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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD E‘V ED

APPLICATION FOR PERMIT REC
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATI?\M_ 6 201
This Section must be completed for all projects. HEALTH FACILITIES %\RD
e . » . wices REV‘EW Bo
Facility/Project ldentification SE
Facility Name: St. Elizabeth's Hospital
Street Address: 1431 North Claremont
City and Zip Code:  Chicago, IL 60622
County: Cook Health Service Area VI Health Planning Area: A-02

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

Exact Legal Name: Saints Mary and Elizabeth Medical Center d/b/a St. Elizabeth's Hospital

Address: 1431 North Claremont Chicago, IL 60622
Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer:  Ms. Margaret McDermott

CEO Address: 1431 North Claremont Chicago, iL 60622
Telephone Number: 312/773-2116

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation O Partnership
] For-profit Corporation 1 Governmental
] Limited Liability Company 'l Sole Proprietorship [ Other

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

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

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

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 60503

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: St. Elizabeth's Hospital

Street Address: 1431 North Claremont

City and Zip Code:  Chicago, IL 60622

County; Cook Health Service Area Vi Health Planning Area: A-02

Applicant /Co-Applicant Identification
[Provide for each co-applicant [refer 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 Naon-profit Corporation ] Partnership
O For-profit Corporation O Governmental
O Limited Liability Company M Sole Proprietorship ] Other

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

o Parinerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

Primary Contact

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

Title: Partner

Company Name: Hoiland + Knight

Address: 131 South Dearborn Street  Chicago, IL 60603

Telephone Number: 312/578-6544

E-mail Address: Anne.Murphy@hkiaw.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 ail projects.

Facility/Project Identification

Facility Name; St. Elizabeth's Hospital

Street Address: 1431 North Claremont

City and Zip Code:  Chicago, IL 60622

County: Cook Health Service Area Vi Health Planning Area: A-02

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

Exact Legal Name: Provena Health

Address: 19065 Hickory Creek Drive  Mokena, IL 60631
Name of Registered Agent: Mr. Guy Wiebking

Name of Chief Executive Officer.  Mr. Guy Wiebking

CEQ Address: 19065 Hickory Creek Drive  Mokena, I 60631
Telephone Number: 708/478-6300

Type of Ownership of Applicant/Co-Applicant

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

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

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

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

Primary Contact

[Person to receive all correspondence or inquiries guring 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 |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: St. Elizabeth's Hospital

Street Address: 1431 North Claremont

City and Zip Code;  Chicago, IL 60622

County: Cook Health Service Area VI Health Planning Area: A-02

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

Exact Legal Name: Cana Lakes Heaith Care

Address: 7435 West Talcott Avenue

Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer.  Ms. Sandra Bruce

CEQ Address: 7435 West Talcott Avenue Chicago, L 60631
Telephone Number: 773/792-5555

Type of Ownership of Applicant/Co-Applicant

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

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

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

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

Primary Contact

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

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearbom Strest Chicago, IL 60603

Telephone Number: 312/578-6544

E-mai!l Address: Anne Murphy@hklaw.com

Fax Number: 312/578-6666

Additional Contact

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

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:;




Post Permit Contact
[Persan 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: Margaret McDermott

Title; Executive Vice President/CEQ
Company Name: Saint Elizabeth Hospital

Address: 1431 North Claremont Chicagg, IL
Telephone Number: 312/773-2116

E-mail Address: mmecdermott@reshealthcare.org
Fax Number: 312/770-2678

Site Ownership
[Pravide this information for each applicable site]

Exact Legal Name of Site Owner: Saints Mary and Elizabeth Medical Center

Address of Site Owner: 1431 North Claremont Chicago, IL

Street Address or Legal Description of Site: 1431 North Claremont Chicago, IL
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of ownership
are property tax statement, tax assessor's documentation, deed, notarized statement of the corporation

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

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

Exact Legal Name: Saints Mary and Elizabeth Medical Center

Address; 1431 North Claremont Chicago, IL

X Non-profit Corporation [l Partnership

J For-profit Corporation | Governmental

[l Limited Liability Company ] Sole Proprietorship | Other

o Corporations and limited liability companies must provide an Illinois Certificate of Good Standing.

o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner,

¢ Persons with § percent or greater interest in the licensee must be identified with the % of

ownershl .

Organizational Relationships

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




Flood Plain Requirements
[Refer to application instructions.]

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

requirements of ll!inois Executive Order #2005-5 (httg:!lwww.hfsrb iIIinois gov ).

APPEND DOCUMENTATION AS ATTACHMENT -5, IN NUMERIC SEQUENTIAL ORDER AFI'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
Preservation Act.

_.APPEND DOCUMENTATION As ATTACHMENT-G IN NUMERIC SEQUENTIAL ORDER AFI'ER THE LAST PAGE OF THE - '
APPLICATION FORM v -

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.]
[0  Substantive [] Part 1120 Not Applicable
] category A Project
X Non-substantive X Category B Project
(] 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 streel 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 St. Elizabeth’s Hospital, a
108-bed community hospital located in Chicago, 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 St. Elizabeth’s Hospital
will continue to be provided, and consistent with INFSRB requirements, access to the hospital’s
services will not be diminished. The licensee will continue to be St. Elizabeth'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  Saint Elizabeth’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 Contracis

Contingencies

Architectural/Engineering Fees
Consulting 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 Hospital $51,261,513
Other Costs To Be Capitalized
Acquisition of Building or Other Property (excluding

land)

TOTAL USES OF FUNDS $51,828,180
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL

Cash and Securities $566,667

Pledges

Gifts and Bequests

Bond Issues (project related)

Morigages
Fair Market Value of Hospital $51,261,513
Govemmental Appropriations

Grants

Other Funds and Sources
TOTAL SOURCES OF FUNDS

$51,828,180




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

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

The project invoives the establishment of a new facility or a new category of service
X Yes ] No

If yes, provide the dollar amount of ali 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 [1 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, hightighting any language related to
CON Contingencies

X Pro ect obilgatlon wnl occur aﬂer penmt |ssuanoe

State Agency Submittais

Are the following submittals up to date as applicable:
X Cancer Registry
X APORS 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 Ali reponts regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being
deemed incomplete.




AR vALARRE e A r R KA AW WL L AL LA W SRS T ALAMGNS TTYMS Auk W . B L

»

. 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
. Ilinois Health Fadcllities and Services Review Board staff that review of any future certificate
. of need applications by Provena Health/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 ti

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

Lt TNt LI NAD aaanll Liven nnsen finaad]l MalaaseT Snlat ansmarPa—19Y4 647204 YN
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. From: Fonoff, Jane [maiito:Jane.Fomoff@Illinois.gov]

~ Sent: Thursday, February 17, 2011 1:28 PM
To: Rose, Kevin

. Ce: Roate, George

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

* Dear Kevin,

- Iam 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). AsIam 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 thé compliance level,
provided each ministry continues to make a good faith effort to improve its reporting proce

. I will be recommending to Illinois Health Facllities 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

. Jane Formoff, D.Phil.

. Perinatal Epidemiologist

" Tlinois Department of Public Health

Adverse Pregnancy Outcomes Reporting System
© 535 W Jefferson St, Floor 3

- Springfleld, Il 62761

Ladben S AT TN T i TaTan 1O v nilt Livvn nman lianal Mol asnT Jnhit mrear Y — 1AL LANAIOA 2NINT




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 depariment’s or area's portion of the surrounding
circulation space. Explain the use of any vacated space.

Gross Square Feet

Amount of Proposed Total Gross Square Feet

That Is:

Dept. [ Area

Cost

Existing | Proposed

New
Const.

Modemized

Asls

Vacated
Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL

I APPEND DOCUMENTATION'AS ATTACHMENT-S IN NUMERIC SEQUENTIAL ORDERAFTER THE LAST PAGE OF,THE .
APPLICATION FORM. R ] . . . . o




Facility Bed Capacity and Utilization

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

totals for each bed service,

FACILITY NAME: St. Elizabeth’s Hospital

CITY: Chicago

REPORTING PERIOD DATES;

From: January 1, 2009

to: December 31, 2009

Category of Service

Authorized
Beds

Admissions | Patient Days

Bed
Changes

Proposed
Beds

Medical/Surgical

40

3,414 9,323

None

40

Obstetrics

Pediatrics

Intensive Care

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental lliness

40

Neonatal Intensive Care

General Long Term Care

28

Specialized Long Term Care

Long Term Acute Care

Other {(identify)

TOTALS:

108




CERTIFICATION

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

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

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

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

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

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

This Application for Permit is filed on the behalf of Saints Mary and Elizabeth Medical Center*

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.

N Bcee #WC%

FIGNATURE
Sarnclkea Bepuce Jeannie (. T:\ZQ\J
PRINTED NAME PRINTED NAME
Peesioenst Secpetary
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subs nbed and swom to before me Subscribed and sworn to before me
this &4 A= day of _{ mww- this = Znday of _YW\(a AA~—
\ e Pl 45— Do i Nagl
Signature of Notary {J . Signature of Notary
Sealpe ICIAL SEA E NI,
QOFFICIAL L i <
OFFICIAL SEAL 1
FLORITA OE JESUS-ORTIZ <
" A o5 8 $ LINDA M NOYOLA H
e Apdlicant NOTARY PUBLIC - STATE OF ILLINOIS
] MY COMMISSION EXPIRES:08/08/13 4
L5 =V VN P g . 4




CERTIFICATION

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

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

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

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

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two ar 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 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.

Gt tnce

T C

SIGNATURE
Sandea RBeuce

| SIGNATURE
Jeanme, C. FRey

PRINTED NAME

PeesidenNt andl (E0O

PRINTED NAME

SecreTary

PRINTED TITLE

Notarization:
Subscribed and
this 2 F~ day of

P S Y,

Signature of Notary U/

orn to before me
: 2011

Se.

OFFICIAL SEAL

PRINTED TITLE

Notarization:
Subscribed and swomn to before me
this ). day of h\a/a/&

}/QM M /)%4

Signature of Notary

OFFICIAL SEAL
LINDA MNOYOLA

NOTARY PUBLIC - STATE OF ILLINOIS
MY-COMMISSION-EXPIRES-06/08/13

S,




CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entry. The

authorized representative(s) are:

o in the 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 parinership, two of its general pariners (or the sole general partner, when two or

more general pariners 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 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

b (DNBf——
AN

Guy Wiebking

PRINTED NAME

President and CEC

PRINTED TITLE

Notarization:
Subscrl d and swgrn 1o befpre m
thisold *day of arch iﬂ I

YVETTE B PORTER
NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES 09/07/14

*Insert EXACT legal name of the applicant

A4

STGNATUREO L

Anthony Filer

PRINTED NAME

Assistant Treasurer

PRINTED TITLE

Notarization;

Subscribed and sworn to bgfore
thiska*Hay of JMA‘?L/ 2011

U ottr B. Pt

Signﬁbre of

OFFICIAL SEAL
Seal YVETTE 8 PORTER .
NOTARY PUBLIC - STATE OF ILLINOIS 4
MY COMMISSION EXPIRES 0007/14 i

A P et T i e ah

AAAA,




CERTIFICATION

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

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

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

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

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

o in the case of estates and trusts, two of its beneficiaries (or the scle beneficiary when two or more

This Application for Permit is filed on the behalf of __Cana Lakes Health Care

L]

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.

%ﬂﬁu Wese€ Qfm Cb

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.

SIGNATURE { SIGNATURE
Sangva Bewce Jeannie - F\eeq
PRINTED NAME PRINTED NAME
PresiodeNt Seceeiav
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subsgribed and sworn to before me Subscnbed and swomn to before me
this gSL day of m/»ch‘ 20| this-22__ day of ¥
Signature of Notaky - Signature of Notary
Seal Seal
OFFICIAL SEAL AARAAAAAANN VAAAAAAY SV VIV
FLORITA DE JESUS-ORTIZ OFFICIAL SEAL $
icant LINDA M NOYOLA ‘
) NOTARYPUBLIC - STATE OF ILLINOIS  §
d 3 MY COMMISSION EXPIRES:06/08/13

.
i
A A e
- amanannsnsnnsadd




SECTION IIl - BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

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

Criterion 1110.230 —~ Background, Purpose of the Project, and Alternatives

READ THE REVIEW CRITERION and provide the following required information:

BACKGROUND OF APPLICANT

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

2. A cenrified listing of any adverse action taken against any facility owned and/or operated by the apphcant
during the three years prior to the filing of the application.

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

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

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

iy

PURPOSE OF PROJECT

I. Document that the project will provide health services that improve the health caré or well-being of the
market area population to be served.

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

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

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

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

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

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

NOTE: Informatidri regardmg th'e "‘Purpose of the Proiect" will be included in the" Smte Agency Report.

APPEND DOCUMENTATION AS ATTACHMENT-12, N NUMERIC SEQUENTIAL ORDER AFTER THE LAST -
: PAGE OF THE APPLICATION FORM EACH ITEM (1-6) MUST BE IDENTIFIED IN ATTACHMENT 12




e JIE L

ALTERNATIVES
1) Identify ALL of the alternatives to the proposed project:
Alternative options must include:
A) Proposing a project of greater or lesser scope and cost;

B) Pursuing a joint venture or similar arrangement with one or more providers or
entities to meet all or a portion of the project's intended purposes; developing
altemative settings to meet all or a portion of the project's intended purposes;

C) Utilizing other health care resources that are available to serve all or a portion of
the population proposed to be served by the project; and

D) Provide the reasons why the chosen altemative was selected.

2) Documentation shall consist of a comparison of the project to alternative options. The
comparison shall address issues of tolal costs, patient access, quality and financial
benefits in both the short term (within one to three years after project completion) and long
term. This may vary by project or situation. FOR EVERY ALTERNATIVE IDENTIFIED
THE TOTAL PRQJECT COST AND THE REASONS WHY THE ALTERNATIVE WAS
REJECTED MUST BE PROVIDED.

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

PAGE OFJTHE APPLICATION FORM EuuEND

[y ot ey B i P
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SECTION VI - MERGERS, CONSOLIDATIONS AND ACQUISITIONS/CHANGES OF
OWNERSHIP

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

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

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

bl

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.
I
I

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.
3. 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.
6. Explain how duplication of services within the care system will be resolved.
7. Indicate what services the proposed project will make available to the community that are
not now availabie.

S




The following Sections DO NOT need to be addressed by the applicants or ¢o-applicants responsible for
funding or guaranteeing the funding of the project if the appticant has a bond rating of A- or better from
Fitch's or Standard and Poor’s rating agencies, or A 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)

VIIIL. - 1120.120 - Availability of Funds

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 following
sources, as applicable: Indicate the dollar amount to be provided from the following sources:

Saint Elizabeth’s Hospitafl

$566,667

$51 261,513

a)

b)

S

d)

e)

9)

Cash and Securities - statements (e.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 availability of such funds; and

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

Pledges - for anficipated 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 ~ verilication of the dollar amount, identification of any conditions of use, and the
estimated time table of recelpts;

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 ietter from the prospective lender attesting to the expectation
of making the loan in the amount and time indicated, in¢luding the anticipated
interest rate and any conditions associated with the morigage, such as, but not
limited to, adjustable interest rates, balloon payments, etc.;

4} For any lease, a copy of the lease, including all the terms and conditions,
including any purchase opticns, any capital improvements to the property and
provision of capital equipment;

)] 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. tf 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 intert;

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

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

$51,828,180

TOTAL FUNDS AVAILABLE

PEND

E

NABPEND, DO TATION AS ATTACHMENT-39NIN NUMERIC SEQUENTIALTORDER AETER.THE LAS LPAGE OFJHEE
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X, 1120.130 - Financiaf Viability not applicabie, 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 intemmal 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.

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 statemenis and tha facility is a member of a health cara system that
has combined or consolidated financial statements, the system's viability ratios shall be provided. If the heaith care
system includes 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 werksheets ulilized in determining the ratios detailing the calculation
and applicable line item amounts from the financial statements. Complete a separate table for each
co-applicant and provide worksheets for each.

2. Varnance
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 default.




o

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 submitting a
notarized statement signed by an authorized representative that attests to one of the following:

1

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 {otal estimated project costs and relaled costs will be funded in total or in part by
borrowing because:

A) A portion or ail of the cash and equivalents must be retained in the balance sheet
asset accounts in order to maintain & 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 investments, and the
existing investments being retained may be converled to cash or used to retire
debt within a 60-day period.

B. Conditions of Debt Financing not applicable, no debt financing

This criterion is applicable only to projects that involve debt financing. The applicant shail
document that ithe conditions of debt financing are reasonable by submitting a notarized statement
signed by an authorized representative that attests o 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, termn (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:

L

Identify each department or area impacted by the proposed project and provide a cost
and square footage allocation for new construction and/or modernization using the
following format (insert after this page).

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

Depariment
(list below)

A B c D E F G H
Total
Cost/Square Foot Gross Sq. F1. Gross Sq. Ft. Const. $ Mod. $ Cost
New Mod. New Circ.* | Mod. Cire.* (AxC) {(BxE) (G+H)

Contingency

TOTALS

* Include the percentage (%) of space for circulation




D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars per equivalent
patient day or unit of service) for the first full fiscal year at target utilization but no more than two years

following project completion. Direct cost means the fully allocated costs of salaries, benefils 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 equivaient

patient day) for the first full fiscal year at target utilization but no more than two years following project
completion




XI.  Safety Not Impact Statement  not applicable, non-substantive project

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

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

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

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

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

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

2. For the 3 fiscal years prior to the application, a cerlification of the amount of care provided to Medicaidpatients. Hospital and non-
hospital applicants shall provide Medicaid information in a manner consistent with the information reported each year to the Illinois
Department of Public Health regarding "Inpatients and Cutpatlents Served by Payor Source” and "Inpatient and Outpatient Net
Revenue by Payor Source™ as required by the Board under Section 13 of this Act and published [n the Annual Hospltal 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 Yoar
Inpatient
Outpatient
Total
Charity {cost In dollars)
Inpatient
Qutpatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Qutpatient
Total
Medicaid (revenue)
Inpatient

Qutpatient




Saint Mary of Nazareth Hospital and
XI.  Charity Care Information ~ St. Elizabeth’s Hospital

Charity Care information MUST be furnished for ALL projects.

1. All applicants and co-applicants shall indicate the amount of charity care for the latest three audited fiscat 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 facifities, the reporting shall be for each individual facility located in lilinois. if
charity care costs are reported on a consolidated basis, the applicant shall provide documentation as to the cost of charity
care; the ratio of that charity care to the net patient revenue for the consolidated financial statement; the allocation of
charity care costs; and the ratio of charity care cost to net patient revenue for the facility under review.

3. If the applicant is not an existing facllity, 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 receive payment 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
2008 2009 2010
Net Patient Revenue $283,267,620 | $301,613,796 $310,219 204
Amount of Charity Care (charges) $12 464,822 $11,203,125 $22,487,027
Cost of Charity Care $3,667 419 $3,052,600 $5,750 506




File Number 3757-072-9

To all to whom these Presents Shall Come, Greeting:

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

SAINTS MARY AND ELIZABETH MEDICAL CENTER, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON FEBRUARY 17, 1958, 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 25TH
day of FEBRUARY A.D. 2011

Al. ___:.:":. T 5:
Authentication # 1105601478 *’W‘e/

Authenticate at hitp.//www.cyberdriveiliinois.com

SECRETARY OF STATE

ATTACHMENT 1




File Number 3128-198-9

To all to whom these Presents Shall Come, Greeting:

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

RESURRECTION HEALTH CARE CORPORATION, A DOMESTIC 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 Whereaof, I nereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 17TH |

dayof ~ JANUARY  AD. = 2011

N
Authentication # 1101700286 M

Authanticale at! hitp-/fwww cyberdriveliinols.com

SECRETARY OF STATE

ATTACHMENT |




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 GENERAIL NOT FOR PROFIT CORPORATION ACT OF THIS STATE,
AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC CORPORATION IN THE
STATE OF ILLINOIS. '

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 11TH
day of FEBRUARY A.D. 2011

P
Authentication #: 1104200726 ’ M

Authenticate at: http:/Mwww.cyberdriveillinois.com

SECRETARY OF STATE

ATTACHMENT 1 ~  ~




File Number 2595-936-1

To all to whom these Presents Shall Come, Greeting:

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

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, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 4TH

day of MARCH AD. 2011

l,r,,:;""\'“ :I'w
I Q\
Authentication #: 1108302140 M W

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

SECRETARY OF STATE

ATTACHMENT 1




TRUSTEE'S DEED Reserved for Recorders Office

This indenture made this 21° day of

May, 2010, betwean CHIGAGO :
TITLE LAND TRUST COMPANY, a hﬂm&’% lﬁmw
corporation of lifinols, as Successor -

Trustee to LASALLE BANK, NA. | '
Jook: 1014122118 Fee: $42.00

Successor Trustee to BExchange P
N iugens "Qena* .
National Bank of Chicago, under the _ “ook CO“;;‘“H Mo;: :Hs: Fea:$10.00
provisions of a deed or deeds in Yate: 05121!20:?@;13 ou ng: ot 4

trust, duly recorded and delivered to
sald company In pursuance of a
Trust Agreemeni dated the 15th day
of Aprl, 1971 and known as Trust
Number 42200 party of the first
part, and

SAINTS MARY AND -
ELIZABETH MEDICAL
CENTER, an lllinols
not-for proflt corporation

whose address is :

c/o Resurrection Health Care Corp.
7435 West Talcott )
Chicago, Hiinols 60631

party of the second part.
WITNESSETH, That said party of the first part, in consideration of the sum of TEN and na/100 DOLLARS ($10.00)

AND OTHER GOOD AND VALUABLE considerations in hand paid, does hereby CONVEY AND QUITGLAIM unto said
party of the second part, the foliowing described real estate, situated in Cook County, ltlinots, fo wit

L} gz TG T8 D2 late

SEE LEGAL DESCRIPTION ATTACHED HERETO AND MADE A PART HEREOF:

Permanent Tax Number. See itached
Property Address: 1217 Norih Oakley Blvd., Chicago, Winols

together with the tenemerts and appurtenences thereunto belonging.

TO HAVE AND TO HOLD the same unto said party of the second part, and to the proper use, benefil and behoof
farever of said party of the second pait.

This deed la executed purauant to and in the exerclse of the power and authority granted to and vasted In sald
trustoe by the terms of said desd or deeds in trust delivered to said trustes In pursuance of the trust agreoment
above mentioned. This deed Is made subject to the lieni of every trust deed or mortgage (If any there ba) of record
in said county given to secure the payment of money, and remaininp unreleased at the date of the daltvery

hereof.

- Trustee's Deod Tenancy Iy Common (1/56)
F. 154

Publi¢ Record ]
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1014122116 Page: 2 of 4

IN WiTNESS'WHEREOF, said party of the first part has caused its corporate seal to be hereto affixed, and has caused is
name to be signed to thess presents by ifs Assistant Vice President, the day and year first above written.

CHICAGO TITLE LAND TRUST COMPANY,
as Trustea as Aforesaid

By: cPor"ﬂz’&« W“ <

Lidia Matinca £ Trust Officer 7 Asst. V.P,

L"}’.‘-ﬁ“-‘_//h}:’jt
ot 0 TR
(g

State of lllinois
County of Cook S8,

1, the undersigned, a Notary Public in and for the County and State eforessid, do hereby certify that the above named
Asslstant Vice President of CHICAGO TITLE LAND TRUST COMPANY, persconaily known to me fu be the same
person whose name is subscribed to the foregoing instrument as such Assistant Vice President appeared before me
this day in person and acknowledged that. he/she signed and delivered the said instrument as his/her own free and
voluntary act and as the free and voluntary act of the Company; and the said Assistant Vice President then and there
caused the corporats seal of said Company to be affixed to said. instrument as hisfher own free and voluntary act and
as the free and voluntary act of the Company.

Given under my hand and Notarial Seal this 21st day of May, 2010.

bondun_

" OFFICIAL SEAL' ¢ NOTARY PUBLIC
1 NANCY A. GARLIN

4 NOTARY PUBLIC, STATE OF UINOIS
My Commission EXgires G4/14/2014

This instrument was prepared by:
CHICAGO TITLE LAND TRUST COMPANY
171 N, Clark, Suite 676, Chicago, . 60601

A?}?EC?‘E’DIN(G’." PLEA% %{L T?;GL

ot gzt 7o /j‘éfﬂi’

3520 ZHwee Loyed Miboval i 30
Ch&d/c)()/ /e pdleol

SEND TAX BILLS TO: 5"/--(-/4/4/)44144{5/}7“4.@{%»@/%'&4/ é&({d—/
7¢¢7 M. Talca¥
Chrwgo, fc OGC3/

Exempt under provisions of Paragraph E, Section 31
Real teTrae':sfar Tax Act graph E,

Public Record 1
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1014122116 Page: 3of 4

EXHIBIT A
TO
LETTER OF DIRECTION
{(Direction to Convey)
LEGAL DESCRIPTION OF PROPERTY

BLOCKS 15 AND 16 IN THE SUBDIVISION OF THE WEST 1/2 OF THE
NORTHWEST 1/4 OF SECTION 6, TOWNSHIP 39 NORTH, RANGE 14 EAST OF
THE THIRD PRINCIPAL MERIDIAN (ACKNOWLEDGE BY WATSON, TOWER
AND DAVIS), RECORDED OCTOBER 10, 1856, ANTE-FIRE, AND RE-RECORDED
. JUNE 23, 1857, ANTE-FIRE, TOGETHER WITH ALL OF THE VACATED ALLEYS
LYING WITHIN SAID BLOCKS 15 AND 16 AND, ALSO TOGETHER WITH THAT
PART OF VACATED NORTH BELL AVENUE LYING BETWEEN SAID BLOCKS
15 AND 16 AND LYING SOUTH OF A LINE DRAWN BETWEEN THE
NORTHEAST CORNER OF SAID BLOCK 15 AND THE NORTHWEST CORNER
OF SAID BLOCK 16 AND LYING NORTH OF A LINE DRAWN BETWEEN THE
SOUTHEAST CORNER OF SAID BLOCK 16 AND LYING NORTH OF A LINE
DRAWN BETWEEN THE SOUTHEAST CORNER OF SAID BLOCK 15 AND THE
SOUTHWEST CORNER OF SAID BLOCK 16, ALL TAKEN AS ONE TRACT IN
COOK COUNTY, ILLINOIS.
(EXCEPTING FROM SAID TRACT THE FOLLOWING DESCRIBED PARCEL:
BEGINNING AT A POINT IN THE SOUTH LINE OF SAID BLOCK 16 155.36 FEET
WEST OF THE SOUTHEAST CORNER OF SAID BLOCK 16; THENCE NORTH 89
DEGREES 55 MINUTES 22 SECONDS WEST ALONG SAID SOUTH LINE A
DISTANCE OF 175.69 FEET; THENCE NORTH 00 DEGREES 00 MINUTES 00
SECONDS EAST A DISTANCE OF 154.00 FEET; THENCE SOUTH 89 DEGREES 55
MINUTES 22 SECONDS EAST ALONG A LINE 154.00 FEET NORTH OF AND
PARALLEL WITH SAID SOUTH LINE, A DISTANCE OF 175.69 FEET; THENCE
SOUTH 00 DEGREES 00 MINUTES 00 SECONDS WEST 154.00 FEET TO THE
POINT OF BEGINNING).

Street Address: 1217 N, Qakley Blvd,, Chicago, Cook County, Illinois
PINs: |

17-06-124-001-0000; 17-06-124-002-0000; 17-06-124-003-0000; 17-06-124-004-0000;
17-06-124-020-0000; 17-06-124-036-0000; 17-06-124-037-0000; 17-06-124-038-0000;
17-06-124-039-0000; 17-06-124-045-0000; 17-06-124-046-0000; 17-06-124-047-0000;-
17-06-124-048-0000; 17-06-124-049-0000; 17-06-124-050-0000; 17-06-125-001-0000;
17-06-125-005-0000; 17-06-125-025-0000; 17-06-125-(26-0000; 17-06-125-027-0000;
17-06-125-028-0000; 17-06-125-029-0000; 17-06-125-030-0000; 17-06-125-03}-0000;
17-06-125-032-0000; 17-06-125-040-0000; 17-06-125-041-0000; 17-06-125-042-0000;
. 17-06-125-044-0000; 17-06-125-046-0000; 17-06-301-024-0000;
And '
Part of 17-06-125-145-0000, Part of 17-06-125-043.0000.

1700787-1
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1014122116 Page: 4 of 4

STATEMENT BY GRANTOR AND GRANTEE

The grantor or his agent affirms that, to the best of his knowledge, the name of the grantor shown
on the deed or assignment of beneficial intercst in a land trust is cither a naturel person, an [linois
corporation or foreign corporation authorized to do business or acquire and hold title to real estate
in Illinois, a parmership authorized to do business or acquire and hold title to real estate in
lilinois, or other entity recognized &S & person and authorized to do business or acquire and hold
title to real estate under the laws of the State of Tllinois.

Dated 5:/2, [ 2010
Signam@%——' (Gramor_q

Subscribed and swom to before me by the

said AN AP
2010 le/x ' §  NOTARY PUBLIC - STATE OF LLINOG
T\d@ﬁm . // ot (Notary Public) § MY COMMSSON BIPRES 1012 E

The grantee ar his agent affirms and verifics that the name of the grantee shown on the deed or
assignment of beneficial intesest in a land trust is cither a natural person, an [linois corporetion or
foreign corporation authorized to do business or acquire and hold title to real estate in [llinois, a
partnership authorized to do business or acquire and hold title to real estate in Iilinois, or other
cntity recognized as & person and authorized to do business or acquire and hold title to rea} estate
under the laws of the State of lllinois.

Dated 5{/2/ 2010

Signature: .~ .S’ £ (Gruntee
Subseribed and swom to before me by the
said : i
this _2/&  day of
2019 1
(Notary Public)

"NOTE:  Any person who knowingly submits a false stalement conceming the identity of a grantec shall be
guilty of a Class C misdemeanor for the first offenise and of a Class A misdemeanor for
subsequent offonses.

[Attach to deed or ABI to bo recorded in Cook County, Ilinois, if exempt under provisions of
Section 4 of the Nilinois Real Estate Transfer Tax Act.]
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STATEMENT BY GRANTOR AND GRANTEE

The prantor or his gent affirms that. 10 the hest of his knowledge, the name of the grantee showsn on
the deed or'assignment of beneficial interest in'o fand trust 15 either a natural person. an illinois
corporatlon of foreign corporation authorized to do business or acquire and hold dille 10 real estate in

- illinois, a painership authorized to do business or acquire and hald title 10.real estate in Minois. or
viher cntity recopnized as a person and authorized to do business or acquire and hald 1ide 10 real
extate undex the laws of the State of Hinois, .

: L .7 !
Dated. 0#-,5 . .19-Zf Signature: '?‘
- Y . s

+ Crlantor or {13

Substribed and sworn to before me by the

_said

Patrica Craven
% N2uasy Puldic, Sute of Mingy
L A Frees 226005 :

The granice or his agent affirms and verifies that the aame of the granece shown on the deed or
assignment of benefiaal interest in a jand Lryst i5 either 3 natural Jxﬁon. an Iinois corperation o
foreipa corporalipn authorized to do business or aequire 2nd hola title 1o real esate in Hinois, &
partnersbip authorized to do business or aequire and hold title 1o real estate in Hlinois, or ather entity
- Ie 25 & person and authovized 10 do bosiness or acquire and hold title to reed estate uader the
laws of the State of Hiinois. |

I?Antcd /ﬂéj— /‘3 --19 —.-Z/%g"m"!zf;%;ﬁ ¢ or Ayest

- - k.
Subscribed and swom 1o before me by the l{-
zald ; '

: @
this = b i
&
1 - & ?-_.
- d -
PRI N :
. [
P "
!:-.
NOTE:  Asy penen akg h:u-w:;ly i haits & false st ing the ideotity of & greatee shall be guilty of » Clns
e Cm'!ndww far the first oﬂ:mundd-dan;\mi:d:mnwlonubagm ofleaies ,‘“ Y
1 ) 1
Attath Ly deed or A BI [o be recorded dn Cook Courty inots, ¥ cxempt under pronisipns of Section % of e Ninch Ked .
ate Trinsfer Tax Act} ; -
veutoRly, !
P an At o ek s s -t . . . e e oo
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File Number 3757-072-9

To all to whom these Presents Shall Come, Greeting:

i, Jesse White, Secretary of State of the State of Illinéis, do
ereby certify that

LA]NTS MARY AND ELIZABETH MEDICAL CENTER, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON FEBRUARY 17, 1958, APPEARS
O HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT
ORPORATION 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 nereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 25TH
dayof  FEBRUARY  AD. 2011

: 7 ! —_l / ,-_’:l.' T :'=
o e
Authentication #: 1105601478 ‘W'E/

Aulhenticate at: http:/Mww,cyberdriveitiinois.com

SECRETARY OF STATE
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Resurrection Health Care'Corporaﬁon
Legal Organizational Structure
As of October 21, 2010
Footnotes

Fermerly named Saint Francis Hospital of Evansten (name change effective November 22, 2004)

Became part of the Resurrection system effective March 1, 2001, as part of the agreement of co-sponsorship between the Sisters of the Resurrection, Immaculate Conception Province and

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

Created from merger of Saint Elizabeth Hospital inte Saint Mary of Nazareth Hospital Center, and name change of latier {surviving) corporation, both effective 12/1/03. Seint Mary of

Nezareth Hospital Center (now part of Saints Mary and Elizabeth Medical Center) became part of Resurrection systern under the co-sponsorship agreement referenced in Footmate B above

Saint Joseph Hospital, {/k/a Cana Services Corporation, fk/a Westlake Health System

E  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 bospital corporation becoming
part of the Resurrection Health Case system. Effective January 1, 2010, Resurrection Ambulatory Services assumed the assets and liabilities of Resurrection Services’ ambulatory care
services division.

F A Cayman Islands corporation registered to do business as an insurance company
Corporation formerly known as Westlake Nursing and Rehabilitation Center (also £)/a Leyden Community Extended Care Center, Inc.)

¥ Resurrection Home Health Servicss, fk/a Health Connections, Inc., is the combined opemtions of Extended Health Services, Inc., Community Nursing Service West, Resummection Home
Care, and St. Francis Home Health Care (the assets of el of which were transferred to Health Connections, Inc, as of July §, 1999).

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

Preferred, Saint Francis Health Preferred, and Holy Femily Heslth Preferred

D/B/A name for Proviso Family Services, a/k/a ProCare Centers, a'k/a Employee Resource Centers

Former parent of Holy Family Medical Center; non-operating 5¢1{c)(3) “shell” available for future use

An Illinois general partnership between Seint Joseph Hospital and Advocate Northside Health System, an Jllinois not for profit corporation

Resurrection Health Care is the Corporate Member of RMNY, with extensive reserve pawers, including appointment/removal of alt Directors and spproval of amendments to the

Corpomation’s Articles and Bylaws. The Sponsoring Member of the Corporetian 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 linbility company, which owns and operates an ambulatory surgery center

© Resurrection Services owns & majority interest in the following Illinois limited liability companies which own and operate sleep disorder disgnostic centers: RES-Health Slecp Care Center of

River Forest, LLC; RES-Health Sleep Care Center of Lincoln Park, LLC; RES-Health Slesp Care Center of Evanston, LLC; RES-Health Sleep Care Center of Chicago Northwest, LLC
P Jaint Venture for clinical lab services for 2 other Caiholic health 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 cooperative hospital service corpornfion, of which all Resurrection tax-exempt system hospitals collectively have a 1/3 interest
QFormerly named Westlake Community Hospital; all the assets of this carporation were sold to VHS Westlake Hospitai Ine., effective August 1, 2010
R Formerly named West Suburban Medical Center; all the assets of this corporation were sold 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.
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% @ Résurrection Sandra Bruce, FACHE
f’g‘]’@ Health Care® President & Chisf Executive Offfcer

March 24, 2011

[liinois Health Facilities

and Services Review Board
525 West Jefferson
Springfield, IL. 62761

To Whom It May Congemzx

In acqordaniy with Review Ciiterion 1110.2305; Background of the Applicant, wa gu sufimittitiy: ik lefter
assiuring the Hiinows Heatth Faeilithes and Services Revigw Board (IHFSRB) that:

b @LR; and‘thfta el ‘actlons relate to S ht]oseph es‘pitaf
331 2009, Three E&ffﬁ&.‘ ﬁve actions wet Ty resobved in 2009

fes in c@&nﬂadtmg and docutiiefiting rousds on its
ncies in wedical staff trainingard cortipetencics i
ﬁ@ns eauk of which involves fife safety ¢ode
d; STH, are schegdiited for plati of comaatfan

: . i : ed i response fd the requirements of
Rewéw Crlterkon 111, ﬂ h @rta ﬁb&i' any domnnenfa’cwn orihformation whith the State Board or
State Agensy fitids pettinert to this dpplication. .

If we can in any way pro‘wdc assistanice to your staff regarding these assurances or amy athér jssug elative to
this application;, please do not hesitate to call me.

Sincerely,

Sandra Bruce, FACHE
President & CEQO

SB/fdjo

CO-5SPONSORS
Sisters of the Holy Family of Nazareth & Sisters of the Resurrcerion ATTACHMENT 11




19065 Hickory Craek Drive, Suite 300
Mokena, 1L 60448

708 478-6300 Tel

708 478-5960 Fax

N
i\ 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
(THFSRB) 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.

S e A B ke e

Sincerely, YVETTE B PORTER

% . $  NOTARY PUBLIC - STATE OF 1LmiIS
KW" $  NY COMMSSION EXPIRES 0907114

Meghan Kieffer o
System Senior Vice President/General Counsel

ATTACHMENT 11
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FACILITIES LICENSED IN ILLINOIS

{DPH
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 Des Plaines 1008
Si. Francis Hospital of Evanston Evanston 2402
Our Lady of Resurrection Medical Center Chicago 718
Hospitals Owned by Provena Health:
Covenant Medical Center Urbana 4861
United Samaritan Medical Center Danville 4853
Saint Joseph Medical Center Joliet 4838
Saint Joseph Hospital Elgin 4887
Provena Mercy Center Aurora 4903
Saint Mary's Hospital Kankakee 4879
Ambulatory Surgical Treatment Centers Owned by
Resurrection Health Care Corporation:
Belmont/Harlem Surgery Center, LLC* Chicago 7003131
End Stage Renal Disease Facilities Owned by
Provena Health: -
Manteno Dialysis Center Manteno nfa
Long-Term Care Facilities Owned by
Provena Health:
Provena Villa Franciscan Joliet 2009220
Provena St. Anne Center Rockford 2004899
Provena Pine View Care Center St. Charles 2009222
|Provena Our Lady of Victory Bourbonnais 2013080
Provena Geneva Care Center Geneva 1998975
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 Health Care Corporation:
Holy Family Nursing and Rehabilitation Center Des Plaines 0048652
Maryhaven Nursing and Rehabilitation Center Glenview 0044768
Resurrection Life Center Chicago 0044354
Resurrection Nursing and Rehabilitation Cir. Park Ridge 0044362
Saint Andrew Life Center Niles 0044776
Saint Benedict Nursing and Rehabilitation Cir. Niles 0044784
Villa Scalabrini Nursing and Rehabilitation Ctr. Northiake 0044792
*|Resurrection Health Care Corporation has a 51% ownership interest
*|Provena Health has a 50% ownership interest |
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HEAP

Healthcare Facilities Accreditation Program

March 22, 2011

Margaret McDermott

Saints Mary and Elizabeth Medical Center
1431 N. Claremont

Chicago, I 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 (I-IFAP) 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 Gk

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

ATTACHMENT 11




)

.mg@w

PSR ﬁ%@w@ﬁ%&ﬁ%@%ﬁm

i

A

AR

L}

i

R

Tha parson, 4inm o corporalion whose name apgears on this cattificate has somplied with the
ST 2 fatules andror tultes ond regulations and is nereby auine
rlicated betow.

& DANON To ARNULEy MeDs B

B DIRECTON - e E

g TR CRAIRATIN BAT TRTERG ToHoRR T el
e i 12/31/11 CEBY 0194 | =
mw m i FULL LICENSE ! =
=5 : GENCRAL HOSPITAL i 2oy
= : . _. ==
= m EFFECTIVES . 01/01/12 i 2=
& ; ﬂ 25

T S B e e e e s AL b o R A B o e s S e S e = et e g

) Y

fu,ﬂ% I

.

(Ax}

ol
ik

BLISINESE ADDAESS

Fi5A
i
i
L

e

J

xﬁgmcmﬁrhqma? HBEDICAL CENT
7435 HEST Hbﬂfﬁdq AVENUE

CHICAGD Ji &G063]
M Thu fave of 365 _,__.o.ac Bils 2 edfored e...Ewsamn vl tny EES:»_. ot i Stda of Minojs ¢ 437 «
s

e R N T

4

il

s

i
i

E,

i

F'
o

ﬂ

w

g — DISPLAY THIS PART N A

CONSPICUOUS PLACE

REMOVE TrlS CARD TO SARRY aAg AN
IDENTIFIZATION

[

Srate of Wingis N Q th @ m

Depsarirnemt of Pulilic Haaith
LICENSE, PERMIT, CERTIFICATION, REGISTRATION
T8 n.ciw ECTION MEJICAL CENTER .
.. L¥ARATION CATE CATEGURY , BTN TS m
.ﬁ.NhLHMHM BGED ocmu.@ﬁ#
FHLL LICENSE )
ﬂw2¢?br HISPITAL

EFFECTIVE: Q1/01/1:

1

Y8

aﬁqu I McDICAL £
ST TALCOYY AVEM

CHICAGL Lt 5

E
iz

f

an,
Ams

B

0
A

TEE HECERT MO,

ATTACHMENT 11




Healthcare Facllities Accreditation Program

March 22, 2011

Sandra Bruce, CEO
Resurrection Medical Center
7435 W. Talcoit

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,

oy Kogudn.

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

Healthcare 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 Kepae

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

ATTACHMENT 11
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= ~BUREAU OF HEALTHCARE'FACILITIES ACGREDITATI
| HEALTHCARE FACILITIES ACCREDITATION PROGRAM

| T R T B R S S A R T e S P ST el o o S R T S T e P B DR TR o R B T R L R T R T

442 E. Ontario Street, Chicago, IL 60611-2864 5 3122028258 | 800- 621 -1773 X 8258

January 7, 2011

John Baird
Chief Executive Officer
Holy Family Medical Center
. 100 North River Road
Des Plaines, IL 60016

Dear Mr Baird :

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

Holy Family Medical Center (Al Sites as 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 citiations, if applicable):

No further action is required.

Sincerely,

4'_,..7004.. M

George A. Reuther
Secretary

GAR/pmh

C: Laura Weber, Health Insurance Specialist, CMS
Region V, CMS
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AME FHCAN QSTEOFATHIC ASSOCIAT#ON

BUREAU OF HEALTHCARE FACILITIES ACCREDITATION
HEALTHCARE FACILITIES ACCREDITATION PROGRAM

142 E. Ontario Street, Chicago, IL 60614.2864 342 202 8258 | BOO- 624 -1773 X 8258

January 24, 2011

Jeffrey Murphy

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

Dcar Mr Murphy :

The American Osteopathic Association’s Bureau of Healthcare Facilities Accreditation Executive Committee, at its meeting
on January 18, 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 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 HEAP ID: 118676

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

Condition Level Deficiencies: P<{)] None
(Use crosswalk and CFR citiations, if applicable):

No further action is required.

Sincerely,

4»1‘""'- R,

Geomge A. Reuther
Secretary

GAR/prmh

C: Laura Weber, Health Insurance Specinlist, CMS
Region V, CMS
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Healthcare Fatilities Accreditation Program

March 11, 2011

Betsy Pankau

Accreditation Coordinator
QOur 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 (AQA).

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 ke

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.

LQ% &/ bl Pk Sassr

Organkadon ID # Murk Chamin, 3.
Chairman of the Board Preaident

The Joint Commissiem i an independent, not-for-profit, national body that oversees the safety and quality of health care and
other services provided (n accredited organirations. Information sbout accredited organizations may be provided directly

to The Joint Commission at 1-800-994-6610. Information regarding accreditation and the accreditation performance of
Individual organizations can be obmined through The Joint Commission’s web site at www.joimtcommission.org.
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Provena United Samaritans

Medical Center
Danville, 1L

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 26, 2008

Accreditation is customarily valid for up to 39 months.

4928
Diavid L. Nahrwold, M.D. Organiration [D #
Chairman of the Board

Qosit 2/t otk a2

Mark Chassin, M.D.
Prestdent
The Joint Commission is an Independent, not-for-profit, national hody that ovemsees the eafery 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 1-800-994-6610. Information regarding accreditation and the accreditation performance of
individual organizations can be obtained through The Joint Commission’s web site at www.jointcommission.org,
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B 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 Morth Madison Street Stendards Compliance

Joiiet, IL 60435 Accredimtion Activity Completed: (4/05/2011

Dear Mr. Brickman:

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 services
by identifying opportunities for improvement in your processes and helping you fallow through on and
implement these improvemnents. We encourage you 1o use the accreditation process as a continuous standards

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

iy redifalion r Hospital
This acereditation cyele is effective beginning January 29, 2011. The loint Commission reserves the right to
shorten or lengthen the duration of the cycle; however, the certificate and cycle arc customanly valid for up to 36
months.
Pleasc 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 siafT, leadership, and

governing body. You may also want to inform the Centers for Medicare and Mcdicaid Services (CMS), state or
regional regulatory services, and the public you serve of your organization's accreditaton decision.

Please be assured that The Joint Commission wilt keep the report confidential, exeept as requircd by law. To
ensure that The Joint Commission's information aboul 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,

o St fuin B PR

Ann Scou Blouin, RN, Ph.D.
Exccutive Viee Prestdent
Accreditation and Certification Opcrations
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Provena Saint Joseph Hospital
Elgin, IL
has beeri Accredited by .

2o

The Joint Commission

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

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

(Qaugi fﬁ% - W %G/L

Organtmtion 10 # Mark Chassin, M D.

Chairman of the Board President
The Joinr Commission is an independent, not-far-profit, nattonal body that oversees the safety and quality of health care and
other services provided in accredited cvganizations. Informarion about accredited organizations may be provided direcdy
to The Joint Commission at 1-800-994-6610. Informetion regarding accredicarion and the accredimtion performance of
individual organizations can be obtmined through The Joint Commisslon’s web site at www.jointcommission.org.

ouﬂ'd.(_ ANDT
P LR
N s

ATTACHMENT 11




Lk

m_,ﬁm@m ﬁm Emﬂﬁnm Nm@mm hH ;
ikt of Pablic Health

TR IS

.m..___ﬁmzmm. w.‘_u,_,mmgﬁ CERTIFIGATION, REGISTRATION

T DR RE M Seeplndee) e ST ERGBFER BN TFEL TRy L s wel fan
WIRRERNY 2 O Dot SLaasiby S5uliR WAED e ReDSVEORG 0O i BRiehy auinsrags o
Bedapi 2 Bhe B3l R ndatstoy bethw:

ek Lt Wi By ot
DARDE T Egﬁ_@, AET VS o aioglcry A
LR Y BT R
i NEHE 1 Begl VO049LS
FULL LIGENSE
GEMERAL HOSPETAL M

EFFECTINE: 01/01/81

e i et 3

BUSHESS &NCRESS

PROYENS MERLCY CERTER
L5 WORTH HIGHLARE AVENUE

i ERESFLET PR PARTY U 5
DO SFOoUOS PLARE

REMQVE TS QAR TE CAlEY 4%

PEHTIREATION
|
¥
stote ot Mingls 2000 541
Eepsrtment of Pobis Hesith

LICERSE, PERMET, CERTIMEATION, RESISTRARSG
PROW mzﬁ. &mﬁh.__. EENTEN

gy =
ﬂ &rﬁ BERD|  opoe9ns

FULL LICERS E
GENERAL HRSPLTAL
EFFEC TIWES DIAUL/11

ILF0SA1I0

PROVEMA HUSPITALS DS sxrw m
CEMIER FOR hEATLH CARE SERW
1325 BNORTH FIGHEAMND AVENEE
AURERA Li HOL0E

FEE RECEIFT ha,

ATTACHMENT 11




~

P7. The Joint Commission

| June 17, 201}

‘ George Einhorn, RN Joint Commission ID #: 7240
Intecim CEQ Program: Behavioral Health Care Accreditation
Provena Mercy Medical Center Accreditation Activity: 60-day Evidence of

‘ 1325 North Highland Avenue Standards Compliance
Aurora, IL 60506 Accreditation Activity Completed: 06/16/2011
Decar 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 services
by identifying opportunities for improvement in your processes and helping you follow through on and
implement these improvements. We encourage you to use the accreditation process as a continuous standards

compliance and cperatiopal irpprovement tool,
The Joint Comunission is granting your organization an accreditation decision of Accredited for all services
surveyed under the applicable manual(s) noted below:

Ompr i ditati anual for ioral Health Ca

This accreditation cycle is effeclive beginning March 05, 2011. The Joint Commission reserves the right to
shorten or lengihen the duration of the cycle; however, the certificate and cycle are customarily 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

goveming 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.

Plense be assured that The Joint Commission will keep the report confidential, except as required by law. To
ensurc 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,

N T Y,

Ann Scott Blouin, RN, Ph.D.
Executive Vice President
Accreditation and Certification Operations
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-——— DISPLAY THIS PART IN A
CONSPICUQUS PLACE

REMOVE THIS CARD TO CARRY AS AN
IDENTIFICATION

«

11/06/10

PROVENA HOSPITALS

D/B/A SAINY MARY'S HOSPITAL
S00 MEST COURT SYREETY
KANKAKEE IL 60902

FEE RECEIPT NO.
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P The Joint Commission

May 27, 201}

Joint Commission D #: 7367

Program: Hospital Accreditation

Accreditation Activity: 60-day Evidence of
Standards Compliance

Accreditation Activity Completed: 03/27/201]

Michael Amo, MBA, MHA

President and CEO, Provena St. Mary's
Hospital.

Provena Si. Mary's Hospital

300 West Court Sireet

Kankakee, [L 60901

Dear Mr. Arno:

The loint Commission would like to thank your organization for pacticipating in the accrednation process, This
process is designed (o help your organization continuously provide safe, high-guality care, treahnent, and services
by identilying opportunitics tor inyprovement in your processes and helping yvou follow through on and
implenent these improvements. We cicounge you to usc the accreditation process as a continsous standards
compliance and operational improvement tool.

The Joimt Commission is granting your organization an accreditation decision of Accredited for all services
surveyed under the applicable manual{s) noted below:

Comprehensive Accreditation Manuai for Hospitals
This acereditation cycle is effective beginning April 02, 281 1. The Joint Commission reserves the right 1o shorten
or lengthen the duration of the cycle; howcever, the certificate and cycle arc customarily vatid for up to 36 manths.
Prease 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 appropriale staff, leadership, and

goverming body. You may also want to inform the Centers for Medicare and Medicaid Services (CMS), staic or
regionul regulatory services, and the public you serve of your organization's accreditation decision.

Pleasc be assured that The Joint Conuuission will keep the repord confidential, except as required by law. To
ensure that The Joint Commission’s information about your yrganization 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 S0tt pouin M IR

Ana Scott Blouin, RN, Ph.D.
Executive Vice President
Accreditation and Centification Operations
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elmont/Harlem Surgical Center, LLC
Chicago, IL

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 ‘KOA aliseenlel Organization 1D #452703 Mf 2

‘ David L. Nahrwold, M.D. Print/Reprint Darte: 7/21/10 AMW%I& 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 FEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN O"CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
99ES-63 8. WING 1111512005
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE
MANTENO DIALYS!IS CENTRE 1 EAST DIVISION
MANTENO, IL 60950
(X431D SUMMARY STATEMENT OF DEFICIENCIES Ta) PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- GOMDPkfg'ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY)
V 000( INITIAL COMMENTS V 000

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
Dialysts (ESRD) facilities in the State of IL, as of
11/15/05. No deficiencies were cited.

11384

IA}ORATO Y DIREGTOR'SQR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {¥6) DATE
\ e QO [l
M @ity CED /4

. deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing It Is determined that
other safeguerds provide sufficlant protection fo the patients. (See instrugtions.) Except for nursing homes, the findings stated above are disclosable 90 days
following tha 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 made avaliable to the facility. If deficiencies are cited, an approved plan of correction is mtiuisile to continued

program parficipation, ATTACHMENT
JRM CMS-2567(02-99) Previous Versions Obsolete 9QCX11 If continuation sheet Page 1 of 1




PURPOSE OF THE 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 a St. Elizabeth’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 CommunityY Admissions % %
60647 Chicago-Logan Square 3,307 13.5% 13.5%
60622 Chicago-Wicker Park 2,762 11.2% 24.7%
606338 Chicago-Cragin 2,228 9.1% 33.8%
60651 Chicago-Humboldt Park 2188 B.9% 42.7%
60618 Chicago-Avondale 871 3.5% 46.2%
60624 Chicago-Garfield Park 855 3.5% 49.7%
60641 Chicago-Irving park 843 3.4% 53.1%
60644 Chicago-Austin 786 3.2% 56.3%
60623 Chicago-Lawndale 606 2.5% 58.8%
60612 Chicago-Medical Dist, 589 2.4% 61.2%
60634 Chicago-Uptown 430 1.8% 62.9%
60640 Chicago-Pilsen 424 1.7% 64.7%
60608 Chicago 403 1.6% 66.3%
60620 Chicago 355 1.4% 67.8%
60629 Chicago 325 1.3% 69.1%
60649 Chicago 3 1.3% 70.3%
60625 Chicago-Albany Park 310 1.3% 71.6%
60626 Chicago-Rogers Park 275 1.1% 72.7%
other ZIP Code areas contributing <1% 6,702 27.3% 100.0%
24,570 100.0%

As can be noted from the table above, eighteen ZIP Code areas accounted for
nearly 73% of the hospital’s admissions. This analysis clearly demonstrates that St.

Elizabeth’s Hospital provides services primarily 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 least 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 nature 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.
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As explained in the Project Overview, Resurrection and Provena are committed to
advancing the shared mission of the existing health systems in a 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 spobsors, that the systems
should come together in a merger of equals transaction through a super 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 St. Elizabeth’s
Hospital. Consistent with IHFSRB 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, Resurrection Health Care
Corporation (“Resurrection”) and its sponsoring congregations have concluded that its
hospitals can better serve their patients and their communities if the Resurrection system
were to merge with that of Provena Health (“Provena”). By doing so, Resurrection
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 (108) or to the scope of

services currently provided at St. Elizabeth’s Hospital.

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

Hospital’s 2009 IDPH Hospital Profile are:
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¢ 40 medical/surgical beds
o 28 longterm
¢ 40 acute mental illness

Among the other clinical services currently offered and proposed to continue to
be provided are: surgery, clinical laboratory, pharmacy, diagnostic imaging, 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 St.

Elizabeth’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

costs, categorized as “Consulting and Other Fees”. As required by the IHFSRB’s rules,
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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 6,100 patients, provided
approximately 25,500 outpatient visits, and treated nearly 4,300 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 St. Elizabeth’s
Hospital will continue to be provided, and consistent with JHFSRB requiremcnts; access
to the hospital’s services will 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 charity 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

Provena hospitals ranged between 11.0% and 27.3%. The primary variable in these
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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 200 employees (FTEs), St. Elizabeth’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 Non-Discrimination in Patient Care policy, and
Resurrection’s Financial Assistance/Charity Care and Uninsured Patient Discount
Programs 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.

St. Elizabeth’s Hopsital will, as is the case now, operate without any restrictive

admissions policies, related to race, ethnic background, religion, payment source, or any
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‘ Sandra Bruce, FACHE
. President & Chrief Prersstive Officer

March 24, 2011

Illinois Health Facilities
and Services Review Board
Springfield, Illinois

To Wham I May Conearn

Plepse

oy
X

b adieived et Rifowing the ohangs of owrrership of the hospitals aid ASTC disently or

sty wged of controlled by Resurresting Heslh @gtc Corporation, the a@ssmﬁﬁpﬁﬂimes af

Hhose fxlities will not besgsae fone yestrictive.

shiog with die Nlinofs Afintney General*s office, age ggsrently
followtne the syelim sherger. That fevived potiay will be

Notarized:

- "l ComassoN PSRy

CO=-SPONSORS N
Sisters of the Holy Family of Nazareth & Sisters of the Resurrection AL VACHIMIENT 131




19065; HICHOPT Gieek: Drive, SUHB390
Mokena, it 60448
708-478: 6300 Tel.
708: 4?8-5959 Fax

@\ PROVENA
- Health

Marchi 23, 2011

Tllinois-Health Fagilities
and Services Review Board
Springfield, Tllinois.

To Whom It May Concern;
Please be advised that following the change of ownership of the hospitals:and ESRD.

fac1llty directly-or indirectly owned or controlled by. Prevena Health; the admissions
policies of those facilities will. not become moie restrictive.

Provena and Resurrection, in:consultation with the Illinoi s Attorney General’s-office, are
currently revising the charity-care policy.to-be used following the system merger, That
revised policy will be provided to.the State. Agency upon completion.

'S'.incere.l.y,
Guy Wlebkmg ’ Y\%fr'ggﬁgsa
President & CEO ‘ NCTARY.PUBLIC - STATE OF ILUINOIS

_ MYCOMMISSIONEXPRES 030714 §

Notarized:
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1 CURRENT ADMISSIONS
and
CHARITY CARE POLICIES
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((’: Resurrection
1- = Health Care

‘ ' - B POLlC_Y'PROTOCOL’
CATEGORY: NUMBER:
Mission 1400.60
TITLE: TITLE NUMBER;
405.01

Non-Discrimination in Patient Care

PAGE:
1 OF 2
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
April 2004
REFERTO: LOCATION:

PHILOSOPHY " " .\

Mission Policies are intended to delineate the values, behaviors and directives that guide the
Resurrection Health Care System as an organization whose identity and practices are consistent
with the Roman Catholic tradition and its teachings.

et

,PU’RPOSE‘ cona A R

This policy defines non-discriminatory practices applicable to all patients, visitors, physicians
and employees and endorsed by Resurrection Health Care.

'PROCESS b [

No person will be discriminated against or otherwise denied benefits of care or service on the
grounds of race, sex, national origin, religion, age, sexual preference, disability or financial
means, This includes, but is not limited to the following characteristics.

L. Services will be provided in a way that protects the dignity of the person and enhances
the quality of life.
2. All patients will be admitted, receive care, be transferred and discharged appropnately

with no distinction in eligibility and without discrimmnation.

3. All patients with the same health problem will receive the same standard of care.
4, All patient transfers will be in compliance with COBRA provisions.
5. Patient care decisions are to be based on the interests, needs and well being of the patient

and will not be influenced by the patient’s ability to pay.
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1)

10.

11.

5

((é Resurrection
JE Health Care
, - POLICY PROTOCOL
CATEGORY: NUMBER:
Mission 1400.60
TITLE: TITLE NUMBER:
Non-Discrimination in Patient Care 405.01
PAGE:
2 OF 2
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
April 2004
REFER TO: LOCATION:

Patient rooms will not be changed for racial or other discriminatory reasons.

Persons and organizations referring patients to Saints Mary and Elizabeth Medical Center
(SMEMC) are advised to do so without reference to race, sex, national origin, religion,
age, sexual preference, disability or financial means.

Physician practices associated with SMEMC will appropriately serve the economically
poor, disadvantaged and elderly, regardless of the source of referral and without

discrimination.
Employees will be assigned to patient services without discrimination.

Employees, officers and physicians are bound by the Resurrection Heaith Care (RHC)
Code of Conduct/Conflict of Interest Policy in the discharge of their duties for or on
behalf of RHC.

The Chief Executive Officer is responsible for coordinating compliance with this policy.
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aﬁ@ Resurrection
=& Health Care

i

"CATEGORY: == T NUMBER:
Finance 100.15
TITLE: TITLE NUMBER:

Financial Assistance/Charity Care and 122.05

Uninsured Patient Discount Programs PAGE:

(This policy applies to hospitals only) 1 OF 17
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
February 2002 January 2009 - September 2004
REFER TO: LOCATION:

Finance Policies are intended to provide guidelines to promote responsible stewardship and
allocation of resources.

This policy establishes guidelines for the development and application of financial assistance and
uninsured patient discount programs, by Resurrection Health Care system (RHC) hospitals.

Such programs will be designed to assist individuals in financial need and other medically
underserved individuals or groups to obtain appropriate medical care and advice, and thereby
improve the health of those in the communities served by RHC hospitals.

1. Definitions

1.1  Federal Poverty Level means the level of household income at or below which
individuals within a household are determined to be living in poverty, based on
the Federal Poverty Guidelines as annually determined by the U.S. Department of
Health and Human Services.

1.2 Financial Assistance/Charity Care means providing a discount of up to 100% of
the charges associated with a patient's hospital care, or a discounted fee schedule,
based on financial need.
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1.3

1.4

1.5

1.6

{40

“T NUMBER:

CATEGORY:
Finance 100.15
TITLE: TITLE NUMBER:

Financial Assistance/Charity Care and 122.05

Uninsured Patient Discount Programs SAGE:

(This policy applies to hospitals only) 2 OF 17
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
February 2002 January 2009 September 2004
REFER TO: LOCATION:

Financial Assistance Programs means all programs set forth herein to provide
assistance to those in financial need including financial assistance/charity care,
unipsured patient discounts, and medical indigence discounts and payment caps.

Financial need means documented lack of sufficient financial resources to pay the
applicable charge for medical care. Financial need may be evidenced by low
household income and asset levels, or high levels of medical debt in relation to
household income (medical indigence). Financial need determinations also take
into consideration other relevant circumstances, such as employment status or
health status of patient or other household members, which may affect a patient's
ability to pay. The existence of financial need must be demonstrated by
information provided by or on behalf of the patient, and/or other objective data
available to the hospital. RHC hospitals may use asset or debt information to
asgist in making a determination regarding financial need, when income data is
unavailable or inconclusive, or reported income is not supported by objective
data.

Hlinois Resident or Cook County Resident means a person who lives in Illinois

(or Cook County as applicable) and intends to remain living in Illinois (or Cook
County) indefinitely. Relocation to Illinois or Cook County for the sole purposes
of receiving health care benefits does not satisfy the residency requirement.

Ilinois Uninsured Patient Discount Act means the hospital uninsured patient
discount act, as passed by the Illinois General Assembly in 2008, effective as of
Apnl 1, 2009, and as amended from time to time.
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(f': Resurrection

= Health Care
B S T e ; .""‘,:‘ Vil TOCE SR
CATEGORY: NUMBER:
Finance 100,15
YITLE: TITLE NUMBER:

Financial Assistance/Charity Care and 122.05

Uninsured Patient Discount Programs FAGE:

(This policy applies to hospitals only) 3 OF 17
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
February 2002 January 2009 September 2004
REFER TO: LOCATION:

1.7 Medically Necessary Hospital Services means:

1.7.1

1.7.2

Except to the extent necessary to determine services subject to the Illinois
Underinsured Patient Discount, for purposes of this policy “Medically
Necessary Hospital Services” means those hospital services required for
the treatment or management of a medical injury, illness, disease or
symptom that, if otherwise left untreated, as determined by an independent
treating physician or other physictan consulted by an RHC Hospital would
pose a threat to the patient’s ongoing health status, and that would be (a)
covered by guidelines for Medicare coverage if the patient were a
Medicare beneficiary with the same clinical presentation as the Uninsured
Patient; or (b) a discretionary, limited resource program for which the
potential for unlimited free care would threaten the hospital's ability to
provide such program at all (such as substance and chemical abuse
treatment, continuing care for certain chronic diseases, chemotherapy and
HIV drugs, other than when provided in connection with other Medically
Necessary Hospital Services).

Examples of services that are not Medically Necessary Hospital Services
include, but are not limited to: (1) cosmetic health services; including
elective cosmetic surgery (exclusive of plastic surgery designed to correct
disfigurement caused by injury, illness, or congenital defect or deformity);
(2) services that are experimental or part of a clinical research program;
(3) elective goods or services that are not necessary to treat an illness or
injury; (4) private and/or non-RHC medical or physician professional fees;
and (5) services and/or treatments not provided at an RHC Hospital; (6)
pharmaceuticals or medical equipment, except to the extent required in
connection with other medically necessary inpatient or outpatient care
being received by a hospital patient; and (7) procedures or services for
which the hospital provides a discounted "flat rate” pricing package.
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1.8

1.9

1.10

1.11

CRTEGORY: o e S S T IMBER:
Finance 100.15
TITLE: TITLE NUMBER:

Financial Assistance/Charity Care and 122.05

Uninsured Patient Discount Programs PAGE.

(This policy applies to hospitals only) 4 OF 17
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
February 2002 January 2009 September 2004
REFER TO: LOCATION:

Non-Retirement Household Liquid Assets includes cash, or non-cash assets that
can readily be converted to cash, owned by a member of a household, including
savings accounts, investment accounts, stocks, bonds, treasury bills, certificates of
deposit and money market accounts, and cash value of life insurance policies.
Non-retirement household liquid assets will not include a patient’s equity in his or
her primary residence or assets held in qualified retirement plan or other similar
retirement savings account for which there would be a tax penalty for early
withdrawal of savings.

RHC Hospital means a hospital that is part of the not-for-profit, Catholic-
sponsored health care system known as “Resurrection Health Care™.

RHC Hospital Service Area means, for all hospitals, Cook County and with
respect to each individual RHC hospital those portions of any adjacent counties
that are within such hospital’s defined service area or core community, based on
the zip code of a predominant portion of the hospital's patient population.

Uninsured Patient means an individual who is or was a patient of an RHC hospital
and at the time of service is or was not (a) covered under a policy of health
insurance or (b) not a beneficiary under a public or private health insurance,
health benefit, or other health coverage program, including Medicare, Medicaid,
TriCare, SCHIP and All-Kids, high deductible health insurance plans, workers’
compensation, accident liability insurance, or other third party liability plan.

Patient Treatment Standards. All patients of RHC hospitals shall be treated with respect

and dignity regardless of their ability to pay for medical care, or their need for charitable
assistance.
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3. Financial Assistance/Charity Care and other Financial Assistance Programs

3.1

32

33

Discount for Low-Income Uninsured Patients. Financial Assistance/Charity Care
discounts or discounted fee schedules will be available for Medically Necessary
Hospital Services provided to Uninsured Patients who are unable to pay all or part
of the otherwise applicable charge for their care due to financial need, as
documented in accordance with this Policy. Patients demonstrating financial need
based on household income at or below one hundred percent (100%) of the
Federal Poverty Level, combined with a general lack of liquid assets, will receive
a one hundred percent (100%) discount on Medically Necessary Hospital
Services. Patients generally lacking liquid assets who have household income
between one hundred percent (100%) and up to four hundred percent (400%) of
the Federal Poverty Level will receive a sliding-scale discount for such hospital
care, at levels approved by the RHC Executive Leadership Team.

Payment Caps Under Illinois Uninsured Patient Discount Act. To the extent
required by the Illinois Uninsured Patient Discount Act, and subject to other

eligibility standards and exclusions as set forth by such law including standards
based on asset level, Uninsured Patients who are [llinois residents having
household income of up to six hundred percent (600%) of the Federal Poverty
Level shall not be required to pay to an RHC hospital more than twenty five
percent (25%) of such patient’s family gross income within a twelve (12) month
period.

Other Payment Caps. An Uninsured Patient who is eligible for Financial
Assistance/Charity Care at an RHC Hospital pursuant to the criteria set forth in
Section 5.1 or 5.3 below shall be eligible for a payment cap based on RHC’s
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charitable commitment to catastrophic medical expenses assistatice based on
medical indigence, as follows:

For an eligible Uninsured Patient who demonstrates that s/he has a
household income of four hundred percent (400%) or less of the Federal
Poverty Level, such patient’s payment obligation within any 12-month
period will be limited to the higher of: (a) ten percent (10%) of the
patient’s annual gross household income; or (b) ten percent (10%) of the
patient’s Non-Retirement Household Liquid Assets.

33.1

For an eligible Uninsured Patient who demonstrates that s’he has a
household income over four hundred percent (400%) of the Federal
Poverty Level, or less, such patient’s payment obligation within any 12-
month period will be limited to the higher of: (a) fifteen percent (15%) of
annual gross household income; or (b) fifteen percent (15%) of the
patient’s Non-Retirement Household Liquid Assets.

Financial Assistance/Charity Care for Insured Patients. Subject to insurance and

governmental program restrictions (which may limit the ability to grant a discount
on c¢o-pays or deductibles, versus discounts on co-insurance), insured individuals,
federal program beneficiaries and other individuals who are not automatically
eligible for Financial Assistance/Charity Care hereunder but who demonstrate
medical indigence or other financial need, may receive a Financial
Assistance/Charity Care discount in similar or different amounts as are available
to Uninsured Patients under this policy, as determined appropriate under the
circumstances by RHC Patient Financial Services.

3.3.2
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Discounts for Uninsured, Medically Indigent Patients. Uninsured Patients whose
household income is greater than four hundred percent (400%) of the Federal Poverty

Level or who do not meet the automatic eligibility criteria set forth in Section 5 below,
will nevertheless be eligible to receive a financial assistance/charity care discount based
on a determination of medical indigence, by virtue of having medical bills from an RHC
hospital in an amount equal to or greater than fifteen percent (15%) of their household
income and available assets. Such Financial Assistance/Charity Care discount for
uninsured higher income but medically indigent patients shall be one that is reasonable in
relation to the individual patient's household financial circumstances and the health status
of the patient and other family members.

Eligibility for Financial Assistance Programs

5.1  Automatic Eligibility: Cook County and Adjacent County Residents and Patients
Needing Emergencv Medical Care. In order to best serve the needs of the low-
income and medically underserved members of their respective communities,
RHC hospitals' Financial Assistance/Charity Care and other Financial Assistance
Programs (other than the RHC uninsured discount, which will be available to all
patients irrespective of residence) will be automatically available to all residents
(regardless of citizenship or immigration status) of Cook County and those
portions of any adjacent counties that are within a hospital's service area, subject
to a determination of financial need or other eligibility requirements. In addition,
all RHC hospitals will provide financial assistance/charity care discounts to
eligible patients in connection with hospital emergency department and other
medical services necessary to diagnose, treat or stabilize an emergency medical
condition.
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52  Patient Responsibilities. RHC hospitals may condition receipt of charitable
assistance under any Financial Assistance Program on a patient acting reasonably
and in good faith, by providing the hospital, within 30 days after the hospital's
request, with all reasonably-requested financial and other relevant information
and documentation needed to determine the patient's eligibility for assistance,
including cooperating with the hospital's financial counselors in applying for
coverage under governmental programs, such as Medicaid, accident coverage,
crime victims funds, and other public programs that may be available to pay for
health care services provided to the patient. In addition, an RHC hospital may, in
its discretion, choose not to provide Financial Assistance/Charity Care discounts
to voluntarily uninsured individuals who with other household members are at
least 50% owners of the business in which they work, if such business had gross
receipts in the prior tax year of an amount that is greater than $200,000.

53 Discretionary Extension of Financial Assistance. Each RHC hospital is
authorized to extend the availability of its Financial Assistance Programs to

residents of other Illinois counties, other U.S. states or foreign countries,
including travelers or out-of-town visitors, based on reasonable, standardized
criteria applicable to all patients of such hospital.

54 Conditions_of Discretionary Financial Assistance Program Participation. For

individuals other than those who are automatically eligible to participate in an
RHC Financial Assistance Program as set forth in Section 5.1 above, RHC
hospitals may, as they determine appropriate, condition the receipt of such
financial assistance on disclosure by the patient's immediate relatives, host family
or sponsoring organization of their financial information, sufficient to
demonstrate ability or inability to pay or contribute to the costs of care for their
relative or hosted guest The hospital may further condition any discretionary
grant of financial assistance on a contribution toward the costs of the patient's
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care and/or a guarantee of payment by such relatives, hosts or others (as
applicable), in the event the patient fails to qualify for coverage through
governmental or private insurance and the patient fails to pay the amounts for
which s/he is responsible. The hospital may also take into consideration the
availability of other options for the proposed patient to receive medical care.

6. Uninsured Patient Discounts
6.1 Charitable Need for Uninsured Patient Discount. RHC believes that a substantial

6.2

portion of uninsured individuals who seek hospital care are uninsured
involuntarily, due to financial need, and further, that because of their uninsured
status and inability to pay, many uninsured individuals delay or refrain from
seeking needed medical care. RHC also believes, based on the experience of its
hospitals in asking patients to apply for Financial Assistance/Charity Care
discounts, that due to privacy and other concems many uninsured individuals with
financial need will not provide sufficient information to enable RHC hospitals to
verify the existence of financial need.

RHC Charitable Uninsured Patient Discount. Therefore, as part of their
charitable commitment to the poor and underserved, RHC hospitals will provide a
discount on hospital charges to all Uninsured Patients, irrespective of residency,
location or any other criteria, equal to 25% of the hospital charge for which the
Uninsured Patient is responsible. If an Uninsured Patient also qualifies for a
discount under the hospital's Financial Assistance/Charity Care standards, the
amount of such discount will be applied to the patient's charge after application of
the uninsured discount. Such RHC uninsured patient discount will not apply to
any patient who qualifies for a discount under the Illinois Uninsured Patient
Discount Act. '
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6.3  Discount Under Illinois Uninsured Patient Discount Act. To the extent required
by law, RHC hospitals shall provide an alternative form of discount to uninsured
Illinois residents with gross family income of up to 600% of the Federal Poverty
Level, and the 25% uninsured discount methodology set forth above shall not
apply to any portion of such patients’ bill.

6.4  Eligibility for Additional Financial Assistance. Patients receiving a discount
based on uninsured status, whether under the RHC Charitable Uninsured
Discount or pursuant to the Illinois Uninsured Patient Act, shall be eligible for an
additional financial assistance described in this policy, pursuant to the eligibility
standards set forth herein.

7. Hospital Responsibilities for Communicating Availability of Financi
Assistance/Charity Care and Other Charitable Assistance Programs

7.1 Communicating Availability of Financial Assistance/Charity Care Discounts.

Each RHC hospital will maintain effective methods of communicating the
availability of Financial Assistance/Charity Care discounts to all patients, in
multiple appropriate media and in multiple appropriate languages. The
mechanisms that the Hospital will use to communicate the availability of
Financial Assistance/Charity Care will include, but are not limited to the
following;

7.1.1 Signage. Signs shall be conspicuously posted in the admission,
registration and other appropriate areas of the hospital stating that patients
may be eligible for Financial Assistance/Charity Care discounts, and
describing how to obtain more information, including identification of
appropriate hospital representatives by title. Such signs shall be prepared
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in English, Spanish, and any other language that is the primary language
of at least 5% of the patients served by the hospital annually.

Provision of Financial Assistance Materials to Uninsured Patients. RHC
hospitals will provide a summary of its Financial Assistance Programs and
a Financial Assistance application to all persons receiving hospital care
that it identifies as Uninsured Patients at the time of in-person registration,
admission, or such later time at which the patient is first identified as an
Uninsured Patient. For patients presenting in the Emergency Department,
all RHC hospitals will provide such Financial Assistance materials at such
time and in such manner as is consistent with their obligations under
EMTALA to assess and stabilize the patient before making inquiry of the

patient’s ability to pay.

Brochures. Brochures, information sheets and/or similar forms of written
communication regarding the hospital’s Financial Assistance/Charity Care
policy shall be maintained in appropriate areas of the hospital (e.g., the
Emergency Department, organized registration areas, and the Business
Office) stating in at least English, Spanish and Polish, that the hospital
offers Financia! Assistance/Charity Care discounts, and describing how to

obtain more information.

Website. Each RHC’s section of the Resurrection Heath Care website
must include: a notice in a prominent place that financial assistance is
available at the hospital; a description of the financial assistance
application process; and a copy of the RHC hospital financial assistance

application form.
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7.1.5 Billing Notices. Each RHC hospital shall include a note on or with the
Hospital bill and/or statement regarding the hospital's Financial
Assistance/Charity Care program, and how the patient may apply for
consideration under this program.

7.1.6 Financial Counselors. Each RHC hospital shall have one or more
financial counselors whose contact information is listed or provided with
other information concerning the hospital's Financial Assistance/Charity
Care discount program, who are available to discuss eligibility and other
questions concerning the program, and to provide assistance with
applications.

Communication with Patients Regarding Eligibility Determination for Financial
Assistance/Charity Care.

8.1  Notification of Determination. When an RHC hospital has made a determination
that a patient's bill will be discounted or adjusted in whole or in part based on a
determination of financial need, the hospital will notify the patient of such
eligibility determination, and that there will be no further collection action taken
on the discounted portion of the patient's bill.

8.2  Changes in Patient Financials Circumstances. Adverse changes on the patient’s
financial circumstances may result in an increase in any Financial
Assistance/Charity Care discount provided by the hospital. Under no condition,
however, would adverse or other changes in a patient’s financial circumstances
affect the hospital’s continuation of any ongoing treatment during an episode of
care.
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9. Application of Financial Assistance/Charity Care Determination to Past-Due Bills.
When a patient has been granted a discount on his or her bill under the hospital’s

Financial Assistance/Charity Care program, the hospital will automatically apply a
similar discount or adjustment to all other outstanding patient bills. The hospital will
advise the patient of such adjustment of prior accounts, and that the hospital will forego
any further attempted to collect the amounts written off on such accounts.

10.  Updating Prior Financial Need Determinations

10.1 Effective Time of Financial Assistance Qualification Determination. A
determination of a patient’s household income in connection with the patient’s
qualification for any form of Financial Assistance under this Policy will remain in
effect the patient’s entire episode of care, provided that if an episode of care
continues for more than thirty (30) days, the hospital may request the patient to
re-verify or supplement household income information or other eligibility
information as the hospital reasonably deems appropriate, including cooperating
with the hospital financial counselor to re-evaluate the patient’s potential
eligibility for coverage under Medicaid or other governmental programs and for
the hospital’s Financial Assistance/Charity Care program.

10.2 Re-Verification Within Six Months. When a patient (or the member of the
household of a patient) who has received a determination of financial need under
an RHC hospital's Financial Assistance/Charity Care program subsequently
receives or applies for care from the same or any other RHC hospital more than
30 days but less than 6 months later, the hospital shall request appropriate
mformation necessary to update the patient's or prospective patient's Financial
Assistance/Charity Care application and re-verify the prior financial need _
determination. Hospital Financial Counselors will work with the patient to make
the updating process as convenient as possible while assuring accuracy of
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information. The hospital shall consider the patient's (or prospective patient's)
eligibility for Financial Assistance/Charity Care based on current income and
assets, and other objective information obtained by the hospital relating to
financial need, such as credit reports, new W-2s, tax returns or other data.

10.3 New Application Requirements. If more than six (6) months has expired since a
patient’s Financial Assistance eligibility determination, the patient must submit a

new Financial Assistance application.

Financial Assistance/Charity Care Determinations Required Prior to Non-Emergency

Services. RHC hospitals will make all reasonable efforts to expedite the evaluation of
patients for eligibility for coverage under governmental programs and otherwise for
Financial Assistance/Charity Care. Such evaluations must generally be made by an RHC
hospital prior to provision of non-emergency hospital services. Persons who have come
to a RHC hospital emergency department seeking care for a potential emergency medical
condition will first receive a medical screening exam conducted in compliance with the
Emergency Medical Treatment and Active Labor Act, as amended (EMTALA) and all
care needed to stabilize any emergency medical condition, prior to an evaluation for
coverage eligibility under governmental programs or Financial Assistance/Charity Care.

Staff Training and Understanding of Hospital Financial Assistance/Charity Care Program

12.1  General Program Knowledge. Employed staff of each RHC hospitals shall be
trained, at the levels appropriate to their job function, with respect to the
availability of the Financial Assistance/Charity Care discount program offered by
such hospital for the benefit of poor and underserved members of such hospital's

community.
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12.2

12.3

Specific Program Knowledge. Hospital staff who regularly interact with patients,
including all staff in each hospital’s Patient Financial Services, Patient Access
and Registration departments will understand the hospital’s Financial
Assistance/Charity Care discount program, and be able to either accurately
answer questions or direct questions regarding such programs to financial
counselors or other contact persons.

Annual Training, All Patient Financial Services and Access department staff, and
other applicable staff shall attend an annual in-service on the RHC hospital
Financial Assistance/Charity Care discount program for RHC hospitals, which
will be prepared and supervised by the RHC Finance Division, in consultation
with the RHC Office of Legal Affairs, the System Compliance Officer and
hospital senior management.

Collection Activity

13.1

13.2

General. All RHC hospitals shall engage in reasonable collection activities for
collection of the portions of bills for which patients are responsible after
application of any Financial Assistance/Charity Care discount, uninsured patient
discount, insurance allowances and payment and other applicable adjustments.

Cessation of Collection Efforts on Discounted Amounts. No RHC hospital will
engage in or direct collections activity with respect to any discounts on health
care charges provided as a result of a determination of eligibility under the
hospital's Financial Assistance/Charity Care program, unless it is later determined
that the patient omitted relevant information relating to actual income or available
assets, or provided false information regarding financial need or other eligibility
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criteria. Balances remaining after financial assistance discounts are applied will
be subject to reasonable collection activity, consistent with this Policy.

13.3  Use of Reasonable I egal Processes to Enforce Patient Debt Reasonable legal

process, including the garnishment of wages, may be taken by any RHC Hospital
to collect any patient debt remaining after any adjustment or discount for
Financial Assistance/Charity Care, uninsured status or other reason, under the
following circumstances:

13.3.1 For Uninsured Patients:

The hospital has given the patient the opportunity to assess the
accuracy of the hospital's bill;

The hospital has given the Uninsured Patient the opportmnty to
apply for Financial Assistance/Charity Care and/or (a) a reasonable
payment plan, or (b) a discount for which the patient is eligible
pursuant to the Illinois Patient Uninsured Discount Act;

The hospital has given the Uninsured Patient at least 60 days after
discharge or receipt of services to apply for Financial
Assistance/Charity Care;

If the patient has indicated, and the hospital is able to verify, that
the patient is unable to pay the full amount due in one payment, the
hospital has offered the patient a reasonable payment plan;

If the hospital and patient have entered into a reasonable payment
plan, the patient has failed to make payments when due; and

There is objective evidence that the patient's household income
and/or assets are sufficient to meet his or her financial obligation
to the hospital.
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13.3.2 For Insured Patients:

. The hospital has provided the patient the opportunity, for at least
30 days after the date of the initial bill, to request a reasonable
payment plan for the portion of the bill for which the patient is
responsible;

. If the patient requests a reasonable payment plan, and fails to agree
to a plan within 30 days after such request; and

. If the hospital and patient have entered into a reasonable payment
plan, the patient has failed to make payments when due.

Residential Liens. No RHC hospital will place a lien on the primary residence of
a patient who has been determined to be eligible for Financial Assistance/Charity
Care, for payment of the patient's undiscounted balance due. Further, consistent
with long-standing RHC policy, in no case will any RHC provider execute a lien
by forcing the sale or foreclosure of the primary residence of any patient to pay
for any outstanding medical bill.

No Use of Body Attachments. In accordance with long-standing practice, no
RHC hospital will use body attachment to require any person, whether receiving
Financial Assistance/Charity Care discounts or not, to appear in court.

Collection Agency Referrals. RHC hospitals will ensure that all collection
agencies used to collect patient bills promptly refer any patient who indicates
financial need, or otherwise appears to qualify for Financial Assistance/Charity
Care discounts, to a financial counselor to determine if the patient is eligible for
such a charitable discount.
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HEALTH CARE SYSTEM
The proposed change of ownership will not restrict the use of other area facilities,
nor will it have an impact on other area providers. 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, St. Elizabeth’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 St. Elizabeth’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 St. Elizabeth’s

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

Other Facilities Within the Acquiring Co-Applicants’ Health 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 St. Elizabeth’s Hospital to each of the other hospitals in the

Health Care System.

Proximity of Saint Elizabeth's Hospital (1431 North Claremont Street Chicago) to:

Miles
Saint Francis Hospital 355 Ridge Avenue Evanston 8.9
St. Elizabeth’s Hospital 7435 W. Talcott Avenue Chicago 11.2
Saint Joseph Hospital 2900 N. Lake Shore Drive Chicago 4.8
Qur Lady of Resurrection Med. Ctr. 5645 West Addison Street  Chicago 8.1
Holy Family Medical Center 100 North River Road Des Plaines 19.5
Provena United Samaritans Med. Ctr. 812 North Logan Street Danville 140.6
Provena Covenant Medical Center 1400 West Park Avenue Urbana 141.7
Provena Mercy Medical Center 1325 N. Highland Avenue Aurora 38.8
Provena Saint Joseph Hospital 77 North Airlite Street Elgin 43.8
Provena Saint Joseph Medical Ctr. 333 North Madison Street Joliet 44
Provena St. Mary's Hospital 500 West Court Street Kankakee 63.2

Source: MapQuest, 02/22/2011

Minutes
28
18
15
18
29

172
151
54
63
58
77

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 individual facilities, and those

documents are attached.

Referral Agreements

Copies of St. Elizabeth’s Hospital’s current referral agreements related to IDPH

“categories of service” not provided directly by the hospital are attached. It is the intent
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of the applicants to retain all of St. Elizabeth’s Hospital’s referral agreements, and each
provider with which a referral agreement exists will be notified of the change of
ownership. Each of the existing referral agreements will continue in their current form
until those agreements are revised and/or supplemented, 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 driving time and distance between St. Elizabeth’s

Hospital and each hospital with which SEH maintains a referral agreement.

Referral Site Service Miles* Minutes*

Children's Memaorial Hospital

2300 Children's Plaza Chicago pediatrics 34 11
Northwestern Memorial Hospital

320 East Huron Street Chicago spinal cord services 41 11
John H. Stroger, Jr. Hospital

1835 West Harrison St. Chicago neonatology 25 8

pediatrics 25 8
*MapQuest (unadjusted) March 3, 2011

Duplication of Services

As certified in this application, the applicants fully intend to retain St. Elizabeth’s
Hospital’s clinical programmatic complement for a minimum of two years. An initial
evaluation of the clinical services provided by St. Elizabeth’s Hospital 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 provided in the
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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, St. Elizabeth’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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Hospital Profile - CY 2009 Resurrection Medical Center Chicago Page 1

Ownership, Management and General Information Patients by Race Patients hy Ethnicity
ADMINISTRATOR NAME:  Sister Donna Marie C.R, White 90.7% Hispanic or Latino: 2.4%
ADMINSTRATORPHONE  773-792-5153 Black 1.7% Not Hispanic or Latino: 92.0%
OWNERSHIP: Resurrection Medical Center American Indian 0.0% Unknown: 5.5%
OPERATOR; Resurrection Medical Center Asian 1.7%

ID ! 197
MANAGEMENT: Mot for Profit Corporation Hawalian/ Pacific 0.3% H:: Number. 4
CERTIFICATION: None Unknown: 5.5% A-01
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 7435 West Talcott Avenue CITY: Chicago  COUNTY: Suburban Cook (Chicago)
Facility Utilization Data by Category of Service
Authorized  Peak Beds Average Average CON Staff Bed
- CONBeds  Setupand Peak Inpatfent Observation |ength  Daily Qccupancy Occupancy
Cli Seryice 12131/2009 Staffed Census Admissions  Days Days  ofStay Census 1213172008 Rate %
Medical/Surgical 214 225 190 11,399 53,786 2,330 49 154.3 721 68.6
0-14 Years 0 0 ,
15-44 Years 835 2,851
45-64 Years 2,406 10,186
65-74 Years 2,188 10,249
75 Years + 5,970 30,500
Pediatric 17 18 8 230 455 18 2.1 13 76 7.2
Intensive Care 41 30 30 2,838 8,856 0 3.4 243 59.2 80.9
Direct Admission 1,760 5510
Transfers 1,078 3,346
Obstetric/Gynecology 23 3 3 1,053 2,466 64 24 6.9 30.1 224
Matemity 1,003 2,385
Clean Gynecology 50 81
Neonatal 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 00 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental liiness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 65 61 59 1,370 17,925 0 134 48.1 75.6 80.5
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 1] 0
Facility Utllization 360 16,812 83488 2,612 54 235.9 65.5
{Includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medicaid Other Public  Private Insurance Private Pay  Charity Care Totals
62.0% B.6% 0.1% 26.9% 1.0% 1.4%
Inpatients 9805 1360 13 4253 161 220 15,812
39.2% 16.0% 0.1% 42.7% 22% 0.8%
Outpatients 62394 23859 137 67967 3551 1337 159,245
Financial Year Reported: TH12008 to 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Charl Total Charity
, . X arfty Care Expense
Medicare Medicaid Othet Public  Private insurance  Private Pay Totals Care 1,860,616
Inpatient 65.7% 4.3% 0.0% 28.6% 1.4% 1000% Expense Totals: Chard
Revenue {§) 127,765641 8,348,003 0 55727368 2769114 194610216 1195049 | ‘oo s ot ne
Outpatient 26.9% 6.1% 0.0% 64.8% 2.3% 100.0% Net Revenue
Revenue ( $) 22,872,910 5210,335 0 55,408,624 1,926,915 85,518,984 674 466 0.7%
Birthing Da Newbom Nursery Utilization Organ Transpiantation
Number of Tofai Births: 1,038 Level 1 Patient Days 1,664 Kidney: 0
Number of Live Births: 1,026 Level 2 Patient Days 1,653 Hea n,y' 0
Birthing Rooms: 0 Level 2+ Patient Days - 90 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 3,407 Heart/Lung: 0
Dellvery 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 Outpaﬁerlt Studies 438.246 Total: 0
CSections Performed: 312 Studies Performed Under Contract 88,504
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HOSPITAL PROFILE - CY 2009 Resurrection Medical Center Chicago Page 2
Surgery and Operating Room Utilization
Surgical Special Operating Rooms Surgical Cases Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total inpatient Outpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 2 2 561 101 1886 13 2017 34 1.3
Dermatology 0 0 0 0 0 0 0 ] 0 0.0 0.0
General 0 0 8 9 1066 993 1845 1092 2937 1.7 1.1
Gastroenterology 0 0 0 0 0 0 0 ] 0 0.0 0.0
Neurology 0 0 0 0 318 44 1060 93 1153 33 2.1
OB/Gynecology ] 0 ] 0 243 625 565 526 1091 23 0.8
OraliMaxillofacial ] 0 ] 0 6 28 18 76 94 3.0 2.7
Ophthalmology 0 o ] 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 ] 0 ] 0 80 336 164 n 535 1.8 1.1
Plastic Surgery 0 0 0 0 13 60 22 83 105 1.7 1.4
Podlatry 0 0 ] 0 53 74 70 125 195 13 1.7
Thoracic 0 0 0 0 179 16 435 24 459 2.4 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 Statlons 12 Stage 2 Recovery Stations 20
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Surgieal Hours Hourg per Case
Procedure Type Inpaient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Qutpatient
Gastrointestinal ] 0 5 5 1579 3774 970 2519 3489 0.6 0.7
Laser Eye Procedures 0 2 0 2 0 16 0 10 10 0.0 0.6
Pain Management 0 0 4 4 191 6576 143 4932 5075 0.7 0.8
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Muttipurpose Non-Dedjcated 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 0.0
Cardiac Catheterization Labs Cardiac 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 Interventionat Gathetertzation (15+) 813
Emergency/Trauma Care EP Catheterizations (15+) 566
Ceriified Trauma Center by EMS O )
Level of Trauma Service Level 1 Level2 Total CardiaccSaurrdgtear:rSCt;sees: e 215
Operating Rooms Dedi-ca‘ted for Trauma Care 0 i:::f}?; (i)ce-ag;:dar;l)éer): ) 12
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
performed of total Cardiac Cases : 147
Emergency Service Type: Comprehensive . N
Number of Emergency Room Stations 21 Total omauent%ﬁ{:mew 159,245
. 0 1
Perrs.o ns Trea.t ed by Emesgency Services. 38,300 Qutpatient Visits at the Hospitalf Campus: 159,245
Patients Admitted from Emergency: 9,625 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 38,300
Diagnostic/interventional Equipment Examinations adiation Equipment Therapiaes!
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 9 0 33176 30,020 Lithotripsy 0 0 0
Nuclear Madicine 5 0 3,504 5,520 Linear Accelerator 1 1] 4907
Mammography 2 0 19 19,164 Image Guided Rad Therapy 1 0 5108
Ultrasound J 0 6,240 11,421 Intensity Modulated Rad Therap 0 0 0
Diagnastic Angiography 0 0 0 0 High Dose Brachytherapy 1 0 73
Interventional Angicgraphy 0 0 0 Proton Beam Therspy 0 0
Positron Emission Tomography (PET) 1 0 8 724 Gemma Knife 0 0 0
Computarizad Axial Tomography (CAT) 3 0 12,006 18,683 ) 0
Megnetic Resonance Imaging 2 0 2,390 5,544 Cyber knife 0 0 0

RTTACHNTRTTOC

Source: 2009 Annual Hospitat Questionnaire, lflinois 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 Lafino: 7.4%
ADMINSTRATOR PHONE  847-316-2353 Black 23.5% MNot Hispanlic or Latino: 75.9%
OWNERSHIP: Saint Francls Hospital American Indian 0.3% Unknown: 16.7%
OPERATOR: Saint Francis Hospital Asian 4.0%

MANAGEMENT: Not for Profit Corporation Hawaiian/ 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
e e ————— R —
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
) . CON Beds Setup and Peak inpatient Obscrvation |ength Dally Occupancy Occupancy
¢l = 8 . £e 12/31/2009 Staffed Census  Admissions Days Days of Stay Census 12/31/2009 Rate %
Medical/Surgical 206 157 135 5,662 28,734 4,032 58 89.8 436 57.2
0-14 Years 0 0
16-44 Years 889 3318
45-64 Years 1,741 8300
65-74 Years 1,151 6,180
75 Years + 1,881 10,926
Pediatric 12 12 6 283 636 211 3.0 23 19.3 193
Intensive Care 35 35 32 2,280 7775 83 34 215 61.5 61.5
Direct Admission 1,678 5,840
Transfers 602 1,935
Obstetric/Gynecology 18 12 12 850 2,148 152 27 6.3 35.0 52.5
Matsrnity 714 1,862
Clean Gynecology 136 286
Neonatal 0 0 0 0.0 0.0 0.0 0.0
Long Tenn 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 lllness 0 0 0 0 0 ] 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 0 a 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
Dedcatod Observation 0 0

Facility Utilization 271 8,473 39,293 4,480 52 1199 443
{Includes CU Direct Admissions Oniy)

Inpatients and Outpatients Served by Payor Source

Medicare Medicald 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 8,473
27.5% 20.1% 0.0% 20.3% 30.9% 1.2%
Outpatients 32308 23689 0 23907 36315 1404 117,633
Financial Year Reported: 7/1/2008 ro 6/30/2009 Inpatient and Outpatient Net Revenue by Payor Source Charf Total Charfty
" ty Care Expense
Medicare Medicaid Other Pubfic  Private Insurance  Private Pay Totals Care 2.344.304
Inpatient 47.8% 23.1% 0.0% 26.0% 3.1% 1000% Expense To ‘a:,s oha iy
R $ - Lhan
evenue { $) 52,034,979 25,140,397 0 28,361,084 3,385,602 108,922,062 1,883,268 | ooroaor 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%
B’!! _lj!lrlg Dag Newbo| ursery Utilization Oman Tmnsalanhﬁon
Number of Total Births: 721 Level t Patient Days 1,729 Kidney: 0
Number of Live Births: 710 Level 2 Patient Days 660 He art-yl 0
Birthing Rooms: 0 Level 2+ Patient Days 24 Lung: 0
Lab.or Rooms: 0 Total Nursery Patientdays 2413 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: o
Labor-Delivery-Recovery Rooms: 0 Laboratory Studjes Lver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 18 Inpatient Studies 402,225 )
C-Section Rooms: 2 Outpatient Studies 229,844 Totat: 0
CSections Performed: 175 Studies Performed Under Contract 7672

* Note: On 4/22/2008, Board approved the voluntary reduction of 104 beds within Medical Surgical, Pediatric, Ob-Gyn and ICU categories of service. The
tota! bed count for the facility is 271 beds.
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HOSPITAL PROFILE - CY 2009 Saint Francis Hospital Evanston Page 2
Surngery and Operating Room Utifization
Surgical Speclalty Qperating Rooms Surgical Cases Surgicat Hours Hours per Case
Inpatient Outpatient Combined Total Inpatient OQuipatient  inpatient OQutpatient Total Hours Inpatient Qutpatient
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
Gastroenterology 0 0 2 2 0 ] ] 0 0 0.0 0.0
Neurclogy 0 0 i 1 78 8 244 13 257 34 1.8
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 0.0 0.0
Ophthatmology 0 0 2 2 22 744 24 584 608 1.1 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 a2 94 176 36 1.7
Podiatry 0 0 0 0 9 92 12 121 133 1.3 1.3
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urology 0 0 2 2 141 147 223 129 as2 15 0.9
Totals 0 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 Utfization
Procedure Rooms Surgical Cases Surgleal Hours Hours per Case
Procedure Type Inpatient Qutpatient Combined Total Inpatient Outpatlent Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 3 3 808 1830 616 1427 2043 08 0.8
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Pain Management 0 0 1 1 21 542 20 351 37 1.0 06
Cystoscopy 0 0 2 2 113 132 130 113 243 12 09
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 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 836
Cath Labs used for Angicgraphy procedures 0 Diagnostic Catheterizations (0-14) 0
Pedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 524
Dedicated interventional Catheterization 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 Cardiac S Data
. ardiac Surgery
Level of Trauma Service Lf\;z:: Le‘v-e.l. 2 Total Cardiac Surgery Cases: 75
Operating Rooms Dedicated for Trauma Care 2 Pediatric (0 - 14 Years): 0
Number of Trauma Visits: 851 Adult (15 Years and Older): 75
Patients Admitted from Trauma 491 Coronary Artery Bypassr Grafts (CABGs)
) performed of total Cardiac Cases : 63
Emergency Service Type: Comprehensive . X
Number of Emergency Room Stations 20 _ Outpatient Service Data
Persons Treated by Emergency Services: 34,500 Total Outpalient Visits ) 117,633
. . . Outpatient Visits at the Hospital/ Campus: 106,748
Patients Admitted from Emergency: 5,956 Outpatient Visits Offsite/off campus 10.885
Total ED Visits (Emergency+Trauma): 35,361 !
Examinations Radiation Equipment, Therapies/

Dlagnostic/interventional Equipment

Owned Confract Treatments

Owned Conftract Inpatient Ouipatient

General Radiography/Fluoroscopy 4 0 13,559 29471 Lithotripsy 0 0 0
MNuclear Medicine 2 0 1,028 2,280 Linear Accelerafor 1 0 119
Mammography 3 0 0 10,623 image Guided Rad Therapy ] 0 0
Ultrasound 4 0 1473 4,435 Intensity Modulated Rad Therap 1 0 74
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventions! Ang.'ogmphy 0 0 0 Proton Beam Therapy 1) 0
Positron Emission Tomography (PET) 0 1 0 128 Gamma Knife 0 0
Computerized Axial Tomography (CAT) 2 0 2,988 18,677 ) 0 0

1 0 897 2,119 Cyber knife o 0 0

Magnetic Resonance Imaging

Source: 2009 Annual Hospital Questionnaire, [llincis Department of Public Health, Health Systems Development. All




Hospital Profile - CY 2009 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 Latino: 85.9%
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 Hawaiian/ Pacific 0.0% IDPH Number: 2584
CERTIFICATION: None Unknown: 52.0% HPA A-02
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 2233 West Divison Street CITY: Chicago COUNTY: Suburban Gook (Chicago)
A s e i =
Facility Utilization Data by Cateqory of Service
Authorized  Peak Beds Average Average CON Staff Bed
o i CON Beds Setup and Peak Inpatient Observation |ength  Dally Occupancy QOccupancy
Clinical Service 12/31/2008  Stafed  Census Admissions  Days Days  ofStay Census  12/31/2008 Rate %
Medical/Surgical 186 186 152 10373 48081 3623 50 1417 76.2 76.2
0-14 Years 10 20
15-44 Years 2528 8,045
45-64 Yoars 3,883 17,282
65-74 Years 1,831 9,616
75 Years + 2121 13,118
Pediatric 14 14 14 925 2,002 535 2.8 72 51.4 514
Intensive Care 32 32 30 2,010 1,979 5 40 21.9 68.4 68.4
Diract Admission 1,204 4536
Transfers 806 3443
Obstetric/Gynecology 20 20 20 2,199 5113 235 24 14.7 733 733
Matornity 2,193 5103
Clean Gynecology 6 70
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 Hiness 120 120 120 3,968 34,495 0 8.7 945 788 78.8
Rehabilitation 15 15 15 325 3,847 0 11.8 10.5 703 70.3
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Qbservation 0 0
Facility Utilization 387 18,994 101,607 4,398 56 2904 750

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

Medicare Medicald Cther Fublic Private Insurance Private Pay  Charily Care Totals
34.1% 42,9% 0.0% 18.8% 2.1% 21%
Inpatients 6478 8142 8 3562 402 402 18,994
20.6% 42.5% 0.1% 30.7% 3.3% 2.8%
Outpatients 33067 58075 170 49228 5270 4524 160,335
Financiol Year Reported: 7/1/2008 1o 6/30/2009 inpatient and Outpatient Net Revenue by Payor Source Chari Total Charity
Medi . 1 arity Care Expense
edicare Medicaid Other Public  Private Insurance  Private Pay Totals Care 2662 595
Inpatient 36.8% 34.8% 0.0% 18.9% 9.5% 10005, Expen=e Tofﬂ.IS' f:‘harl
Revenue () 64,870,370 61,419,970 0 33,285,730 16,816,201 176,302,271 1,394,829 .. o O;"
Outpatient 16.6% 32.9% 0.0% 31.8% 18.7% 100.0% Net Revenue
Revenue { §) 11,265,066 22,276,179 0 21,509,882 12,633,284 67,684 411 1,267,966 1.1%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 2,014 Level 1 Patient Days 3,691 Kidney: 0
Number of Live Births: 2,004 Level 2 Patient Days 0 Heart'y- 0
Birthing Rooms: 0 Level 2+ Patient Days 1,409 Lung: 0
Labor Rooms: 0 Tota! Nursery Patientdays 5,100 HeartLung: 0
Delivery Rooms: 0 . Pancreas: o
Labor-Delivery-Recovery Rooms: 8 ‘ Laboratory Studies Liver: . 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 641,498 :
C-Section Rooms: 2 Outpatient Studies 251,694 Total: 0
CSections Performed: 544 Studies Performed Under Contract 3466
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HOSPITAL PROFILE - CY 2009 Saint Mary Of Nazareth Hospital Chicago Page 2
Surgery and Operating Room Utilization
Suralcal Specialty Operating Rooms | Surgical Cases Surgleal Hours Hours per Case
Inpatient Oufpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Qutpatient
Cardiovascular 0 0 1 1 843 87 2000 135 2135 2.4 186
Dermatology 0 0 0 0 a 0 0 0 0 0.0 0.0
General 0 0 6 6 963 704 1561 767 2328 16 1.1
Gastroenterology 0 0 0 0 5 15 7 9 16 14 06
Neurology 0 0 0 0 156 3 589 7 596 38 23
OB/Gynecology 0 0 0 0 519 499 744 403 1147 14 08
Oral/Maxillofacial 0 0 ] 1] 9 9 9 18 27 1.0 20
Ophthalmology 0 0 0 0 2 149 4 229 233 2.0 1.5
Orthopedic 0 0 0 0 325 62 637 217 854 20 1.3
Otolaryngology 0 0 0 0 70 99 66 109 175 0.9 1.1
Plastic Surgery 0 0 0 0 20 9 44 19 63 22 2.1
Podiatry 0 0 0 0 103 125 93 17 264 0.9 1.4
Thoracic 0 0 0 0 173 25 297 17 314 1.7 0.7
Urology 0 0 1 1 324 298 447 300 747 1.4 1.0
Totals 0 0 a ] 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
Progedurs Rooms Surgical Cases Sur ours Hours per Case
du e Inpatient Outpatient Combined Total Inpatient OQutpatient Inpatient Ouipatient Total Hours Inpatlent Outpatient
Gastrointestinal 0 0 3 3 1767 3958 628 1534 2162 0.4 0.4
Laser Eye Procedures 0 1] 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 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 0.0
Cardijac _Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 1,438
Cath Labs used for Anglography procedures 0 Dlagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 852
Dedicated Interventional Cathetenzation Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 268
Emergency/Trauma Care EP Catheterizations (15+) 318
Certified Trauma Center by EMS [l .
Level of Trauma Service Le-\.r-e'l ! Le-v-e! 2 Total CardiaCC:Sirri;;i:;SC::sei: : 75
. - Pediatric (0 - 14 Years): 0
Operating Rooms Dedl.cated for Trauma Care 0 Adult (1 S(Years and OI) der): 75
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
performed of total Cardiac Cases : 61
Emergency Service Type: Comprehensive . o
Number of Emergency Room Stations H Total Outpat t%ﬂfﬂﬁm 160.335
e utpatient Visi )
Perjs.ons Trea't ed by Emergency Se'rvnces. 57,393 Outpatient Visits at the Hospital/l Campus: 160,335
Patients Admitted from Emergency: 11,663 o . -
X utpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma). 57,393
Diagnostic/interventional Equipment Examinations Radiation Eguipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 8 0 15,826 37,232 Lithotripsy 1 1 &
Nuclear Medicine 3 0 1,871 2,905 Linear Accelerator 0 124
Mammography 1 0 23 4,690 Image Guided Rad Therapy 0 0 0
Ultresound 4 0 3416 16,042 Intensity Modulated Rad Therap 0 0 0
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 (FET) 0 0 0 0 Gamma Knifa 0 0 0
Computarized Axial Tomography (CAT) 2 0 4,168 18,333 . 0
Megnetic Rescnance Imaging 1 0 1,315 2,749 Cyber knife 0 ¢ 0
X TTXCINVENT Y —

Source: 2009 Annual Hospital Questionnalre, lllinois 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  773-665-3972 Black 18.6% Not Hispanic or Latino: 84.2%
OWNERSHIP: Saint Joseph Hospital American Indian 0.1% Unknown: 8.2%
OPERATOR: Saint Joseph Hospital Asian 3.9%
MANAGEMENT: Not for Profit Corporation Hawalian/ Pacific 0.5% IDPH Number: 2493
CERTIFICATION: None Unknown: 8.2% HPA A-01
FACILITY DESIGNATION:  General Hospital _ HSA 5
ADDRESS 2900 North Lake Shore Drive 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 Inpatient Observation |ength  Daily Qccupancy Occupancy
Clinjcal Service 121312008 Staffed Census Admissions  Days Days of Stay Census 1203112008 Rate %
Medical/Surgicat 219 186 186 7,862 36,064 2,485 4.9 105.6 48.2 56.8
0-14 Years 1 8
15-44 Years 1,901 9,333
45-54 Years 2,550 11,585
65-74 Years 1,060 4,252
75 Years + 2,350 10,878
Pediatric " 7 7 293 754 137 3.0 2.4 222 349
Intensive Care 23 21 21 1,587 6,734 65 43 186 81.0 8a7
Direct Admission 696 3,753
Transfars 891 2,981
Obstetric/Gynecology 23 23 23 1,925 4,453 103 24 12.5 543 543
Maternity 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 8.2 16.4 63.2 63.2
Swing Beds 0 0 0.0 0.0
Acute Mental Hiness 35 34 34 1 ,312 9,266 1 71 254 725 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 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 0
Facility Utilization 60 13,188 67,634 2,791 53 1929 53.6
{Includes ICL Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicaid Other Public Private insurance Private Pay  Charity Care Tofals
435% 16.2% 0.2% 31.T% 1.2% 1.1%
Inpatients 5747 2142 22 4972 161 144 13,188
25.2% 15.8% 0.1% §2.9% 5.1% 1.0%
Outpatients 47383 29662 158 99559 9558 1871 188,191
Financial Year Reported: 7/1/2008 to 613012009 Inpatient and Outpatient Net Revenue by Payor Source Charl Total Chanty
L anity Care Expense
Medicare Medicaid Other Publlc  Private insurance  Private Pay Totals Care
Expense 1,487,626
Inpatient 46.8% 13.9% 0.0% 38.8% 2.5% 100.0%
Revenue ($) 64,832,024 19,290,122 0 51,002,179 3520673 138,644,998 652,789 | Tomale: Chanity
' 1 L ] ] 7 1 + ) ) 1 Care as % of
Outpatlent 16.1% 36% 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 Newbom Nursery Utilization Orqan Transolantation
Number of Total Births: 1,837 Level 1 Patlent Days 2,892 Kidney: 0
Number of Live Births: 1833 Level 2 Patient Days 199 Hea rt-y. 0
Birthing Rooms: 0 Level 2+ Patlent Days 2,812 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 5903 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 1 Laboratory Studies Lver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 17 inpatient Studies 434,758 :
C-Secion Rooms: 2 Oul‘paﬁent Studies 111,988 Total: 0
CSections Performed: 557 Studies Performed Under Contract 4,512

* 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 Operating Room Utilization
Surdical Speciatty Operating Reoms Surgical Cases Surgical Hours ou Case
Inpatient Qutpatient Combined Total Inpatient Qutpatient Inpatient Outpatient Total Hours Inpatient Oufpatient
Cardiovasculfar 0 0 1 1 265 136 765 254 1019 29 1.9
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 10 10 603 718 1656 1357 3013 27 1.9
Gastroenterology 0 0 0 0 22 1 25 1 26 1.4 1.0
Neurology 0 0 0 0 74 21 276 55 h ]| 37 25
OB/Gynecology 0 0 0 0 280 450 856 729 1585 34 1.6
OraifMaxillofacial 0 o 0 0 4 1 6 1 7 1.5 1.0
Ophthalmology 0 0 0 0 2 987 5 1241 1246 25 13
Orthopedic 0 0 0 0 362 837 920 1487 2407 25 1.8
Otolaryngology 0 0 0 0 66 776 92 998 1090 1.4 1.3
Plastic Surgery 0 0 0 0 39 33 267 1095 1362 6.8 3.3
Podiatry 1] 0 0 0 30 241 51 445 496 1.7 1.8
Thoracic 0 0 0 o 40 1 135 20 155 34 1.8
Urology 0 0 1 1 133 339 212 473 885 1.6 14
Totals 0 0 12 12 1820 4849 5266 8156 13422 2.7 17
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations g
Dedicated and Non-Dedicated Procedure Room Utilzation
oced 00| S | Cases Surgf 8 Hours per Case
Procedure Type Inpatient Qutpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrolntestinal 0 0 4 4 736 3738 879 4219 5098 1.2 1.1
Laser Eye Procedures 0 0 1 1 1 133 3 117 180 30 13
Paln Management 0 0 1 1 225 954 262 534 797 1.2 06
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 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondadicated fabs): 2 Total Cardiac Cath Procedures: ge2
Cath Labs used for Angiography procedures 1 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 587
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations {0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 285
EmergencyTrauma Care EP Catheterizations (15+) 15
Certified Trauma Center by EMS g i
Level of Trauma Service Le.v-e.l 1 Le_v_e! 2 Total Car diacw "
. Pediatric (0 - 14 Years}). 0
Operating Rooms Decﬁ.ca-ted for Trauma Care 0 Adult (1 S(Years and Ol)der): 64
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Goronary Artery Bypass Grafts (CABGs)
performed of total Cardiac Cases : 53
Emergency Service Type: Comprehensive N
Number of Emergency Room Stations 14 Tota Oumatient:ﬂl‘:;—mﬁm 18811
. o1al ]
Persons Treated by Emergency Services: 20.131 Outpatient Visits at the Hospital/ Campus: 160,748
Patients Admitted from Emergency: 331 Outpatient Visits Offsite/off campus 27 443
Total ED Visits (Emergency+Trauma): 20,131 '
Diagnostic/nteryentionat Equipment Examinations Radiation Equipment, Therapies/
Owned Contract [npatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 17 p 12155 22888 Lithotripsy 0 0 0
Nuclear Medicine 4 0 611 1,114 Linear Accelerator 1 0 167
Marnmography 3 0 0 8,837 Image Guided Rad Therapy 0 0 0
Ulirasound 7 0 2,986 11,466 Intensity Modulated Rad Therap 1 0 g
Diagnostic Anglography 0 0 0 0 High Dose Brachytherapy 1 0 16
Interventional Angiography 0 0 0 Proton Beam Therapy o 0 0
Fositron Emission Tomography (PET}) 0 1 0 391 Gamma Knife 0 0 0
Computenzed Axial Tomography (CAT) 1 )] 3,399 9,644 .
Magnstic Resonance Imaging 1 0 1,922 2478 Cyber knife 0 0 0
2T TacmeENT-re e

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

Hospital Profile - CY 2009 St. Elizabeth's Hospital
Ownership, Management and General Information

Patients by Race

ADMINISTRATOR NAME:  Margaret McDermott White 19.3% Hispanic or Latino: 4.0%
ADMINSTRATOR PHONE  312-770-2115 Black 59.8% Not Hispanic or Lafino: 75.6%
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 St El Asian 0.4%
MANAGEMENT: Not for Profit Corporation Hawailan/ Pacific 00%  'OPHNumber: 2360
CERTIFICATION: None Unknown: 205% HPA A-02
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 1431 North Claremont CITY: Chicago COUNTY: Suburban Cook (Chicage)
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
. i CON Beds Setup and Peak Inpatient Observation | ength Daily Occupancy Occupancy
Clinical Service 12131/2009 Staffed Census Admissions  Days Days of Stay Census 1213172009 Rate %
Medicai/Surgical 40 40 40 3,414 9323 0 27 25.5 63.9 63.9
0-14 Years o 0
15-44 Yoars 1,479 3,898
45-64 Years 1,866 5225
65-74 Yoears 67 194
75 Years + 2 5
Pediatric 0 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 4]
Transfars o] 0
Obstetric/Gynecology 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Matarnity 0 0
Clean Gynecology 0 0
Necnatal 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 67.0 72.2
Swing Beds 0 0 0.0 0.0
Acuta Mental lliness 40 70 70 2,181 18,452 0 a5 50,6 126.4 72.2
Rehabilitation a 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 Observalion 0
Facility Utilization 108 6,120 34624 0 57 94.9 87.8
{Includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medicald Other Public Private Insurance Private Pay  Charity Care Tatals
28.2% 65.2% 0.0% 6.0% 0.3% 0.3%
Inpatients 1726 3989 0 367 18 20 6,120
21.6% 40.9% 0.1% 32.6% 3.4% 1.4%
Outpatlents 5505 10402 34 8304 856 360 25,461
Financlol Year Reported: 7/112008 to 6/30/2009 {npatient and Qutpatient Net Revenue by Payor Source Charity Total Charity
Medicare Medicald  Other Public Private Insurance  Private Pay Totals Care Care Expense
. Expense 390,005
Inpatient 23.9% 70.1% 0.0% 5.6% 0.6% 100.0% Totals: Charity
Revenue + Cha
(% 9280,862 27,203,305 0 2,126,999 216,467 38,827,663 322570 | aape as % of
Outpatient 18.3% 43.4% 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 Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 0 Level 1 Patient Days 0 Kidney: o
Number of Live Births: 0 Level 2 Patient Days 0 Hoarty. 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Totaf Nursery Patlentdays 0 Heart/Lung: 0
Delivery Rooms: 0 . Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Lver 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 83,706 :
C-Section Rooms: 0 Outpatient Studies 51 .1 a7 Total: 1]
CSeclions Performed: 0 Studies Performed Under Contract 0
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HOSPITAL PROFILE - CY 2009 St. Elizabeth's Hospital Chicago Page 2
Surgery and Operating Room Utilization
Surgical Speclalty Operating Rooms ur Cas ical Hours Hours per Case,
Inpatient Outpatient Combined Total Inpatient Outpatient  Inpatient Outpatient Total Hours Inpatient OQOutpatient
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 1] 0 0 0 0 0 0 0 0 0.0 0.0
Neurology 1] 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/Manxillofacial 0 0 0 0 0 9 0 ] & 0.0 0.9
Ophthalmology 0 0 0 0 0 536 0 462 462 0.0 0.8
Orthopedic 0 0 0 0 0 274 0 37z 372 0.0 1.4
Otolaryngology 0 0 0 0 0 94 0 102 102 0.0 14
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 1.3
Thoracic 0 0 0 0 0 2 0 1 1 0.0 05
Urology 0 0 1 1 0 283 0 214 214 0.0 08
Totals 0 0 5 5 0 1668 0 1666 1666 0.0 1.0
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 8 Stage 2 Recovery Stations 18
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Surgical Hours Hours per Case
Procedure Type Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 2 2 0 12 0 3 3 0.0 0.3
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 0.0 0.0
Muitipurpose 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
Candiac Catheterjzation Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 1] Total Cardiac Cath Procedures: 0
Cath Labs used for Angiography precedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization l.abs 0 Diagnostic Catheterizations (15+) 0
Dedicated interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 1) 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 1 Lev-e! 2 Total Cardiacw o
Operating Rooms Dedicated for Trauma Care 0 Pediatric (0 - 14 Years): 0
Number of Trauma Visits: 0 Aduft (15 Years and Older): 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
performed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive i
Number of Emergency Room Stations 8 Total Outoi tﬁ?—mﬂm 25,481
. o0 ent Visi
Persons Treated by Emergency Services: 4,286 Outpatient Visits ot the Hospltall Campus: 25,461
Patients Admitted from Emergency: 341 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 4,286
Diaqnostic/nterventional Equipment Examinations Radiatio ipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 7 0 860 8,260 Lithotripsy 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
Uftrasound 2 0 108 274 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Anglography 0 0 0 Proton Beamn Therapy a 0
. .. 0 0 0 ) 0
Positron Emission Tomography (PET) 0 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 1 0 112 552 )
Magnetic Resonance Imaging 0 0 0 0 Cyber knife 0 0 0
xrracHveENT e e——

Source: 2009 Annual Hespital Questionnaire, Hlinois Department of Public Health, Heatth Systems Development.




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

Qwnership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  lvette 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 Resumection Medical Center American Indian 0.1% Unknown: 13.8%
OPERATOR: Our Lady of the Resurrection Medical Center Asian 1.8% IDPH Number: 1719
MANAGEMENT: Not for Profit Corporation Hawailan/ Pacific 0.2% e
CERTIFICATION: None Unknown: 13.9% HPA A01
FACILITY DESIGNATICN:  General Hospital HSA 6
ADDRESS 5645 West Addison Street ___ 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 Inpatient Observation |ength Daily Occupancy Occupaney
Clinical Service 12131/2009 Staffed Census Admissions  Days Days  ofStay Census  12131/2009 Rate %
Medical/Surgical 213 193 124 6,884 33414 2,597 52 98.7 463 51.1
0-14 Years 27 57
15-44 Years fa4 3,152
45-64 Years 1,978 9,385
65-74 Years 1,255 6,409
75 Years + 2740 14,411
Pediatric 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 20 20 20 1,600 8,393 36 40 176 88 1 8.1
Direct Admission 1,154 4,605
Transfers 446 1,788
Obstetric/Gynecology 0 0 H 0 0 0 0.0 0.0 0.0 0.0
Maternity 0 g
Clean Gynecology 0 0
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 38.3 58.0 68.3
Swing Beds 0 0 0.0 0.0
Acute Mental {liness 0 0 0 0 0 0 00 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 Ohservation [4] 2]
Facility Utilization 209 9,410 53,773 2633 6.0 154.5 51.7
(includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medicalid 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% 28.3% 7.5% 1.8%
Qutpatients 38888 29528 95 27928 7995 1888 106,302
inancial Year Reported: 7/1/2008 to 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charfty
, ] arity Care Expense
Nedicare Medicaid Other Public  Private Insurance  Private Pay Totals Care 1613275
inpatient 55.8% 5.8% 0.0% 17.8% 20.6% 1000y EXpense Tt 1 éh ity
Revenue ( $ otajs; Lha
(%) 45,372,692 4,707,203 0 14,436,297 16,788,176 81,304,368 822725 Care as % 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
Number of Total Births: 1 Level 1 Patient Days 0 Kidney: 0
Number of Live Births: 1 Level 2 Patient Days 0 Heart-y. 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung:- 0
Lablor Rooms: 0 Total Nursery Patientdays 0 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: ¢ Laboratory Studies Liver: ' 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 396,802 '
C-Section Rooms: 0 Outpatient Studies 297,369 Total: 0
CSections Performed: 0 Studies Performed Under Contract 10,827

* Note: According to Board action on 4/22/08, Board reduced 164 M/S beds overall voluntarily. New CON count for the facility is 289 beds
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HOSPITAL PROFILE - CY 2009 Our Lady of Resurrection Medical Center Chicago Page 2
Surgery and Operating Room Utilization
Surgleal Speclalty Operating Rooms Surgical Cases Surgical Hours Hours per Case
Inpatient Outpatient Combined Total Inpatient Outpatient  Inpatient Outpatient Total Hours inpatient Outpatient
Cardiovascuiar 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
Gastroenterology 0 0 0 0 3 1 3 1 4 1.0 1.0
Neurology 0 0 0 0 162 12 492 19 511 3.0 1.6
OB/Gynecology 0 0 0 0 122 169 175 156 331 14 0.9
QralfMaxiliofacial 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 08
Orthopedic 0 0 0 0 364 360 603 442 1045 1.7 1.2
Otolaryngology 0 0 0 0 41 56 61 70 13 1.5 1.3
Piastic Surgery 0 0 0 0 8 23 21 30 51 26 13
Podiatry 0 0 0 0 0 0 0 0 0 0.0 0.0
Thoeracic 0 0 0 0 28 0 83 0 83 3.0 0.0
Urology 0 0 1 1 170 169 267 196 463 1.6 12
Totals 0 0 9 9 1783 1828 3108 1691 4799 17 0.9
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 8 Stage 2 Recovery Stations 19
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Surgical Hours Hours per Case
Procedure Type Inpatient Outpatient Combined Total Inpatient Outpatient tnpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 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
Cysfoscopy 0 0 1 1 141 169 191 195 387 14 12
Multipurpose Non-Dedicated Rooms
Minor/Local Procedur 0 1 0 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 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 1 Total Cardiac Cath Procedures: 625
Cath Labs used for Angiography procedures 1 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnestic Catheterization Labs 0 Diagnostic Catheterizations (15+) 479,
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterlzation (15+) 146
Emergency/Trauma Care EP Catheterizations (15+) 0
Certified Trauma Center by EMS {] .
Level of Trauma Service Le-v_e_l 1 LE_V_E! 2 Total Cardiacc;aurrt:;:rt;scl:sez: aty 0
" Pediatric (0 - 14 Years): 0
Operating Rooms Ded|'cated for Trauma Care 0 Adutt (1 5(Years and OI)der): 0
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGSs)
) performed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive A .
Number of Emergency Room Stations 18 Total Outpat t%%t—lﬂw 106.302
. a ratlent vVisi ]
Persons Treated by Emergency Services: 37,917 Outpationt Visits ot the Hospitall Campus: 106,302
Patients Admitted from Emergency: 6,634 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 37,917
Diagnostic/nterventional Equipment Examinations adjatio uipment Therapies/
Owned Contract inpatient Outpatient Owned Contract Treatments
General Radiography/Fiuoroscopy 7 o 13,247 29,193 Lithotripsy 0 0 0
Nuclear Medicine 2 0 1,666 2,499 Linear Accelerafor 0 0 0
Mammography 2 0 8 4,544 Image Guided Rad Therapy 0 0 0
Uttrasound 4 0 3487 6,636 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 D 0
interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Positron Emission Tomography (PET) 0 0 0 0 G ; 0
! ! amme Knife 0 0D 0
Computerized 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 Hospitai Questionnaire, lllinois Department of Public Heatth, Health Systems Developme@L T TACHMENT 19C




Hospital Profile - CY 2009 Holy Family Medical Center Des Plaines Page 1
QOwnership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  John Baird White 71.2% Hispanic or Latino: 1.3%
ADMINSTRATOR PHONE  B47-813-3161 Black 5.0% Not Hispanic or Latino: 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 Hawaiian/ Pacific 0.3% IDPH Number: 1008
CERTIFICATION: LongTerm Acute Care Hospital (LTACH) Unknown: 21.0% HPA A07
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
Authorlzed  Peak Beds Average Average CON Staff Bed
. . CON Seds Setup and Peak Inpatient Observation Length  Dally Qccupancy Occupancy
Clinical Service 123112009 Staffed Census Admissions  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 59 110 100 1,524 32,196 0 21.1 88.2 iR 80.2
0-14 Years 0 0
15-44 Years 507 3,009
45-64 Years 546 8,236
65-74 Years 179 7,529
75 Years + 292 12,422
Pedlatric 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 6 160 1,937 0 12.1 53 0.0 66.3
Direct Admission 37 448
Transfers 123 1,489
Obstetric/Gynecology 0 0 ] 0 0 0 0.0 0.0 0.0 00
Matemity 0 0
Clean Gynecology fr] 0
Neonatal 0 0 0 0.0 0.0 0.0 0.0
Long Term Care o 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 00
Rehabilitation 0 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 0.0 0.0 0.0
Dedcated Observation 0 0
Facility Utilization 188 1,561 34,133 0 219 93.5 49.7
{Includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served ayor 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 36 1,561
32.0% 24.8% 0.0% 38.5% 4.2% 0.6%
Outpatients 7184 5521 11 8624 950 135 22,405
Financial Year ad: 71172008 10 6/30/2009 Inpatient and Outpatient Net Revenue by Payor Source Chari Total Charity
. . anty Care Expense
Medlcare Medicald Other Public  Private Insurance  Private Pay Tofals Care 186.520
Inpatient 49.7% 15.0% 0.0% 30.0% 5.3% 1000% Epense rotata oh oty
Revenue ofals: Lha,
nue { $) 31,307,091 9,452,199 0 18,919,331 3,353,949 63,032,570 184,754 | oo 2 % of
Outpatient 49.7% 15.0% 0.0% 30.0% 5.3% 100.0% Net Revenue
Revenue ( §) 5,291,206 1,597,515 0 3,197,553 566,851 10,653,125 1,766 0.3%
Bipthing Data Newbom Nursery Uilization Organ Transplantation
Number of Tota! Births: 0 Level 1 Patient Days 0 Kidney: 0
Number of Live Births: o Level 2 Patient Days 0 Heart: ) 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Lab‘OT Rooms: 0 Total Nursery Patientdays 0 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 . Laboratory Studies Lver 0
Labor-Relivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 130,069 '
C-Sectlon Rooms:! 0 Outpatient Studies 43,454 Total: 0
CSections Performed: 0 Studies Performed Under Contract 44,795

* Note: On 4/22/09, Board approved the reclassification of the beds under new category of service called Long Term Acute Care (LTAC) per PART 1100 rule.
Facility opted to keep 59 beds in M/S and rest of the M/S beds ciubbed with ICU were categorized as LTAC beds =129 beds, According to Board action on
4/22/09, Board reduced 50 LTAC beds voluntarily. New CON count for the facility is 188 beds (M/S=59, LTAC = RI TeAGHEERRIde

uilzation prior to the Board action.

INdenbRE the facility




HOSPITAL PROFILE - CY 2008 Holy Family Medical Center Des Plaines Page 2
Surgery and Operating Room Utilizatioty

Surgicaf Specialty Operating Rooms Surgicaf Cages Surgical Hours Hours per Case
Inpatient Outpatient Combined Total Inpatlent Cufpatient  Inpatient Qutpatient Total Hours Inpatient Cutpatient
Cardiovascular 0 0 0 0 3 6 3 8 1 1.0 1.3
Dermatology 0 0 0 0 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 10
Neurclogy 0 0 ] 0 0 0 0 0 0 0.0 0.0
CB/Gynecology 0 0 0 0 1 35 1 24 25 1.0 0.7
CraliMaxillofacial 0 0 0 0 0 2 0 1 1 0.0 0.5
Ophthalmology ¢ 0 1 1 0 794 0 573 573 0.0 0.7
Orthopedic 0 0 0 0 0 18 0 3 3H 0.0 1.7
Otolaryngology 0 0 0 0 0 19 0 21 21 0.0 1.1
Plastic Surgery 0 0 0 0 0 186 0 460 460 0.0 25
Podiatry 0 0 0 0 0 223 0 497 497 0.0 22
Thoraclc 0 0 0 0 3 0 3 0 3 1.0 0.0
Urology 0 0 0 0 12 13 10 i1 21 0.8 0.8
Totals 0 0 2 2 167 1447 156 1761 1917 0.9 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 13 Stage 2 Recovery Stations 21
Dedicated and Non-Dedicated Procedure Room Ltifzation
Progedure Rooms Su ge Surgieal Hours Cas
Procedu e Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Cutpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 3 3 13 103 12 89 101 09 0.9
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 0.0
Cystoscopy 0 0 1 1 7 0 9 0 9 1.3 0.0
Muitipurpose 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 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+MNondedicated labs): 0 Total Cardiac Cath Procedures: 0
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Dlagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 0
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventiona! Catheterization {15+) 0
Emergency/Trauma Care EP Catheterizations (15+) 0
Certified Trauma Center by EMS U .
Level of Trauma Service Level 1 Le-\-'-ei 2 Total Car diacw 0
" - Pediatric (0 - 14 Years): 0
Operating Rooms Dedicated for Trayma Care 0 Adult (15(‘(ears and Ol)der): 0
Number of Trauma Visits: 0
Patlents Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs}
i performed of total Cardiac Cases : 0
Emergency Service Type: Stand-By . o
Number of Emergency Room Stations o Total Outpetie t%:ﬂ&“tsﬁ_"w 22 406
N . nt vi 1
:;::‘g;: ;Le;f;: d";fﬂ:“;;ﬁ’::‘g?ﬂi:f‘"m' g Qutpatient Visits at the Hospital/ Campus: 22,405
) Qutpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+ Trauma): 0
Examinations Radiation Equipme Therapiesi

Diagnostic/Interventional Equipment
Owned Contract Inpatient Ouipatient Owned Contract Treatments

General Radiography/Fluoroscopy 8 0 6,055 4,191 Lithotripsy 0 0 0
Nuclear Medicine 2 0 50 410 Linear Accelerator 0 ] 0
Mammography 3 0 0 4,250 Image Guided Rad Therapy 0 0 0
Ultrasound 5 0 768 2-593 intensity Modulated Rad Therap 0 0 o
Diagnostic Angiography 0 0 0 5 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 Proton Beam Therspy 0 0
; et 0 0 0 0 ) o
Positron Emission Tomegraphy (PET) Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 1 0 1,554 1125 Cvber ke
Megnetic Resonenca Imaging 1 0 0 722 yber kn 0 0 0
TTTACHNVERT e

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




Hospital Prefile - CY 2009

Provena United Samaritans Medical Center

Danville Page 1

Ownership, Management and General Informaticn

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Mike Brown White 80.1% Hispanic or Latino: 21%
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 Hawaiian/ Pacific 0.0% :EPH Number: 4853
CERTIFICATION: None Unknown: 27% PA D-03
FACILITY DESIGNATION:  General Hospital HSA 4
ADDRESS 812 North Logan Street CITY: Danville COUNTY: Vermilion County
Facility Utilization Data by Cateqory of Service
Authorized  Peak Beds Average Average CON Staff Bed
. CON Beds Setup and Peak Inpatient Observation |ongth  Daily Occupancy Occupancy
Clinical Service 12/31/2009 Staffed Census Admissions  Days Days ofStay Census  12/31/2009 Rate %
Medical/Surgical 134 82 76 4,629 19,701 3,248 5.0 629 46.9 76.7
0-14 Years 0 o
15-44 Years 708 2035
45-64 Years 1,318 5251
65-74 Years 830 3,806
75 Yaars + 1,773 §,609
Pediatric 9 8 8 168 329 94 25 1.2 12.9 145
Intensive Care 14 12 12 996 1,910 45 2.0 54 38.3 447
Direct Admission 642 1,231
Transfers 354 679
Obstetric/Gynecology 17 15 i5 1,051 2,065 120 24 6.0 35.2 35.9
Maternity 91§ 1,738
Cleen Gynecology 135 327
Neonatal 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Cara 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
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 0 0 0 o 0 0 0.0 0.0 0.0 0.0
Dedcated Observation o 4]
Facility Utilization 174 6,490 24 005 3,608 4.2 754 433
{Includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medlcare Medicaid Other Public  Private insurance Private Pay  Charity Care Totals
49.7% 24.2% 0.4% 22.1% 1.1% 26%
Inpatients 3224 1570 24 1434 71 167 6,450
19.3% NT% 0.9% 35.1% 8.4% 4.5%
Qutpatients 16876 27695 795 30690 7345 3953 87,354
Financial Year Reported: 11172009 10 12/31/2009 Inpatient and Outpatient Net Revenue by Payor Source Chari Total Charity
, , arity Care Expense
Medicare Medicald Other Public  Private Insurance  Private Pay Totals Care 4019971
Inpatient 37.6% 20.5% 0.3% 36.8% 4.8% 1000y Expense Tm” éh ity
Revenue s: Cha
(% 16,776,873 9,156,068 128,018 16,398,885 2,129,524 44,589,368 1,066,068 | "nore as % of
Outpatient 14.4% 11.7% 1.5% 59.1% 13.3% 100.0% Net Revenue
Revenue ( $) 10,036,415 8,123,116 1,056472 41,059,236 9,246,308 69,521,547 2,953,003 3.5%
Birthing Data Newbom Nurse!! Utilization 0man Transﬂlantation
Number of Total Births: 787 Level 1 Patient Days 1,217 Kidnev: 0
Number of Live Births: 787 Level 2 Patient Days 33 Heart'y ) 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung:- 0
Labor Rooms: 0 Total Nursery Patientdays 1,250 HeartfLung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 5 Laboratory Studjes Liverr 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Siudies 476,188 )
C-Saction Rooms: 1 Qutpatient Studies 538,649 Total; i}
CSectlons Performed: 245 Studies Performed Under Contract 69,358

* Note: According to Board action on 4/22/09, Board reduced 36 beds (M/5= 24, Ped=9, 0B=2, ICU=1) overall voluntarily. New CON count for the facility is

174 beds. Regarding Actual Cost of Services Provided to Charity Care Inpatients and Qutpatients, Provena calculated using the 2009 IRS 1%9%1 Schedule H
Mg Favikaile e the AHQ

instructions to determine the cost to charge ratio. This methodology was used because the 2009 Medicare Cost Refoft

was due.




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

Surgical Specialty Operafina Rooms Surgical Cases Surgical Hou Hours per Case
Inpatient Qutpatient Combined Total Inpatient OQutpatient  fnpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascuiar ] 0 0 0 63 13 171 13 184 27 1.0
Dermmatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 .0 4 4 872 789 1817 875 2692 2.1 1.1
Gastroenterology 0 0 2 2 138 108 150 73 223 1.1 07
Neurology ¢ 0 o ] ] 0 0 c 0 0.0 go
OB/Gynecology 0 0 0 0 283 339 641 386 1027 2.2 1.1
OralfMaxillofacial 0 0 0 0 0 0 0 0 0 00 0.0
Ophthalmology Q 0 0 0 0 0 0 0 0 0.0 0.0
Orthopedic 0 0 0 0 169 65 476 104 580 2.8 1.6
Otclaryngology 0 0 0 0 9 318 20 448 468 22 1.4
Plastic Surgery 0 0 0 0 1 1 1 1 2 10 1.0
Podiatry 0 0 0 0 1 17 1 25 26 10 1.5
Thoracic 0 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 B 1571 1656 3319 1931 5250 29 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 0 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Surgicat Ho Hours per Case
Procedure Type Inpatient Outpatient Combined Total Inpatient OQutpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 2 2 363 1151 277 855 1142 0.8 0.8
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 00 0.0
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
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 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
Emergency/Trauma Cane EP Catheterizations (15+) 0
Cerfified Trauma Center by EMS O .
Levei of Trauma Service Le_v_E_I 1 LB-V:E! 2 Total Car diac%?gﬂ 0
Operating Rooms Dedicated for Trauma Care 0 ::S:tat(:;(ﬁc’)e;::;zar;:;er): 8
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
i performed of total Cardiac Cases . 0
Emergency Service Type: Basic . .
Number of Emergency Room Stations 29 rotal Outot t%}:ﬁ&ﬁemﬂa@ 217114
- ent Visi )
Per.sons Trea.ted by Emergency SE.TVICES_ 37.112 Outpaﬁgnt Visits at the Hospitall Campus: 217,114
Patients Admitted from Emergency: 4,225 X i
Qutpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma). 37,712
Diagnostic/interventional Equipment Examinations adiatiort Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Confract Treatments
Gsneral Radiography/Fluoroscopy 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 3,925 image Guided Rad Therapy 0 0 0
Uttrasound 2 0 922 6.877 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiogrephy 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 i 0 132 Gamma Knife 0 0
Computerized Axial Tomography (CAT) 2 0 3222 11,462 _ 0
Magnetic Resonanca Imaging 2 0 454 3,565 Cyber knife 0 0 0
T TR ERT ¢

Source: 2009 Annual Hospital Questionnaire, lllinois 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. Bertausk 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 i ; IDPHNumber: 4861
: Hawaiian/ Pacifi 0.0%
CERTIFICATION: None Unknown: 23y  HPA D01
FACILITY DESIGNATION:  Genera| Hospital HSA 4
ADDRESS 1400 West Park Avenue CITY: Urbana COUNTY: Champaign County
- e il
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
.. i CON Beds Setup and Peak Inpatient Observation Length  Dailly Qccupancy Ccctpancy
QLL...___J_'H cal SE"“’ ce 12131/2009 Staffed Census  Admissions  Days Days of Stay Census  12/21/2009 Rate %
Medical/Surgical 110 a5 83 5,325 18,950 3,012 4.1 60.2 54.7 63.3
0-14 Years 0 o
15-44 Years 653 1,806
45-64 Years 1,724 6,148
65-74 Years 1,027 3703
75 Years + 1,921 7,293
Jediatric 4 3 74 140 0 1.8 0.4 6.4 96
ntensive Care 15 14 14 1,397 3,594 £l 26 9.9 66.3 71.0
Direct Admission 659 1,695
Transfers 738 1,899
Ibstetric/Gynecology 24 22 22 1,249 2839 74 23 8.0 333 36.3
Matemity 9aa 2,223
Clean Gynecology 261 616
leonatal 0 0 0 0 0.0 0.0 0.0 0.0
ong Tem Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
wing Beds 0 0 0.0 0.0
cute Mental lllness 30 25 21 923 4,246 0 46 116 388 46.5
ehabilitation 25 21 19 396 4,362 0 11.0 12.0 47.8 56.9
sng-Term Acute Care 0 0 0 0 0 0 0.0 0.0 00 0.0
zdcated Observalion 0 0
acility Utilization 2190 8,626 34,131 3,120 43 i02.1 48.6
(Includes ICU Direct Admissions Only)
Inpatiepts and Qutpatients Served by Payor Source
Medicare Medicald Other Public Private Insurance Private Pay  Charity Care Totals
45.8% 16.8% 1.9% 30.2% 2.8% 2.8%
patients 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
Inancial Year Reported: 11112009 ' 12/3172009 Inpatient and Outpatient Net Revenue by Payor Source Chari Total Charity
. arity Care Expense
Medicare Medicald Other Publlc  Private Insurance  Private Pay Totals Care 4601304
patient 43.0% 15.2% 0.4% 38.5% 3.0% 10007 Fwense Tota;' C:h rity
u '5: Chal
evenue ( $} 36829206 13,070,156 320,129 32988,965 2538200 85746755 1846040 | ‘o o “HENE
itpatient 11.9% 4.9% 2.6% £6.1% 14.4% 100.0% Net Revenue
wenue { $} 9,423 391 3,928,857 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- o
umber of Live Births: 956 Level 2 Patient Days 0 Hea rt-y. 0
rthing Rooms: 0 Level 2+ Patient Days 798 Lung: 0
lb.or Rooms: 0 Total Nursery Patientdays 2,390 Heart/Lung: 0
slivery Rooms: 0 Pancreas: 0
ibor-Dellvery-Recovery Rooms: 9 Laboratory Studies Uver: 0
hor-Delivery-Re covery-Posipartum Rooms: 0 Inpatient Studes 225,927 :
Section Rooms: 2 Outpatient Studies 271,900 Total: 1]
3ections Performed: 276 Studies Performed Under Contract 58,884

dote: According to Board action on 4/22/09
? facility is 210 beds. Actual Cost of Servi
structions to determine the cost to charg
* AHQ was due,

, Board redused 44 beds (M/S= 18, Ped=
ces Provided to Charity Care Inpatients a

12, AMI=10, ICU=3, Rehab=1) overall voluntarily, New CON ceunt for

le H

nd OQutpatients was calculated u mﬁg TSF?@J
e ratio. This methodology was used by Provena because the 2009 Medicaé?o?&%%o wasPr?o avallable at time




HOSPITAL PROFILE - CY 2009 Provena Covenant Medical Center Urbana Page 2
Surgery and Operating Room Utilization
| Specla Operating Rootns Surgical Cases Surgical Hours Hours per Cage
Inpatient Outpatient Cambined Total Inpatient Qutpatient Inpatient  QOutpatient Total Hours Inpatient Qutpatient
Cardiovascular 0 0 0 0 178 473 495 614 1109 28 1.3
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 12 12 451 1199 1256 1557 2813 28 1.3
Gastroenterology 0 0 0 0 0 0 0 0 0 0.0 00
Neurology 0 0 0 0 20 54 56 70 126 28 13
OB/Gynecology 0 0 0 0 189 502 527 652 1179 28 1.3
Oral/Maxlllofacial 0 0 0 0 11 30 3 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 2.8 1.3
Plastic Surgery 0 0 0 0 3 7 9 10 18 30 1.4
Podiatry 0 0 0 0 129 342 360 443 803 2.8 1.3
Thoraclec 0 0 0 o 17 46 47 59 106 2.8 1.3
Urology 0 0 0 0 237 630 660 818 1478 28 13
Totals 0 ] 12 12 2118 5633 5901 731 13212 28 1.3
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 15 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utlization
Procedure Rooms Surgical Cases Surgical Hours Hours per Case
Procedure Type Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient OQutpatient
Gastrointestinal 0 0 2 2 522 3444 434 2870 3304 08 08
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 0 0.0 00
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 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 3 Total Cardiac Cath Procedures: 1,931
Cath Labs used for Angiography procedures 3 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (1 5+) 1,341
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterizatlon Labs 0 Interventional Catheterization (15+) 563
Emergency/Trauma Care EP Catheterizations {(15+) 27
Cerlified Trauma Genter by EMS U .
Level of Trauma Service Le-v-e-! 1 Le-v-ef 2 Total Cardiac(:.u'z:;?}l;s;s: oate 123
. " Pediatric (0 - 14 Years): 0
Operating Rooms Dedicated for Trauma Care 0 Adult (15 (Years and Oi)der).' 123
Number of Trauma Vislts: 0
Patients Admitled from Trauma 0 ;?:rrfool:;rz dﬁi?ta??:ﬁa?gﬁégfms) -
Emergency Service Type: Comprehensive . .
Number of Emergency Room Stations 22 Total OLrtpaﬁent?fT:i'pt:tlem Service Data 236.841
N . ¥
T e e Gt Vi e ool o, 23538
i ! Qutpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 35,126
Diagnostic/interventional Equipment Examinatiops Radiation Equipment Therapies/
Owned Contract Inpatient Oulfpatient Owned Contract Treatments
Genaral Rediography/Flucroscopy 14 0 12,224 20,241 Lithotripsy 0 1 140
Nuclear Medicine 3 0 372 2,846 Linear Accelerator 1 0 3,100
Mammogrephy 1 0 0 2379 Image Guided Rad Therapy 0 0 0
Utltrasound 4 0 2,260 4,607 intensity Modulated Rad Therap 0 0 0
Disgnostic Angiography 1 0 1,087 429 High Dose Brachytherapy 0 0 0
Interventionaf Angiography 0 0 -0 Profon Beam Therapy 0 0
Positron Emission Tomography (PET) 0 1 0 82 Gamma Knife 0 o 0
Computerized Axial Tomograpky (CAT) 2 0 3,751 9,384 , 0
Magnetic Resonance Imaging 1 0 891 1,879 Cyber knife 0 0 0
AT AcCHVENT e

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




Hospital Profile - CY 2009 Provena Mercy Medical Center Aurora Page 1
Ownership, Management and Generat Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  James D Witt White 62.8% Hispanic or Latino: 22.7%
ADMINSTRATOR PHONE  630-801.2616 Black 11.6% Not Hispanic or Latino: 75.0%
OWNERSHIP: Provena Hospitals d/b/a Provena Mercy Medical Cent American Indian 0.0% Unknown: 2.3%
OPERATOR: Provena Hospitals d/b/a Provena Mercy Medical Cent Aslan 0.6% IDPH Nomber- 2903
MANAGEMENT: Church-Related Hawaiian/ Paclfic 0.0% umber:
CERTIFICATION: None Unknown: 50w HPA A-12
FAC!LITY DESIGNATION:  General Hospital HSA 8
ADDRESS 1325 North Highland Avenue CITY: Aurora COUNTY: Kane County
—— o __
Facility Utilization Data by Cateqory of Service
Authorized Peak Beds Average Average CON $taff Bed
' . CON 8eds Setup and Peak Inpatient Observatlon pLength  Dally Occupancy Occupancy
Clinjcal Service 12031/2000 Staffed Census Admissions  Days Days  ofStay Census  12/31/2008 Rate %
Medical/Surgical 156 122 87 5,229 22,430 3479 5.0 71.0 45.5 58.2
0-14 Years 0 o
15-44 Years 972 3,368
45-64 Years 1,634 7,079
65-74 Years 900 4,051
75 Years + 1,723 7,932
Pediatric 16 16 11 443 867 370 28 34 21.2 21.2
Intensive Care 16 16 16 1,097 3,425 50 32 9.5 58.5 59.5
Direct Admission 768 2286
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 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 0.0
Acute Mental lliness a5 72 64 2,718 16,682 0 6.1 45,7 481 63.5
Rehabhilitation 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
Dedcated Observation ¢ o
Facility Utilization 299 10,397 46,024 3,978 48 137.0 45.8
(includes [CU Direct Admissions Only}
Inpatients and Outpatients Served by Payor Sourca
Medicare Medicaid Other Public Private Insurance Private Pay  Charlity Care Totals
36.6% 27.3% 0.5% 30.2% 3.2% 21%
Inpatients 3808 2838 55 3140 335 220 10,397
15.9% 30.9% 0.6% 32.2% 17.8% 256%
Outpatients 14809 28825 557 29986 16615 2462 93,254
Financial Year Reported: 1172008 o 1213172009 Inpatient and Outpatient Net Revenue by Payor Source Charity Total Charity
Medicare  Medicaid  Other Public Private Insurance  Private Pay Yotals  Care Care Expense
Expense 5,367,773
inpatlent 39.1% 33.6% 0.4% 24.9% 1.9% 100.0% Totals: Charity
Revenue ( $ als: Lha
venue (3$) 30667645  26,391,09 350,575 19,532,576 1,501,912 76,443,804 2,638,341 | ‘oo o
Outpatient 17.4% 23.7% 04% 54.8% 4.1% 100.0% Net Revenue
Revenue ( $) 15,493,796 21,553,255 323,234 49,733,701 3,677,093 90,781,079 2,728,432 3.2%
Birthing Data Newbom Nursery Utilization Organ Transplantation
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 Hea rt‘y- 0
Birthing Rooms: 0 Leve! 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Total Nursery Patienidays 2,735 Heart/Lung: 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 TOtB': 1)
CSections Performed: 377 Studies Performed Under Confract 268,893

* Note: Accarding to Board action on 4/22/09, Board reduced 16 beds (Ped=12, AMI=4) overall voluntarily. New CON count for the facility is 299 beds.
Actual Cost of Services Provided to Charity Care Inpatients and Outpatients 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 not available at i IFE AHIEENT 19C




HOSPITAL PROFILE - CY 2009 Provena Mercy Medical Center Aurora Page 2
Surdgery and Operating Room Utilization

Surglcal Speclalty Operafing Rooms Surgleal Cases Surgical Hours Hours per Case
inpatlent Quipatient Combined Total Inpatient Outpatient  [npatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 2 o 0 2 arnr 74 1337 124 1661 4.1 1.7
Dermatology 0 o 0 0 0 0 0 0 0 0.0 0.0
General 0 0 10 10 668 678 1337 989 2326 20 1.5
Gastroenterology 0 0 0 0 Q 0 0 0 0 00 0.0
Neurology 0 0 0 0 54 3 230 78 308 43 24
OB/Gynecology 0 0 0 0 138 210 308 240 548 22 1.1
Oral/Maxitlofacial 0 0 0 0 3 2 9 4 13 30 2.0
Ophthalmology 0 0 0 0 1 15 3 15 18 3.0 1.0
Orthopedic 0 0 0 0 539 390 1320 699 2019 24 1.8
Otolaryngology 0 0 0 0 75 75 115 88 203 15 1.2
Plastic Surgery 0 o 0 0 11 5 32 7 39 29 1.4
Podiatry 0 0 0 0 29 32 38 54 92 i3 1.7
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urclogy 0 0 0 0 84 117 194 157 351 23 1.3
Totals 2 0 10 12 1979 1631 5123 2465 7578 286 1.5
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 19
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Raoms Surgical Cases Surglcal Hou Hours per Case
Procedure Type inpatient Outpatient Combined Total Inpatient COutpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 2 2 801 1305 865 1310 2175 11 1.0
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Pain Management 0 1] 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 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 0 0 0 0 0 1] 0 0 0.0 0.0
Cardiac Catheterization Lahs : Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 3 Totai 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 Catheterization 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 i
Leve! of Trauma Service Level 1 Level 2 } Cardiac Surqery Data
Adult . Total Cardiac Surgery Cases: 185
. A Pediatric (0 - 14 Years). 0
Operating Rooms Deleated for Trauma Care 0 Aduit (1 5(Years and Ol)der): 185
Number of Trauma Visits; 658
Patients Admitted from Trauma 334 Coronary Artery Bypass Grafts (CABGs)
) performed of total Cardiac Cases : 185
Emergency Service Type: Comprehensive .
Number of Emergency Room Stations 26 Total Outoati t_(ilti:hp_ent_&‘rﬂy_!_c_e__na_ta 198,631
N o utpatient Visi 8
Persons Treated by Emergency Services: 4,713 Outpaﬂtznt Visits at the Hospital/ Campus: 196,631
Patients Admitted from Emergency: 4,485 Outpatient Visits Ofisitefoff carmpus 0
Total ED Visits (Emergency+Trauma): 44,371
Examinations Radiation E t Therapies/

Diagnostic/interventional Equipment
Owned Contract Inpatient Outpatient . Owned Contract Treatments

General Radiography/Fluoroscopy 4 o 12923 26,254 Lithotripsy 0 1 20
Nuclear Medicine 2 0 1,035 3,306 Linaar Accalerator 0 0 0
Meammography 2 0 0 3,497 Image Guided Rad Therapy 0 0 0
Ultrasound 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
interventional Angiography 0 g 0 Proton Beam Therapy 0 o 0
Positron Emission Tomography (PET) 0 0 0 0 Gamma Knife 0 0
Computerizad Axial Tomography (CAT) 3 0 4,665 13,917 ) 0
Magnetic Resonance Imaging 2 0 658 2,465 Cybor knife 0 0 0
APPACHVERT19e

Source: 2008 Annual Hospital Questionnaire, lilincis Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009 Provena Saint Joseph Hospital Elgin Page 1

Ownership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  Stephen Q. Scogna White 81.5% Hispanic or Latino: 9.8%
ADMINSTRATOR PHONE  B847-695-3200 x5474 Black 5.6% Not Hispanic or Latino: 89.3%
OWNERSHIP: Provena Hospitals d/bfa Provena Saint Joseph Hospi American Indian 0.0% Unknown: 0.8%
OPERATOR: Provena Hospitals dib/fa Provena Saint Joseph Hospi Aslan 1.5% \DPH N - 2887
MANAGEMENT: Church-Refated Hawailan/ Pacific 0.0% umber:
CERTIFICATION: None Unkstown: 1 E% HPA A-11
FACILITY DESIGNATION:  General Hospital HSA 8
ADDRESS 77 North Airite Street CITY: Elgin GOUNTY: Kane County
T — o i— —

Facility Utilization Data by Cateqory of Service
Authorized  Peak Beds Average Average CON Staff Bed
. . CON Beds Setup and Peak Inpatient Observation |epgth  Dally Occupancy Occupancy
Clinical Service 12/31/2009 Statfed Census Admissfons  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 99 99 89 5,890 27862 3810 5.4 86.8 87.6 87.6
0-14 Yaars 34 75
15-44 Years 941 3,341
4564 Years 1,774 7,903
65-74 Years 1,098 5495
75 Yoears + 2043 11,048
Pediatric 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 15 16 15 1,123 4210 0 3.7 115 76.9 76.9
Direct Admission 637 2,493
Transfers 486 1717
Obstetric/Gynecology 0 15 6 232 508 66 25 16 0.0 10.5
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 lliness 30 30 25 1,185 6,055 0 5.1 16.6 56.3 55.3
Rehabilitation 34 34 34 902 9,691 0 10.7 266 78.1 78.1
Lorg-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 0
Facility UHtilization 178 8,846 48,326 3,876 59 143.0 80.3
{Includes 1CU Direct Admissions Oniy)
Inpatients and OQutpatients Served by Payor Source
Medicare Medicaid Other Pubilc Private Insurance Private Pay  Charnity Care Totals
52.9% 14.0% 0.7% 30.6% 24% 2.4%
Inpatients 4679 975 63 2711 210 208 8,846
26.7% 17.9% 0.4% 42.7% 11.5% 1.7%
Outpatlents 24364 17017 422 40545 10954 1582 94,884
Financial Year Reported: 1/1/2009 0 12/31/2009 Inpatient and Outpatient Net Revenue by Payor Source Chari Total Charity
. . ; arity Care Expense
Medicare Medicaid Other Public  Private Insurance  Private Pay Totals Care $749.648
Inpatient 52.0% 17.7% 0.3% 28.1% 1.9% 100.0% Expense T
Revenue ($) 39,020,448 13,249,904 210,860 21061538 1439586 74982336 1675691 | peme: Chanlty
] » [ + 1 [} 1 ) ] y 3 v ¥ Care as % of
Outpatient 22.5% 14.4% 0.4% 60.1% 256% 100.0% Net Revenue
Revenue ( $) 20,044,749 12,794 644 327,225 53,398,003 2,348,798 88,913,419 2,073,857 2.3%
Bilthing Data Newhom Nurse!! Utilization OQan Tmnselanmtion
Number of Total Births: 222 Level 1 Patient Days 368 Kidnev: 0
Number of Live Births: 222 Level 2 Patient Days 239 Heart'y' 0
Birthing Rooms: 0 Level 2+ Patient Days 63 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 670 Heart/Lung: 0
Delivary Rooms: 0 Pancreas: 0
Labor-Defivery-Recovery Rooms. 7 Laboratory Studies Liver: ' 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 238,112 :
C-Section Rooms: 1 Oulpatien! 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 Services Provided to Charity Gare Inpatients and Qutpatients was calculated using the 2009 IRS 990 Schedule H insfructions
to determine tha cost to charge ratio. This methodology was used because the 2009 Medicare Cost Report was oA afdBRIN AN 2T was due.




HOSPITAL PROFILE - CY 2009 Provena Saint Joseph Hospital Elgin Page 2
Sumery and Operating Room Utilization
Surgical Specialty Operating Rooms Surgical Cases Surgical Hours Hours per Case
Inpatient Outpatient Combined Total |npatient Outpatient Inpatient Qutpatient Total Hours inpatient Cutpatient
Cardigvascular 0 0 0 0 207 32 830 74 904 4.0 23
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 10 10 1040 981 1919 1261 3180 1.8 1.3
Gastroenterology 0 0 0 0 713 1170 741 1169 1910 1.0 1.0
Neurology 0 0 0 0 98 10 3t2 19 331 32 19
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 3 278 4 287 291 13 1.0
Orthopedic 0 o 0 0 565 588 1472 1001 2473 26 1.7
Otolaryngology 0 0 0 ] 77 200 118 77 495 1.5 1.9
Plastic Surgery 0 0 0 0 19 41 73 84 157 38 20
Podiatry 0 0 0 0 4 A 9 49 58 23 16
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urology 0 0 0 0 189 502 278 510 788 1.5 1.0
Totals 0 0 10 10 2982 3937 6901 4946 10847 2.0 13
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 1 Stage 2 Reccovery Stations 22
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Su ou Hours per Casa
Procedure Type Inpatient Outpatient Combined Total (npatient Outpatient Inpatient Outpatient Total Hours Inpatient Qutpatient
Gastrolntestinal 0 0 Q 0 0 0 0 0 0 0.0 0.0
Laser Eye Procedures 0 0 0 0 0 0 0 0 Q 0.0 0.0
Paln Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 1] 0 0 0 0 0 0 0 o 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 Q 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardjac Catheterization Labs Cardiac Cathetarization Utilization
Total Cath Labs (Dedicated+Nondedicated labs}): 4 Total Cardiac Cath Procedures: 1373
Cath Labs used for Angiography procedures 2 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnoestic Catheterization Labs 0 Diagnostic Catheterizations (15+) 732
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 481
Emergency/Trauma Care EP Catheterizations {15+) 160
Certified Trauma Center by EMS )
Level of Trauma Service Level 1 Level 2 ) Cardiac Surgery Data
Adult . Tota! Cardiac Surgery Cases: 64
. i Pediatric (0 - 14 Years): [
35:::::3 fi‘:::'r:ao\i‘:i::md for Trauma Care 561 Adult (15 Years and Older): 64
Patients Admitted from Trauma 424 Coronary Artery Bypass' Grafls (C’_RBGSJ
i ] performed of total Cardiac Cases : 64
Emergency Service Type: Comprehensive . .
Number of Emergency Room Stations 20 fotal Outoatie t%"ﬁ%‘mm 204613
L nt Vs Y
Persons Treated by Emergency Services: 32,913 Outpaﬂznt Visits at the Hospitall Campus: 172,261
Patients Admitied from Emergency: 4,257 Qutpatient Visits Offsitefoff campus 32,352
Total ED Visits (Emergency+Trauma): 33,477
Diagnostic/nterventional Equipment Examinaticns jation Equiprpent Therapies/
Owned Confract inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 5 0 14,504 22,9569 Lithotripsy o 0 0
Nuclear Medicine 3 0 1,491 3217 Linear Accelerator 0 4,854
Mammography 3 0 0 6,823 Image Guided Rad Therapy 0 0 0
Ultrasound 5 ] 3-503 9-428 Intensity Modulated Rad Therap 1 0 1120
Dfsgnostic Anglography 0 0 High Dose Brachytherapy 0 0 0
intsrventional Angiography 0 0 0 Proton Beam Therapy 0 0
; i 0 1 0 182 . 0
Positron Emission Tomography (PET) Gemma Knife 0 o ]S
Computerized Axial Tomography (CAT) 2 ] 6,194 16,786 ,
Magnetic Resonance Imaging 1 0 1,449 2,538 Cyber knife 0 0 0
T TACHNERTTC

Source: 2009 Annual Hospital Questionnaire, Illinols Department of Public Heatth, Health Systems Development.
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Ownership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  Jeffrey L. Brickman White 77.3% Hispanic or Latino: 8.2%
ADMINSTRATOR PHONE  815-725-7133 Black 12.7% Not Hispanic or Latino: 91.5%
OWNERSHIP: Provena Health American Indian 0.0% Unknown: 0.3%
OPERATOR: Pravena Hospitals d/b/a Provena St. Joseph Medical Asian 0.8% \DPH Number- 2838
MANAGEMENT: Not for Profit Corporation Hawatian/ Pacific 0.0% umber:
CERTIFICATION: None Unknown: 92% HPA A-13
FACILITY DESIGNATION:  General Hospital HSA 9
ADDRESS 333 Noith Madison Street CITY: Joliet COUNTY: Will County
=== ———————— ——— e e —— T A

Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
- . CON Beds Setup and Peak Inpatient Observation [ength  Dally Qccupancy Occupancy
Clinical Service 1213112009 Staffed Census Admissions  Days Days  orStay Census  12/31/2008 Rate %
Medical/Surgical 310 282 271 15783 67,402 9,063 4.8 209.5 65.7 74.3
0-14 Yoors 40 94
15-44 Years 3,366 11,237
45-64 Yoars 4,893 19,602
65-74 Years 2680 13,171
75 Years + 4,804 23,398
Pediatric 13 13 13 525 1,415 692 40 5.8 44.4 444
Intensive Care 52 52 51 4,413 11,848 2 27 32.5 625 62.5
Direct Admission 2801 8350
Transfers 1,612 3498
Obstetric/Gynecology 33 33 33 2,406 6,039 275 26 17.3 52.4 524
Matarnity 2,182 5,500
Clean Gynecoiogy 224 539
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 0.0
Acute Mental Iflness 31 31 31 1,390 9,613 0 6.9 26.3 85.0 85.0
Rehabilitation 32 32 30 570 6,544 0 11.5 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
Facility Utilization 480 23475 102,861 10,052 4.8 309.4 64.4

{Includes ICU Direct Admissions Only)
Inpaticnts and Qutpatients Served by Payor Source

Medlcare Medicald Other Public Private Insurance Private Pay  Charity Care Tolals
46.0% 13.4% 0.9% 34.5% 3.2% 2.0%
inpatients 10793 3154 212 8089 751 466 23,475
27.4% 16.9% 0.8% 48.5% 6.2% 1.3%
Qutpatients 63576 39251 1779 112829 12070 2927 232,432
Financial Year Reported: 11/2009 1o 12/31/2008 Inpatient and OQutpatient Net Revenue by Payor Source Charity Total Chanty
Medlcare Medicald Other Public  Private Insurance  Private Pay Totals Care Care Expense
Inpati g ] . . y, Expense 7,284,458
npatient 650.0% 11.14% 0.0% 25.3% 13.6% 100.0% Totals: Chart
otals:
Revenue { §) 101,834,552 22,548,805 0 51,620,573 27,643,831 203,647,861 3,377,931 Caresas %a o:y
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 3,906,527 1.8%
Birthing Da Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 2016 Level 1 Patient Days 3,719 Kidney: 0
Number of Live Births: 2,011 Level 2 Patient Days 0 Hea;fy‘ 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 ver:
C-Section Rooms: 2 Qutpatient Studies 603,298 Total: 0
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 Outpatients 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 not available at time the AHQ was due ATTACHMENT 19C




HOSPITAL PROFILE - CY 2009 Provena Saint Joseph Medical Center Joliet Page 2
Surgery and Operating Room Utilization
Surgical Specialty Operating Rooms Surglcal Cases - Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total inpatient Outpatient  Inpatlent Outpatient Total Hours Inpatlent Outpatient
Cardiovascular 0 0 2 2 237 0 1377 0 1377 5.8 0.0
Dermatoclogy 0 0 0 0 0 -0 0 0 0 0.0 0.0
General 0 0 8 8 1383 1564 2553 1988 4542 1.8 1.3
Gastroenterology 0 0 0 0 1962 3416 1405 2383 3798 07 0.7
Neurology 0 o 0 1] 373 49 1548 124 1672 42 25
OB/Gynecology i} 0 v} v} 346 686 775 763 1538 2.2 1.1
Oral/Maxillofacial 0 a 0 0 2 25 5 62 67 25 25
Ophthalmology 0 0 0 0 6 386 11 363 374 1.8 0.9
Orthopedic 0 0 0 0 S00 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 18 1.9
Podiatry 0 0 0 1] 19 118 o 246 276 1.6 2.1
Thoracic 0 0 0 0 421 197 1266 323 1589 3.0 1.6
Urclogy i} 0 0 0 213 232 743 1309 2052 35 56
Totals 0 0 10 10 6021 8064 11917 9602 21519 2.0 12
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 10 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
oce 0 Surgleal Cases Surgicel Hours Hours per Cage
Procedure Type inpatient Outpatient Combined Total Inpatient  Qutpatient  Inpatient Qutpatient Total Hours inpatient Quipatient
Gastrointestinal 0 0 3 3 1962 3416 1405 2393 3798 0.7 0.7
Laser Eye Procedures 0 0 1 1 0 56 0 21 21 0.0 04
Paln Management 0 0 1 1 57 {70 66 202 268 1.2 1.2
Cystoscopy 0 0 1 1 184 350 251 385 636 14 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 Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 4 Total Cardiac Cath Procedures: 2,714
Cath Labs used for Angiography procedures o Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 1,329
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 1 interventional Catheterization (15+) 995
Emergency/Trauma Cara EP Catheterizalions (15+) 380
Certified Trauma Center by EMS v Cardiac Surgery Data
: ~=ardiac urgery Uata
Level of Trauma Service L::ﬁ:: Le-v-e.l 2 Total Cardiac Surgery Cases: 855
Operating Rooms Dedicated for Trauma Care 1 ::S::’::"; (\?e;::;ilagl):ler): asg
Number of Tr.auma Visits: 304 Coronary Artery Bypass Grafts {CABGSs)
Patients Admitted from Trauma 866 performed of total Cardiac Ceses : 284
Emergency Service Type: Comprehensive . .
Number of Emergency Room Stations 43 Total Ompaﬁentw_LM; 506 576
g::;:':: ;rde;cit:: dbfyrolfnm;::::gcgniye'rvlces. ?g:gg Outpatient Visits at the Hospital/ Camn pus: 464 506
i ) ! Qutpalient Visits Offsite/off campus 42070
Total ED Visits (Emergency+Trauma): 70,469
lagnostic/interventional Equipment Examinations adiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
ineral Radiography/Fluoroscopy 29 0 26372 71,389 Lithotripsy 0 f 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 0 40
rasound 8 0 5143 19,181 Intensity Modulated Rad Therap 2 0 15
wgnostic Angiography 0 0 0 0 High Dose Brachytherapy 2 0 19
erventienal Angiography 0 0 0 Proton Beam Therapy 0 0 0
sitron Emission Tomography (PET) ¢ 1 0 0 Gamma Knife 0 0 0
mputerized Axial Tomography (CAT) 7 0 8,981 29,108 ,
anat ; 4 4,170 8,779 Cyber knife 0 0 0
gnatic Resonance Imaging 0 ) ' ALTACLIMENT 190

irce: 2009 Annual Hospital Questionnaire, Mlinois Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009 Provena St Mary's Hospital Kankakee Page 1
Ownership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  Michael Amo White 78.3% Hispanic or Latino: 3%
ADMINSTRATOR PHONE  (815) 937-2401 Black 20.7% Not Hispanic or Latino: 96.6%
OWNERSHIP: Provena Hospitals American Indian 0.0% Unknown: 0.3%
OPERATOCR: Provena Hospitals d/b/a Provena St.Marys Hospital Asian 0.2% \DPH Number: 2879
MANAGEMENT; Church-Related Hawallan/ Pacific 0.0% urmber:
CERTIFICATION: None Unknown: 07%  PA Al4
FACILITY DESIGNATION:  General Hospital HSA 9
ADDRESS 500 West Court Street CITY: Kankakee COUNTY: Kankakee County
——————————— = e G
Eacility Utilization Data by Category of Setvice
Authorized  Peak Beds Average Average CON Staff Bed
. CON Beds Setup and Peak Inpadent Observation |ength Daily Occupancy Occupancy
Clinjcal Service 12/31/2008 Staffed Census Admissions  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 105 83 77 4,471 19,084 952 45 54.9 52.3 66.1
0-14 Years 5 19
15-44 Years 817 2,600
45-64 Years 1,786 6,969
65-74 Years 694 3272
75 Years + 1,166 6,224
Pediatric 14 13 10 542 1,711 445 4.0 59 422 454
Intensive Care 26 25 25 2,051 5,860 75 29 16.3 62.5 65.0
Direct Admission 1,417 3233
Trensfors 634 2,627
Obstetric/Gynecology 12 13 8 466 1,042 52 2.3 30 25.0 23.1
Maternity 420 G936
Cisan Gynecology 46 106
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 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 25 21 21 649 3488 3 5.4 9.6 383 45.5
Rehabilitation 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
Dedcated Observation 0 0
Facility Utilization 182 7,545 31,185 1,627 4.3 896 49,2
(Includes ICU Diract Admissions Only)
Inpatients and Outpatients Setved by Payor Source
Medlcare Medicald Other Pubilc Private Insurance Private Pay  Charity 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% 1.6%
Outpatients 27886 15592 1481 42310 14624 1582 103,475
Financial Year Reported: 1/1/2009 rp 1243472009 Inpatient and Outpatient Net Revenue by Payor Source Tofal Charity
, " Charity Care Expense
Medicare Medicald Other Public  Private Insurance  Private Pay Totals Care P
) Expense 2,657,530
Inpatient 52.6% 14.5% 0.2% 29.7% 1% 100.0% Totals: Charity
Revenue (§ ota's: Lna
(%) 32691073 9,028,207 105,333 18,527,435 1,932,268 62,264,316 1856922| onnlor of
Outpatient 19.1% 8.9% 0.2% 66.9% 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 Newborn Nursery Utilization Organ Transplantation
Number of Total Births: 424 Level 1 Patient Days 781 Kidney: 0
Number of Live Births: 420 Level 2 Patient Days 242 He an-y. 0
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 ver:
C-Sectlon Rooms: 1 Outpatient Studies 204 947 Total: 0
CSections Performed: 116 Studies Performed Under Contract 0

* Note: According to Board action on 4/22/05, Board reduced 4 ICU beds overall votuntarily. New CON count for the facility is 182 beds. Actual Cost of
Services Provided to Charity Care Inpatients and Outpatients (Part Il, Question 3 on page 14) was calculated using the 2009 IRS 250 Schedule H instructions
to determine the cost to charge ratio. This methodology was used because the 2009 Medicare Cost Report was ndf BRI SNIENIE A9 vas due.




HOSPITAL PROFILE - CY 2009 Provena St Mary's Hospital Kankakee Page 2
Surgery and Operating Room Utilization
Surgical Specialty Operating Rooms Surgicat Cases Surgical Hours Hours per Case
Inpatient Outpatient Combined Total Inpatient Outpatient inpatient Outpatient Total Hours Inpatient Quipatient
Cardiovascuiar 0 0 0 0 0 0 0 0 0 0.0 0.0
Dermatclogy 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 7 7 450 640 839 989 1828 i9 1.5
Gastroenterology 0 0 0 0 166 69 201 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 ao7 20 1.7
- OQral/Maxillofacial 0 0 0 0 12 9 24 17 4 20 1.9
Ophthalmology 0 0 0 0 3 385 8 422 430 27 1.1
Qrthopedic 0 0 0 0 394 607 1047 1223 2270 2.7 2.0
Otolaryngology 0 0 0 0 10 285 15 360 375 1.5 1.3
Ptastic Surgery 0 0 0 0 1 33 4 66 70 40 2.0
' Podiatry 0 0 0 0 1 76 18 154 172 16 2.0
Thoracic 0 0 0 0 24 14 60 17 77 25 1.2
Urology 0 0 1 1 187 659 301 872 1173 15 13
Totals 0 0 -] 1516 3772 3029 5528 8667 20 1.5
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 0 Stage 2 Recovery Stations 0
| Dedicated and Non-Dedicated Procedure Room Utilzation
: Procedure Rooms Surgical Gases i ours Hours per Case
Procedure Type Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient OCuipatient
Gastrointestinal 0 ) 5 5 360 1289 382 1565 1947 1.1 12
Laser Eye Procedures 0 0 i 1 0 22 0 17 17 0.0 0.3
Pain Management 0 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 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
Tota! Cath Labs (Dedicated+Mondedicated 1abs): 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 .
Level of Trauma Service L::;ﬁ:: LE_V-Ef 2 Total Car diacw 0
Operating Rooms Dedicated for Trauma Care 1 Pediatric (0 - 14 Years): _ 0
Number of Trauma Visits: 201 Adult (15 Years and Older): 0
Patients Admitted from Trauma 223 Coronary Artery Bypass Grafts (C_ABGS)
performed of totat Cardiac Cases : 0
Emergency Service Type: Comprehensive i X
Number of Emergency Room Stations 22 rotal Out aﬁent%[:mm_sew_——m 218,663
::Z‘::: :::it:: db:j;"ggs:;:nscsfwces‘ 3;;:: Outpationt Visis at the Hospitall Campus: 187,202
o ) ' Qutpatlent Visits Offsitefoff campus 31,461
Total ED Visits (Emergency+Trauma). 31,465
DiagnosticAnterventional Equipment Examinations Radiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 7 0 7.780 30,258 Lithotripsy 0 1 156
Nuclear Medicine 2 0 1,405 1,861 Linear Accelerator 1} 0 0
Mammography 4 0 o 4,534 Image Gulded Rad Therapy 0 0 0
Ultrasound 4 0 2,102 6,361 Intensity Modulated Rad Therap 0 0 0
Diagnostfc Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Anglography 0 0 0 Proton Beam Therapy 0 0 0
Positran Emission Tomography (PET) 0 1 0 0 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 2 0 2,494 15,811 )
Magnetic Resonance imaging 2 0 609 255 Cyber knife Y 0 0
ETTECHNENTT9C

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




AMBULATORY SURGICAL TREATMENT CENTER PROFILE-200%

BELMONT/HARLEM SURGERY CENTER, LLC CHICAGO

NUMBER OF PATIENTS BY AGE GROUP

NUMBER OF PATIENTS BY PRIMARY PAYMENT SCURCE

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 1,265
45-64 308 322 630 Other Public 0 0 0
65-74 266 388 654 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 Medicald QOther Public  Private Insurance Private Pay TOTALS Expense Total Net Revenue
18.7% 0.5% 0.0% 58.6% 222% 100.0% 0%
870,580 21,951 0 2,730,613 1,035,739 4,658,883 16,139
OPERATING ROOM 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
Opthalmology 1304 652.00 325.00 §77.00 0.75
CralfMaxillofacial 0 0.00 0.00 0.00 0.00
Orthopedic 287 287.00 119.00 406.00 1.41
Ototaryngology 37 22.00 12.00 34.00 0.92
Pain Management 148 74.00 24.00 98.00 0.66
Plastic ¢ 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 RCOM 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
Gastro-dntestinal 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 Surgical Treatment Center Questionnalre for 2009, [Minois Department of Public Health, Health Systems Development
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AMBULATORY SURGICAL TREATMENT CENTER PROFILE-2009 BELMONT/HARLEM SURGERY CENTER, LLC CHICAGO
Reference Numbers Facilityld 7003131 Number of Operating Rooms 4
Health Service Area 008 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
. 4/26/2010
Registered Agent
S
‘ p :::ngw):RMATA Type of Ownership
ro er
Limited Liability Com RA require
. RESURRECTION SERVICES ! Hity Company (RA required)
‘ Legal Owner

‘ HOSPITAL TRANSFER RELATIONSHIPS
HOSPITAL NAME NUMBER OF PATIENTS
RESURRECTION MEDICAL CENTER, CHICAGO
OUR LADY OF RESURRECTION, CHICAGO

o0 ool

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
Reg. Nurses 2.00 Saturday o
Certified Aides 1.00 Sunday Q
Othar Hith. Profs. 2.00

Other Non-Hith. Profs 3.00

TOTAL 9.00

FACILITY NOTES

ATTACHMENT 19C

Source:Ambulatory Surgical Treatment Center Questionnalre for 2009, Hlinols Department of Public Health, Health Systems Development
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HISTORICAL UTILIZATION OF
MANTENO 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 2008 PROVENA COR MARIAE CENTER

ROCKFORD

PROVENA COR MARIAE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

3330 MARIA LINDEN DRIVE Aggressive/Anti-Social 0 DIAGNOSIS
ROCKFORD, IL. 61114 Chronic Alcoholism 0 Neoplasms 0
Reference Numbers  Facility ID 6005771 Developmentally Disabled 0 EndocrinefMatabolic 0
Health Service Area 001  Planning Service Area 201 Drug Addiction 0 Blood Disorders 0
Administrator Medicaid Recipient 0 “Nervous System Non Alzheimer 0
Teresa Wester-Peters Medicare Recipient 0 Alzheimer Disease 0
Mental liness 0 Mental lliness 0
Contact Person and Tefephone Non-Ambulatory 0 Developmental Disability 0
::23?;;21&; Non-Mobile 0 Circulatory System 28
Date Public Aid Recipient 0 Respiratory System 23
Registered Agent Information Completed Under 65 Years Old 0 Digestive Systern 10
Teresa Wester-Peters 412972010 . Unable to Seif-Medicate 0 Genitourinary System Disorders 14
3330 Maria Linden Drive Ventilator Dependent 1 Skin Disorders 4
Rockford, IL 61114 Infectious Disease wf isclation 0 Musculo-skeletal Disorders 14
FACILITY OWNERSHIP Other Restrictions 0 Injurles and Palsonings 10
NON-PROF CORPORATION No Restrictions 0 Cther Me'diwl Con'd-itions 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '’ Non-Medical Conditions 7
) TOTALS 122
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally Il 14
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 113
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 484
Nursing Care 73 73 69 73 69 4 73 16 Total Discharges 2009 475
Skilled Under 22 0 0 0 0 0 0 0 Resldents on 1273172009 122
Intermediate DD 0 0 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 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 Oce. Pet.  Occ. Pet.
Nursing Care 10344  38.8% 4318 74.0% 0 0 88 167 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 87.9% 87.9%
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 Femate Male  Female Male Female Male Female TOTAL
Under 18 0 0 1} 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 G 0 0 0
45t0 59 0 ] 0 0 0 0 0 0 0 0 0
60to64 1 1 0 0 0 0 1] 1 1 2 3
65to 74 2 2 0 0 0 0 2 3 4 5 9
75t0 84 k) 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 K] 33 89 122
jource:Long-Term Care Facility Questionnaire for 2009, llinols Department of Public Health, Health Systems Deve!ApfvinACMNT 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
Health Service Area 001

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Facility ID 6005771
Planning 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 343 507
Nursing Care 36 12 3 3 15 0 69 Skifled Under 22 0 0
Skilled Under 22 0 0 0 0 0 v 0 intermediate DD 0 0
ICF/DD 0 0 Q Q 0 0 Shelter 144
Sheltered Care 0 0 53 0 53
TOTALS 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 o 0 0 Adminishators 2.00
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 v 0 0 0 0 LPN's 13.78
Total 69 Q 0 53 122 Cerlified Aldes 41.78
Other Health Staff 0.00
ETHNICITY Nursing SkiUnd22 ICF/DD Shelter Totals Non-Health Staff 58.70
Hispanic 0 ¢ 0 1 1 Totals 126.80
Non-Hispanic 69- 0 1] 52 121
Ethnicity Unknown 0 0 0 0 0
Total 69 0 0 53 122
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
36.0% 5.9% 0.0% 5.5% 52.6% 100.0% 0.3%
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_l?ﬁcility Questionnalre for 2009, lflinois Department of Public Heatth, Health Systems Development
ATTACHMENT 19C 10/8/2010

’
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JLLINOIS 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 0 DIAGNOSIS
GENEVA, IL. 80134 Chronic Alcoholism 1 Neoplasms 0
Reference Numbers Fadility ID 6003503 Developmentally Disabled 1 Endocrine/Metabolic 1
Health Service Area 008  Planning Service Area 089 Drug Addiction 1 Blood 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 Telephona Non-Ambulatory o Develapmental Disability 1
DAWN. R. FURMAN Non-Mobile 0 Circulatory System 10
630-232-7544 Date Public Ald Recipient 0 Respiratory System 10
Registered Agent Information Completed Under 685 Years Old 0 Digestive System 3
/1212010 Unable to Self-Medicate 0 Genltourinary System Disorders 1
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 2
EACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 1
NON-FROF CORPORATION No Restrictions 0 Other Medical Conditions 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '’ :;::dg:hcai Conditions 8?
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally Iif 15
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 1/172009 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 69 Total Discharges 2009 198
Skilled Under 22 0 0 0 0 0 0 ] Residents on 12/31/2009 81
Intermediate DD 0 0 0 0 0 ] 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
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.Pct. Pat.days Occ. Pet. Pat. days Pat. days Pat. days Pat. days Pat. days Qcc. Pct.  Oce, Pet,
Nursing Care 6481  28.2% 19671 78.1% 0 311 5973 0 32436 B3.1%  B83.8%
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% 0.0%
TOTALS 6481 28.2% 19671 78.1% 0 31 5973 1] 32436 83.1% 83.8%
RES!IDENTS 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
18t0 44 0 0 ¢ 0 0 0 0 0 0 0 0
45 to 59 1 0 0 0 0 0 0 0 1 0 1
60 to 64 1 0 0 0 0 0 0 0 1 0 1
6510 74 4 4 0 0 0 0 0 0 4 4 8
75t0 84 6 19 0 0 0 0 0 0 6 19 25
85+ 8 40 o 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, lllinols Department of Public Health, Health Systems Devefopment
ATTACHMENT 19C 101872010
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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  Fadlity ID 6003503

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 274 224
Nursing Care 15 47 0 1 18 0 81 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD ] 0
ICF/DD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 15 47 0 1 18 0 81
RESIDENTS BY RACIAL/EETHNICITY GROUPING STAFFING
RACE Nursing SKUnd22 |CF/DD Shefter . Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 0 0 0 0 0 Physicians 0.50
Hawalian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 81 0 0 0 81 Reglstered Nurses 7.50
Race Unknown 0 0 0 0 0 LPN's 12.00
Total 81 0 0 0 81 Certified Aides 41.00
(Other Health Staff 7.00
ETHNICITY Mursing SklUnd22  ICF/DD Shelter Totals Non-Health Staff 2400
Hispanic 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 Other 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 0 95,656 1,700,374 6,277,299 o

*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 Developmen
APTACHMENT 19C  pm010

Page 1612 of 2238




ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA HERITAGE VILLAGE

KANKAKEE

PROVENA HERITAGE VILLAGE

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

901 NORTH ENTRANCE Aggressive/Anti-Social 1 DIAGNOSIS
KANKAKEE, IL. 60901 Chronic Alccholism 1 Neoplasms 0
Reference Numbers Facility ID 6004246 Developmentally Disabled 0 EndocrneMetabolic 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 Reciplent 0 Alzheimer Disease 19
Mental lliness 1 Mental llness 0
Contact Persen and Telephone Non-Ambulatory 0 Developmental Disability 1
CAROL D MCINTYRE Non-Mghile Q Circulatory Systemn K|
815-939-4506 Date Public Ald Recipient 0 Respiratory System 10
Registered Agent Information Completed Under 65 Years Old 0 Digesfive System 5
419/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 0
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease wf Isolation 0 Musculo-skeletal Disorders 0
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 0
NON-PROF CORPORATION No Restrictions 0 Other MeFIicaI Cond‘iﬁons 8
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l :;::xgﬂca’ Conditions 72
LIFE CARE FACILITY Ne Total Residents Diagnosed as Mentally lil 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 1/1/2009 72
LEVEL OF CARE BEDS SET-UP  USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 225
Nursing Care 51 51 51 51 42 9 51 0 Total Discharges 2009 223
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 74
Intermediate DD 0 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 51 Q
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Cther Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat days Occ.Pct. Pat days Occ. Pet.  Pat. days Pai days Pat days Pat days Pat days Occ. Pct.  Qce, Pet.
Nursing Care 8657  46.5% 0 00% 0 547 9197 0 18401 98.9%  98.9%
Skiiled 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%
Shelterad Care o 0 5840 365 6205 21.5% 47.2%
TOTALS 8657  46.5% o 0.0% 0 547 15037 365 24606 51.9% 771.5%
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 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 1 0 0 0 0 0 0 0 1 0 1
60 to 64 0 0 0 0 0 0 0 o 0 0 0 |
65t0 74 1] 4 0 0 0 0 0 0 0 4 4
7510 84 § 10 Q 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 |
i
\
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 08010
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ILLINOIS LONG-TERM CARE PROFI.LE-CALENDAR YEAR 2009 PROVENA HERITAGE VILLAGE KANKAKEE

PROVENA HERITAGE VILLAGE

901 NORTH ENTRANCE

KANKAKEE, IL. 60901

Reference Numbers  Fadility ID 6004246

Health Service Area 009  Planning Service Area 091

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 206 177
Nursing Care 24 0 0 10 ] ¢ 42 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFDD 0 H 0 0 0 0 Shelter 113 102
Sheltered Care 0 0 3 1 32
TOTALS 24 ] 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 1] 0 Administrators 1.00
Black ) 1 0 0 1] 1 Physicians 0.00
Hawaiian/Pac. [sl. 0 0 0 0 0 Director of Nursing 1.00
White 41 0 0 a2z 73 Registered Nurses 7.00
Race Unknown 0 0 0 0 ¢] LPN's 11.00
Total 42 0 0 32 74 Certified Aides 41.00
Other Health Staff 4.00
ETHNICITY Nursing Skilund22  ICF/DD Shelter Totals Non-Health Staff 48.00
Hispanic 0 0 0 0 0 Totals 113.00
Non-Hispanic 42 0 0 32 74
Ethnicity Unknown 0 0 0 0 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 0 200,573 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, lilinois Department of Public Health, Health Systems Develo%mant
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA MCAULEY MANCR

AURORA

PROVENA MCAULEY MANOR ADMISSION RESTRICTIONS RESIDENTS BY PRIMARY DIAGNOSIS
400 W. SULLIVAN ROAD Aggressive/Anti-Social 0 DIAGNOSIS
AURORA, IL. 80506 Chronic Alcoholism 0 Neoplasms 3
Reference Numbers  Facility ID 6005812 Developmentally Disabled 0 Endocrine/Metaholic 0
Health Service Area 008  Planning Service Area 089 Drug Addiction 0 Blood Disotders o
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5
Jennifer Roach Medicare Reciplent 0 Alzheimer Disease 3
Mental lliness 1 Mental fliness 1
Cf:niact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
::Lir:; 3700 Non-Maobile 1] Circulatory System 17
Date Public Aid Recipient 0 Respiratory System 3
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 6
Megan Kieffer 5/7/2010 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/ |solation 0 Musculo-skeletal Disorders 15
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 4
NON-PROF CORPORATION No Restrictions o Other Medical Conditions 5
. e Non-Medical Conditions 0
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l TOTALS 63
LIFE CARE FACILITY No Total Residents Diagnosed as Mentaily (1 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 1/1/2009 62
LEVEL OF CARE BEDS SET-LUP USED SET-UP |INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 517
Nursing Care 87 87 74 87 63 24 a7 9 Total Discharges 2009 516
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 63
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 1] 0 Identified Offenders 0
TOTAL BEDS 87 87 74 87 63 24 87 g
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 Oece. Pel. Pat. days Pat. days Pat. days Pat. days Pat. days Occ. Pet.  Oce. Pet.
Nursing Care 10591  33.4% 1312 39.9% 0 695 10073 192 22863 720%  720%
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 10591 3.4% 1312 39.9% 0 695 10073 192 22863 72.0% 72.0%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2609
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 1] 0 0 0 0 0 1 0 1
45to 59 0 1 1] 0 0 0 0 0 0 1 1
60 to 64 2 0 0 0 0 0 4] 0 2 0 2
6510 74 5 1 0 0 0 0 0 0 5 1 &
75 to 84 5 10 0 0 0 0 0 0 5 10 15
85+ 6 KY: ] 0 0 0 0 o 6 32 k]
TOTALS 19 44 0 0 0 ] 0 0 19 44 63
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Development
ATTACHMENT 19C  4usm010
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ILLINCIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA MCAULEY MANOR AURORA,

PROVENA MCAULEY MANOR

400 W. SULLIVAN ROAD

AURORA, IL. 60506

Reference Numbers  FacllityID 6005912

Health Service Area 008  Planning Service Area 089

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Cther Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 2728 207
Nursing Care 24 4 0 4 h| 0 63 Skiited Under 22 0 0
Skilled Under 22 0 o 0 0 o 0 0 Intermediate DD 0 0
ICFDD 0 0 0 0 0 0 Shelter a [4]
Sheltered Care 0 0 0 0 0
TOTALS 24 4 0 4 3 0 63
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 o Administrators 1.00
Black 1 0 0 0 1 Physicians 0.00
Hawailan/Pac. Isl. 0 0 0 0 4] Director of Nursing 1.00
White 60 1] 1] 0 60 Registered Nurses 7.00
Race Unknown 2 0 0 ] 2 LPN's 3.00
Total 63 0 0 [4] 63 Certified Aides 22.00
Other Heatth Staff 6.00
ETHNICITY Nursing SkiUnd22 ICF/DD Shelter Totals Non-Heslth 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 [4] [4] 0 63
NET REVENUE BY PAYOR SOURGCE (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% 43.8% 100.0% 0.1%
3,259,177 161,944 0 201,199 3,056,364 6,678,684 7,530

*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 Develf‘plment
ATTACHMENT 19C 101812010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 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
BOURBONNAIS, IL. 60914 Chronic Alcoholism 0 Neoplasms 2
Reference Numbers  Facility ID 6007009 Developmentalty Disabled 0 Endoctine/Metabolic 5
Health Service Area 009  Planning Service Area 091 Drug Addiction 0 Blood Disorders 2
Administrator Medicald Reciplent 0 *Nervous Systern Non Alzheimer 5
Rabin Gifford Medicare Recipient 0 Alzheimer Disease 1
Mental llness 0 Mental lliness 1
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
:g?;l:T‘?ZIF;:zORD Non-Mabiie 0 Circulatory System 25
Date Public Aid Reclpient 0 Respiratory System 17
Registered Agent Information Completed Under 85 Years Old 0 Digesfive System 2
5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 8
Ventilator Dependent i Skin Disorders 2
Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 9
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 5
NON-PROF CORPORATION No Resfrictions 0 Cther Medical Conditions 10
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I’ :;'_}:r:sdlca' Conditions 9:
LIFE CARE FACILITY No . .
Total Residents Diagnosed as Mentatly Il 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 1/1/2009 g5
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2008 205
Nursing Care 107 107 107 107 94 13 55 90 Total Discharges 2009 206
Skilled Under 22 0 0 0 0 0 " 0 Residents on 12/31/2009 94
Intermediate DD 0 0 0 1] 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 107 107 107 107 94 13 55 80
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 Oce. Pct.  Oce. Pet,
Nursing Care 7906  39.4% 23104 70.3% 0 480 2785 o 34275 87.8% B7.8%
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 a 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 - 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 o 0 0 0 0 0 0 0
18 to 44 0 1 0 0 0 0 0 0 0 1 1
45to 59 0 0 0 0 0 0 0 0 0 0 0
60 to 64 2 2 0 0 0 0 0 0 2 2 4
65to 74 4 i0 ] 0 0 0 0 0 4 10 14
75to 84 10 20 0 0 0 0 0 0 10 20 30
85+ 4 41 0 0 0 0 0 0 4 4 45
TOTALS 20 74 0 0 o 0 0 1] 20 74 94
Source:Long-Term Care Facllity Questionnaire for 2009, lllincis 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 OUR LADY OF VICTORY

BOURBONNAIS

PROVENA OUR LADY OF VICTORY

20 BRIARCLIFF LANE

BCURBOMNMAIS, IL. 60814

Fadlity ID 6007009
Planning Setvice Area 091

Reference Numbers
Health Service Area 009

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 177 173
Nursing Care 21 64 0 0 9 0 94 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DO 0 0
ICFIDD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 21 64 0 0 9 0 94
RESIDENTS BY RACIAUETHNICITY 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 Administrators 1.00
Black 8 0 0 0 8 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
Vhite 86 0 0 0 86 Registered Nurses 10.00
Race Unknown 0 0 0 0 0 LPN's 16.00
Total 94 0 0 0 94 Certified Aides 27.00
Other Health Staff 0.00
ETHNICITY Nursing Skundz2 ICFDD Shelter Totals Non-Health Staff 37.00
Hispanic 0 0 0 0 0 Totals 9200
Non-Hispanic 94 0 0 0 a4
Ethnicity Unknown 0 ] 0 0 0
Total 84 0 0 0 94
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
38.1% 46.8% 0.0% 26% 12.5% 100.0% 0.0%
2,380,646 2,919,597 0 162,995 777678 6,240,916 0
*Charity Expense does not Include expenses which may be considered a community benefit.
Source:Long-Term Cara Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10612010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA 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 Neoplasms 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 0 *Nervous System Non Alzheimer 5
MELISSA ADAMS Medicare Recipient 0 Alzheimer Disease 1
Mental lliness 1 Mental lliness 3
Contact Person and Telephone ' Non-Ambulatory 0 Developmental Disabitity 0
?;E::TOZZI;:'ND Non-Mobile 0 Circulatory System 12
Date Public Aid Recipient 0 Respiratory System 11
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 3
51712010 Unable to Self-Medicate 0 Genitourinary System Disorders 5
Ventitator Dependent 1 Skin Dlsorders 4
Infectious Disease wf Isolation 0 Musculo-skeletal Disorders 11
EACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 4
NON-PROF CORPORATION No Restrictions Q0 Other Medical Conditions 36
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I’ :;r-:::\ﬂl-esdlcal Conditions 1 0;
LIFE CARE FACILITY No Total Residents Diagnosed as Mentatiy (I 24
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 1/1/2008 88
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2008 270
Nursing Care 120 110 110 110 103 17 120 60 Total Discharges 2009 255
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2008 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 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. Pct.  Oce. Pct,
Nureing Care 8egs  20.3% 17874 816% 0 607 7533 0 34909 79.7% 86.9%
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 8835 20.3% 17874 81.6% 0 607 7533 0 34809 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 Mafte Female Male Female Male Female Male Female Male  Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
1810 44 0 0 0 0 0 0 0 0 0 0
45 to 59 1 1 0 0 0 0 0 0 1 1 2
60 to 64 3 2 0 0 0 0 0 0 3 2 5
65to 74 2 5 0 0 0 0 0 0 2 5 7
7510 84 8 13 0 0 1] 0 0 0 8 13 21
85+ 12 56 0 0 0 0 0 0 12 356 &8
TOTALS 26 77 0 0 0 0 0 0 26 77 103

Source:Long-Term Care Facility Questionnaire for 2009, illinols Department of Public Health, Health Systems Development
ATTACHMENT 19C 100612010
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{LLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA PINE VIEW CARE CENTER ST.CHARLES

PROVENA PINE VIEW CARE CENTER

611 ALLEN LANE

ST. CHARLES, L. 60174

Reference Numbers  Facility ID 6007439

Health Service Area 008  Pianning 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 327 227
tursing Care 25 50 0 1 27 0 103 Skilled Under 22 1] 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/IDD 0 0 0 0 0 0 Shelter 0 0
Sheitered Care 0 0 0 0 0
TOTALS 25 50 0 1 27 0 103
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 o o 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 g 0 4] Administrators 1.00
Black 0 0 (1} 0 0 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Mursing 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 Aides 38.00
Other Health Staff 0.00
ETHNICITY Nursing SklUnd22 ICF/DD Shelter Totals tNon-Health Staff 41.00
Hispanic 0 0 0 0 0 Totals 106.00
Non-Hispanic 103 0 0 0 103
Ethnicity Unknown 0 0 0 0 0
Total 103 0 0 0 103
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
38.1% 30.5% 0.0% 2.6% 28.8% 100.0% 0.0%
2,855,512 2,289,828 0 193,073 2,163,888 7,502,302 0

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

Source:Long-Term Care Facility Questionnaire for 2009, linois Department of Public Health, Health Systemns 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
4405 HIGHCREST ROAD
ROCKFORD, IL. 61107
Reference Numbers
Heaith Service Area 001

Fadility ID 6008817
Planning Service Area 201

Administrator
Janetle Chadwick

Contact Person and Telephone
JANELLE CHADWICK
815-229-1999

Date
Registered Agent Information Completed
Meghan Kleffer 4282010
19608 Hickory Creek Drive Suite 300
Mokena, IL 60448
FACILITY OWNERSHIP
NON-PROF CORPORATION
CONTINUING CARE COMMUNITY No
LIFE CARE FACIUTY No

ADMISSION RESTRICTIONS

Aggressive/Anti-Social
Chronic Alcoholism
Developmentally Disabled
Drug Addiction

Medicaid Reciplent
Medicare Recipient
Mental lliness
Non-Ambulatory
Non-Mobile

Public Aid Recipient
Under 65 Years Old
Unable to Seli-Medicate
Ventiiator Dependent
Infectious Disease w/ lsclation
Other Restrictions

No Restrictions

Note: Reported restictions denoted by 'l'

RESIDENTS BY PRIMARY DIAGNOSIS

1 DIAGNOSIS
1 Neoplasms 4
1 Endocrine/Metabolic 4
1 Blood Disorders 0
0 *Nervous System Non Alzheimer 7
0 Atzhelmer Disease 0
L Mental lliness 0
0 Developmental Disability 0
0 Circulatory System 33
0 Respiratory System 8
0 Digestive System 5
0 Genitourinary System Disorders 13
1 Skin Disorders 4
0 Musculo-skeletal Disorders 26
0 Injurfes and Poisonings 34
0 Other Medical Conditions 5
Non-Medical Conditions 0
TOTALS 143
Total Residents Diagnosed as Mentally Il 0

LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS

ADMISSIONS AND
DISCHARGES - 2009

PEAK PEAK
LICENSED BEDS  BEDS BEDS BEDS AVALABLE MEDICARE MEDICAID  p.cidents on 1/1/2009 153
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 724
Nursing Care 179 179 163 179 143 36 119 60 Total Discharges 2009 734
Skilled Under 22 0 0 0 0 0 0 it Residents on 12/31/2009 143
Intermediate DD 0] 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 {dentified Offenders 0
TOTAL BEDS 179 179 163 179 143 36 119 60
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance 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 Occ. Pet.  Occ. Pet,
Nursing Care 15823  36.4% 19188 87.6% 0 3254 16973 0 55238 84.5% 84.5%
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 15823  364% 19188  87.6% 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 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 1 1 0 0 0 0 0 ] 1 1 2
60 to 64 ] 2 0 0 0 0 0 0 0 2 2
65t0 74 5 8 0 0 0 0 0 0 5 8 13
75to 84 8 27 0 0 0 0 0 0 8 27 35
85+ 23 68 0 0 v 0 0 0 23 68 91
TOTALS 37 106 0 0 0 0 0 0 37 106 143
Source:Long-Term Care Facility Questionnaire for 2009, lilinois Department of Public Health, Health Systems Development
10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST, ANN CENTER RQCKFORD

PROVENA ST, ANN CENTER

4405 HIGHCREST ROAD

ROCKFORD, IL. 61107

Reference Numbers  Fadility ID 6008817

Health Service Area 001  Planning Service Area 20t

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 231 195
Nursing Care 4 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 0
Sheltered Care 0 0 0 0 0
TOTALS 44 52 0 § 39 0 143
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 7 0 0 0 7 Physicians 0.00
Hawailan/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 136 0 0 0 136 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 ICF/DD Shelter Totals Non-Heaith 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 0 0 0 143
NET REVENUE BY PAYOR SCURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private insurance Private Pay TOTALS Expense*  Total Net Revenue
39.0% 18.5% 0.0% 8.5% 34.0% 100.0% 0.0%
4,961,570 2,358,343 0 1,081,399 4,329 706 12,731,018 0

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

Source:Long-Term Care Facility Questionnaire for 2009, Iincis Department of Public Health, Health Systems Deve'llg%ment

ATTACHMENT 19C 102010
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ILLINOIS 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 Chronic Alcoholism 0 Neoplasms 2
Reference Numbers  Facility ID 6008973 Developmentally Disabled 0 Endocrine/Metabolic 5
Health Service Area 001  Planning Service Area 177 Drug Addiction 0 Blood Disorders 1
Administrator Medicald Recipient 0 *Nervous System Non Alzhelmer 11
Michelle Linderman Medicare Reclpient 0 Alzheimer Disease 3
Mental {ilness 1 Mental iness 6
c?ntact I:-‘erson and Telephone Non-Ambulatory 0 Developmental Disability 2
Michelle Lindeman Non-Mobile 0 Circulatory System 41
815-232-6181 Date Public Aid Reciplent 0 Respiratory System 5
Registered Agent Information Completed Under 65 Years Old 1] Digestive System 7
5/412010 Unable to Self-Medicate 0 Genitourinary System Disorders 3
Ventitator Dependent 1 Skin Disorders 0
Infectious Disease w/ {solation 0 Musculo-skeletal Disorders 9
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 2
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 5
. d restictions denoted by '1' Non-Medical Conditions 0
CONTINUING CARE COMMUNITY No Note: Reported res y TOTALS 102
LIFE CARE FACILITY No . .
Total Residants Diagnosed as Mentally lll 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 11 111 108 102 18 120 94 Total Discharges 2009 194
Skilled Under 22 0 0 0 0 0 1] 0 Residents on 12/31/2009 102
Intermediate DD )] 1] 0 0 0 0 0
Sheltered Care 0 0 0 1] 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. Pct. Pat days Occ, Pet.  Pat. days Pat. days Pat days Pat, days Pat. days Occ. Pat.  Occ. Pet.
Nursing Care 4263 9.7% 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 0.0% 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 1291 10535 0 39155 89.4% 96.6%
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
1810 44 0 0 0 0 0 0 0 0 0 0 0
45t0 59 0 0 ] 0 ¢ 0 0 0 o} 0 ]
60 to 64 0 0 0 0 0 0 1] 0 0 0 0
651074 1 8 0 0 0 0 0 0 1 8 9
7510 84 9 23 1] 0 0 0 0 0 9 23 32
85+ 9 52 0 0 0 1] 0 0 9 52 61
TOTALS 19 83 0 0 0 0 0 0 19 82 102
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Dehelprﬁ% HMENT 19C B
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2008 PROVENA ST. JOSEPH CENTER

FREEPORT

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

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Facliity 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
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/DD 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 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 3 0 0 0 3 Physicians 0.00
Hawaiian/Pac. lsl. 0 0 0 0 0 Director of Nursing 1.00
White a8 0 0 0 98 Registered Nurses 8.00
Race Unknown 1 0 0 0 1 LPN's 15.00
Total 102 0 0 0 102 Certified Aides 44,00
Other Health Staff 6.00
ETHNICITY Nursing Sklund22  ICF/DD Shelter Totals Non-Health Staff 47.00
Hispanic 0 0 0 0 0 Totals 122.00
Non-Hispanic 101 0 0 0 101
Ethnicity Unknown 1 0 0 0 1
Total 102 0 0 0 102
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Chatity 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 2,245919 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, lllinois Department of Public Health, Health Systems Developmen
ARCHMENT 19C  om010
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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 Aggressive/Anti-Soclal 0 DIAGNOSIS
JOLIET, IL. 60435 Chronic Alcoholism 0 Neoplasms 0
Reference Numbers Fadllity 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 Alzheimer Disease 0
Menta! lliness 0 Mental lliness 3
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
2\1’\]5’\.]7250_2?0% Non-Mobile 0 Circulatory System 4
Date Public Aid Recipient 0 Respiratory System 5
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 2
4/28/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 9
Ventilator Dependent 0 Skin Disorders 2
Infectious Disease w Isolation 0 Musculo-skeletal Disorders 90
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 "I’ _r:gr-:_-x-:ilcal Conditions 153
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally lil 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-UP INUSE 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 a 0 0 Residents on 12/31/2009 158
Intermediate DD 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 |dentified Offenders 0
TOTAL BEDS 176 176 173 176 158 18 176 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 Set Up
LEVEL OF CARE Pat days Occ, Pet. Pat.days Occ. Pct. Pat days Pat. days Pat. days Pat. days Pat. days Occ. Pcl.  Oce. Pet.
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 917%  91.7%
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 0 0 0 0 0 0 0 0 0 0
45 to 59 3 0 0 0 1] 0 0 0 3 a 3
60 to 64 2 0 0 Q 0 0 0 0 2 0 2
65to 74 7 ] 0 0 0 0 0 0 7 8 15
75 to 84 25 38 0 0 0 0 ] 0 25 k] 63
85+ 9 66 0 0 0 0 0 0 9 66 75
TOTALS 46 112 0 0 0 0 0 0 46 12 158
Source:Long-Term Care Facility Questionnaire for 2009, illinois Department of Public Health, Health Systems DeK [s] &%IMNT 19C (oE010
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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
Reference Numbers
Health Service Area 009

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Faclity ID 6012678
Planning Service Area 197

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 280 250
Nursing Care 77 43 0 1 37 ] 158 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 0
Sheltered Care o ¢] 0 0 0
TOTALS 77 43 0 1 7 0 158
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nussing SkUndz2  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 2.00
Black 9 0 0 0 9 Physicians 0.00
Hawaiian/Pac. Is!. ] 0 0 0 0 Director of Nursing 1.00
White 149 0 0 0 148 Registered Nurses 2342
Race Unknown 0 0 0 0 0 iPN's 14.40
Total 158 0 0 0 158 Certified Aides 65.80
Qther Health Staff 14,00
ETHNICITY Nursing SklUnd22 ICF/DD Shelter Totals Non-Health Staff 137.38
Hispanic 7 0 0 0 7 Totats 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 Charity 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% 31.9% 100.0% 00%
7,277,014 2,169,644 0 119,626 44782378 14,044 662 0
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, Iliincis Department of Public Health, Health Systems Development
ATTACHMENT 15C 10/8/2010
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ILLINOIS 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 AggressivefAnti-Social 1 DIAGNOSIS
NILES, IL. 60714 Chronic Aleoholism 1 Neoplasms 3
Reference Numbers  Facility ID 6008874 Developmentally Disabled 1 Endocrine/Metabolic 5
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 8
Peter Goschy Medicare Recipient 0 Alzheimer Disease 0
Mental lliness 1 Mental lliiness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
sz%:l‘gli\s?:\:m Non-Mobile 0 Circulatory System 26
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 Self-Medicate 0 Genitourinary System Disorders 4
7435 West Talcott Ventilator Dependent 1 Skin Disorders 0
Chicago, (L 60631 Infectious Disease wf Isolation 0 Musculo-skeletal Disorders 0
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 0
NON-PROF CORPORATION No Restrictlons 0 Other Medical Conditions 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I' :g:rg'cal Condions 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
LICEMSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 96
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 150
Nursing Care 99 99 99 99 96 3 99 29 Total Discherges 2009 150
Skitled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 96
Intermediate DD 0 0 a 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 99 99 99 99 26 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 Set Up
LEVEL OF CARE Pat. days Occ.Pct. Pat days Occ. Pct. Pat. days Pat, days Pat. days Pat. days Pat. days Cce. Pct.  Oce. Pet.
Nursing Care 7889  21.8% 5350 14.8% 0 0 21399 0 34638 95.9%  95.9%
Skilied 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 7889  21.8% 5350  14.8% 0 0 21399 0 34638 959%  95.9%
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
45 to 59 0 0 0 0 0 0 0 0 0 0 0
60 to 64 0 0 0 0 0 0 0 0 0 0 0
6510 74 2 1 0 0 0 0 0 0 2 1 3
7510 84 9 18 0 Q 0 0 0 0 9 i8 27
85+ 10 56 0 0 0 0 0 0 10 56 66
TOTALS 21 75 0 0 0 0 0 0 21 75 96
Source:Long-Term Care Facllity Questionnaire for 2009, lllinois Department of Public Health, Heaith Systems Development
ATTACHMENT 19C 10/8/2010

Page 1899 of 2238




AL

{LLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 ST.BENEDICT NURSING & REHAB NILES

ST. BENEDICT NURSING & REHAB

6930 WEST TOUHY AVENUE

NILES, IL. 60714

Raference Numbers  Facility ID 6008874

Health Service Area 007  Planning Service Area 702

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 261 233
Nursing Care 22 16 0 0 58 0 96 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 intermediate DD ) 0
ICF/IDD 0 0 0 0 0 0 Shelter 0 0
Sheltared Care 0 0 0 0 0
TOTALS 22 16 0 0 58 0 96
RESIDENTS BY RACIAL/ETHNICITY GRCUPING 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 0 0 0 0 0 Physicians 0.00
Hawailan/Pag. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 96 0 0 0 96 Regqistered Nurses 868
Race Unknown 0 0 0 0 0 LPN's 5.52
Total 96 0 0 0 96 Certified Aldes 40.61
Cther Health Staff 43.00
ETHNICITY Nursing SkilUnd22 ICF/DD Shelter Totals Non-Health Staff 11.00
Hispanlc 0 0 0 0 0 Totals 110.81
Non-Hispanic 98 1] 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 Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Totai 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 0

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

Source:Long-Term Care Facility Questionnaire for 2009, lllincis Cepartment of Public Health, Health Systems Develo%ment
ATTACHMENT 19C 105872010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION LIFE CENTER

CHICAGO

RESURRECTION LIFE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

7370 WEST TALCOTT Aggressive/Anti-Social 0 DIAGNOSIS
CHICAGO, L. 60631 Chronic Alcoholism 0 Neoplasms 4
Reference Numbers  Fadility ID 6014575 Developmentzlly 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 Recipient 0 Alzheimer Disease 9
Mental lliness 1 Mental lliness 16
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
:ff;‘gﬁ??:ls Non-Mobile 0 Circulatory System 22
Date Public Aid Recipient 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 60631 Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 23
FACILITY OWNERSHIP Cther Restrictions 0 Injuries and Peisonings 0
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 42
CONTINUING CARE COMMUNITY No Note. Reported restictions denoted by '{’ :;:—rl-esdlcal Conditions 16?
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally Il 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 OF CARE BEDS SET-UP  USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 264
Nursing Care 147 147 146 147 146 1 112 12 Total Discharges 2008 264
Skitled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 1614
Intermediate DD 0 0 0 1] 0 0 0
Sheltered Care 15 15 15 15 15 0 |dentified Offenders 0
TOTAL BEDS 162 162 161 162 161 1 112 112
FACILITY UTILLZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private  Private Charity Licensed Peak Beds
Medicare Medicaid Cther Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Qcc.Pct. Pat.days Occ. Pct. Pat. days Pat, days Pat. days Pat. days Pat. days Occ.Pet.  Occ. Pct,
Nursing Care 8445  20.7% 24529 60.0% 0 ¢ 19603 0 52677 98.0%  98.0%
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 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
4510 59 0 0 0 0 0 0 0 Q 0 0 0
60 to 64 0 0 0 0 0 0 0 0 0 0 0
6510 74 1 0 0 0 0 0 2 0 3 0 3
7510 84 4 A 0. ] 0 0 1 3 5 34 K!:]
85+ 16 94 0 a 0 0 0 9 16 103 119
TOTALS 21 125 0 0 0 0 3 12 24 137 161
Source:Long-Term Care Facility Questionnaire for 2009, lllincis Department of Public Health, Health Systems Davelopment
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION LIFE CENTER

CHICAGO

RESURRECTION LIFE CENTER
7370 WEST TALCOTT
CHICAGQO, IL. 60631
Reference Numbers
Health Service Area Q06

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Facility ID 6014575
Planning Service Area 601

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 Intermediate DD 0 0
ICF/DD 0 0 0 0 0 0 Shetter 166 1]
Sheltered Care 0 0 15 0 15
TOTALS 20 79 0 a 62 0 161
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 Administratars 1.00
Black 2 0 0 0 2 Physiclans 0.00
Hawalian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 144 0 0 15 159 Regfstered Nurses 21.02
Race Unknown 0 0 0 0 0 LPN's 7.00
Total 146 0 0 15 161 Certified Aides 51.711
Other Health Staff 1.77
ETHNICITY Nursing SkiUnd22 ICF/DD Shelter Totals Non-Heslth Staff 30.40
Hispanic 1 0 0 0 i 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 Chaity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Tota) Net Revenue
29.0% 22.2% 0.0% 0.0% 48.8% 100.0% 0.0%
3,599,478 2,752,857 0 o 6,046,287 12,398,622 0
*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 Questionnalre for 2009, |llinois Department of Public Heelth, Health Systems Development
ATTACHMENT 19C 10/812010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION NSG & REHAR CTR

PARK RIDGE

RESURRECTION NSG & REHAB CTR

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

1001 NORTH GREENWOOD AVENUE Aggressive/Anti-Sodal 1 DIAGNOSIS
PARK RIDGE, IL. 60068 Chronic Alcoholism 1 Neoplasms 31
Reference Numbers  Fadlity ID 6007892 Developmentally Disabled 1 Endocrine/Metabolic 0
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Biood Disorders 0
Administrator Medicaid Reciplent 0 *Nervous System Non Alzheimer 58
James Farlee Medicare Recipient 0 Alzheimer Disease 26
Mentat Ilness 1 Mental lliness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
:3%;3}3??:'3 Non-Mobile 0 Circulatory System 69
Date Public Aid Recipient 0 Respiratory System a1
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 0
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitouninary System Disorders 12
7435 West Talcoft Ventifator Dependent 1 Skin Disorders 0
Chicago, IL 60631 Infectious Disease w/ lsolation 0 Musculo-skeletal Disorders 25
FACILITY OWNERSHIP Other Restrictions 0 injuries and Poisonings 0
NON-PROF CORPORATION No Restrictions 0 Qther Medical Conditions 0
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l’ :;r.'nr-':-esdlcal Canditions 26: |
LIFE CARE FACILITY No Total Residents Diagnosed as Mentaily 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 1/1/2009 243
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admisgions 2009 603
Nursing Care 298 285 262 262 262 36 298 298 Total 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 36 298 298
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 Qcc.Pct. Pat.days Occ Pct. Pat, days Pat. days Pat. days Pat. days Pat. days Occ. Pct.  Qcc. Pat.
Nursing Care 20742 19.1% 41546 38.2% 0 2026 21347 1068 86729 79.7% 83.4%
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 20742  19.1% 41546 38.2% 0 2026 21347 1068 86720 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
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 5 3 0 0 0 0 0 0 5 3 8
60 to 64 5 9 0 0 0 0 0 0 5 9 14
6oto 74 16 21 0 0 0 0 0 0 16 21 37
75 to 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 1] 0 0 0 0 0 68 194 262
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 2008 RESURRECTION NSQ & REHAB CTR

PARK RIDGE

RESURRECTION NSG & REHAB CTR

1001 NORTH GREENWOOD AVENUE

PARK RIDGE, L. 60068

Reference Numbers  Fadility ID 6007892

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 Medicaid Public Insurance Pay Care TOTALS Nursing Care 261 220
Nursing Care 52 136 0 8 62 4 262 Skitled Under 22 0 0
Skitled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 ]
ICF/DD 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 52 136 ] 8 62 4 262
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing  SkUnd22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 4 o 0 0 4 CATEGORY EQUIVALENT
Amer. Indlan ¢ ] 0 i 0 Administrators 1.00
Black 4 0 0 0 4 Physicians 0.00
Hawaitan/Pac. Isl. 0 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 Heaith Staff 10.00
ETHNICITY Nursing Sktind22 ICF/DD Shelter Totals Non-Health Staff 89.00
Hispanic 2 0 0 0 2 Totals 255.50
Non-Hispanic 260 0 0 Q 260
Ethnicity Unknown - 0 1] 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% 25.9% 0.0% 0.0% 25.9% 100.0% 0.1%
9977713 5,363,092 0 0 5,373,527 20,714,332 26,938
*Charity Expense does notinclude expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, lilinois 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.

GLENVIEW

MARYHAVEN NSG. & REHAB. CTR.

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

1700 EAST LAKE AVENUE Aggressive/Anti-Social 0 DIAGNOSIS
GLENVIEW, IL. 60025 Chronic Alcoholism 0 Neoplasms 3
Reference Numbers  Facility ID 6005854 Developmentally Disabled 1 Endocrine/Metabolic 4
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient a *Nervous System Non Aizheimer 5
Sara Szumski Medicare Recipient 0 Alzheimer Disease a8
Mental liness 0 Mental lliness
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 1
:;E;gg?‘:‘z‘” s Non-Mobile 0 Circulatory System 22
Date Public Aid Reclpient 0 Resplratory System 3
Registered Agent Inforrmation Completed Under 65 Years Old 0 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 60821 Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 33
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Polsonings 0
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 4
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '1’ :g:rl_esdlca' Conditions 1 12
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally 11l ]
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 110
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admisslons 2009 157
Nursing Care 135 135 122 135 115 20 135 135 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 Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 135 135 122 135 115 20 135 125
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed PeakBeds
Medicare Medicaid Other Public insurance Pay Care TOTAL Beds SetUp
LEVEL OF CARE Pat. days Occ.Pet, Pat.days Occ. Pct. Pat days Pat days Pat. days Pat. days Pat. days Occ. Pet.  Oce. Pct.
Nursing Care 5974  12.1% 21182 43.0% 0 0 15550 0 42706 B6.7% 86.7%
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 5974  12.4% 21182 43.0% 0 0 15550 0 42706 86.7%  86.7%
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
18to 44 0 0 0 0 0 0 0 Q 0 0 0
4510 59 0 2 0 g 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 [
7510 84 8 20 0 0 0 0 0 0 8 20 28
85+ 15 60 0 0 0 0 0 0 15 60 75
TOTALS 27 ae 0 0 0 0 0 0 27 88 115
Source:Long-Term Care Facility Questionnaire for 2009, lilinois Department of Public Heafth, Health Systems Development
ATTACHMENT 19C 10812010

Page 1285 of 2238




ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 MARYHAVEN NSG. & REHAB. CTR. GLENVIEW

MARYHAVEN NSG. & REHAB. CTR.

1700 EAST LAKE AVENUE

GLENVIEW, IL. 60025

Reference Numbers  Fadility ID 6005854

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 Medicaid Public [nsurance Pay Care TOTALS Nursing Care 294 201
Nursing Care 9 45 0 1 60 0 115 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 0
Sheltered Care 0 0 0 0 0
TOTALS 9 45 0 1 60 0 115
RESIDENTS BY RACIALETHNICITY 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 1 0 0 ] 1 Physicians 0.00
Hawalian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 114 0 0 0 114 Registered Nurses 17.21
Race Unknown 0 0 0 0 0 - LPN's 5.1
Total 115 0 0 0 115 Certifled Aides 3834 .
Other Health Staff 73
ETHNICITY Nursing SkiUnd22  ICF/DD Shelter Totals Mon-Health Staff 19 86
Hispanic 0 0 0 0 0 Totals 106.25
Non-Hispanic 115 0 0 0 115
Ethnicity Unknown 0 0 0 0 0
Total 115 0 0 0 115
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charily 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 0 0 3,256,278 8,820,660 0

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

Source:Long-Term Care Facility Questionnaire for 2009, llinois Department of Public Health, Health Systems Devejopmen
ATTRCHMENT 19C om0
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ILLINOIS 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. 60016 Chronic Alcoholism 0 Neoplasms 0
Reference Numbers  Fadility ID 6004543 Developmentally Disabled 0 Endocrine/Metabolic 11
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disotrders 4
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 17
Tony Madl Medicare Recipient ] Alzheimer Disease 3
Menta! lilness 1 Mental lliness 10
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
SEE_;ZZ?:\:IS Non-Mobile 0 Circulatory System 26
Date Public Aid Recipient 0 Respiratory System 24
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 1
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genltourinary System Disorders 5
7435 West Talcott Avenue Ventilator Dependent 0 Skin Disorders 8
Chicago, IL 60631 Infectious Disease w/ |sofation 0 Musculo-skeletal Disorders 14
FACILITY OWNERSHIP Other Restiictions 0 Injuries and Poisonings 13
NON-PROF CORPORATION No Resfrictions 0 Other Medical Conditions 24
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by ‘1’ :;:r:sdmal Conditions 16(0)
LIFE CARE FACILITY Ne Total Residents Diagnosed as Mentally HI 10
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADIMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 153
LEVEL OF CARE BEDS SET-UP USED SET-UP [NUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 580
Nursing Care 251 231 170 231 160 9 149 247 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 Mdentified 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 Occ.Pct.  Oce, Pct.
Nursing Care sg17  15.8% 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 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 8617 15.8% 34052 a7.8% 0 1) 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 0 0 0 0 0 0 0
18 to 44 2 2 0 0 0 0 0 0 2 2 4
45to0 59 9 8 0 0 0 0 0 0 9 B 17
60 to 64 5 7 0 0 0 o 0 0 5 7 12
65t0 74 9 13 0 0 0 0 0 0 9 13 22
75 to 84 5 3 0 0 0 0 0 0 5 31 36
85+ 7 62 0 0 0 0 0 0 7 62 69
TOTALS 37 123 0 1) 0 0 0 0 37 123 160
Source:Long-Term Care Facility Questionnaire for 2009, lilinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINO!S LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 HOLY FAMILY NURSING & REHABILITA CENTER

DES PLAINES

HOLY FAMILY NURSING & REHABILITA CENTER
2380 DEMPSTER STREET

DES PLAINES, IL. 60016

Reference Numbers  Facility ID 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 Medicaid Public Insurance Pay Care TOTALS Nursing Care 261 220
Nursing Care 27 99 0 6 22 6 160 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 0
Sheltered Care 0 0 0 0 0
TOTALS 27 a9 0 6 22 B 160
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22 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. 0 0 0 0 0 Director 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 180 0 0 0 160 Certified Aides 51.02
Other Health Staff 14 60
ETHNICITY Nursing SkilUnd22 ICFDD Shelter Totals Non-Health Staff 48.50
Hispanic 1" 0 0 0 11 Totals 147.72
Non-Hispanlc 149 0 0 0 149
Ethnicity Unknown 0 0 0 0 0
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% 239% 100.0% 1.7%
3,796,733 4,533,430 0 0 2523018 10,953,181 181,416
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, lilinois Department of Public Health, Heatth Systems Development
ATTACHMENT 19C 10/8/2010
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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 DIAGNOSIS

480 NORTH WOLF ROAD Aggressive/Anti-Social 0 DIAGNOSIS
NORTHLAKE, IL. 60164 Chronic Alcoholism 1 Neoplasms 6
Reference Numbers  Fadility ID 6009591 Developmentally Disabled 1 Endocrine/Metabolic 26
Health Service Area 007  Planning Service Area 704 Drug Addiction 1 Blood Disorders 10
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 28
Jirm Kouzious Medicare Recipient 0 Alzheimer Disease 28
Mental Iliness 1 Mental lilness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 3
':;E;g’\;f;'s Mon-Mobile 0 Circulatory System 43
Date Public Aid Reciplent ] Respiratory System 18
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 5
Sandra Bruce ’ 5612010 Unable to Self-Medicate 0 Genitourinary System Disorders 7
7435 West Talcott Ventilator Dependent 0 Skin Disorders 2
Chicago, IL 60631 Infectious Disease w/ |solation 0 Musculo-skeletat Disorders 48
FACILITY OWNERSHIP Other Re.strlcﬁons 0 Injuries ﬂnfi Poisonll?gs 0
NON-PROF CORPORATION No Restrictions 0 Sthel;1 M:.dlcla(I:Co:.d.mons 0
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by *I’ T;:'-ALeS Ical Conditions 222
LIFE CARE FACILITY No
Total Residents Diagnosed as Mentally 14
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS &gg}:ﬂggﬁ A:lD
PEAK  PEAK - 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  riinqriccn n0g 414
Nursing Care 246 253 230 253 224 22 17 202 Total Discharges 2009 420
Skilled Under 22 0 0 ] 0 0 0 0 Residents on 12/31/2009 224
Intermediate DD 0 0 0 0 0 0 0
Sheitered Care 7 0 0 0 0 7 Identified 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 Medlcaid Other Public  Insurance 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 Occ. Pct.  Oce. Pct.
MNursing Care 17447 28.0% 45702 62.0% () 1267 18792 433 83648 93.2% 90.6%
Skilled Under 22 0 0.0% o 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 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 o 0 0 0
18 to 44 1 1 0 0 0 0 0 0 1 1 2
45to0 59 4 2 0 0 0 0 0 0 4 2 6
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 0 14 50 64
a5+ 25 107 0 0 0 0 0 1] 25 107 132
TOTALS 51 173 0 0 0 0 0 1] 51 173 224
Source:Long-Term Care Facliity Questionnaire for 2009, lllinois Department of Public Health, Health Systems Deve n
ATTACHMENT 19C  pem010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2008 VILLA SCALABRIN! NSG & REHAB

NORTHLAKE

VILLA SCALABRINI NSO & REHAB

480 NORTH WOLF ROAD

NORTHLAKE, IL. 60164

Reference Numbers  Fadlity 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
CF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 252 212
Nursing Care 44 126 0 6 47 1 224 Skilled Under 22 0
Skifled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/DD 0 0 0 0 0 0 Shelter 0 0
Sheitered Care 0 0 0 0 0
TOTALS 44 126 0 6 47 1 224
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SKUnd22 ICF/DD Shelter Totels EMPLOYMENT FULL-TIME
Asian 0 P) 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 18 0 0 0 18 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 197 0 0 0 197 Registered Nurses 34,61
Race Unknown 9 0 0 0 9 LPN's 7.05
Total 224 0 0 0 224 Certified Aides 75.20
Other Health Staft 13.30
ETHNICITY Nursing SkiUnd22  ICF/DD Shelter Totals Non-Health Staff 64.89
Hispanic 16 0 0 0 16 Totals 197.05
Non-Hispanic 208 0 0 0 208
Ethnicity Unknown 0 0 0 ] 0
Total 224 0 0 ] 224
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
41.3% 31.6% 0.0% 0.0% 27.2% 100.0% 0.5%
7,566,699 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 DeveRW?{CH:MENT 19C
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TRANSFERS TO CHILDREN'S

TRANSFER AGREEMENT
BY AND BETWEEN
CHILDREN'S MEMORIAL HOSPITAL AND

THIS TRANSFER AGREEMENT (this "Agreement"} is entered into as of the first day

of August, 2004, by and between Children's Memorial Hosgital, an [llinois non-profit

corporation ("Receiving [Hospital") and Saints Mary and Eliza ethan Illinois not for profit

corporation ("Transferring Facility") (cach a "Party” and collectively "Partics").

WHEREAS, Transferring Facility owns and operates a general acutc care hospital;

WHEREAS, Recceiving Hospital owns and operates a general acute hospital and
ancillary facilities specializing in pediatric carc;

WHEREAS, Transferring Facility reccives from time to time patients who are need of
specialized scrvices not available at Transferring Facility;

WHEREAS, the Partics arc legally scparate organizations and are not related in any way
to one another through common ownership or control; and

WILEREAS, the Partics desire to cstablish a transfer arrangement in order to assure
.continuity of carc for patients and to ensure accessibility of services to patients.

NOW, THEREFORE, for and in consideration of the tcrms, conditions, covenants,
agrecments and obligations contained herein, and for other good and valuable consideration, the
receipt and sufficiency of which is bereby acknowledged, it is hereby mutually agreed by the

Parlies as follows:

ARTICLE L

Patient Transfers

1.1.  Acceptance of Patients. Upon recommendation of an attending physician and
pursuant to the provisions of this Agreement, Receiving Hospital agrees to admit a patient as
promptly as possible, provided customary admission requirements are met, State and Federal
laws and regulations arc met, and Recciving Hospital has the capacity to treat the patient. Notice
of the transfer shall be given by Transferring Facility as far in advance as possible. Receiving
Hospital shall give prompt confirmation of whether it can provide health care appropriate to the
patient's medical needs. Recciving Hospital agrees to exercise its best cfforts to provide for
prompt admission of transferred patients and, to the extent rcasonably possible under the
circumstances, give prefercnce to patients requiring transfer from Transferring Facility.

2. Appropriate Transfer. It shall be Transferring Facility's responsibility to arrange
for appropriate and safe transportation and to arrange for the care of the patient during a transfer.
The Transforring Facility shall cnsure that the transfer is an "appropriate transfer” under the
Emergency Mcdical Treatment and Active Labor Act, as may be amended ("EMTALA"), and is
carried out in accordance with all applicable taws and regulations. ‘The Transferring Facility
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shall provide in advance sufficicnt information to permit a determination as to whether the
Receiving Hospital can provide the necessary patient care. The patient's medical record shall
contain a physician's order transferring the patient. When reasonably possible, a physician from
the Transferring Facility shall communicate directly with a physician from the Receiving
Hospital before the patient is transferred.

13. Transfer Log. The Transferring Facility shall keep an accurate and current log of
all patients transferred to the Receiving Hospital and the disposition of such patient transfers.

1.4.  Admission to the Receiving Hospital from Uransferring Facility. When a patient's

need for admission to a center speciatized in pediatric care is determined by his/her attending
physician, Receiving Hospital shall admit the patient in accordance with the provisions of this
Agreement as follows:

(a) Patients determined to be cmergent by the attending physician shall be
admitted, subject to bed, space, qualified personnel and equipment availability, provided that all
usual conditions of admission to Receiving Hospital are met.

(b)  All other patients shall be admitted according to the established routine of
Reeciving Hospital.

1.5.  Standard of Performance. Each Party shall, in performing its obligations under
this Agrecment, provide patient care services in accordance with the samc standards as services
provided under similar circumstances to all other paticnts of such Party, and as required by
foderal and state laws and Medicarc/Medicaid certification standards. Each Party shall maintain
all legally required certifications and licenses from all applicable governmental and accrediting
bodies, and shall maintain full cligibility for participation in Medicare and Medicaid. Receiving
Hospital shatl maintain accreditation by the Joint Commission on Accreditation of Healthcare

Organizations ("JCAHO").

I.6. Billing and Collections. Each Party shall be entitled to bill patients, payors,
managed care plans and any other third party responsible for paying a patient's bill, for services
rendered to paticnts by such Party and its employees, agents and represcntatives, and neither
Parly will have any liability to the other Party for such charges. Each Party shall be solely
responsible for all matters pertaining to its billing and collection of such charges. The Parties
shall reasonably cooperate with each other in the preparation and completion of all neccssary
forms and documentation and the dctermination of insurance coverage and managed care
requirements for cach transferred patient. Each Party shall have the sole final responsibility for
all forms, documentation, and insurance verification.

17.  Personal Effects. Personal effccts of any transferred patient shall be delivered to
the transfer team or admissions department of the Receiving Hospital. Personal cffects include
money, jewclry, personal papers and articles for personal hygiene.
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ARTICLE 1L

Medical Records

Subject to applicable confidentiality requircments, the Parties shall exchange all
information which may be necessary or useful in the care and treatment of the transferred patient
or which may be relevant in determining whether such patient can be adequately cared for by the
other Party. All such information shall be provided by the Transferring Facility in advance,
where possible, and in any event, at the time of the transfer. The Transferring Facility shall send
a copy of all patient medical records that arc available at the time of transfer to the Receiving
Hospital. Other records shall be sent as soon as practicable after the transfer. The patient's
medical record shall contain evidence that the patient was transferred promptly, safely and in
accordancc with all applicable laws and regulations. Each Party shall and shall causc its
employecs and agents to protect the confidentiality of all patient information (including, but not
limited to, medical rccords, clectronic data, radiology films, laboratory blocks, slides and billing
information), and eomply with all applicable state and federal laws and regulations protecting the
confidentiality of paticnts' records, including the Health Insurance Portability and Accountability
Act of 1996 and the corresponding Standards for Privacy of Individually Identifiable Health

Information regulations.

ARTICLE IIL

Term and Termination

3.1.  Term. This Agreement shall be effective as of the day and year written above and
shail remain in cffcct until terminated as provided herein.

3.2. Tenmination. This Agreement may be terminated as follows:

(a) Termination by Mutual Consent. The Parties may fcrminate this

Agreement at any time by mutual written consent, and such termination shall be effective upon
the date stated in the consent.

(b)  Termination Without Cause. Either Parly may terminate this Agreement,
without cause, upon thirty (30) days prior written notice.

(c) Termination for Cause. A Party shall have the right to immediately
terminate this Agreement for causc upon the happening of any of the following:

(i) If such Party determines that the continuation of this Agrcement
would endanger patient care,

(i)  Violation by thc other Party of any material provision of this
Agreement, provided such violation continues for a period of fiftcen (15)
days after reccipt of written notice by the other Party specifying such
violation with particularity.
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(i) A general assignment by the other Party for the bencfit of
creditors; the institution by or against the other Party, as debtor, of
proccedings of any nature under any law of thc United States or any state,
whether now existing or currently enacted or amended, for the relief of
debtors, provided that in the event such proceedings are instituted against
the othcr Party remain unstayed or undismissed for thirty (30) days; the
liquidation of the other Party for any rcason; or the appointment of a
receiver to take charge of the other Party's affairs, provided such
appointment remains undischarged for thirty (30) days. Such termination
of the provisions of this Agreement shall not affect obligations which
accrued prior to the effective date of such termination.

(iv)  Exclusion of cither Party from participation in the Medicare or
Medicaid programs or conviction of cither Party of a felony.

(v)  Either Party's loss or suspension of any certification, license,
accreditation (including JCAHO or other accreditation as applicable), or
other approval necessary to render patient carc scrvices.

ARTICLEIV.

Non-Exclusive Relationship

This Agreement shall be non-exclusive. Either Party shall be frec to enter into any other
similar arrangement at any time and nothing in this Agreement shall be construcd as limiting the
right of cither Party to affiliatc or contract with any other hospital, nursing home, home health
agency, school or other entity on either a limited or general basis while this Agrecement is in
c¢ffect. Neither Party shall usc the other Party's name or marks in any promotional or advertising
material without first obtaining the written consent of the other Party.

ARTICLE V.

Certification and Insurance

5.1. Licenses, Permits, and Certification. Each Party represents to the other that it and
all of its cmployces, agents and representatives possess and shall maintain in valid and current
status during the term of this Agreement all required licenses, permits and certifications enabling
such Party to provide the services set forth in this Agreement.

52. Insurance. Both Parties shall, at their own cost and expense, obtain and maintain
in force during the term of this Agrecment appropriate levels of general and professional liability
insurance coverage, in accordance with good business practice for acute-care hospitals in the
Chicagoland area. Such insurance shall be provided by insurance company(ies) acceptable to
Partics and licensed to conduct busincss in the State of llinois or by a self-insurance program.
Verifieation of insurance shall be in thc possession of both Parties at all times while this
Agreement is in cffect.  Both Parties shall be notificd at least thirty (30) days prior to

cancellation, notice of cancellation, reduction, or material change in coverage to cither policy. In
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the cvent the form of insurance is claims madc, both Parties warrant and represent that they will
purchase appropriate tail coverage for claims, demands, or actions reported in future years for
acls of omissions during the tcrm of this Agreement. In the event of insufficient coverage as
defined in this Section, or lapse of coverage, the non-breaching Party reserves the right to
mmmediatcly and unilaterally terminate this Agreement.

5.3.  Notification of Claims. Each Party shall notify the other in writing, by certified
mail, of any action or suit filed and shall give prompt notice of any claim madc against either by
any person or entity which may result in litigation related in any way to this Agrecment.

ARTICLE VL

Indemnification

Each Party shall indemnify and hold harmless the other Party from and against any and
all manner of claims, demands, causes of action, liabilities, damages, costs, and cxpcnses
(inciuding costs and reasonable attorney's fees) arising from or incident to the performance of
such indemnifying Party's duties hereunder, except for negligent or willful acts or omissions of
the other Party. Notwithstanding anything to the contrary, a Party's obligations with respect to
indemnification for acts described in this article shall not apply to the extent that such application
would nullify any existing insurance coverage of such Party or as to that portion of any claim of
loss in which insurer is obligated to dcfend or satisfy.

ARTICLE VIL

Compliance With Laws

At all times, both Partics shall comply with all federal, state and local laws, rules and
regulations now in effect or later adopted relating to the services to be provided hereunder and
that may bc applicable to the Partics including, but not limited to, laws, rules and regulations
regarding confidentiality, disclosure and retention of patient records, such as the regulations
promulgated under the Health Insurance Portability and Accountability Act of 1996. A Party
shall promptly notify the other Party if it receives notice of any actual or alleged infraction,
violation, default or breach of the sanie. Neither Transferring Facility or Receiving Hospital, nor
any employee, officer, dircctor or agent thereof, is an "cxcluded person” under the Medicare

rules and regulations.

_ As of the date hercof and throughout the term of this Agreement: (a) Transferring Facility
represents, warrants and covenants to Receiving Hospital that Transferring Hospital is licensed
to operate a general acule care hospital in {llinois and is a participating facility in Medicare and
Medicaid; and (b) Receiving Hospital represents, warrants and covenants to Transferring Facility
that Receiving Hospital is licensed to operate a general acute hospital and ancillary facilities
specializing in pediatrie care and to partieipate in Medicare and Medicaid.
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ARTICLE VIIIL

Misccliancous

8.1. Non-Referral of Patients. Neither Party is under any obligation to refer or transfer
paticnts to the other Parly and neither Party will receive any payment for any patient referred or
transferred to the other Party. A Party may refer or transfer paticnts to any facility based on the
professional judgment of the treating physician and the individual nceds and wishes of the

patients.

8.2.  Relationship of the Parties. The Parties expressly acknowledge that in performing
their respective obligations under this Agreement, they are each acling as independent
contractors. Transferring Facility and Hospital are not and shall not be considered joint
venturers or partners, and nothing herein shall be construed to authorize either Party to act as
general agent for the other. Neither Party, by virtuc of this Agreement, assumes any liability for
any debts or obligations of either a financial or legal nature incurred by the other Party. Each
Party shall disclosc in its respeetive dealings that they are separate entities.

8.3. Notices. All notices and other communications under this Agrecment shall be in
writing and shall be deemed received when delivered personally or when deposited in the U.s.
mail, postage prepaid, sent registered or certified mail, return receipt requested or sent via a
nationally recognized and receipted overnight couricr service, to the Parties at their respective
principal office of record as sct forth below or designated in writing from Lime to time. No
notice of a change of addrcss shall be effective until received by the other Party:

To Recetving Hospital:

Children's Memorial Hospital
2300 Children's Plaza
Chicago, 11. 60614
Attention: Gordon Bass, COO
Fax No.: (773) 880-4126

To Transferring Facility:

Saints Mary and Elizaheth Medical Center
2233 West Diwvision Street

Chi Ccago., 1L A2 2

With a copy to:

Jeannie Carmedclie Frey, Esq.
Scnior Vice President

Legal Affairs/General Counsel
Resurrcction Health Care
7435 West Talcott Avenue

6
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Chicago, 1. 60631
(773) 792-5875 (fax)

8.4.  Asstgnment. Neither Party may assign its rights or delegatc its obligations under
this Agreement without the prior written consent of the other, except that either Party may assign
all or part of its rights and delcgate all or part of its obligations under this Agrecment to any
entity controlled by or under common conirol with such Party.

8.5.  Entirc Apreement; Amendment. This Agrcement contains the entire agreement of
the Parlics with respect to the subject matter hereof and may not be amended or modificd cxcept
in a writing signed by both Partics. All continuing covenants, duties, and obligations contained
herein shall survive the expiration or termination of this Agreement.

8.6. Goveming Law. This Agreement shall be construed and all of the rights, powers
and liabilities of the Partics hereunder shall be determined in accordance with the laws of the
State of Hlinois; provided, however, that the conflicts of law principles of the State of Illinois
shall not apply to the extent that they would operate to apply the laws of another state.

8.7. Hecadings. The headings of articles and sections contained in this Agreement arc
for reference purposes only and will not affect in any way the meaning or interpretation of this

Agreement.

8.8. Non-discrimination. Neither Party shall discriminate against any individuals on
the basis of race, color, sex, age, religion, national origin, or disability in providing scrvices
under this Agreement.

8.9.  Severability. If any provision of this Agrcement, ot the application thercof to any
person or circumstance, shall be held to be invalid, illegal or unenforceable in any respect by any
court or other cntity having the authority to do so, the remainder of this Agrcement, or the
application of such affected provision to persons or circumstances other than those to which it is
held invalid or unenforceable, shall be in no way affected, prejudiced or disturbed, and each
provision of this Agreement shall be valid and shall be enforced to the fullest cxtent permitted by

law.

8.10. Successors and Assigns. This Agrecment shall be binding upon, and shall inure
to the benefit of the Parties hereto, their respective successors and permitted assigns.

8.11. Waiver. No failurc by a Parly to insist upon the strict performance of any
covenant, agreement, term or condition of this Agreement, shall constitute a waiver of any such
breach of such covenant, agreement, term or condition. Any Party may waive compliance by the
other Party with any of the provisions of this Agreement if done so in writing. No waiver of any
provision shall be construed as a waiver of any other provision or any subsequent waiver of the

same provision.

.12 Counterparts. This Agreement may be exceuted in any number of counterparts,
cach of which shall be deemed an original, but all such counterparts together shall constitute one

and the samc instrument.
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IN WITNESS WHEREOQF, the Partics have caused this Agreement to be cxecuted and
delivered as of the day and year written above.

Saints Mary and Elizabeth Medical.Center
an [llinois not fpr profit corporation

By: ///Z vl f{ﬁ/}'ﬁ(ﬁ
/

Name: Margdret McDermott

Title: Executive Vice President & CEO

CHILDREN'S MEMORIAL HOSPITAL

By: /)T: n&,ﬁ.ﬁ.gé,ﬁb{i, I ¢ W

Name: Tom Schubnell

Title: Administrator of Surgical & ER Services
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-_ﬁ ((é Resurrection
_;)J-I' = Health Care”

Resurrection Health Carce

MediTract Scannine Cover Sheet

1. Contracting Enfity: Saints Marv and Elizabeth Medical Center (Select from Form One)
2. Site(s): Saints Mary and Elizabeth Medical Center (Select from Form Two)
- . — p
F Ay, :
3. Department: LZLZZM M/Lé, . L(’W (Select from Form Three)
4. Contract Type: i ) RSN Select from Form
Four) ' K )
1t i very important to be precise in identifying contract type to enable veady identification of this and similar
CeHtracts.
5. Primary Responsible Party: Jamilette L. Zaenger  (Name of the Contract Manager)
6. Secondary Responsible Party:  Martin Judd {Name of 2 supervisor, peer or direct report of

the Contraci Manager)
1. Third Responsible Party:

8. Compliance Questions:

Dioes this g&racl require 2 Business Associate Agreement?
N

O Yes o [IMN/A

[f yes, does tie contract contain a Business Associate
Addendum or Business Associate Janguage that has been
approved by the RHCSystem Compliunce Officer?
[]ves [JWNo N/A

Does this comtract require a Conflict of Interest Complianee

Statement?
O vYes No [NA

If yes, does the contract contain the Conflict of Interest
Compliance Staterpeny”?
O Yes TINo N/A

Haus this vendor been excluded, suspended or debarred from
Medicare, Medicaid or any otiver federal or state funded

health care program?
Oves CINo WA
Tioes this contract contain the vendor's representation that it/he/she

has not been excluded, suspended or debarred from Medicare,
Metlicaicl or any othepfederat or state funded health care program?

OYes [No N/A

IDocs this contract eontain language regarding the insurance to be
muinigined by the vendor?

0% 3 ONe [ONA

Docs the contruct Janguage regarding insurance meet our insurance
requirenents? Yes [JNo [JN/A

Heather Murphv

Does the contract have proof of insurance attached? If yes, please add to
the database as an ent to this contract.
Oves [CINo N/A

Docs thig coprdct involve a financial arrangement with a physiciun?

DYes. No [JW/A

If yes, does the compensation under this physician contract reflect
commercially reasonable terms and Fair Market Value, in accordance with
the standards set forth i the RHC Financial Arrangements with
Physicians Policy?

OYes [CINo N/A

If yes, does this physician contract contain language that the physician
agrees to uphold the Ethical and Religious Directives for Catholic Health
Care Services, as promulgated from time to time by the Archbishop of
Chicago?

T Yes [ONo -B\/NJA

If yes, does the contrect contain language regarding and o copy of the
“RHC Compliance Ppégram™?
ClYes [JNo N/A

Does this contract require a copy of the “Vendor Information on Our

Compliance Program-to be attached?
O ves .ONo }ﬁN/A

If yes, does the contracl confuin language regarding and a copy of the
“Vendor Information op Our Compliance Program”?
O Yes Ono %m

WWSMCFS0 1M Pere? S My Documents\SMEMC AGREEMENTS'SMEMC_2008-200% RESIDENTS\Residents Cover Sheet-
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TRANSFER AGREEMENT
BETWEEN

SAINTS MARY AND ELIZABETH MEDICAL CENTER
AND
NORTHWESTERN MEMORIAL HOSPITAL

This Transfer Agreement ("Agreement") is entered into as of the 5t day of October,
2004 by and between Northwestern Memorial Hospital ("Receiving Hospital") and
Saints Mary and Elizabeth Medical Center, d/b/a Saint Elizabeth Hospital, an Illinois
not-for-profit corporation ("Transferring Facility") (each a "Party" and collectively
the "Parties").

RECITALS
WHEREAS, Transferring Facility owns and operates a general acute care hospital; and

WHEREAS, Transferring Facility receives from time to time patients who are in need
of specialized services in the area of spinal cord care (“Specialty”) not available at
Transferring Facility, but available at Receiving Hospital; and

WHEREAS, the Parties are legally separate organizations and are not related in any
way to one another through common ownership or control; and

WHEREAS, the Parties desire to establish a transfer arrangement in order to assure
continuity of care for patients and to ensure accessibility of services to patients.

NOW, THEREFORE, for and in consideration of the terms, conditions, covenants,
agreements and obligations contained herein:

SECTION 1
PATIENT TRANSFERS

1.1  Acceptance of Patients. Upon recommendation of an attending physician and
pursuant to the provisions of this Agreement, Receiving Hospital agrees to admit
a patient as promptly as possible, provided customary admission requirements,
State and Federal laws and regulations are met, and Receiving Hospital has the
capacity to treat the patient, Notice of the transfer shall be given by Transferring
Facility as far in advance as possible. After receiving a transfer request, Receiving
Hospital shall give prompt confirmation of whether it can provide health care
appropriate to the patient's medical needs. Receiving Hospital agrees to exercise
its reasonable best efforts to provide for prompt admission of transferred patients
and, to the extent reasonably possible under the circumstances, to give
preference to patients requiring transfer from Transferring Facility.

1.2  Appropriate Transfer. It shall be Transferring Facility's responsibility, at no
cost to Receiving Facility, to arrange for appropriate and safe transportation and
care of the patient during such transport. The Transferring Facility shall assure
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that the transfer is an "appropriate transfer" under the Emergency Medical
Treatment and Active Labor Act, as may be amended ("EMTALA"), and is
carried out in accordance with all applicable laws and regulations. The
Transferring Facility shall provide in advance sufficient information to permit a
determination as to whether the Receiving Hospital can provide the necessary
patient care. The patient's medical record shall contain a physician's order to
transfer the patient. When reasonably possible, a physician from the
Transferring Facility shall communicate directly with a physician from the
Receiving Hospital before the patient is transferred.

1.3  Transfer Log. The Transferring Facility shall keep an accurate and current log
of all patients transferred to the Receiving Hospital and the disposition of such

patient transfers.

1.4 Admission to the Receiving Hospital from Transferring Facility. When

a patient's need for admission to a center specialized in the Specialty is
determined by his/her attending physician, Receiving Hospital shall admit the
patient in accordance with the provisions of this Agreement as follows:

(a) Patients determined to be emergent by the attending physician shall be
admitted, subject to bed, space, qualified personnel and equipment
availability, provided that all usual conditions of admission to Receiving

Hospital are met.

(b)  All other patients shall be admitted according to the established routine of
Receiving Hospital.

1.5 Standard of Performance. Each Party shall, in performing its obligations
under this Agreement, provide patient care services in accordance with the same
standards as services provided under similar circumstances to all other patients
of such Party, and as required by federal and state laws and Medicare/Medicaid
certification standards. Each Party shall maintain all legally required
certifications and licenses from all applicable governmental and accrediting
bodies, and shall maintain full eligibility for participation in Medicare and

Medicaid.

1.6 Billing and Collections. Each Party shall be entitled to bill patients, payors,
managed care plans and any other third party responsible for paying a patient's

bill, for services rendered to patients by such Party and its employees, agents and
representatives, and neither Party will have any liability to the other Party for
such charges. Each Party shall be solely responsible for all matters pertaining to
its billing and collection of such charges. The Parties shall reasonably cooperate
with each other in the preparation and completion of all necessary forms and
documentation and the determination of insurance coverage and managed care
requirements for each transferred patient. Each Party shall have the sole final
responsibility for all forms, documentation, and insurance verification.
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1.7  Personal Effects. Personal effects of any transferred patient shall be delivered
to the transfer team or admissions department of the Receiving Hospital.
Personal effects include money, jewelry, personal papers and articles for personal

hygiene.

SECTION 2
MEDICAL RECORDS

Subject to applicable confidentiality requirements, the Parties shall exchange all
information which may be necessary or useful in the care and treatment of the
transferred patient or which may be relevant in determining whether such patient can
be adequately cared for by the other Party. All such information shall be provided by the
Transferring Facility in advance, where possible, and in any event, no later than at the
time of the transfer. The Transferring Facility shall send a copy of all patient medical
records that are available at the time of transfer to the Receiving Hospital. Other
records shall be sent as soon as practicable after the transfer. The patient's medical
record shall contain evidence that the patient was transferred promptly, safely and in
accordance with all applicable laws and regulations. Each Party shall and shall cause its
employees and agents to protect the confidentiality of all patient information (including,
but not limited to, medical records, electronic data, radiology films, laboratory blocks,
slides and billing information), and comply with all applicable state and federal laws and
regulations proteeting the confidentiality of patients’ records, including the Health
Insurance Portability and Accountability Act of 1996 (HIPAA) and the corresponding
Standards for Privacy of Individually Identifiable Health Information regulations, each

as amended from time to time.
SECTION 3
TERM AND TERMINATION

31 Term. This Agreement shall be effective as of the day and year written above
and shall remain in effect until terminated as provided herein.

3.2 Termination. This Agreement may be terminated as follows:

(a) Termination by Mutual Consent. The Parties may terminate this

Agreement at any time by mutual written consent, and such termination
shall be effective upon the date stated in the consent.

(b)  Termination Without Cause. Either Party may terminate this Agreement,
without cause, upon ninety (90) days prior written notice to the other

Party.
(c) Termination for Cause. A Party shall have the right to immediately

terminate this Agreement for cause upon the happening of any of the
following:
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(i)

(ii)

(iii)

(iv)

(v}

(vi)

If such Party determines that the continuation of this Agreement
would endanger patient care.

Violation by the other Party of any material provision of this
Agreement, which violation continues for a period of fifteen (15)
days after receipt of written notice by the other Party specifying the

violation.

A general assignment by the other Party for the benefit of creditors;
the institution by or against the other Party, as debtor, of
proceedings of any nature under any law of the United States or any
state, whether now existing or currently enacted or amended, for
the relief of debtors, provided that in the event such proceedings
instituted against the other Party remain unstayed or undismissed
for thirty (30) days; the liquidation of the other Party for any
reason; or the appointment of a receiver to take charge of the other
Party's affairs, provided such appointment remains undischarged
for thirty (30) days. Such termination of the provisions of this
Agreement shall not affect obligations which accrued prior to the
effective date of such termination.

Exclusion of the other Party from participation in the Medicare or
Medicaid programs or conviction of the other Party of a felony
related to the provision of health care services.

Except with respect to a change from one accrediting organization
to another, the other Party's loss or suspension of any certification,
license, accreditation (including Health Facilities Accreditation
Program (HFAP) or Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) or other applicable
accreditation), or other approval necessary to render patient care

services.

Tn the event of insufficient coverage as defined in Section 5 herein,
or lapse of coverage.

SECTION 4

NON-EXCLUSIVE RELATIONSHIP

This Agreement shall be non-exclusive. Either Party shall be free to enter into any other
similar arrangement at any time and nothing in this Agreement shall be construed as
limiting the right of either Party to affiliate or contract with any other hospital, nursing
home, home health agency, school or other entity on either a limited or general basis
while this Agreement is in effect. Neither Party shall use the other Party's name or
marks in any promotional or advertising material without first obtaining the written

conscnt of the other Party.
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SECTION 5
CERTIFICATION AND INSURANCE

5. Licenses, Permits, and Certification. Each Party represents to the other
that it and all of its employees, agents and representatives possess and shail
maintain in valid and current status during the term of this Agreement all
required licenses, permits and certifications enabling such Party to provide the
services set forth in this Agreement.

5.2 Insurance. Each Party shall, at its own cost and expense, obtain and maintain
in force during the term of this Agreement appropriate levels of general and
professional Hability insurance coverage, in accordance with good business
practice for acute-care hospitals in the Chicagoland area. Such insurance shall be
provided by insurance company(ies) acceptable to the other Party and licensed to
conduct business in the State of Illinois, or by an appropriately designed and
operated self-insurance program. Verification of insurance coverage shail be in
the possession of each Party at all times while this Agreement is in effect and
shall be promptly provided to the other Party upon request. Each Party shall
notify the other Party at least thirty (30) days prior to cancellation, notice of
cancellation, reduction, or material adverse change in its insurance coverage. In
the event the form of insurance held is claims made, each Party warrants and
represents that it will purchase appropriate tail coverage for claims, demands, or
actions reported in future years for acts of omissions during the term of this

Agreement.

5.3 Notification of Claims. Each Party shall notify the other in writing, by
certified mail, of any action or suit filed and shall give prompt notice of any claim
made against either by any person or entity that may result in litigation related in

any way to this Agreement.

SECTION 6
INDEMNIFICATION

Each Party shall indemnify and hold harmless the other Party from and against any and
all manner of claims, demands, causes of action, liabilities, damages, costs, and
expenses (including costs and reasonable attorney's fees) arising from or incident to the
performance of such indemnifying Party's duties hereunder, except for negligent or
willful acts or omissions of the other Party. Notwithstanding anything to the contrary, a
Party's obligations with respect to indemnification for acts described in this section shall
not apply to the extent that such application would nullify any existing insurance
coverage of such Party or as to that portion of any claim of loss in which insurer is

obligated to defend or satisfy.
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SECTION 7

COMPLIANCE WITH LAWS

At all times, both Parties shall comply with all federal, state and local laws, rules and
regulations now in effect or later adopted relating to the services to be provided
hereunder and that may be applicable to the Parties including, but not limited to, laws,
rules and rcgulations regarding confidentiality, disclosure and retention of patient
records, such as the regulations promulgated under the Health Insurance Portability
and Accountability Act of 1996. A Party shall promptly notify the other Party if it
receives notice of any actual or alleged infraction, violation, default or breach of the
same. Neither Transferring Facility or Receiving Fospital, nor any employee, officer,
director or agent thereof, is an "excluded person” under the Medicare rules and

rcgulations.

As of the date hereof and throughout the term of this Agreement: (a) Transferring
Facility represents, warrants and covenants to Receiving Hospital that Transferring
Facility is licensed to operate a general acute care hospital in Illinois and is a
participating facility in Medicare and Medicaid; and (b) Receiving Hospital represents,
warrants and covenants to Transferring Facility that Receiving Hospital is licensed to
operate a general acute hospital and ancillary facilities specializing in the Specialty and
to participate in Medicare and Medicaid.

SECTION 8
MISCELLANEOUS

8.1 Non-Referral of Patients. Neither Party is under any obligation to refer or
transfer patients to the other Party and neither Party will receive any payment for
any patient referred or transferred to the other Party. A Party may refer or
transfer patients to any facility based on the professional judgment of the treating
physician and the individual nceds and wishes of the patients.

82 Relationship of the Parties. The Parties expressly acknowledge that, in
performing their respective obligations under this Agreement, each is acting as

an independent contractor. Transferring Facility and Receiving Hospital are not
and shall not be considered joint venturers or partners, and nothing herein shall
be construed to authorize either Party to act as general agent for the other.
Neither Party, by virtue of this Agreement, assumes any liability for any debts or
obligations of either a financial or legal nature incurred by the other Party. Each
Party shall disclose in its respective dealings that they are separate entities.

8.3 Notices. Any notice required to be given under this Agreement shall be in
writing and shall be deemed given when personally delivered or sent by prepaid
United States certified mail, return receipt requested, or by traceable one or two-
day courier services or confirmed facsimile to each Party as follows:
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8.4

8.5

8.6

8.7

8.8

8.9

Pupe 7

To Receiving Hospital:  Northwestern Memorial Hospital
251 E. Huron Street
Chicago, IL 60611
Attention: Mr. Dean Harrison
Facsimile Number: 312-926-8283

To Transferring Facility:  Saint Elizabeth Hospital
1431 N. Claremont Avenue
Chicago, IL 60622 :
Attention: Suzanne Lambert, V.P. Patient Care Serv.
Facsimile Number: 312-850-5983

or to such other address of which the receiving Party has given notice pursuant to
this Section. All notices shall be considered given and received on the date
actually received if given by personal delivery, or traceable courier service, or on
the date shown as received on a fax confirmation sheet (unless such date is not a
business day, in which case the notice shall be deemed given on the next business

day) if given by facsimile.

Assignment. Neither Party may assign its rights or delegate its obligations
under this Agreement without the prior written consent of the other, except that
either Party may assign all or part of its rights and delegate all or part of its
obligations under this Agreement to any entity controlled by or under common
control with such Party, or a successor in interest to substantially all of the assets

of such Party.

Entire Agreement; Amendment. This Agreement contains the entire
agreement of the Parties with respect to the subject matter hereof and may not be
amended or modified except in a writing signed by both Parties. All continuing
covenants, duties, and obligations contained herein shall survive the expiration

or termination of this Agreement.

Governing Law. This Agreement shall be governed by and construed according
to the laws of the State of Illinois without regard to the conflict of laws provisions

thereunder.

Headings. The headings of sections contained in this Agreement are for
rcference purposes only and will not affect in any way the meaning or

interpretation of this Agreement.

Non-discrimination. Neither Party shall discriminate against any individuals
on the basis of race, color, sex, age, religion, national origin, or disability in

providing services under this Agrecment.

Severability. If any provision of this Agreement, or the application thereof to
any person or circumstance, shall be held to be invalid, illegal or unenforceable in
any respect by any court or other entity having the authority to do so, the
remainder of this Agreement, or the application of such affected provision to
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8.10

8.11

8.12

persons or circumstances other than those to which it is held invalid or
unenforceable, shall be in no way affected, prejudiced or disturbed, and each
provision of this Agreement shall be valid and shall be enforced to the fullest

extent permitted by law.

Successors and Assigns. This Agreement shall be binding upon, and shall
inure to the benefit of the Parties hereto, their respective successors and

permitted assigns.

Waiver. No failure by a Party to insist upon the strict performance of any
covenant, agreement, term or condition of this Agreement, shall constitute a
waiver of any such breach of such covenant, agreement, term or condition. Any
Party may waive compliance by the other Party with any of the provisions of this
Agreement if done so in writing. No waiver of any provision shall be construed as
a waiver of any other provision or any subsequent waiver of the same provision.

Counterparts. This Agreement may be executed in any number of counterparts,
each of which shall be deemed an original, but all such counterparts together
shall constitute one and the same instrument.

IN WITNESS WHEREOF, the Parties have executed this Agreement through their
respective authorized officers, effective as of the day and year first written above.

TRANSFERRING FACILITY
Saints Mary and Elizabeth Medical Center, d/b/a Saint Elizabeth Hospital

Suzann

ambert

Vice President, Patient Care Services

RECEIVING HOSPITAL
Northwestern Memorial Hospital

. }’ B ) .2 . a
Signature: - D i D

ca
[

-

Printed Name: Mr. Dean Harrison

Title: Chief Executive Qfficer
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PROFESSIONAL SERVICES AGREEMENT
BETWEEN
SAINTS MARY AND ELIZABETH MEDICAL CENTER AND
JOHN H. STROGER. Jr. HOSPITAL OF COOK COUNTY

THIS AGREEMENT (hereinafter “Agreement”) is made and entered into by and between Saints
Mary and Elizabeth Medical Center of Chicago, Iilinois, Inc., an [linois not —for ~profit
corporation (hereinafter called"SMEMC™), on behalf of its Saint Mary of Nazareth Hospital
campus (hereinafter called *SMON™) and Cook County (hereinafter called “County”) through
its Cook County Health and Hospitals System (hereinafter called “System”) on behalf of the
John H. Stroger Hospital of Cook County (hereinafter called “Hospital”) effective as of the date

| ' last signed.

WITNESETH

WHEREAS, SMEMC is organized and conducted as a not-for-profit corperation
primarily for the purpose of providing facilities for the diagnosis and treatment of clinical

- disease;

WHEREAS, SMEMC’s SMON campus has a Department of Pediatrics which provides
services to its patients and which must be staffed with licensed physicians who are qualified to
care for newborn patients in need of professional neonatology and pediatric services and SMON
has patients who need access to professional maternal and fetal services (“Services”).

WHEREAS, SMEMC is a member of the John H. Stroger, Jr. Hospital of Cook County
Perinatal Network; and :

. WHEREAS, Hospital employs or has independent contractor agreements with
physicians who possess the professional training, skill, and expertise to provide Services to

SMON patients in need of such Services; and

WHEREAS, SMEMC wishes to contract with the Hospital to assign both Hospital -
employed Physicians (“Hospital Physicians”) and Hospital-contracted Physicians("Contract
Physicians”) (collectively “Physicians™) to provide Services in order to facilitate the provision,
of quality care at a reasonable cost and to assure the availability of Services for SMON's

patients;

NOW THEREFORE, for and in consideration of the foregoing and the mutual
covenants herein contained and for other good and valuable consideration the sufficiency of

which is hereby acknowledged, the parties hereto agree as follows:

ATTACHMENT 19C




e e e P £ it T S

L Engapement

1.1 SMEMC hereby enters into this Agreement with the Hospital to provide the Services
described in Exhibit A, which is attached hereto and made a part hereof. The Hospital shall

provide the Services to SMON through Physicians.

1L General Requirements of Physicians

21  Licensure and Certification

(a.) The Hospital shall provide the Services through Physicians, each of whom shall be an
employee of the County or an independent contractor whom the Hospital has engaged to
provided Services. Physicians assigned to SMON by Hospital to provide the Services required

herein shall at all times:

hold a currently valid and unlimited license to practice medicine in the State of Ilinois

and a DEA registration permit; and _ . o
be riembers in good standing of the SMEMC’s medical staff with appropriate privileges
in accordance with the SMEMC's medical staff bylaws, rules and policies; and

for neonatology services be board certified in pediatrics or neonatology and qualified by

iti.
training or experience to provide neonatal resuscitation services; and
iv.  for maternal-fetal medicine be board certified in obstetrics and gynecology; and
v.  participate in Medicare, Medicaid and any other federal or state funded health care
programs; and
vi.  satisfy all qualifications for insurability under the insurance requirements of this
Agreement; and
vii, meet all continuing medical education and training requirements as may be required to
maintain skills that, at a minimum, conform to the standards of care in the Chicago
metrepolitan community for the delivery of Services; and
viil.  possess excellent communication skills and the ability to deal effectively and courteously

with SMEMC Medical Staff members, personnel, other physicians and patients and their
families in all situations, including medical emergencies and other stressful conditions,

(b.) Within thirty (30) days of SMEMC'’s written or verbal request for removal of a Physician,
Hospital shall voluntarily remove, replace and thereafter no longer assign that Physician.
Notwithstanding the foregoing, upon SMEMC’s request, Hospital shall immediately remove,
replace and no longer assign a Physician to provide Services in the event that any of the

following occurs:
Physician fails to meet the professional qualification requirements of paragraph

2.1 {a) above,

(i} Death or permanent disability of the Physician.

(i)

riii}  Physician is charged with a felony. indicted for any crime. or arrested for any act
of moral turpitude.
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(iv)  Material breach of patient information confidentiality under Section 3.3 by
Physician. '

(v)  Physician becomes uninsurable or unable to secure and maintain the required
liabitity insurance in accordance with the requirements of this Agreement.

(vi)  Physician engages in any dishonest or unethical behavior as reasonably
. determined by SMEMC senior management.

(vii) Physician engages in a pattern of disruptive behavior ot is unable to work
cooperatively with SMEMC personnel and other physicians, as reasonably determined

by SMEMC senior management.
(viii) Physician is indicted for any crime.

{(ix)  Physician is under investigation by any regulatory or enforcement agency for
matters concerning his/her provision of patient cate.

(x) _ Physician is the subject of a credible allegation of fraud and abuse or similar .
activities that are criminally or civilly proscribed, or enters into a consent decree or other
judicial order or administrative settlement with respect to fraud and abuse or similar

proscribed activities.

(xi)  Physician is suspended, debarred or excluded from participation in Medicare,
Medicaid or any other federal or state funded health care program.

(xii) Physician is unprofessional towards patients or SMEMC personnel as determined
by SMEMC senior management.

(xiii) Physician takes any action that places patient health or safety in imminent and
serious danger as reasonably determined by SMEMC senior management.

(xiv) Failure to return a signed Acknowledgement to SMEMC in accordance with
paragraph 3.5 hereof.

If one or more of the events (i)-(xiv) occur, Hospital shafl in a timely manner. but in any event
no later than ten (10) days after Physician’s remaval, replace such Physician with a professional

qualified in accordance with the requirements of paragraph 2.1(a). SMEMC shall have the right
to approve any replacement Physician prior to the replacement Physician’s performance of any

Services.

2.2  Designation of Service Providers.

Subject to the requirements of paragraph 2.1. the Hospital shall assign sufficient Physicians to
provide the Services required during the Term of this Agreement. Except as provided in
paragraph 2.1(b) above, the Hospital has sole discretion as to the Physicians it shall assign to
provide the Services required herein: provided such Physicians meet the requirements of

paragraph 2.1(a).
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1.  Hospital's Obligations

i Services.

The Hospital shall provide the Services desciibed in Exhibif A in a manner that is consistent with
the contracts or agreements of which the Hospital has actual notice {excluding payment terms)
enteréd into by SMEMC, including, but not limited to the Letter of Agreement for Perinatal Care
dated April 14, 2006 (“Letter of Agreement for Perinatal Care™) in effect between the parties and
any transfer or similar a agreement with another health care facility. To the extent permitted by
the terms of such agreements, SMEMC shall provide the Hospital with copies of all said
agreements priot to the commencement of Services hereunder.

32  Teaching and Administrative Duties.

The Hospital shall:

(2.} Engage in a reasonable amount of teaching activity to assist the SMEMC’s Medical Staff,
nurses, and résidents in providing appropriate care for patients requiring Services hereunder. Any
such educational program or session shall be coordinated with the SMEMC administration or
other appropriate body/department of the SMEMC with authority over educational programs.

(b.) Provide medical-administrative services as may be necessary and appropriate to administer
the implementation and operation of this Agreement on the Hospital’s behalf and to schedule and

arrange coverage in accordance with the terms of the Agreement.

(c.) Furnish one or more Physicians to serve on SMEMC comumittees or panels as may
reasonably be required by SMEMC or applicable licensing or accreditation standards.

(d.) Participate in SMEMC’s quality assurance and utilization review programs as reasonably
requested by SMEMC.

3.3 Apnplicable Standards.

The Hospital shall require Physicians to perform all duties required under this Agreentent in
accordance with professional standards of care as may be required by standards of the Joint
Commission, HFAP(Healthcare Facilities Accreditation Program), U.S. Department of Health
and Human Services or other federal, state or local authority with respect to, or affecting,
SMEMC. The Hospital shall conform with, and shall require Physicians to conform with, all
applicable federal and state statutes and regulations. The Hospital shall and shall cause
Physicians fo protect the confidentiality of all patient information (including medical records.
electronic data, radiology fitms. laboratory blocks, slides and billing information). and compiy
with all of SMEMC's written or oral policies on the release of patient information and all
applicable state and federal laws and regulations protecting the confidentiality of patients’
records. including the Health Insurance Portability and Accountability Act of 1996 and the
corresponding Standards for Privacy of Individually Identifiable Health Information regulations.
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vach as amended from time to time ("HIPAA™). The parties shall execute and comply with the
Business Associate Agreement attached hereto as Exhibit C. If there is a conflict between the
terms of this Agreement and the terms of the Business Associate Agreement. the terms most
protective of Protected Health Information (as defined by HIPAA) shall control.

34 Use of Premises.

The Hospital and the Physicians may not use SMEMC staff, space, supplies., equipment or other
property for purposes other than the performance of Services hereunder, except as may otherwise
be set forth in a separate written agreement between the parties hereto.

35 ' Ethical and Religious Directives for Catholic Health Care Services. In performing
Services pursuant to this Agreement, Hospital shall, and shall cause Physician who provide
Services at SMON pursuant to this Agreement to, all times abide by the Ethical and Religious
Directives for Catholic Health Care Services, as promulgated from time to time by the

Archbishop of Chicago.
36  Loss of Staff Privileges on Termination,

In the event that a Hospital Physician or Contract Physician assigned to provide Services
pursuant to this Agreement ceases rendering such Services as a result of termination, expiration
or other cancellation of this Agreement or his/her termination as an employee or independent
contractor of the Hospital or of any entity with whom the Hospital has contracted to provide
Contract Physicians, and such Hospital Physician or Contract Physician was not, independently
(prior to the Effective Date and/or unrelated to this Agreement), a member of Center’s medical
staff, at the sole option of SMEMC, such Hospital Physician or Contract Physician’s medical
staff membership and clinical privileges at SMEMC shall concurrently terminate, and such
Hospital Physician or Contract Physician shall not be entitled to any medical staff hearing or
other due process on such termination. Termination under this paragraph shall not constitute a
reportable action to the National Practitioner Data Bank. The Hospital shall cause each
Physician it assigns to provide Services at SMON to execute and return to SMEMC, as a
condition of such assignment, an Acknowledgement containing the provision reflected in Exhibit
B regarding the concurrent termination of medical staff membership and clinical privileges and

waiver of rights pursuant to SMEMC's medical staff bylaws.

in the event of the termination of a Physician’s employment or contractual relationship with
Hospital, the Hospital's sole obligation to SMEMC shall be to timely notify SMEMC of the

termination said relationship.
IV. SMEMC's Obligations

4.1 Equipment, Facilities and Supplies.

SMEMC shall provide an office, call-rooms and such facilities, systems equipment. supplies,
utitities, janitorial, laundry. and support services reasonably necessary for the provision of
Services. as jointly determined by the parties hereto in conjunction with the Physicians and
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tonsistent with the requirements of HFAP. The offices and call-rooms provided by SMEMC for
~ Physicians® utilization hereunder shall be reasonably appropriate for their intended use and be
Icated in reasonable proximity to the units. sites or locations where Services must be provided.

4.2 Section of Perinatal Care,

Hospital shall recommend to SMEMC a qualified Physician to serve as the head of the section of
perinatal care at Center. Designation of the Physician who shall serve as head of the section of
perinatal care at the Center shall be in accordance with the mutual agreement of SMEMC and

Hospital.

43  Regionalized Perinatal Health Care Code.

SMEMC shall cooperate with Physicians in establishing a team which shall include Hospital
Physicians and Contract Physicians and be available to provide 24-hour- neonatal resuscitation in

SMON in compliance with the Regionalized Perinatal Health Care Code.

_ V. .Financial Arrangements and Insurance

5.1  Billing and Collection,

(2.) SMEMC shall bitl and collect on behalf of Hospital for all fees accruing from the provision
of Setvices by Physicians. Hospital hereby assigns to SMEMC the sole and exclusive right to
bill and receive collections from Services rendered pursuant to this Agreement. Hospital
covenants that it has the authority to assign such billing and collection rights to SMEMC on
behalf of itself, County, System and Physicians. SMEMC shall perform appropriate billing and
collection functions relative thereto. The Hospital and Physicians shall cooperate in providing
all information to SMEMC or, as directed by SMEMC, to its contractors which shall be
necessary to performance of appropriate billing and collection functions.

(b.) SMEMC shall remit to the County each calendar quarter during the Term of this Agreement
the collections received for Services (except those Services performed by Physicians covering
the maternal-fetal clinic at SMON, which shall be retained by SMEMC in accordance with
Section 5.2(a}) during the previous calendar quarter; provided however, Hospital and SMEMC
agree that SMEMC shall retain thirty percent (30%) of the callections received each calendar
quarter as compensation for the billing and collection services performed by SMEMC on behalt
of Hospital hereunder. SMEMC shall remit each calendar quarter’s collections within thirty (30)
days of SMEMC''s receipt of all billing reports for the quarter for which the payment is being

niade.

(c) SMEMC agrees to notify Hospital in writing of all Managed Care Organizations it contracts
with. SMEMC and Hospital acknowledge that SMEMC cannot effectively render services under
contracts with third party payors with respect to Services provided under this Agreement unless
Physicians providing Services hereunder either individually. or collectively. also contract with
such third party payors as needed consistent with this Agreement. Hospital agrees that
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Physicians shall participate in such third party payment or managed care programs in which the
SMEMC participates, so long as reimbursement is reasonable based on type of plan.

(d) Professional Fees.

(i) The Parties agree that the fees charged and billed for Services shall be com parable
to the prevailing fee levels for such Services rendered at similar institutions within the Hospital's
service area. A copy of the current fee schedules for Services furnished shall be attached hereto
as Exhibit D and shall be reviewed by Hospital on at least an annual basis and prior to any :
increase in fees. [f SMEMC reasonably determines that such fees are not consistent with the
prevailing rates in the community, the Parties shall use good faith efforts to revise such fees or
demonstrate that such fees are reasonabiy consistent with the prevailing rates in the community.
If the Parties are nnable to mutually agree that such fees are consistent with the prevailing rates,
Hospital reserves the right to terminate this Agreement. Hospital shall keep confidential all
information provided to it under this Section and shall use the information only for proper
purposes and in accordance with applicable law.

(i) - The Parties agree that for all patient bills related to Services provided by

Physicians under this Agreement, included in each bill shall be a notice that if patients are_

unablé to pay the full amount of their bill, and have qualified for financial

assistance/charity care by SMEMC, they may be eligible to receive a similar discount
from Physicians, with evidence of the SMEMC’s assistance determination, If a patient
has qualified for a need-based discount of up to 100% of the patient’s hospital bill
pursuant to the SMEMC’s financial assistance/charity care policy, Hospital and

. Physicians agree that a similar discount off bill for the Services shall be provided to the

patient.

(e.) Notwithstanding anything to the contrary in prior agreements between County and SMEMC
for similar services SMEMC shall bill for Services rendered by Physicians under those prior

agrecments.

(£.) Center agrees that the Cook County Auditor or any of its duly authorized representatives
shall, until expiration of three (3) years after the final payment under the Agreement, have upon
prior written request, reasonable access and the right to examine any books, documents, papers
and records of SMON related to the billing and collection of the Services. SMEMC shall be
responsible for establishing and maintaining records sufficient to document the calculation of

collections remitted to Hospital.

(2.) The Center further-agrees that it shall include in all of its subcontracts hereunder a provision
to the effect that the subcontractor agrees that the Cook County Auditor or any of its duly
authorized representatives shall. until expiration of three (3) years after final payment under the
subcontract. have upon prior written request, reasonable access and the right to examine any
books. documents, papers and records of such subcontractor involving transactions relating to the
subcontract to this Agreement, or to sucl subcontractor's compliance with any term, condition or

provision under this Agreement.

Payment to the County for Clinic Coverage and SMEMC Coverage.

5.2
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(a.) Maternal-Fetal Clinic Coverage. SMEMC shall pay County one hundred ninety dollars
and no cents ($190.00) per hour for Services provided by Physicians staffing the maternal-fetal
medicine clinic at SMON as provided in Exhibit A up to a maximum total payment of forty
thousand and no doilars ($40.000.00) each year of this Agreement. Hospita! shall bill SMEMC
quarterly for such maternal-fetal clinic Services, which bill shall set foith in detail the time spent
by Physicians performing such Services during the quarter and shail attach time sheets for each
Physician for the quarter. SMEMC shall be entitled to retain all monies collected from billings
for the Services of Physicians providing coverage at the clinic. Hospital hereby assigns to
SMEMC the sole and exclusive right to bill, receive and retain callections from Services
rendered by Physicians providing coverage at the SMON maternal-fetal clinic. Hospital
covenants that it has the authority to assign such billing and collection rights to SMEMC on
behalf of itself, County, System and Physicians and shall cooperate in providing all information
to SMEMC or, as directed by SMEMC, to its contractors which shall be necessary to
performance of appropriate billing and collection functions.

(b.) 24/7/365 Hospital Coverage SMEMC shall pay to County the amount of two hundred
twenty thousand dollars ($220,000) per year to compensate the County for the admninistrative

services and 24-hour, 7-day per week, 365-day per year coverage provided by Hospital through
Physicians as part of the Services provided under this Agreement. SMEMC shall make payment
in equal gnarterly installments of Fifty-five Thousand Dollars (§55,000). SMEMC shall provide
no less than ninety (90) days prior wiitten notice to County if it determines that an adjustment is
required 1o be made to the annual payment for coverage in order to reflect fair market value for
the coverage provided hereunder. All payment adjustments shall be set forth in a signed written

amendment to this Agreement.
5.3  Insurance and Indemnification.

(a) Insurance Requirements for Contract Physicians.

The Hospital shall require all Contract Physicians to keep and maintain professional liability
insurance coverage in amounts not less than three million dollars ($3,000,000.00) per claim and
five million dollars ($5,000,000.00) in aggregate for the Services to be rendered hereunder. Such
insurance shall be maintained throughout the Term of this Agreement. If coverage is provided
on a claims-tnade basis, the Contract Physicians shall maintain the insurance then in effect or
secure an extended reporting period (tail) for an unlimited period after termination of this
Agreement and/or the termination of his/her contractual relationship with Hospital. The Hospttal
shall require the Contract Physician to provide SMEMC wilth a certificate or certificates of
insurance certifying the amounts of coverage required hereunder prior to the Effective Date. and

thereafter annually and upon SMEMC’s request.

{b) Indemaqification of Hospital Physicians.

The County shall indenmify each Hospital Physician with regard to claims for professional
liability arising from the provision of Services at the Center as provided in Cook County Code of

Ordinances., Article [V, Section 38-89.
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{¢) Professional Liability [nsurance of SMEMC Staff.

SMEMC shall provide, or as applicable, réquire that each physician and non-physician heaith
professional it permits to provide health care services at SMON to be covered under a policy of

professional liability insurance or under SMEMCs plan of self-insurance, which shal} insure
apainst professional liability incurred as a result of the professional activities of those heath

professionals at SMON.

(d) Respensibility for Acts oc Omissions of Other Party.

Neither party shall be liable for any negligent or wrongful act chargeable to the other party
except as expressly provided in this Agreement. In the event of a claim for any such wrongful or
negligent act, each party shall bear the cost of its own defense except as otherwise expressly
provided herein. This paragraph shall survive the termination or expiration of this Agreement.

V1. Term and Termination of Agreement
6.1  Term.

The Term of this Agreement shall commence on July 1, 2008 and shall expire on June 30, 2010.
The parties may agree in writing to extend this Agreement for periods of one or more months or
years. The initial term and all renewal terms shall be the “Term” of this Agreement. Any such

extension shall be subject to the provisions of this Agreement; provided, however, that the
parties shall negotiate the amount payable for continued Services for such extension at least sixty

(60) days in advance of the expiration date of this Agreement.
6.2  Termination.

This agreement may be terminated as follows:

(a) Termination Without Cause,

Either party may terminate this Agreement, without cause, at any time, by notifying the other
party in writing in which event this Agreement shall terminate on the date which is ninety (90}
days from the date.of such notice as deemed delivered as provided in Section 7.8 of this

Apgreement.

{b) Tecmination With Cause.

Either party may terminate this Agreement upon a determination that the other party has
materially breached its obligations. responsibilities or duties under this Agresment. Upon such a
determination. the non-breaching party shall provide the other party with notice of the details of
the breach. lu the event that such breach is not cured within thirty {30) day of notice of such
preach. the non-breaching parly may immediately terminate this Agreement upon written notice

thereof.
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(c.} Automatic and Immediate Termination, This Agreement will automatically termmate

immediately if:

(i) Hospital becomes ineligible io provide Services hereunder;

(ii)  Any Physician has his/her license to practice medicine in the State of
[llinais revoked, suspended or restricted and Hospital fails to replace such
individual with another qualified professional;.

(iif)  Any Physician’s good standing status as a member of the SMEMC’s
Medical Staff is suspended or terminated and Hospital fails to replace such
individual with another qualified professional;

(iv)  Hospitals is unable to secure and maintain the required liability insurance
for itself and its Physicians in accordance with the insurance requirements of this
Agreement and replacement coverage is not obtained, or for Physicians required
by Hospital to secure and maintain their own insurance, any such Physician is
‘unable to meet the required insurance requirements of this Agreement and
Hospital fails to promptly replace such individual with another qualified

professional; or

(v)  Hospital is debarred, suspended or excluded from Medicare, Medicaid or

any other federal or state funded health care program, or any Physician is
debarred, suspended or excluded from Medicare, Medicaid or any other federal or
state funded health care program and Hospital fails to replace such individual with

another qualified professional.

(d.) Non-Automatic Immediate Termination. This Agreement may immediately terminate as

(i) If SMEMC's senior managenient determines that (a) Hospital engages in
any dishonest or unethical behavior (including a material breach of patient
confidentiality under Section 3.3; or (B) Hospital takes any action that, as
reasonably determined by SMEMC senior management, places patient health or

safety in mininent and serious danger; or

(iiy I SMEMC’s senior management determines that any Physician is (A}
disruptive and unable to work cooperatively with SMEMC personnel and other
physicians; (B} engages in any dishonest or unethical behavior (including 2
materia) breach of patient confidentiality under Section 3.3, or {C) takes any
action that. as reasonably determined by SMEMC senior manageiment, places
patient health or safety in imminent and serious danger, and Hospital fails to
promptly replace such individual with another qualified professional.
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For immediate termination to under this Section to continue in effect: within forty-five
(45) days from the date of SMEMC senior managentent's written notification to Hospital
of immediate termination of this Agreement under this Section. SMEMC’s Board of
Directors must ratify the inumediate termination of this Agreement.

(e.) Termination Due to Amendment or Change in Law, SMEMC shall have the unilateral
right to terminate or amend this Agreement, without liability, to the extent necessary to comply
with any legal order issued to SMEMC by a federal or state department, agency or commission,
or HFAP, or if it is reasonably determined that continued patticipation in this Agreement would
be inconsistent with SMEMC's status as a Medicare or Medicaid participant or an organization
described in Aiticle 501(c)(3) of the Internal Reverue Code of 1986, as amended, or would
expose SMEMC to undue risk of being deemed to have violated any law applicable to health
care providers. Prior to termination of this Agreement pursuant to this Section, SMEMC shall
first reasonably attempt to amend this Agreement in a manner that will achieve the business
purposes hereof. If SMEMC proposes an amendment to this Agreement in order to comply with
applicable law or accreditation standards, and such amendment is unacceptable to Hospital, -
Hospital may choose to terminate this Agreement immediately upon notice at any time

thereafter. -

(f) Termination within the First Year. If termination occurs during the first year of the

Agreement, the parties acknowledge and agree that they may be prevented from entering into a
new contract with each other with respect to the same or similar subject matter hereof within one

(1) year of terminating this Agreement.

(g)  Termination Due to Failure to Agree on Fees. SMEMC shall have the right to
immediately terminate this Agreement if the parties fail to mutually agree that the fees schedule
for Services furnished by Hospital and Physicians pursuant to Section 3.1(d) are consistent with

the prevailing rates in the community,

6.3 Effects of Termination.

Upon termination of this Agreement, as herein above provided, neither party shafl have any
further obligation hereunder except for (i) obligations accruing prior to the date of termination
and (ii) obligations, promises or covenants contained herein which are expressly made to extend

beyond the Term of this Agreement.
VII. Miscellaneous

7.1 Medical Records/Cooperation with Litigation.

The Hospital shall cause all Physicians providing Services at SMON to comply with medical
records policies and procedures of SMEMC including completion of such medical records in a
timely and legible fashion. It is understood that all medical records are the property of SMEMC.
SMEMC agrees that it shall preserve and maintain all such records. reports and documents in
accordance with the requirements of law and SMEMC policies and practices. but at least for the
period encompassed by the applicable Statute of Limitations. In the event the County, System,
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Hospital or any Hospital Physician is named a party defendant in any lawsuit, SMEMC shall to
the extent permitted by and in accordance with any requirements of applicable privacy and
confidentiality laws, provide such party with a full copy of the patient’s medical records.
Consistent with the requirements of applicable law pertaining to patient confidentiality SMEMC
shall provide the Hospital with reasonable access to the medical records pertaining to patients
wha receive Services hereunder for purpcses of peer review, utifization review, quality assurance
and risk management and shall provide the Hospital with copies of such records related to its
performance under this Agreement as niay be reasonably requested.

7.2 Medicare Access.

Both parties shall retain and make available upon request, for a period of four (4) years after
furnishing Services pursuant to this Agreement, the contract, books, documents and records
which are necessary to certify the nature and extent of the costs of such services if requested by
the Secretary of Health and Humian Services or the Comptroller General of the United States or
any of their duly authorized representatives. If either party carries out any of its duties under the
Agreement through a subcontract with a related organization involving a value of cost of
$10,000.00 or more over a 12 month period, that party will cause such subcontract to contain a
clause to the effect that, until the expiration of four years after the furnishing of any service
pursuant to said subcontract, the related organization will make available upon request of the
Secretary of Health and Human Services or the Comptroller General of the United States or any
of their duly authorized representatives, copies of said subcontract and any books, documents,
records and other data of said related organization that are necessary to certify the nature and
extent of such costs. This paragraph relating to the retention and production of documents is
included because of possible application of Section 1861(v)(1)}(I) of the Social Security Act to
this Agreement. All terms not otherwise defined above shall have the meanings provided in said

regulations.

7.3 ’ No Referrals Requirement.

The parties agree that nothing contained in this Agreement shall require any party to refer or
admit patients to, or order any goods or services from the other party. Hospital's Physicians shall
be free to join the medical staffs of other hospitals. and shall be entitled to refer patients to such

hospitals.

7.4 Conformance with SMEMC Compliance Plan.

Hospital has received the Resurrection Health Care Corporation Compliance Program. attached
heteto as Exhibit E. and agrees to abide by same. Hospital and its Physicians acknowledge
SMEMC's commitment to compliance with afl federal and state laws and regulations. and agree
to comply with all applicable federal and state laws, regulations and regulatory Agency Rules.

7.5 Federal Program Provider Status.

Hospital certifies that neither it nor any Physicians have been excluded from participation in
Medicare/Medicaid or any other federal or state funded health care program. In addition.

ATTACHMENT 19C




Hospital agrees to promptly notify SMEMC in the event of an investigation of Hospital or any
Physician's participation in a federal or state health care program by federal, state or local
officials. Should Hospital become suspended, debarred or excluded from participation in
Medicare, Medicaid or any other federal or state funded health care program, this Agreement
shall imiediately terminate as of the date of such suspension, debarment or exclusion in
accordance with Section 6.2(c). Additionally. should any Physician become suspended, debarred
or excluded from participation in Medicare, Medicaid or any other federal or state health care
program. Hospital shall remove such Physician from the performance of Services hereunder. in

accordance with Section 1.2(b).

7.6  Proprietary Information Confidentiality.

In providing Services under this Agreement, Hospital and SMEMC acknowledge that certain
information that each shall acquire is of a confidential and proprietary nature ("Confidential
Information"). SMEMC and Hospital shall {and Hospital shall ensure that Physicians shall)
exercise care and protection with respect to the other Party's Confidential Information and not
directly or indirectly disclose, copy, distribute, republish or allow any third party to have access
to any Confidential Information. The Parties may disclose Confidential Information if so
required by law (including court order or subpoena), provided that the non-disclosing Party may
require the disclosing Party to request the appropriate court ot governmental body to seal the
record that contains such Confidential Information. Each Party shall notify the other Party of
any requirement that it disclose the other Party's Confidential Information by operation of law,
regulation or other legal process, and shall cooperate fully to protect the Confidential
Information. The Parties acknowledge and agree that any breach of the terms of this Section will
result in irreparable harm to the other Party, such that the non-disclosing Party cannot be
reasonably or adequately compensated in damages for such breach and shall therefore be
entitled, in addition to any other remedies that may be available to it, to seek any and all
equitable remedies including, without limitation, injunctive relief to prevent such breach and to

secure the enforcement thereof.

7.7  Relationship of the Parties.

(a.) It is expressly acknowledged by the parties hereto that the County, its System and Hospital
and SMEMC are independent contractors and that nothing in this Agreement is intended nor
shall be construed to create an employer/employee relationship. principal/agent relationship or a
joint venture relationship between SMEMC and the County. System and Hospital and any of
SMEMC's employees and contractors or between SMEMC and County, System and Hospital
employees and contractors, including Physicians. The Physicians are at al] time acting and
performing independently practicing their professions and SMEMC shall neither have nor
exercise any control or direction over the methods or techniques by which Physicians treat or
care for a particular patient. provided always that the Services are performed in a manner
consistent with SMEMC policies, the legal and accreditation standards governing such Services

and the provision of this Agreement.
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(b.) '1_'he County and not SMEMC shall be solely responsible for the payment of compensation to
Physicians providing Services pursuant to this Agreement, Physicians shall not be entitled to any
of the employment benefits offered by SMEMC to its own employees.

{c.) The County shall be responsible for withholding of all required taxes and Social Security
obligations with respect to those Hospital Physicians who are providing Services in accardance
with this Agreement and shall indemnify SMEMC against liability (including reasonable legal

fees and costs) incurred as a result of County’s failure to withhold income tax and Social

Security payments or County’s failure to pay required income tax and Social Security obligations
related 1o such personnel, SMEMC shall be responsible for withholding of alt required taxes and
Social Security obligations with regard to SMEMC employees and agrees to indemnify the
County for any liability (including reasonable legal fees and costs) incurred as a result of
SMEMC’s failure 1o withhold income tax and Social Security payment or Center’s fatlure to pay
required income tax and Sacial Security obligations related to such personnel. : :

7.8 Non-Waiver.

The failure of either party to exercise any right, power or option given it hereunder, or to insist
upon strict compliance with the terms hereof by the other pasty, shall not constitute a waiver of
the terms and conditions of the Agreement with respect to any other or subsequent breach hereof,
nor a waiver by such party of its rights at any time thereafter to require exact and strict
compliance with all of the termns of the Agreement,

7.9 Entire Agreement,

This instrument, together with all attachments and exhibits hereto, contains the entire agreement
between the parties, and no representations, inducements, promise or agreements, oral or
otherwise, not set forth herein, shall be of any force and effect.

7.10 Successors.

This agreement shall be binding upon and inure to the benefits of the parties and their respective
legal representatives, successors and assigns.

7.11  Assignment; Amendment.

The Agreement may not be assigned without the prior’ written consent of the other party. This
Agreement may be amended only upon signed written agreement of the parties hereto; provided.
however, that the Hospital (without County and/or System written agreement) may by itself
agree in writing to amendments relative 1o implementation of this Agreement, provided that such

amendments do not reduce the amount payable to the County.

7.12 Notices.
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Any notices, demand or communjcation required, permitted or desired to be given hereunder,
shall be deemed effectively given when personally delivered or mailed by prepaid certified mail

return receipt requestecl:

Notice to tie County:

Purchasing Agent of Cook County
118 N. Clark Street '
Chicago, Illinois 60602

With a copy to:

Chair

Department of Pediatrics

John H. Stroger, Jr. Hospital of Cook County
1901 W Harrison St :

Chicago, IL 60612-3714

Natice to the Center:
" Chief Executive Officer _
Saints Mary and Elizabeth Medical Center

2233 West Division Street
Chicago, IL 60622

7.13 Governing Law.

The Agreement shall be subject to and governed by the laws of the State of Illinois. The parties
agree that jurisdiction and venue shall lie with the Circuit Court of Cook County, Illinois.

7.14 Severability.

If any portion of this agreement shail be, for any reason, deemed to be invalid or unenforceable
by any court having jurisdiction, then, in such event, it is the intention of the parties bereto that
the remaining portion of this Agreement shall nevertheless be valid, enforceable and carried into
effect unless to do so would clearly violate the present legal and valid intentions of the parties

hereto.

7.15 Headings.

The headings of the Agreement are inserted for convenience only and are not to be considered in
construction of the provisions hereof. '

SIGNATURE PAGE FOLLOWS
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For Hospital:

7

Warren L. Batts
Chair, Board of Directors _
Cook County Health and Hospitals System

Date: é)//.?/cc/—
7 7 7

Attest:

e

Matthew B. DeLzon
System Board Secretary

Acknowledged:

Johnny C. Brown
Chief Operating Officer
John H. Stroger Jr. Hospital of Cook County

Daxﬁﬁ
Chair, ent of Pediatrics
John H trogcr, Jr. Hospital of Cook County

Attest:

For SMEMC:

% Wyt %%m

Margdargt McDermott \

Executtvé Vice President and

Chief Executive Officer

Saints Mary and Elizabeth Medical Center

Date: %A % '?

OFFICIAL SEAL"

VIRGINIA ANN DYNDA
NOTARY PUBLIC, STATE OF JLLINOIS
MY COMMISSION EXPRES 4/13/2010
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Exhibit A
SERVICES

Hospital shall provide the Services set forth in this Exhibit A.

1. Neonatology and Pediatric Services for Newborn Patients.

» A team of Physicians will be assigned to provide neonatology services at SMON under
the administrative supervision of a Hospital Neonatologist whom the Hospital has
designated as the Hospital Physician in charge to administer this Agreement.

¢ Physicians shall provide twenty-four hour daily on-site coverage.

Physicians will make rounds and be available for administrative, teaching and quality

assurance activities.

Physicians will attend all cesarean deliveries and will also attend high risk ccsarean and

vaginal deliveries approved by Cook County perinatal consultartts consistent with the

‘provisions of the Letter of Agreement for Perinatal Care in effect between the parties and

consistent with the Regionalized Perinatal Health Code.

Center offers Level II perinatal care. Physicians shall provide services consistent with

‘this level of care.

Physicians shall provide consultation to Medical Staff members in neonatology services.

Physicians who possess training and experience in neonatal resuscitation shall be on site

on a twenty-four hour a day basis.

« Physicians shall be designated to attend meetings of the Department of Pediatrics at

SMON and shell be designated to attend quarterly perinatal meetings and shall coordinate

SMON’s neonatal activities with those of the Hospital’s Perinatal Center.

Physicians shall cooperate with SMEMC to the extent reasonably possible in maintaining

Level II status as defined by State and local governmental agencies including, but not

limited to, assisting with the development and revision of relevant patient care standards,

protocols, policies and procedures subject to approval of SMEMC Administration and the

Department of Pediatrics and consistent with the provisions of the Letter of Agreement

for Perinata] Care and the Regionalized Perinatal Health Code.

Physicians shall care for all high risk infants as defined in the SMON's Maternity and

Perinatal Service Plan provided such care cannot be safely rendered SMON. Physicians

shall provide care for high risk infants until medical risk is reduced or eliminated or until

transfer of the patient to a higher leve] facility.

Physicians shall be consulted with respect to purchases of equipment and supplies for the

special care nursery and the Physicians on site at the time of the request may provide

consultations to members of SMEMC's Medical Staff as time permits.

Physicians shall provide general supervision of the special care nursery in accordance

with the SMEMC’s policies.

2. Maternal-Fetal Medicine Clinic

Physicians shall provide maternal-feta) medicine services at a clinic operated by SMON

one day per week for a maximum of four (4} hours.
SMON patients shall be referred to clinic by other SMEMC Medical Staff members.
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* SMON shall handle all patient registration. scheduling, and medical record keeping.
3. Administrative Services.

» Hospital shali designate an individual physician to assume the role of liaison to provide
direction for neonatology services

¢ Hospital will cooperate with the SMEMC s efforts to establish an effective
communication system among the neonatology, pediatric, and obstetric services and
nursery nursing staff regarding anticipated and ongoing neonatal and maternal problems

* A monthly roster of Physician coverage will be made available to all the perinatal units,
the SMEMC administration and nursing in a timely manner.

¢ Physicians wili cooperate on other medical-administrative functions as may be
reasonably requested.

ATTACHMENT 19C




PR —

EXHIBIT B

PHYSICIAN AGREEMENT AND ACKNOWLEDGEMENT

WHEREAS. the John H. Stroger, Jr. Hospital of Cook County {"Hospital™), has entered
into an agreement with Saints Mary and Elizabeth Medical Center ("SMEMC") for the provision
of professional services to newborn patients of SMEMC's Saint Mary of Nazareth Hospital :

(*SMON")("Agreement”) and;

WHEREAS, the Hospital engages the services of Physicians for the purposes of
providing physician services to certain obstetric and newborn patients of SMON,; and

WHERAS, the Physician agrees to provide services to appropriate patients of SMON and
to honor the Hospital’s commitments to SMEMC as a condition of his or her assignment to
SMON;

NOW THERFORE. in consideration of the foregoing and the murual covenants herein set
forth and other good and valuable consideration, Physician acknowledges that Physician and

Hospital agrees as follows:

1. Physician shall render services to patieﬁts of SMON as assigned by Hospital, subject to
SMEMC approval of Physician, and shall maintain the following in connection with such

assignment:

a. Physician shall maintain licensure to practice medicine in all of its branches in the
State of I}inois.

b. Physician shall maintain membership in good standing on the Center’s Medical Staff.
¢. hold a currently valid and unlimited license to practice medicine in the State of lllinois
and a DEA registration permit.

d. for neonatology services be board certified in pediatrics or neonatology and qualified
by training or experience to provide neonatal resuscitation services and for matemal-fetal

medicine be board certified in obstetrics and gynecology.

e. participate in Medicare, Medicaid and any other federal or state funded health care
programs.

f, satisfy all qualifications for insurability under the insurance requirements of the

Agreement.

ATTACHMENT 19C




g. meet all continuing medical education and training requirements as may be required to
‘ maintain skills that, at a miniimum, conform to the standards ot care in the Chicago metropolitan
community for the delivery of Services: and
h. possess excellent communication skills and the ability to deal effeclively and
courteously with SMEMC Medical Statf members, personnel, other physicians and patients and
their families in all situations. including medical emergencies and other stressful conditions.

| 2. Physictan agrees and understands the following:

a. In performing Services pursuant to the Agreement, Physician shall at all times abide by
the Ethical and Religious Directives for Catholic Health Care Services, as promulgated from
time to time by the Archbishop of Chicago.

b. perform ail duties required under the Agreement in accordance with professional
standards of care as may be required by standards of the Joint Commission, HFAP(Healthcare
Facilities Accreditation Program}, U.S. Department of Health and Human Services or other
federal, state or local authority with respect to, or affecting, SMEMC. Physicians shall conform
with, all appli¢able federal and state statutes and regulations. Physicians shall protect the '
confidentiality of all patient information (including medical records, electronic data, radiology
films, laboratory blocks, slides and billing information), and comply with all of SMEMC’s _
written or oral policies on the release of patient information and ail applicable state and federal
laws and regulations protecting the confidentiality of patients’ records, including the Health
Insurance Portability and Accountability Act of 1996, the corresponding Standards for Privacy of
Individually Identifiable Health Information regulations, each as amended from time to time
(“HIPAA") and the Business Associate Agreement executed by Hospital and SMEMC.

c.not use SMEMC staff, space, supplies, equipment or other property for purposes other
than the performance of Services hereunder.

d. Notwithstanding any provisions of the bylaws, rules and regulations and policies of
SMEMC and SMEMC’s Medical StafF to the contrary, the Medical Staff membership and
clinical privileges of Physician shall termtinate, at the option of SMEMC, concurrently with (i}
the termination of the Agreement between the Hospital and SMEMC: (ii) the termination of the
Physician’s contract/employment with Hospital, (iii) the termination of a contract between
Hospital and a contractor with whom Physician has a employment/contractual relationship or (iv)
failure of Physician to continue to meet the conditions set forth in subparagraph 1(a) thro ugh -

1(h) and Section 2 (a) through (c) of this Acknowledgement.

b. It is expressly agreed and understood by Physician that any provisions of the bylaws.
rules and regulation and policies of SMEMC and SMEMC's Medical Staff relating to notices.
hearings and appeliate review shall not apply in the event Physician’s SMEMC Medical Staff
membership and/or clinical privileges terminate as provided herein. Physician herby waives any
and all rights to notice, hearing. appellate review and other due process in the event of such
termination. Physician understand and agrees that such termination of Medical Staff
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membership and/or clinical privileges under this Acknowledgement shatl nol constitute a
reportable action to the National Practitioner Data Bank.

¢. To the extent that the provisions of the bylaws, rules and regulations and policies of

SMEMC and tie SMEMC's Medical Staff may be construed to be in conflict with this
Acknowledgement and the Agreement, it is acknowledged and understood by Physician that the

provisions of this Acknowledgement and of the Agreement shall controi.

PHYSICIAN ACKNOWLEDGEMENT

[Physician's name}

DATE:
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‘ EXHIBIT C
HIPAA BUSINESS ASSOCIATE PROVISIONS

This Exhibit C amends and is hereby incorporated into the Professional Services
Agreement (“Agreement”). entered into by and between Cook County through its Cook County .
Health and Hospitals System on behalf of the John h. Stroger Hospital of cook County
(hereinafter “Business Associate”) and Saints Mary and Elizabeth Medical Center (hereinafter

“Covered Entity”) on April 1, 2009.

Covered Entity and Business Associate mutually agree to incorporate the tems of this
-Exhibit C to comply with the requirements of the Health Insurance Portability and
Accountability Act of 1996 (“HIPAA™) and HIPAA's implementing regulations, the Standards
for Privacy of Individuaily Identifiable Health Information (the “Privacy Rule”} and the
Security Standards for the Protection of Electronic Protected Health Information (the "Security
Rule") found at Title 45, Parts 160 and 164 of the Code of Federal Regulations, dealing with the
security, cotifidentiality, integrity and availability of protected health or health-related
information. If any conflict exists between the terms of the Agreement and this Exhibit C, the

terms of this Exhibit C shall govern.

1. Definitions.
. Protected Health Information (PHI) means any information, whether oral or recorded

in any form or medium, that; (i) relates to the past, present or future physical or
mental condition of any Individual; the provision of health care to an Individual; or
the past, present or future payment of the provision of health care to an Individual;
and (ii) identifies the Individual, or with respect to which there is a reasonable basis
to believe the information can be used to identify the Individual. PHI includes
demographic information unless such information is de-identified according to the
Privacy Rule. “Protected Health Information” includes without limitation “Electronic

Protected Health Information” as defined below.

b. Electronic Protected Health Information (ePHI} means Protected Health Information,

which is transmitted by Electronic Media (as defined in the HIPAA Privacy and
Security Rule) or maintained in Electronic Media.

Individual means the person who is the subject of PHI, and shall include a person
who qualifies under the Privacy Rule as a personal representative of the Individual.

c. Capitalized terms used in this Exhibit C, but not otherwise ‘defined. shall have the
same meaning as those terms in the Privacy Rule or the Security Rule.

Prohibition on Unauthorized Use or Disclosure of PHI. Business Associate shall not usc or
disciose any PHI received from or on behalf of Covered Entity except as permitted or
required by the Agreement or this Exhibit C, as required by law, or as otherwise authorized

in writing by Covered Entity.

{\J
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3. Use and Disclosure of Protected Health {nformation. Except as described in Section 4,

Business Associate may use or disclose PHI only for the following purpose(s}).
2. May make any and all uses of PHJ necessary to perform its obligations to Covered
. Entity, including any obligations required pursuant to the underlying Agreement or
this Exhibit C. All other uses not authorized by the underlyirig Agreement or this
Exhibit C are p1 ohibited unless specitically author lzed by Covered Entity to Business

Associate.

Use of PHI for Certain of Business Associate’s Operations. Business Assaciate may use
and/or disclose PHI it creates for, or receives from, Covered Entity to the extent necessary
for Business Associate's proper management and administration, or to cary out Business

Associate’s [egal responsibilities, only if:

a. The disclosure is required by law; or
b. Business Associate obtains reasonable assurances, evidenced by written contract,

from any person ar organization to which Business Associate shall disclose such PHI
that such person or organization shall:

(i)  hold such PHI in confidence and use or further disclose it only for the purpose
for which Business Associate disclosed it to the person or organization, or as
required by law; and

(ii)  notify Business Associate, who shall in turn promptly notify Covered Entity,
of any instance which the person or organization becomes aware of in which
the confidentiality of such PHI was breached.

Business Associate’s proper management and administration does not include the use
or disclosure of PHI by Business Associate for Marketing purposes, or to support
Marketing, unless the underlying Agreement specifically concerns marketing

activities,

Safeguarding of PHI. Business Associate shall develop, implement, maintain, and use
reasonable and appropriate administrative, technical, and physical safeguards to protect the
security, confidentiality, integrity and availability of -all PHI, in any form or media, created,
received, maintained or transmitted on behalf of the Covered Entity. Business Associate
shall document and keep these security measures current. Business Associate shall cooperate
in good faith in response to any reasonable requests from Covered Entity to discuss, review,

inspect, and/or audit Business Associate’s safeguards.

Subcontractors and_Agents. If Business Associate provides any PHI which was received
from, or created for, Covered Entity to a subcontractor or agent, then Business Associate

shall require such subcontractor or agent to agree to the sanie restrictions and condifions as
are imposed on Business Associate by this Exhibit C.

Compliance with Electronic Transactions and Code Set Standards. If Business Associate
conduets any Standard Transaction for. or on behalf. of Covered Entity. Business Associate
shall comply. and shall require any subcontractor or agent conducting such Standard
Transaction to comply. with each applicable requirement of Title 45. Part 162 of the Code of

" Federal Regulation.
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8. Access to PHL Af the direction of Covered Entity, Business Associate agrees (o provide
access to any PHI held by Business Associate, which Covered Entity has determined to be
part of Covered Entity’s Designated Record Set. within ten (10) calendar days of a request.
This access will be provided to Covered Entity or. as directed by Covered Entity, to an
Individual, in order to meet the requirements under the Privacy Rule.

9. Amendment or Correction to PRI At the direction of Covered Entity, Business Associate
agrees to amend or correct PHI held by Business Associate and which Covered Entity has
determined to be part of Covered Entity’s Designated Record Set, within ten (10) calendar

days of such a request by Covered Entity.

10. Reporting of Misuse or Unauthorized Disclosures of PHI. Business Associate shall report to

Covered Entity any privacy incident, such as misuse or inappropriate use or disclosure of
PHI, which is not in compliance with the terms of this Exhibit C, within ten (10} calendar
days of its awareness of the privacy incident. Business Associate also shall report to Covered
Entity any Security Incidents of which it becomes aware, including those incidents reported
to Business Associate by its subcontractors or agents. Business Associate shall make the
incident reports to Covered Entity not less than ten (i10) calendar days after Business
Associate learns of such use or disclosure. For either Privacy or Security Incidents, Business -
Associate’s report to Covered Entity shall identify: (i) the nature of the unauthorized use or
disclosure, (ii) the PHI used or disclosed, (iii) who made the unauthorized use o received the
unauthorized disclosure, (iv) what Business Associate has done or shall do to mitigate any
deleterious effect of the unauthorized use or disclosure, and (v) what corrective action
Business Associate has taken or shall take to prevent future similar unauthorized use or
disclosure. Business Associate shall provide such other information, including a written
report, as reasonably requested by Covered Entity’s Privacy or Security Official.

11. Mitigating Effect of Misuse or Upauthorized Disclosures of PHL. Business Associate agrees

to mitigate, to the extent practicable, any harmful effect that is known to Business Associate
of a misuse or unauthorized disclosure of PHI by Business Associate in violation of the
requirements of this Exhibit C. In addition, as further provided in sections 16.b and 16.c of
this Exhibit C. Business Associate will cooperate with any internal investigation of Covered
Entity and, as appropriate, indemnify Covered Entity for costs associated with the misuse or

unauthorized disclosure by Business Associate.

. Tracking and Accounting of Disclosures. So that Covered Entity may meet its accounting
obligations under the Privacy Rule Business Associate agrees as follows:

a. Disclosure Tracking. Starting April 14. 2003, for each disclosure not excepled under
subsection {b) below, Business Associate will record for each disclosure of PHI it makes

to Covered Entity or a third party of PHI that Business Associate creates or receives for
or from Covered Entity (i} the disclosure date, (ii) the name and (if known) address of the
person or entity to whom Business Associate made the disclosure, (iii) a brief description
of the PHI disclosed. and (iv) a brief statement of the purpose of the disclosure. For
repetitive disclosures which Business Associate makes to the same person or entity,
including the Covered Entity. for a single purpose. Business Associate may provide (i)
the disciosure information for the first of these repetitive disclosures. (ii) the frequency.
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membership and/or clinical privileges under this Acknowledgcment shall not constitute a
repottable action to the National Practitioner Data Bank.

¢. To the extent that the provisions of the bylaws, rules and regulations and policies of

SMEMC and the SMEMC’s Medical Staff may be construed.to be in conflict with this
Acknowledgement and the Apreement, it is acknowledged and understood by Physician that the

provisions of this Acknowledgement and of the Agreement shall control.

PHYSICIAN ACKNOWLEDGEMENT

[Physician’s name]}

DATE:
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Audited Financial Statements as evidence of the availab:lity 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 Drive, Suite 300
: Mokena, IL 60448
708 478-5300 Tel
708 478-5960 Fax
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Health

March 22, 2011

llinois Health Facilities
and Services Review Board
Springfield, Illinois

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,

oy
Guy Wiebking
President and CEO

Notarized: @ ‘0@)‘;@/

NQTARY PUBLIC - STATE OF ILLNDIS 4
MY COMMISSION EXPIRESOMOT/14
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OPERATING and CAPITAL COSTS
per ADJUSTED PATIENT DAY

Saint Mary of Nazareth Medical Center & St. Elizabeth’s Hospital
2012 Projection

ADJUSTED PATIENT DAYS:
$ 91,471,079

$ 1,757 52,049
OPERATING COSTS
salaries & benefits $ 125,265,770
supplies $ 30627154
TOTAL $ 155,892,924
|Operating cost/adjusted patient day: $ 299515 |
CAPITAL COSTS
depreciation $ 10,028,750
interest $ 3473983
TOTAL $ 13,502,733
[Capital cost/adjusted patient day: $ 259.43 |
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Project Overview

Resurrection Health Care Corporation (“Resurrection} and Provena Health (“Provena™)
propose 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 those
facilities and programs for care. As explained below and throughout the application, this
system merger is intended to 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 L3. 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 Illinois, 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 JHFSRB 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 reason for the
formation of Provena Health was to strengthen the Catholic heaith 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, Qur 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 is 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 to 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 heaith care providers. This particular merger would afford
Provena and Resurrection the opportunity to 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 wili 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-discrimination 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 as 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 10 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
coilaborate 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
Heaith Care and Provena Health are working together collegially and in the best interests of their
communities to strengthen and improve access to high quality, highly accountable Catholic
health care in the State of Illinois. :

Sincerely yours,

Francis Cardinal George, O.M.L.
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

Illinois 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
Illinois 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
provided compassionate healing to those in need. In keeping with the true spirit of the
Sist:ers 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
Resurrection 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 Heaith 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,

Sister Mary Elizabeth Imler, OSF Sister Patricia Ann Koschalke, CSFN
Chairperson Chairperson
Provena Health Member Body Resurrection Health Care Sponsorship Board




