breach. If the breach is cured within the notice period, then this
Agreement shall continues in effect for its remaining term, subject to any other provision of
this Agreement. The Illinois Department of Public Health shall be notified of the intent to
terminate under either circumstance.

D. Notices under this Agreement shall be given by personal or messenger delivery (with
receipt), overnight (prepaid) delivery service or by United States mail postage prepaid at the
fotllowing address:

If to the Perinatal Center: Perinatal Administrator
Cathy Gray
University of Chicago
Perinatal Network
5841 S. Maryland, Box 89 MC2001
Chicago Illinois 60637

If to the Hospital:
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Notices shall be deemed given upon personal or messenger delivery, or the day after sending
by overnight delivery service, or 5 days after mailing by United States postal service. Either
party may change its address for notice by giving notice to the other in accordance with this
Section.

E. This Agreement represents the complete agreement of the parties with respect to the
subject matter hereof and supersedes any prior agreement between the parties with respect to
the subject matter hereof.

F. There are no intended third party beneficiaries to this Agreement.

G. Neither party shall use the name of the other party to this Agreement, or of The
University of Chicago, in any marketing or advertising, without the prior written

consent of the other party.

H. This Agreement may not be assigned by either party.

I.  No provision of this Agreement, nor any course of action undertaken by the parties
pursuant to this Agreement, shall be construed or interpreted as creating a joint venture

or partnership between the parties, and the employees, residents, and physicians of
Hospital shall not be considered employees of Perinatal Center for any purpose.

J.  This Agreement shall be governed by Illinois law.

THE UNIVERSITY OF CHICAGO HOSPITALS

. (0000

Michael C. Rtrdan, CEO

HOSPITA

By:

rd

/
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Reviewed by:
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APPENDIX A
UNIVERSITY OF CHICAGO PERINATAL NETWORK

MATERNAL TRANSFER/TRANSPORT PROTOCOL

Effective 7/1/89

The ability to refer a patient with obstetrical or medical complications of pregnancy for admission to a
perinatal center (PNC) has become a routine part of perinatal medicine. This will serve as a guideline for
such referrals in our network for future references. Such referrals can be accomplished by either of two
different mechanisms: maternal transfer or maternal transport. The following are the guidelines for each.
NOTE: A telephone call initiates a consultation only. Responsibility for ongoing care remains with the
referring physician and/or hospital until the transfer/transport is accepted.

L. MATERNAL TRANSFER

A.

Definition - A maternal transfer implies that a referred patient can be sent to the
PNC/Level III for admission by her referring physician without a medical team

Indications - refer to Appendix E in each individual affiliation agreement

s Premature rupture of membranes, not in labor

¢ Intrauterine fetal death, (in conjunction with other complications)

s RH isoimmunization

¢ Other conditions agreed upon by the Network and Center/Level III physicians
Responsibility - The referring physician and/or hospital is responsible for the patient

until admission at the PNC/Level III. Therefore, any recommended therapy, activity,
etc., is at the discretion of the primary physician/hospital.

Logistics

l. Referring physician will call PNC/Level II1, see attached protocol for procedure
2. The Center/Level III physician will contact the Transport Facilitator/nurse to
make the arrangements
3. If services are available:
A. The Transport Facilitator/nurse will return call to referring physician and
notify him/her that the patient is accepted
B. The community hospital will arrange for transportation of the patient to
the PNC/Levellll by:
1) Ambulance

2) Private transportation
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C. The referring physician will send a copy of all relevant information with
the patient.
4. If services are not available for matemal transfer/transport:
A, The Perinatal Facilitator will contact another PNC for the patient referral
B. After notification, the referring physician will follow same pattem as

above 3B & C)

II. MATERNAL TRANSPORT

A.

B.

D.

Definition - A maternal transport involves the referral of a patient with complications to
the PNC/Level III utilizing a transport team composed of an APN/nurse and the
UCAN nurse or Level Il team. The transport team leaves from the PNC/Level III,
evaluates the patient, and if appropriate, will transport the patient back to the
PNC/Level 11

Indications - refer to Appendix E in each affiliation agreement

* History of unexplained perinatal death and/or habitual miscarriages

¢ Intrauterine growth retardation

o Labor between 22 and 34 weeks

» Premature or prolonged rupture of membranes with anticipated neonatal
sepsis
Severe isoimmune disease
Severe pre-eclampsia and eclampsia
Medical conditions which may alter the usual obstetric management such as:
chronic hypertension; diabetes mellitus requiring insulin;
hemogloblinopathy; malignancy; serious cardiac or renal disease

Responsibility - The responsibility for patient care rests with the referring
physician/hospital until the transport team has arrived and evaluated the patient
first hand and has agreed that transport is indicated. If, in the judgment of the
transport team (with or without consultation by PNC/Level III perinatologist) transport
18 not advisable, the transport team will not institute therapy.

The reason for on-site refusal of a maternal transport will generally fall in one of the
following catcgories:

1. Unstable medical condition
2. Imminent delivery
3. Inappropriate referral

Should this occur, direct phone consultation between the referring physician and the
PNC/Level I1I perinatologist is recommended in order to determine what is in the

patient's best interest.

Logistics
1. Preparation for transport at nertwork hospital
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A, The patient arrives at the network hospital
B. Obstetrician/attending physician and nurses at network hospital evaluate
the condition of the patient
1) Record history
2) Record physical exam
3) Record initial lab data
C. Obstetrician/attending physician and nurses begin therapy to stabilize
patient
Obstetrician/attending physician decides upon need for maternal transport
Obstetrician/attending physician informs patient and family about the
decision to transport the patient to the PNC/Level III
F. Obstetrician/attending physician at network hospital calls perinatologist
at Perinatal Center/Level III to discuss patient's condition and request
transport team
G. REFUSALS ARE MADE ONLY THROUGH THE ATTENDIN
PHYSICIAN. '
Awaiting Transport Team at Network Hospital
A. Obstetrician/attending physician and nurse continue to stabilize patient
B. Collect and copy information for transport team:
1. Antepartum record
2, Current hospital record
3. Lab data
4, Fetal heart rate monitor record
Arrival of transport team at network hospital
Transport nurse and the APN/nurse are given report by network
obstetrician/attending physician and nurse
Transport nurse and the APN/nurse evaluate patient
Decision will be made by the transport team to accept the patient for
transport if indicated
Transport nurse and the APN/purse will assume responsibility for the
patient care during transport
Initiate and update Maternal Transport Record/Level I1I record
Obtain informed consent for maternal transport from patient
Inform family about Perinatal Center/Level ITI
Patient transfcrred to ambulance or helicopter
Transport nurse and APN/nurse call Center/Level III to tell them they are
on the way
En Route to Perinatal Center/Level II]
A. Continued monitoring of maternal and fetal status
B. Continued therapy as required
Arrival of Transport Team and Patient at Perinatal Center/Level II]

U

o aw »

TEmomH

A, Patient taken to labor and delivery area
B. Transport nurse and the APN/nurse give OB resident/physician and nurse
report

1} Review history and physical exam
2) Review lab data
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3) Review condition of patient since initiation of transport
Transport nurse and the APN/nurse turn case of patient over to OB
resident/physician and nurse
Transport team completes paperwork
Resident/physician evaluates patient's condition and outlines management
plan
OB resident/physician informs Chief OB Resident/physician about status
of patient and plan of management
F. Chief OB Resident/physician calls perinatologist to discuss patient's
condition and his plan of management
Follow Up With Network Hospital
A, Network Physician will be contacted by perinatologist concerning
patient's status within 24 hours
B. A written summary will be sent to network hospital and physician
following discharge.

SIEN-Roe

Revised 9/91
10/92
10/93
10/94
10/96
10/97
10/98
10/99
12/01

6/03
9/04
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UNIVERSITY OF CHICAGO PERINATAL NETWORK

NEONATAL TRANSPORT PROTOCOL

Effective 7/1/89
Objectives of the newborn transport are 1) to provide intensive care for those low birth weight infants

and sick full term infants who are in need at the community hospitals and 2) to provide a continuing
tertiary neonatal care for these infants at the center hospitals.

APPENDIX B

Indications for the transport are varied depending upon the availability of physicians and or nurse
| resources and facilities among the individual community hospitals. Categories indicative of newboms at
‘ risk include:
1) Birth weight of less than 1500 grams
2) Gestation of less than 32 weeks
3) Respiratory distress requiring greater than 40% Fi02
4) Congenital anomalies requiring neonatal surgery
5) Congenital anomalies requiring extensive work-up
6) Persistent hypoglycemia
7 Seizures
8) Severe sepsis or meningitis
9) Infants identified as having handicapping or developing disabilities which threaten life
Protocols currently for transport are as follows:
1) Expected delivery of a high-risk newborn infant in need of tertiary care.

2) Maternal transport is not feasible.

3 Pediatrician on call is called to attend delivery.

ATTACHMENT 19C




4) Infant is delivered and if necessary appropriate resuscitative and stabilization care is
given.

3) Attending physician determines the need for transport.

6) The parents are informed of the infant’s status and the need for transport.
7 Appropriate parental consent is obtained.

8) The physician calls the Hot-Line number to request the transport.

9N Mother's blood and infant's cord blood are ready.

10)  Copies of mother's and infant's charts are ready.

11)  Copies of x-rays or other tests are ready.

12)  If necessary, physician or nurse consults with a center physician for an interim
management plan,

13)  The referning community hospital physician is responsible for the infant’s care until the
transport team arrives and accepts care,

At the Center/Level I11

1) The attending physician accepts a newborn transport. The Transport Team and the
Intensive Care Nursery 1s notified.

2) The Transport Facilitator/nurse will call the network hospital to tell them that the
transport team is enroute and their estimated time of arrival.

3) If the Center/Level II is unable to accommodate the transport, the Transport Facilitator
at the PNC arranges for the transport to another intensive care nursery.

Arrival of Transport Team at the Network Hospital

1) Evaluation and stabilization of infant.

2) Obtain all information, documents, specimens, and consent for the transport and
continuing care,

3) Briefly show the infant to parents and give a nursery booklet/information.

ATTACHMENT 19C




4)

Call the intensive care nursery of the Center/Level III to report the infant's condition and
give ET.A.

Follow-up with Community Hospital

1)

2)

Community physician is notified by a center/Level 11 physician concerning patient's
status within 24 hours either by telephone call or a brief letter.

A written discharge summary will be sent to the community physician soon after
discharge of the infant or at the time of the transport of infant back to the original
community hospital,

Revised 9/91

10/92
10/93
10/94
10/96
10/97
10/98
10/99
6/03
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11.

IIL.

APPENDIX C

Transport, Neonate To Repional Hospital

PURPOSE:

DEFINITION:

PROCEDURE:

To provide appropriate neonatal bed utilization within the perinatal
network. To return the stable infant to the referring hospital for
continuation of care and enhancement of parent-child interaction
until the baby is ready for discharge.

Neonatal return transport refers to the transfer of an infant or infant
of maternal transport from the Perinatal Center/Level III back to
the referring hospital for continuation of care.

A. The neonatal attending/fellow will:

I.

contact the physician at the regional hospital to arrange for transfer
of care;

2. will confirm acceptance of the neonate by the physician at the
receiving hospital and the unit head nurse:

3. will verify parent's knowledge of discharge/transfer to regional
hospital and obtain reverse transport permission,

B. The neonate's primary nurse will:

1. contact the nurse at the receiving hospital to inform him/her of the
patient's history, current condition, equipment requirements,
parents involvement, and estimated time of arrival.

2. A written summary of this report will accompany the infant,

C. The transport nurse will:

1. inform the referring hospital of the transport departure;

2. give report to the admitting RN;

3. give a copy of nursing and physician discharge summary and care

plan to the admitting RN

ATTACHMENT 19C




APPENDIX D

CENTER FOR HEALTHY FAMILIES

The Section of Neonatology currently follows its neonatal intensive care nursery
graduates in the Center for Healthy Families. The program provides comprehensive medical and
social service support for high-risk infants born at the Perinatal Network Hospitals and their
families. In a single visit, a family may receive one or all of the following services: primary
care, nursing, social services, physical and speech therapy, nutritional counseling, occupational
therapy, speech and swallow therapy and subspecialty referrals. This holistic approach ensures
greater participation and compliance by the families who receive our services.

The Center services:
1) Babies discharged from the NICU with birth weight = 1,500 grams,
a. birth weight = 1,500 grams with history of Grade II or IV intraventricular
hemorrhage,
Seizures,
Abnormal neurological examination,
Meconium aspiration and/or at risk for poor neurological outcome and
Congenttal anomalies and

°eao o

2) Children who are victims of medical neglect or abuse.

The main site of the program is the University of Chicago Hospital’s Center for
Advanced Medicine where clinic is held twice a week (Monday and Wednesday) and every 1"
and 3" Friday.

The Center for Healthy Families has received support from the Comdisco Foundation and
the University of Chicago Hospitals.

Infants from Level III hospitals may make other follow-up arrangements for their paticnts

Program Dhrector:
Kwang-sun Lee, M.D.

Associate Program Director:
Jaideep Singh, M.D.

Program Contact:
Linda Mack (773) 702-0606
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Level 11

APPENDIX E

For the following maternal conditions, consultations with Maternal Fetal Medicine sub-specialist
as described in the letter agreement with subsequent management and delivery at the appropriate
facility as determined by mutual collaboration is recommended.

L Maternal conditions recommending consultation:

A. Current obstetrical history suggestive of potential difftculties such as:

Q

OO0DD

g o

intrauterine growth restriction

prior neonatal death

two or more previous preterm deliveries less than 34 weeks

a single preterm delivery less than 30 weeks

birth of a neonate with serious complications resulting in a handicapping
condition

recurrent spontaneous abortions or fetal demise

family history of genetic disease.

B. Active chronic medical problems with known increase in perinatal mortality, such

as:

Oo0opDDO0O00CD0DDOO

cardiovascular disease Class I and II

autoimmune disease

reactive airway disease requiring systemic corticosteroids
seizure disorder

controlled hyperthyroidism on replacement therapy
hypertension controlled on a single medication

idiopathic thrombocytopenia pupura

thromboembolic disease

malignant disease (especially when active)

renal disease with functional impairment

human immunodeficiency viral infection (consultation may be with MFM or
infectious disease subspecialist)

C. Selected obstetric complication that present prior to 34 weeks gestation, such as:

OCDOUODO0OO0ODOO

Polyhydramnios

Qligohydramnios

pre-eclampsia/pregnancy induced hypertension
congenital viral disease

maternal surgical conditions

suspected fetal abnormality or anomaly
isoimmunization with antibody titers greater than 1:8
antiphospholipid syndrome

D. Abnormalities of the reproductive tract known to be associated with an increase in
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preterm delivery, such as: uterine anomalies or diethyl-stilbestero] exposure

E. Insulin dependent diabetes Class A2 and B or greater (White’s criteria)

For the following maternal conditions, referral to a maternal-fetal medicine subspecialist for
evaluation shall occur. Subsequent patient management and sit eof delivery shall be determined
by mutual collaboration between the patient’s physician and the maternal-fetal medicine
subspecialist:

IL Maternal conditions requiring consultation;

A, Selected chronic medical conditions with a known increase in perinatal mortality,
such as:
a cardiovascular disease with functional impairment (Class III or greater)
@ respiratory failure requiring mechanical ventilation
Q acute coagulopathy,
Q intractable scizures
Q coma
Q sepsis
@ solid organ transplantation
Q0 active autoimmune disease requiring corticosterocids treatments
Q@ unstable reactive airway disease
a renal disease requiring dialysis or with a serum creatinine concentration
greater than 1.5mg%
0 active hyperthyrotdism
@ hypertension that is unstable or requires more than one medication to control
Q0 severe hemoglobinopathy
B. Selected obstetrical complications that present prior to 32 weeks, such as:

Q multiple gestation with more than two fetuses

O twin gestation complicated by demise, discordancy, or maldevelopment of one
fetus or by fetal-fetal transfusion

o premature labor unresponsive to first line tocolytics

@ premature rupture of membranes

o medical and obstetrical complications of pregnancy possibly requiring
induction of labor or non-emergent caesarean section for maternal or fetal
indication, such as severe preeclampsia

C. Isoimmunization with possible need for intrauterine transfusions
D. Insulin-dependent diabetes mellitus Classes C, D, R, F, or H (White’s criteria)

E. Suspected congenital anomaly or abnormality requiring an invasive fetal
procedure, neonatal surgery or postnatal medical intervention to preserve life,

such as;
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fetal hydrops

pleural effusion

ascites

persistent fetal arrhythmia

major system malformation-malfunction
selected genetic condition

oOoo0oo0oo0oo

For the following neonatal conditions, neonatal consultation is recommended as detailed in the
letter of agreement:

III.  Neonatal conditions recommending consultation
A, Gestation less than 32 weeks but greater than or equal to 30 weeks.
B. Infants with a birth weight or less than 1500 grams but greater than 1250
C. Infants with a 10 minute Apgar score of 5 or less
D. Stable infants having handicapping conditions or developmental disabilities that

threaten subsequent development

For the following conditions, consultation and transfer shall occur upon recommendation of the
Perinatal Center as outlined in the letter of agreement:

A. Premature birth that is less than 30 weeks gestation

B. Birth weight less than or equal to 1250 grams

C. Infants requiring mechanical ventilation beyond the initial stabilization period of
6 hours

D. Infants who require a sustained inhaled oxygen concentration in excess of 50% in
order to maintain a transcutaneous or arterial oxygen saturation greater than or
equal to 92%

E. Infants with significant congenital heart disease associated with cyanosis,

congestive heart failure, or impaired peripheral blood flow

F. Infants with major congenital malformations requiring immediate comprehensive
evaluation or neonatal surgery;

G. Infants requiring neonatal surgery with general anesthesia

H. Infants with sepsis, unresponsive to therapy, associated with persistent shock or
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other organ system failure

L Infants with uncontrolled seizures

J. Infants with stupor, coma, hypoxic ischemic encephalopathy Stage II or greater
K. Infants requiring double volume exchange transfusions;

L. Infant with metabolic derangement persisting after initial correction therapy

M. Infants identified as having handicapping conditions that threaten life for which
transfer can improve outcome

3/03
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Level II

APPENDIX F

The following maternal and neonatal patients are considered to be appropriate for management
and delivery by the primary physician at Level Il facilities without requirement for consultation:

L

II.

Maternal

A.

B.

F.

The maternal patient with uncomplicated current pregnancy;

Normal current pregnancy although previous history may be suggestive of
potential difficultics;

Selected medical conditions controlled with treatment such as:
o Mild chronic hypertension
o Thyroid disease
o Illicit drug use
g Urinary tract infection
a Non-systemic steroid dependent reactive airway disease

Selected obstetric complications that present after 32 weeks gestation, such as:
o Mild pre-eclampsia-pregnancy related hypertension

Placenta previa

Abruptio placenta

Premature rupture of membranes

Preterm labor

0O0DDO

Other selected obstetric conditions that do not adversely affect maternal health or
fetal well-being, such as:

o Normal twin gestation

@ Hyperemesis gravidium

o Suspected fetal macrosomia

o Incompetent cervical os

Gestational Diabetes, Class Al (White’s criteria)

Neonatal

A

Neonatal patients at or greater than 32 weeks gestation or greater than 1500 grams
without risk factors;

Mild to moderate respiratory distress (not requiring mechanical ventilation in
excess of 6 hours);
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C. Suspected neonatal sepsis, hypoglycemia responsive to glucose transfusion, and
asymptomatic neonates of diabetic mothers

3/03
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Audited Financial Statements as evidence of the availability of funds are
provided in the Certificate of Need application addressing the
change of ownership of Resurrection Medical Center
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19065 Hickory Creek Driva, Suite 300
Mokena, IL 60448

708 478-6300 Tel

708 478-5960 Fax

N
Zi\ PROVENA
Health

March 22, 2011

[llinois Health Facilities
and Services Review Board
Springfield, I!linois

RE: FUNDING OF PROJECT
To Whom It May Concern:

I hereby attest that all of the real costs associated with the changes of ownership of the
facilities directly or indirectly owned and/or controlled by either Resurrection Health
Care Corporation or Provena Health will be funded in total with cash or equivalents.

Sincerely,

b
Guy Wiebking
President and CEQO

B Voutar

OFFICIAL SEAL..
YVETTE B PORTER -

NOTARY PUBLIC - STATE OF ILLINDIS .

MY COMMISSION EXPRES0NO7T/M

Notarized:
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Sandre Bruce, FACHE -
Health Care? Presdens ¢ Coif Fszanioe Offier

March 22, 2011

Illinois Health Facilities
and Services Review Board
Springfield, Illinois

RE: FUNDING OF PROJECT

Teo Whum I May Couger

! Beraby aifust that aff of'the red eosts sssosiated with the changes of owgigtsidp of ¢
Biilfeies divectly or indirsctly wned andfor sonfralied by Resurrection Heslih Carg
Qurporation, will tre Redied fn total with cash or equivalents.

CO-SPDNSORS ' ! 5 e
Sistecs of the Holy Family of Nizareth & Sisters of the Resurrertion. 21 LACHMENT 424




OPERATING and CAPITAL COSTS
per ADJUSTED PATIENT DAY

Provena $t. Mary's Hospital
2012 Projection

ADJUSTED PATIENT DAYS:
$ 81,295,000

$ 2,449

OPERATING COSTS

salaries & benefits
supplies
TOTAL

|Operating costadjusted patient day:

CAPITAL COSTS
depreciation, amortization and interest

[Capital cost/adjusted patient day:

33,192
$ 59,512,000
$ 17.086,000
$ 76,598,000
$  2,307.72
$ 8746,000
$ 263.50 |
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Project Overview

Resurrection Health Care Corporation (“Resurrection”) and Provena Health (“Provena™)
propose 2 merging of the two systems that will better position the combined system’s
hospitals, long-term care facilities, outpatient centers and other programs and facilities to
conlinue to serve the patients and communities that have traditionally looked to those
facilities and programs for care. As explained below and throughout the application, this
system merger is intended (o preserve access to Catholic health care; improve financial
viability; improve patient, employee, and medical staff satisfaction through a shared
culture and integrated leadership; and position the combined system for innovation and
adaptation under health care reform.

This Project Overview supplements the Narrative Description provided in Section 1.3. of
the individual Certificate of Need applications filed to address the change of ownership
of each of the thirteen (13) hospitals, one (1) ambulatory surgical treatment center
(ASTC) and one (1) end stage renal dialysis (ESRD) facility currently owned or
controlled by either Provena or Resurrection; and highlights the overall features of the
proposed system merger. '

Provena’s hospitals are located primarily in the communities to the west of Chicago and
in central Tllinois, and Resurrection’s hospitals are located in Chicago and communities
to the north of Chicago. None of either system’s hospital service areas overlap with those
of any hospitals in the other system. Therefore, the proposed merger will not result in
duplicative clinical services in any geographic area.

The proposed transaction would affect thirteen (13) hospitals, twenty-eight (28) long-
term care facilities, one (1) ASTC, one (1) ESRD facility, an expanding health science
university, six (6) home health agencies, and approximately fifty-eight (58) other
freestanding outpatient sites. Resurrection is the sole member of seven (7) of the
hospitals and Provena is the sole member of six (6) of the hospitals. The ASTC is a joint
venture in which Resurrection has “control” pursuant to the IHFSRB definition, and the
ESRD is a joint venture in which Provena has such “control”.

About Provena Health

Provena Health is a health care system that was established in 1997 through the merging
of the health care services of the Franciscan Sisters of the Sacred Heart, the Sisters of
Mercy of the Americas—Chicago Regional Community (now West Midwest
Community), and the Servants of the Holy Heart of Mary. These three congregations of
religious women are now the sponsors of Provena Health. The primary rcason for the
formation of Provena Health was to strengthen the Catholic health ministry in Illinois,
which at the time of formation was a major goal of the late Joseph Cardinal Bernardin,
Archbishop of Chicago.

Today, Provena Health operates six acute care hospitals, twelve long-term care facilities,
four senior residential facilities and a variety of freestanding outpatient facilities and

programs.




About The Resurrection Health Care System

The Resurrection Health Care System grew from a single hospital, now known as
Resurrection Medical Center, established by the Sisters of the Resurrection in northwest
Chicago in the early 1950s. A second hospital, Our Lady of the Resurrection, was added
in 1988. During the period from late 1997 through 2001, six more hospitals joined the
Resurrection system. During the same period, eight Chicago area licensed long-term care
facilities, three retirement communities, a home care agency, an ambulatory surgery
center, and numerous freestanding outpatient facilities became part of Resurrection
Health Care System. The Resurrection system js co-sponsored by two congregations of
Catholic religious women, the Sisters of the Resurrection and the Sisters of the Holy
Family of Nazareth.

In 2010, following a thorough discernment process, and in response to an immediate need
to address financial concerns, Resurrection Health Care Corporation divested itself of two
hospitals; Westlake Hospital and West Suburban Medical Center (IHFSRB Permits 10-
013 and 10-014) to ensure that the two hospitals would be able to continue to serve their
communities.

Decision to Merge and Goals of the Merger

In late 2010, Provena and Resurrection leadership began discussions (o explore the
potential benefits of a system merger. In addition to their clear mission compatibility, the
two systems share many similar priorities related to clinical integration, administrative
efficiencies and strategic vision. While their respective facilities are geographically
proximate, their markets do not overlap, providing opportunities to strengthen all
facilities through operational efficiencies and enhanced clinical collaborations.

This system merger decision was made in the larger context of a rapidly changing health
care delivery environment. Across the nation, hospitals and other health care providers
are addressing health care reform through various forms of integration and consolidation.
These actions are thought necessary to achieve improved quality of care, efficiency of
service delivery, and patient, medical staff, and employee satisfaction—all critical
components of future success.

For Catholic-sponsored health care providers, including Resurrection and Provena, these
adaptations to health care reform must be consistent with the mission and values inherent
in the religious sponsorship of health care providers. This particular merger would afford
Provena and Resurrection the opportunity (o achieve essential systemic enhancements in
a mission-compatible manner.

The Provena and Resurrection systems have, since 2008, been equal partners in Alverno
Clinical Laboratories, LLC, which provides clinical pathology services to each of
Resurrection’s and Provena’s thirteen hospitals, as well as a variety of other facilities.




Structure of the Transaction and Commitments

Through the proposed transaction, the Resurrection and Provena systems will merge
through a common, not-for-profit, charitable “super parent” corporation that will become
the parent entity of Resurrection Health Care Corporation (the current Resurrection
system parent) and Provena Health (the current Provena system parent). Both of the
current parent entities will continue to exist and operate, and will continue to serve as the
direct parents of their respective subsidiary entities. It is the applicants’ expectation that,
for a minimum of two years, no Resurrection or Provena hospital or hospitals will be
eliminated or restructured in the course of the system merger, and no health care facilities
will require new or modified health facilities licenses as a result of the system merger. A
chart depicting this proposed merged structure is attached as Exhibit A. The executed
System Merger Agreement submitted with this application, provides detail regarding the
means by which the super parent will exercise unified corporate oversight for the
combined system.

A co-applicant in each Certificate of Need application is Cana Lakes Health Care, which
is an existing Illinois not-for-profit corporation. The Cana Lakes corporation will be
reconstituted to serve as the super parent entity, through amendment of its corporate
documents to reflect unified governance and corporate oversight. The Bylaws of the
Super Parent will detail the composition of the Board of Directors; reserve powers of the
five (5) religious sponsors; and other governance matters typically addressed in such
documents. These Bylaws will be substantially in the form of an exhibit to the System
Merger Agreement.

The licensees of the individual hospitals, long-term care facilities and the ASTC will not
change. All of Resurrection’s clinical programs and all of Provena’s clinical programs
will be included in the new structure.

The health care facilities and services will continue to operate as Catholic facilities,
consistent with the care principles of the Ethical and Religious Directives for Catholic
Health Care Services. It is the expectation of the applicants that all major clinical
programs will be maintained for a minimum of two years, and each hospital will operate
with non-disctimination and charity care policies that are no more restrictive than those
currently in place.

The proposed transaction, while meeting the IHFSRB’s definition of a “change of
ownership” as the result of a new “super parent” entity, is a system merger through a
straight forward corporate reorganization, without any payment to Resurrection by
Provena, or to Provena by Resurrection. The only true costs associated with the
transaction are those costs associated with the transaction itself. The merger is being
entered into following thorough due diligence processes completed by both Provena and
Resurrection, as well as independent analyses commissioned by Resurrection and by
Provena.
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ARCHDIOCESE OF CHICAGO

OFFICE OF THE ARCHBISHOP March 17, 2011

Ms. Courtney Avery

Administrator

Illinois Health Facilities and Services Review Board
525 West Jefferson

Springfield, Illinois 62761

Dear Ms. Avery,

Resurrection Health Care Corporation and Provena Health have proposed a merging of
the two systems that will better position the combined system’s hospitals, long-term care
facilities, outpatient centers and other programs and facilities to continue to serve the patients
and communities that have traditionally looked to them for care. This system merger is intended
to improve the financial viability of both entities ag well as enhance patient, employee and
medical staff satisfaction. Through a shared culture and integrated leadership, this merger would
also position the combined system for innovation and adaptation under health care reform.

The proposed merger will position Resurrection and Provena to strengthen and improve
access to Catholic health care in Illinois. This has long been an area of great interest and concern
for me, and I am grateful for the willingness of two of our state’s premier Catholic providers to
collaborate in order to meet the current challenges in health care. As they do now, the combined
systems will operate without any restrictive admissions policies related to race, ethnic
background, religion, payment source, or any other factor. The new system will continue to
admit Medicare and Medicaid recipients and to care for those patients in need of charity care.

This proposed merger has my full support and I can assure you that both Resurrection
Health Care and Provena Health are working together collegially and in the best interests of their
communities to strengthen and improve access to high quality, thth accountable Catholic
health care in the State of Illinois.

Sincerely yours,

Francis Cardinal George, O.M.1.
Archbishop of Chicago

Archbishop Quigley Center * 835 North Rush Street * Chicago, IL. 60611-2030 * 312-534-8230 * Fax: 312-534-6379
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March 28, 2011

Ms. Courtney Avery, Administrator

1llinois Health Facilities and
Services Review Board

525 West Jefferson Street, 2™ Floor

Springfield, IL. 62761

RE: Merger of Provena Health and Resurrection Health Care Corporation

Dear Ms. Avery:

We represent the five communities of women religious who seek the approval of the
[llinois Health Facilities and Services Review Board to form a new Catholic health
system to serve the citizens of Illinois through a merger of Provena Health and
Resurrection Health Care Corporation.

As individual health systems, Provena Health and Resurrection Health Care have long
proyided compassionate healing to those in need. In keeping with the true spirit of the
Sisters who came before us, ours have been ministries deeply focused on quality care for
all, regardless of one’s ability to pay.

Now, as we anticipate Health Reform and the sweeping changes that will transform the
delivery of care as we have come to know it, we are keenly aware that the key to
sustaining and growing our person-centered Mission lies in the strength of enduring
partnerships we forge today.

By coming together, our two health systems would create the single largest Catholic
healthcare network in the State, spanning 12 hospitals, 28 long-term care and senior
residential facilities, more than 50 primary and specialty care clinics and six home health
agencies, all serving adjacent, non-conflicting markets. A combined Provena Health and
Resprrection Health Care would also represent one of the State’s largest health systems,
with locations throughout Chicago, the suburbs of Des Plaines, Evanston, Aurora, Elgin,
Joliet and Kankakee, and Rockford, Urbana, Danville, and Avilla, Indiana, providing
services for patients and residents across the continuum through nearly 100 sites of care.




Rooted in the tradition of Catholic healthcare, the new system would be distinguished by
an ability to deliver quality care across the continuum from a broad and complementary
base of leading edge locations and physician networks. From a foundation steeped in a
shared heritage and set of values, the new system would give rise to an enormous
potential to truly improve the wellbeing of generations of Illinoisans to come.

With a dedicated and talented combined team of nearly 5,000 physicians, supported by
over 22,000 employees, the new system will play an important role in the economic
vitality of the communities in which we serve. Above all, our partnership will remain
true to the hallmarks of our Catholic identity: promoting and protecting the dignity of
every individual from conception to death, caring for the poor and vulnerable and
properly stewarding our precious people and financial resources.

A combined Provena Health and Resurrection Health Care will strengthen and expand
access to an exceptional tradition of quality care and service millions of Illinois residents
have come to know and depend upon for more than a.century. On behalf of the women
religious whose communities are sponsoring the proposal before you, we request your
approval.

Gratefully,
i Wy Sl iy 812 A R Qo At 0o

Sister Mary Elizabeth Imler, OSF Sister Patricia Ann Koschalke, CSFN
Chairperson Chairperson
Provena Health Member Body Resurrection Health Care Sponsorship Board




