ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT — May 2010 Editlon

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD /_// O
APPLICATION FOR PERMIT /

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

This Section must be completed for all projects. ) ~
ORIGINAL

Facility/Project Identification

Facility Name: Norwegian American Hospital

Street Address: 1044 North Francisco Avenue
City and Zip Code: Chicago, IL 60622
County: Cook ] Health Service Area: 6 Health Planning Area: AQ2

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

Exact Legal Name: Norwegian American Hospital, Inc.
Address: 1044 North Francisco Avenue, Chicago, IL 60622 RE_C_EWE_ﬁ__

Name of Registered Agent: CT Corporation

Name of Chief Executive Officer: Jose R. Sanchez UEL U o ZUT

CEQ Address: 1044 North Francisco Avenue, Chicage, IL 60622

Telephone Number:  773-292-8204 s,:;f)}gg'; gcu'gtjgllgso&, "D
1=LAY AR

Type of Ownership of Applicant/Co-Applicant

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

o Corporations and limited liability companies must provide an 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.

"APPLICATION FORM: ™" "™

IN'NUMERIC SEQUENTIAL'ORDER AFTER'THE LAST. PAGE OF THE

h‘ns_'y_:ig:';a.,. & R Dt TS
NTATION AS ATTACHMENT-1,.

APPEN

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

Name: Clare Connor Ranalli, Esq.

Title: Partner

Company Name: Holland & Knight LLP

Address: 131 S, Dearborn St., Suite 3000, Chicago, IL 60603
Telephone Number: 312-578-6567

E-mail Address: clare.ranalli@hklaw.com

Fax Number: 312-578-6666

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

Name: Amee Patel, Esq.

Title: Corporate Counsel

Company Name: Norwegian American Hospital, Inc.

Address: 1044 North Francisco Avenue, Chicago, IL 60622

Telephone Number: 773-292-8896

E-mail Address: apatel@nahospital.org

Fax Number: 773-278-0492
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Post Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE EMPLOYED

BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 IL.CS 3960]
Name: Amee Patel, Esq.

Title: Corporate Counsel

Company Name: Norwegian American Hospital, Inc.
Address: 1044 North Francisco Avenue, Chicago, IL 60622
Telephone Number: 773-292-8896

E-mail Address: apatel@nahospital.org

Fax Number: 773-278-0492

Site Ownership
[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Norwegian American Hospital, Inc.
Address of Site Owner: 1044 North Francisce Avenue, Chicago, IL 60622
Street Address or Legal Description of Site; 1044 North Francisco Avenue, Chicago, IL 60622

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
tc ownership, an option to lease, a letter of intent to lease or a lease,

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

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

Exact Legal Name: | Norwegian American Hospital, Inc.
Address:. | 1044 North Francisco Avenue, Chicago, IL 60622

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

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

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

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

ownership.

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

Organizational Relationships

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

contribution.

APPEND DOCUMENTATION AS ATTACHMENT-4, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. .
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Fiood Plain Requirements
[Refer to application instructions.]

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

APPEND. DOCUMENTATION AS ATTACHMENT 5. IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. ‘ R AR o

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-6, IN NUMERIC SEQUENTIAL ORDER AETER THE LAST PAGE OF THE
APPLICATION FORM. o Lo T T

DESCRIPTION OF PROJECT

1. Project Classification

[Check those applicable - refer to Part 1110.40 and Part 1120.20(b}.]
Part 1110 Classification: Part 1120 Applicability or Classification:
[Check one only.] ‘

O Substantive
Part 1120 Not Applicable

[J category A Project
[0 category B Project
] DHS or DVA Project

X Non-substantive
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

2. Narrative Description

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

substantive.

This project requests approval of the Board to discontinue a category of service. The applicant
requests approval to discontinue its five bed pediatric category of service., There are no costs
associated with the discontinuation.

Page 4
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Project Costs and Sources of Funds

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a
project or any component of a project is to be accomplished by lease, donation, gift, or other means, the fair
market or dollar value (refer to Part 1130.140) of the component must be included in the estimated project
cost. If the project contains non-reviewable components that are not related to the provision of health care,
complete the second column of the table below. See 20 ILCS 3960 for definition of non-clinical. Note, the use

and sources of funds must equal.

Project Costs and Sources of Funds
USE OF FUNDS CLINICAL NONCLINICAL TOTAL
Preplanning Costs zZero
Site Survey and Soil Investigation zZero
Site Preparation zero
Off Site Work zero
New Construction Contracts zero
Modernization Contracts zero
Contingencies zero
Architectural/Engineering Fees Zero
Consulting and Other Fees zero
Movable or Other Egquipment (not in zero
construction contracts)
Bond Issuance Expense (project related) zero
Net Interest Expense During Construction zero
(project related)
Fair Market Value of Leased Space or zero
Equipment
Other Costs To Be Capitalized zero
Acquisition of Building or Other Property zero
(excluding land)
TOTAL USES OF FUNDS zero
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities
Pledges
Gifts and Bequests
Bond Issues {project related)
Mortgages
Leases (fair market value)
Governmental Appropriations
Grants
Other Funds and Sources
TOTAL SOURCES OF FUNDS N/A
NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT-7, IN NUMERIC SEQUENTIAL
ORDER AFTER THE LAST PAGE OF THE APPLICATION FORM.

Page 5
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Related Project Costs

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

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

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

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

Estimated start-up costs and operating deficit cost is $_N/A

Project Status and Completion Schedules

Indicate the stage of the project’s architectural drawings:

None or not applicable O Preliminary
0 Schematics O Final Working

Anticipated project completion date (refer to Part 1130.140): _ May 15, 2012

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

[0 Purchase orders, teases or contracts pertaining to the project have been executed.

[0 Pproject obligation is contingent upon permit issuance. Provide a copy of the contingent
“certification of obligation” document, highlighting any language related to CON Contingencies.

D Project obligation will occur after permit issuance.

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

State Agency Submittals

Are the following submittals up to date as applicable:

IX Cancer Registry

X} apors
[Z] All formal document requests such as IDPH Questionnaires and Annual Bed Reports been submitted

& Ali reports regarding outstanding permits

Failure to be up to date with these requirements will result in the application for permit being
deemed incomplete.
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Cost Space Requirements NOT APPLICABLE

Provide in the following format, the department/area DGSF or the building/area BGSF and cost. The type of
gross square footage either DGSF or BGSF must be identified. The sum of the department costs MUST equal
the total estimated project costs. Indicate if any space is being reallocated for a different purpose. Include
outside wall measurements plus the department’s or area'’s portion of the surrounding circulation space.

Explain the use of any vacated space.

Gross Square Feet Amount of Proposgrdh::tlasl. Gross Square Feet

New Modernized AsIs Vacated

Dept. / Area Cost Existing | Proposed | . . o Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL

APPEND DOCUMENTATION AS ATTACHMENT-9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Page 7
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Facility Bed Capacity and Utilization

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

deemed incomplete.

FACILITY NAME: Norwegian American Hospital, Inc. CITY: Chicago

REPORTING PERIOD DATES: From: 10/01/2010 To: 09/30/2011

Category of Service Authorized | Admissions | Patient Days | Bed Proposed
Beds Changes Beds

Medical/Surgical 96 N/A

Obstetrics 48 N/A

Pediatrics 5 -5 0

Intensive Care 12 N/A

Compr_eﬁeqsive Physical N/A

Rehabilitation

Acute/Chronic Mental Iliness 37 N/A

Neonata! Intensive Care N/A

General Long Term Care N/A

Specialized Long Term Care N/A

Long Term Acute Care N/A

Other (identify) N/A

TOTALS: 200 -5 195

Page 8




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

CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. 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 manger or
member when two or more managers or members do not exist);

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

o in the case of estates and trusts, two of its beneficiaries (or the sole heneficiary 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 behalf of Norwegian American Hospital, Inc. *
in accordance with the requirements and procedures of the Illinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
| her knowledge and belief. The undersigned also certifies that the permit application fee required

for this application is sent herewith or will be paid uporﬂ/

S{?IATURE \ } ' \ SIGNA'W:U\&F\/ '

Anthony Evers

Jose R._Sanchez

PRINTED NAME \ PRINTED NAME
Chief Executive Officer Chief Financial_Qfficer
PRINTED TITLE PRINTED TITLE

Notarization: Notarization;
Subscribed and sworn to beforg me

Subscribed and sworn to before me ;
this KG9 day of ]IV érx bLee this _s29 day of LAV EM

i / —
ignature of Notary S‘fsmla'cure gybtary
/ _ Seal

Seal ~ , PP
"OFFICIAL SEAL"
SUSANA DORANTES

NOTARY PUBLIC, STATE OF ILLINOIS
MY COMMISSION EXPIRES 12/1 1/011

*Insert EXACT legal name of the applicant




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

SECTION II. DISCONTINUATION

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

Criterion 1110.130 ~ Discontinuation

READ THE REVIEW CRITERION and provide the following information:

GENERAL INFORMATION REQUIREMENTS

L

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

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

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

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

REASONS FOR DISCONTINUATION

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

IMPACT ON ACCESS

1.

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

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

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

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

Page 10
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The following Sections DQ NOT need to be addressed by the applicants or co-applicants responsible
for funding or guaranteeing the funding of the project if the applicant has a bond rating of A- or
better from Fitch's or Standard and Poor's rating agencies, or A3 or better from Moody's (the rating
shall be affirmed within the latest 18 month period prior to the submittal of the application):

o Section 1120.120 Availability of Funds - Review Criteria

o Section 1120.130 Financial Viability - Review Criteria
o Section 1120.140 Economic Feasibility - Review Criteria, subsection (a)

III. 20,120 - ilabili f Fun NOT APPLICABLE

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 doliar amount to be provided from the following sources:

a) 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 to be earned on any asset from the
date of applicant's submission through project completion;

b) Pledges - for anticipated pledges, a summary of the anticipated pledges showing anticipated receipts and
discounted value, estimate time table of gross receipts and related fundraising expenses, and a discussion
of past fundraising experience.

c) Gifts and Bequests - verification of the dollar amount, identification of any conditions of use, and the
estimated time table of recelpts;

d) 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 schedute) 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 government 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 specific amount and interest rate;

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

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

equipment;

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

e) Government Appropriations - a copy of the appropriation Act or ordinance accompanied by a statement of
funding availability fram an official of the governmental unit. If funds are to be made available from
subsequent fiscal years, a copy of a resolution oF other action of the governmental unit attesting to this

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

a) All Other Funds and Sources - verification of the amount and type of any other funds that will be used for
the project.

TOTAL FUNDS AVAILABLE
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APPEND DOCUMENTATION AS ATTACHMENT-39, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

IV. 1120.130 - Financial Viability NOT APPLICABLE

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.

inancial Viabili ive

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

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

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

equivalent
3. The applicant provides a third party surety bond or performance bond letter of credit

from an A rated guarantor.
See Section 1120.130 Financial Waiver for Information to be provided

APPEND DOCUMENTATION AS ATTACHMENT-40, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF
THE APPLICATION FORM.,

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

Provide Data for Projects Classified as: T category A or Category B (last three years) |Category B
(Projected)

Enter Historical and/or Projected Years:

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization
Projected Debt Service Coverage
Days Cash on Hand

Cushion Ratio

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

for each.

2. Variance

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

APPEND DOCUMENTATION AS ATTACHMENT-41, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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V. 1120.140 - Econgmic Feasibili NOT APPLICABLE
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.  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
2. That the total estimated project costs and related costs will be funded in total or in party by
borrowing because:

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

b. Borrowing is less costly than the liguidation of existing investments, and the existing
investments being retained may be converted to cash or used to retire debt within a 60-
day period.

B. Conditions of Debt Financing

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

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

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

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

C. Reasonableness of Project and Related Costs
Read the criterion and provide the following:

1. Identify each department or area impacted by the proposed project and provide a cost and
square footage allocation for new construction and/or modernization using the following format

(insert after this page).
COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B ) E F G H

Department l C l l Total

(list below) Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. Const. $ | Mod. $ Cost
New Mod. New Circ.* Mod. Circ.* (AxC) | (BxE)]| (G+H)

Contingency

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

Page 13
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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,

benefits and supplies for the service.

E. Total Effect of the Project on Capital Costs

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

project completion,

APPEND DOCUMENTATION AS ATTACHMENT 42, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

VI. Sa et Im e
SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL

SUBSTANTIVE AND DISCONTINUATION PROJECTS:

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

2. The project's impact on the ability of ancther provider or health care system to cross-subsidize safety net
servicas, 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 Statement 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 Illinois Community Benefits Act. Non-hospital applicants
shall report charity care, at cost, in accordance with an appropriate methodology specified by the Board.

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

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

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

Safety Net Information per PA 96-0031
CHARITY CARE

Charity (# of patients} Year Year Year
Inpatient
Qutpatient
Total
Charity (cost in dolars)
Inpatient
Qutpatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Outpatient
Total
Page 14
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Medicaid (revenue)

Inpatient
Outpatient

Total

APPEND DOCUMENTATION AS ATTACHMENT-43, IN NUMERIC SEQU'EN'TiKL' ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. - e e T e e g T

VII. Chari re Inf ion

Charity Care Information MUST be furnished for ALL projects,

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

2. If the applicant owns or operates one or more facilities, the reporting shall be for each individual facility
located in 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 facility, it shall submit the facility's projected patient mix by payer source,
anticipated charity care expense and projected ratio of charity care to net patient revenue by the end of its
second year of operation,

"Charity care” means care provided by a health care facility for which the provider does not expect to 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
Year Year Year

Net Patient Revenue

Amount of Charity Care {charges}

Cost of Charity Care

APPEND DOCUMENTATION AS ATTACHMENT-44, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. 4 o N
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After paginating the entire, completed application, indicate in the chart below, the page numbers for the
attachments included as part of the project’s application for permit:

INDEX OF ATTACHMENTS

ATTACHMENT
NO. PAGES
1 | Applicant/Co-applicant Identification including Certificate of Good Standing 17-18
Site Ownership 20
3 | Persons with 5 percent or greater interest in the licensee must be identified with the
% of ownership. N/A
4 | Organizational Relationships {Organizational Chart) Certificate of Good Standing,
Etc. 22
5 | Flood Plain Reguirements 23
6 | Historic Preservation Act Requirements 24
7 | Project and Sources of Funds Itemization N/A
B | Obligation Document if required N/A
9 | Cost Space Requirements N/A
10 | Discontinuation 25-135C

11 | Background of the Applicant

12 | Purpose of the Project

13 | Alternatives to the Project

14 | Size of the Project

15 | Project Service Utilization

16 | Unfinished or Shell Space

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

19 | Mergers, Consclidations and Acguisitions

Service Specific:

20 | Medical Surgical Pediatrics, Obstetrics, ICU

21 | Comprehensive Physical Rehabilitation

22 | Acute Mental Iliness

23 | Neonatal Intensive Care

24 | Open Heart Surgery

25 | Cardiac Catheterization

26 | In-Center Hemodialysis

27 | Non-Hospital Based Ambulatory Surgery

28 | General Long Term Care

29 | Specialized Long Term Careg

30 | Selected Organ Transplantation

31 | Kidney Transplantation

32 | Subacute Care Hospital Model

33 | Post Surgical Recovery Care Center

34 | Children's Community-Based Health Care Center
35 j Cornmunity-Based Residential Rehabilitation Center
36 | Long Term Acute Care Hospital

37 | Clinical Service Areas Other than Categories of Service
38 | Freestanding Emergency Center Medical Services

Financial and Economic Feasibility:
39 | Availability of Funds

40 | Financial Waiver

41 { Financial Viability

42 | Economic Feasibility

43 | Safety Net Impact Statement 136-137
44 | Charity Care Information 138-144
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT ~ May 2010 Edition

Certificate of Good Standing

See attached

‘ Attachment 1
Page 17




File Number 2408-233-4

To all to whom these Presents Shall Come, Greeting:

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

NORWEGIAN AMERICAN HOSPITAL INC., A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON JUNE 11, 1935, 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 18TH
dayof  NOVEMBER  AD. 2011

AN, )
Authentication #: 1132201542 M W

Authenticate at: hitp:/'www.cybendriveillinols.com SECRETARY OF STATE
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ILLINO!S HEALTH FACILITIES AND SERVICES REVIEW BOAﬁD

Proof of Site Ownership

See attached

APPLICATION FOR PERMIT ~ May 2010 Edition
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{ILLINDIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT - May 2010 Edition

Proof of Site Ownership
Norwegian Amerigan Hospital, Inc. owns the land on which it is located, commonly referred
to as 1044 N. Fra;‘:ﬁicago, Illinois 60622, in Cook County, Illinois.

H/ln” |

Chigf Executive Officer '
Norwegian American Hospital, Inc.

7, 2011

Su%-s):ribe to before me this Q? day
of /ﬂ/gﬂf

oy commisson xpees:_12((~ 20/ [
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT - May 2010 Edition

See previous Certificate of Good Standing (Attachment 1)

Attachment 3




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

Organizational Relationships

Norwegian American Hospital, Inc. is a non-member not for profit. There is no related
person or entity involved in this project.

Attachment 4




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT — May 2010 Editicn

Flood Plain

This project does not involve any construction.

Attachment 5




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

Historic Preservation

This project does not involve construction or modernization.

‘ © Attachment &




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

Discontinuation
General Information Requirements

1. Discontinue five (5) bed pediatric category of services.
2. No other services are to be discontinued.

3. The anticipated date of discontinuation will occur on or before May 1, 2012 although not
prior to HFSRB approval.

4. The space will be used for expansion of the Hospital's behavioral health unit.

5. The medical records for the pediatric unit will be maintained by the Hospital in accord
with the Illinois Hospital Licensing Act.

6. N/A - This application is solely to discontinue a category of service, not an entire facility.

Attachment io




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

biscontinuation
Reason for Discontinuation

NAH has seen low utilization in its pediatric unit. For example, its average utilization in 2009
was 48.4%, in 2010 was 37% and in 2011 to date is 18.4%. In addition, with Children's Memorial
Hospital moving closer to Norwegian American Hospital anticipated in 2012, the affiliation which
Norwegian American Hospital has with Northwestern's residency program and the pediatric service
offered at other hospitals close by, the Hospital does not believe its utilization will increase and
there is ample access to this service in the community. For example, there is an excess of 572
medical surgical/pediatric beds in the Health Service/Planning Area. Norwegian American Hospital
is a safety net hospital. In 2010, 60% of its patients were Medicaid, 47% were African American
and 38% were Latino. The Hospital serves an economically challenged area and needs to focus on
service lines and capital needs that are appropriate and not duplicative of other services in the area.
Staffing and maintaining a pediatric unit that is significantly under utilized and not necessary for
access in the community is a poor use of its limited financial resources.

Attachment 10
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT — May 2010 Edition

Discontinuation
Impact on Access

The discontinuation will not impact the service (planning) area. Children's Memorial Hospital
will commence services at its new location within 2012 and will be located 2.5 miles away. In
addition, other hospitals in the area, such as Sts. Mary & Elizabeth, located 1 mile away, as well as
Illinois Masonic, Rush and Mt. Sinai offer pediatric services and appear to have capacity based on
the HFSRB target utilization rate of 90%. Norwegian American Hospital's utilization has been well
below the HFSRB target utilization rate for the past three years: 2009-30.6%, 2010-22.02% and
2011-18.4%. Generally speaking, pediatric services are trending toward outpatient visits,
Norwegian American Hospital will continue to offer same, and to partner with PCC and Erie Family
Health, twe FQHCs which offer services at its site, in providing out patient pediatric services.

Attachment 10




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

Discontinuation
Impact on Access

All hospitals within 45 minutes received a request for impact on their facility if Norwegian
American Hospital were to discontinue its pediatric service. See attached letters, sent certified mail.

Attachment 10




October 21, 2011

Via Certified Mail

Little Company of Mary Hospital and Health Care Center
2800 West 95th Street
Evergreen Park IL 60642-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Ay

Jose R. Sanchez
President & CEO




SENDER: COMPLETE THIS SECTION

® Complete {tems 1, 2, and 3. Also complate

item 4 If Restricted Dalivery la desired. —>  DOAgent

H Print your name and address on the reverse - O Addressee
en that wo ~am it rn tho o taorma ‘ame) c. Dats of Pelive
Littie Company of Mary Hospital and Health Care Center (e4rnfa. H A /W(

ant from item 17

2800 West 95th Street \dress below: I:I No

Evergreen Park 1L 60642-0000

v IR 1D

L¥Cartifiod Mail (I Express Mail
[ Registerad [(Hetum Receipt far Merchandise
O Insured Mall [ C.OD.

! 4. Restricted Delivery? (Extra Fee) O ves

i

| 2 Article Number

|  (Transfer from service labe 7011 0470 0002 &O23 9332

! PS Form 3811, February 2004 Domestic Retun Receipt 102585-02-M-1540

U.S. Postal Servicew
CERTIFIED MAIL.. RECEIPT

{Domestic Mail Only; No Insurance Coverage Provided)
Far delivery information visit our website at www.usps.coms
DFFICIAL USE
Postage | $ .
Cartified Fea
Astum Racelpt Fee Pc:::: *

{Endorsement Required)

Aestrictad Delivery Fea
{Endorsemem Required)

Total Postage & Fees | $
Little Company of Mary Hospital and Health Care Ce
2800 West 95th Street
Evergreen Park IL 60642-0000

2011 04?0 0002 k023 933¢




October 21, 2011

Via Certified Mail

MacNeal Memorial Hospital
3249 South Oak Park Avenue
Berwyn IL 60402-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the lllinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

P57

Jose R. Sanchez
President & CEQO




SENDER: COMPLETE THIS SECTION

® Complete ltems, 1, 2, and 3, Also complete
Itern 4 if Rastricted Dalivary Is desired,

W Print your nam and address on the reverse, -

so that we can return the card to you.

' W Attach this card to the back of the mailpiece,

or on the front if space permits,

O Agent

29

0. Addresses .

COMPLETE THIS SECTION ON DELIVERY
% %

| T ey

1. Article Addressed to:
MacNeal Memorial Hospital
3249 South Oak Park Avenue
Berwyn IL 60402-0000

D. Is delivery address differant trom tem 17 Fl Ye; T
If YES, enter delivery address below; L] No

3. Senyce Type
E}Gd;r';iﬁed Mail

[d Express Mail

O Registored ~ _L3Retum Receipt for Merchandisa -

O Insured Mait O C.O.D.
4. Restricted Delivery? (Extra Fes) O Yes
2. Asticle Numbar
(Tansfer fromsorvicoapep  ?011 D470 DOO2 LO23 9295

PS Form 3811, February 2004

Domestic Return Retelpt

102595-02-M-1540

U.S. Postal Service:.

CERTIFIED MAIL.. RECEIPT

For delivery information visit aur website al www.usps.comg

OFFICIAL

{Domestic Mail Only; No'insurance Coverage Provided)

Ub e

Postage | §

Cenllied Fes

Retum Receipt Fee
{Endarsement Required)

Postmark
Here

Reastricted Dellvery Fee
(Endorsemant Required)

Total Postage & Fees $

7011 0470 DODO2 kD23 9295

MacNeal Memorial Hospital
3249 South Oak Park Avenue

Berwyn IL 60402-0000




October 21, 2011

Via Certified Mail

Jackson Park Hosp. Foundation
7531 Stony Island Avenue
Chicago IL 60649-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

277

Jose R. Sanchez
President & CEO
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SENDER: COMPLETE THIS SECTION COMPLETE THIS SECTION ON DELIVERY

m Complets items 1, 2, and 3. Also complete
itern 4 if Restricted Dellvery |s desired. ent
. @ Print your name and address on the reverse O Addressee

so that we can return the card to you. Byved by (' intad Nams) G, Date of Delivary

| W Attach this card to the back of the mailpiece,

H or on the front i space permits. ’
: ) D. Is gefivelfy alidress different from tem 17 OJ YEs”
1. Article Addressed to: H YES, enter delivery address below: O No

Jackson Park Hosp. Foundation
753 :#h%4%y Island Avenue

i

!

]

|

| Chicago IL 60649-0000

t 3. Sery| Ypo
|

1

]

i

Certified Mall  [J Express Mail
O Registered  L-Fetum Recelpt for Merchandise
Olnsued Mal O C.OD.

4. Restricted Dalivery? (Exira Fee) O Yes
| 2. Article Number 23 9387
| anster from sewics labe) 7011 0Ou?D 0002 &O
" PS Form 3811, February 2004 Domestic Return Recsipt 102505-02:M-1540 3

U.S. Postal Servicen
CERTIFIED MAIL.. RECEIPT

{Domestic Mall Only; Nd'Insurance Coverage Provided)
For delivery information visit our website at www.usps.comg
"y =
CFFICIAL UbE
' Postage | §
Certitied Foe
Postmark
Return Recoipt Feg Here

(Endorsement Requined)

Restrictad Dellvery Fee
{Endorsemant Regulred)

Total Posiago & Fees $

Jackson Park Hosp. Foundation
7531 Stony Island Avenue
Chicago IL 60649-0000

7011 04?0 0OOO2 wO23 93487




October 21, 2011

Via Certified Mail

QOur Lady of Resurrection Medical Center
5645 West Addison Street
Chicago IL 60634-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

2577

Jose R. Sanchez
President & CEO




SENDER: COMPLETE THIS SECTION

N Complets items 1, 2, and 3. Also complete
ltem 4 if Restrictsd Delivery Is deslred.
® Print your name and address on the reverse
. sothat we can return the card to you,
: W Attach this card to the back of the mallpiace,
i oron the front if space permits,

i 1. Article Addressed to:

COMPLETE THIS SECTION ON DELIVERY

SRR AV
X Agent
0 Addressee
C. Date of Detivery

A. Signature /‘_

;
X A L L.
B. Received by { Printed Name)

| . address balow:  [J Ne

IJ Our Lady of Resurrection Medical Center

| 5645 West Addison Street

Chicago IL 60634-0000

} Cortified Mail [T Express Mait
| O Raglstarad etum Receipt for Merchandise
! O insursd Mail 3 C.O.D.

4. Restricted Delivery? (Extra Fee) 3 Yes

i 2. Articls Number
{ (Ransfor from ssrvice | 7011 D470 0ODZ2 LO23 951k
* PS Form 3811, February 2004

U.S. Postal Servicem

Domastic Retumn Receipt

10259502-M-1540 ,

CERTIFIED MAIL..RECEIPT

For delivery information visit our website at www.usps.coma

GFFICIAL

(Domestic Mall Only; No Insurance Coverage Provided)

Postage | $

Cortified Fee

Postmark

Ratum Receipt Feo
{Endorsomant Required)

Here

Restricted Dellvary Fee
{Endorsament Required)

Total Postage & Fees $

Our Lady of Resurrection Medical Center

" 7017 04?0 DOO2 BO23 951k

5645 West Addison Street
Chicago 1L 60634-0000




October 21, 2011

Via Certified Mail

Thorek Memorial Hospital
850 West Irving Park
Chicago IL 60613-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Iilinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Ay7~7

Jose R. Sanchez
President & CEQO
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SENDER: COMPLETE THIS SECTION

m Complete items 1, 2, and 3. Also complete A, Signature
itemn 4 If Restricted Dallvery is desired.
- M Print your name and address on the reverse
so that we can return the card to you.
1 Attach this card to the back of the mailpiece,

COMPLETE THIS SECTION ON DELIVERY

or on the front if space permits.
1. Article Addressad to:

Tho-r_c;gi‘Mcmorial Hospital
85L West Irving Park

Chicago IL 60613-0000

Type

Certified Mail [ Expross Mall

[ Registered Gtum Recelpt for Merchandise
O Insured Mal [0 G.O.D.
[ 4. Restricted Delivery? (Extra Fes) O Yes
2. Article Number
oo fom servcs fabel) 7011 0470 0002 LO23 9877
} PS Form 3811 , February 2004 Domestic Return Recsipt 102595-02-M-1540 ;

U.S. Postal Serwcem

CERTIFIED MAIL.. RECEIPT

rr: (Domestic Mail Only; No insurance Coverage Provided)
# For delivery infarmation visit our websile at www.usps.comy
Wl i I ' ‘13 *
i FFICIAL USE
u
o Fosioge | $
-0
Coeriifiod Fea
n
o Raturm Receipt Fae Fosimark
= (Endorsement Required} Hera -
=] Rastricted Deltvery Fea
{Endorsement Required)
y (v |
rL
o  Total Postage & Fees $
o
Sani ; ;
o [P Thorek Memorial Hospital
T
E o7 PO B 830 West Irving Park
City. Sinto,

Chicago IL 60613-0000




October 21, 2011
Via Certified Mail

Mercy Hospital & Medical Center
2525 South Michigan Avenue
Chicago IL 60616-2477

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

A7

Jose R. Sanchez
President & CEO




SENDER: COMPLETE THIS SECTION

: W Complete items 1, 2, and 3. Also complete
" ftem 4 f Restricted Delivery Is desired.
. & Print your name and address on the reverse 3 Addresses
sa that we can retum the.card to you. B. Recelved b
W Attach this card to the back of the mailpiece, freeel v

Jf:aﬁe) . Datg of Dalivery
or on the front if space pemits, e s ﬂ; oo\ € _ [»3 b

ol - D. Is defivery address different from item 17 3 Yes
1. Arlicle Addressed to: Il YES, enter delivery address below:  [1 No

O Agent

Mercy Hospital & Medical Center
2525 South Michigan Avenue
Chicago IL. 60616-2477

3. Service Type
Certifled Mail [0 Exprass Mail
[ Registered eturn Receipt for Merchandise
O Insured Mail O C.O.D.
4. Restricted Dellvery? (Extra Fes) 3 Yes
2. Artigle Number
(Transter from servics fabe) 7011 0470 0002 023 971y
PS Form 3811, February 2004 Domestic Return Recelpt 102595-02-M-1540

U.S. Postal Servicew
CERTIFIED MAIL.. RECEIPT

{Domestic Mail Only; No Insurance Coverage Provided)
For delivery information visit our website at www.usps.comy

E N [ e i 1 e E

DFFICIAL USE

Postage | §
Certified Feo
Postmark
Aetum Recalp Fae Here

{Endorsament Requlred}

Rostricted Delivery Fet
{Endorsement Required)

Total Postage & Fees $

Mercy Hospital & Medical Center
2525 South Michigan Avenue
Chicago IL 60616-2477

7011 0470 Q002 kLO23 9714




October 21, 2011

Via Certified Mail

Northwestem Memorial Hospital
251 East Huron St
Chicago 1L 60611-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Sy

Jose R. Sanchez
President & CEQ
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COMPLETE THIS SECTIGN ON DELIVERY

SENDER: COMPLETE THIS SECTION
: W Complete items 1, 2, and 3. Also complate - -
_ tom 4 If Restricted Delivery is dasired, ™~
M Print your name and address on the reverse
so that we can return the card to you,

W Attach this card to the back of tha mailplecs,
or on the front if space permits.

C. Date of Delivery

D. s dalivery address diferent from ftam 17 [ Yes

1. Article Addressed to: If YES, enter delivery address below: [ No

Northwestern Memorial Hospital
251 East Huron St
Chicago IL 60611-0000

3. Servige Type
Certifiod Mail [0 Express Mail
O Registered _LJ-Refflim Reocelpt for Merchandise
O Insured Mall O C.0.D.

4. Restricted Delivery? (Extra Fes) O Yos
2. Article Number
(Transfer from service fabel) 70LY EIH.'?D 0002 kD23 972]
PS Form 3811, February 2004 Domestic Return Recelipt 102595-02-M-1540

| U.S. Postal Servicem
, CERTIFIED MAIL.. RECEIPT

(Domestic Mail Only; No insurance Coverage Provided)

For delivery information visit our website at WWW.USPS.COMy
. \ e
QFFICIAL USE

Pastage | §

Certified Fea

Postmark

Aetum Recsipt Feo Here

(Endorsement Requirad)

Restricted Dofivery Fee
(Endorsament Regquired)

70k} 0470 0002 D23 9721

Total Postage & Fees $

Northwestern Memorial Hospital
251 East Huron St
Chicago 1L 60611-0000

City, Stats, ;




October 21, 2011

Via Certified Mail

St. Francis Hospital
355 Ridge Avenue
Evanston IL 60202-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

2577

Jose R. Sanchez
President & CEO




SENDER: COMPLETE THIS SECTION

B Complets items 1, 2, and 3, Also complsta
ftem 4 if Restricted Dalivery is deslrad.

B Print your name and address on the reverse
so that we can return the card to you.

B Attach this card to the back of the mailpiecs,
or on the frant If space permits.

COMPLETE THIS SECTION ON DELIVERY
A. S|gnature
: l/ ) BXAgent
X A ‘M I Addressee
B. Ricelved by { Printag Name) C. Date of Delivary

ey WK giio J O3/

1. Article Addressed to:
iA?St Francis Hospital
#°355 Ridge Avenue

anston 1L 60202-0000

D. Is dellvery address different from tern 17 [ Yes
If YES, enter delivery address below: (J No

~eFoamtucn
Certiflod Mall  [J Express Mail

O Registersd ~ L3-RETum Receipt for Merchandise
O Insured Mail 3 c.0.D.

4. Restricted Delivery? {Extra Fog) [ Yes
2. Article Number
(Tansto fom service b 7011 0470 00D LOR3 9738
PS Form 3811, February 2004 Domestl

¢ Return Recelpt 102595-02-M-1548

U.S. Postal Servicem

CERTIFIED

MAIL:.. RECEIPT

'8 (Domestic Mail Only; No Insurance Coverage Provided)
m n
(5@ For delivery informeation visit our website at wWwW.usps.corg
.o d—ma = ’ "y, ™
| _OFFICIAL UMSE
I'IDJ Postage | §
- Certlfied Fes
nJ Posimark
o] Retum Raceipt Fee Here
‘o {Endersemant Required}
- B3 Resirictad Delivary Fee
(Endorsament Required)
a
';_' Total Pastage & Faes | $
D . .
I ik St. Francis Hospital
A | ghser .
O |orro 355 Ridge Avenue
™ Iews ‘
Evanston L 60202-0000




October 21, 2011

Via Certified Mail

Evanston Hospital
2650 Ridge Avenue
Evanston IL 60201-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

A7

Jose R. Sanchez
President & CEO
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SENDER: COMPLETE THIS SECTION

® Complete ltems 1, 2, and 3. Also complete
itern 4 i Restricted Dalivery Is deslred.
B Print your name and address on the reverse
so that we can return the card to you.
B Attach thls card to the back of the mailpiece,
' or on the front i space permits.

COMPLETE THIS SECTION ON DELIVERY

& Agent
[ Addressee

B. : e!(ef%’rfnted ?Jme) ~1C. Data of Delivery
NOPE (CIE

B, E'delivery address different from item 12 (J Yes

1. Article Addressed to: If YES, enter delivery address below: I No
Evanston Hospital
2650 Ridge Avenue
“Evanston 1L 60201-0000
3. ServigeJype
rtfled Mall O Express Mall
O Registered  .=-HET0mn Recaipt for Merchandise
OlnsuredMal O C.0OD.
y e 4. Restricted Defivery? (Extra Fes) 1 Yes
2. Article Number 7
(transfer from sarvos labe) 011 04?0 0002 kO23 9745
. PS Form 3811, February 2004 Domestic Return Receipt 102505-02-M-1540

U.S. Postal Servicem

CERTIFIED MAIL.. RECEIPT

{Endorsement Required)

{Domestic Mail Only; No Insurance Coverage Provided)
For delivery information visit our website at www.usps.comy
CFFICIAL UGE
Postege | §
Cortifiad Fee
Relurn Recelpt Fae pu:;":m

Restrcted Delivery Fea
{Endersement Required}

Total Postage & Fees

ent Io

7011 0470 DOOZ LO23 9745

Evanston Hospital
2650 Ridge Avenue

Evanston 1L 60201-0000




QOctober 21, 2011

Via Certified Mail

Highland Park Hospital
718 Glenview Avenue
Highland Park IL 60035-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

277

Jose R. Sanchez
President & CEO




SENDER: COMPLETE THIS SECTION

m Complete items 1, 2, and 3. Also complete
e 4 if Restricted Dellvery Is deslred. -

m Print your name and address on the reverse
so that we can return the card to you.

W Attach this card to the back of the mailpiece,
or on the front #f space permits,

COMPLETE THIS SECTION ON DELIVERY

) E._Agent
Addressee

1. Aricle Addressed to:

D. Is delivery address different from fterf 17

o\
_Bﬂby - : Dat’aofoeiv
LIS e

_ 1 YES, enter delivery address below: I No
Highland Park Hospital
_ 718 Glenview Avenue
| Higiland Park 11 60035-0000
3. Se Ype
l Certified Mail [ Express Mail
' 3 Reglstered faturn Recelpt for Marchandise
! O nsured Mail 1 C.0.D.
: 4. Restricted Delivery? (Extra Foe) O Yes
2. Asticle Number
(Transfer from service labe) 701) 0470 0002 023 975¢

" PS Form 3811, February 2004 Domestic Return Recaipt 102595-02-M-1540

U.S. Postal Servicem
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October 21, 2011

Via Certified Mail

Louis A. Weiss Memorial Hospital
4646 North Marine Drive
Chicago IL 60640-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

2577

Jose R. Sanchez
President & CEQ
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October 21, 2011

Via Certified Mail

Saint Joseph Health Centers & Hospital
2900 North Lake Shore W
Chicago IL 60657-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the 1llinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Hy77

Jose R. Sanchez
President & CEO
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October 21, 2011
Via Certified Mail

Advocate Good Samaritan Hospital
3815 Highland Avenue
Downers Grove IL 60515-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the 1llinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

277

Jose R. Sanchez
President & CEQ
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QOctober 21, 2011
Via Certified Mail

Adventist Hinsdale Hospital
120 North Qak Street
Hinsdale IL 60521-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Ay

Jose R. Sanchez
President & CEO
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QOctober 21, 2011

Via Certified Mail

Adventist Glen Oaks Medical Center
701 Winthrop Avenue
Glendale Heights IL 60139-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the 1llinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Sy

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Alexian Brothers Medical Center
800 Biesterfield Road
Elk Grove Villa IL 60007-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

257

Jose R. Sanchez
President & CEO
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October 21, 2011
Via Certified Mail

Elmhurst Memorial Hospital
York Rd & Roosevelt Rd
Elmhurst IL 60126-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the lllinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

A7

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Northwest Community Hospital
800 West Central Road
Arlington Heights IL 60005-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Iltinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

2577

Jose R. Sanchez
President & CEO
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October 21, 2011
Via Certified Mail

Palos Community Hospital
12251 South 80th Avenue
Palos Heights IL 60463-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Hy7

Jose R. Sanchez
President & CEQ
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October 21, 2011

Via Certified Mail

Advocate Christ Hospital and Medical Center
9500 South Kenneth Ave
Qak Lawn IL 60453-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

i

Jose R. Sanchez
President & CEQO
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October 21, 2011

Via Certified Mail

Adventist 'LaGrange Memorial Hospital
5101 Gilbert Avenue
LaGrange 1L 60525-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Sy

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

MetroSouth Medical Center
12935 South Gregory Street
Blue Island IL 60406-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

i

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Advocate South Suburban Hospital
17800 South Kedzie Avenue
Hazel Crest IL 60429-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

A7

Jose R. Sanchez
President & CEQO
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October 21, 2011
Via Certified Mail

St. Bernard Hospital
326 West 64th Street
Chicago IL 60621-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

A7

Jose R. Sanchez
President & CEQO
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October 21, 2011
Via Certified Mail

Ingalls Memorial Hospital
One Ingalls Drive
Harvey IL 60426-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Sy

Jose R. Sanchez
President & CEQO
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October 21, 2011

Via Certified Mail

Roseland Community Hospital
45 West 111th Street
Chicago 1L 60628-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Sy

Jose R. Sanchei
President & CEO
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October 21, 2011

Via Certified Mail

University Of Chicago Medical Center
5841 South Maryland
Chicago IL 60637-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

2977

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Advocate Trinity Hospital
2320 East 93rd Street
Chicago 1L 60617-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

P57

Jose R. Sanchez
Prestdent & CEO
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October 21, 2011

Via Certified Mail

Provident Hospital of Cook County
500 East 51st Street
Chicago IL 60615-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5} bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

2577

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

South Shore Hospital
8012 South Crandon
Chicago IL 60617-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

A7

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

LaRabida Children's Hospital
6501 S. Promontory Drive
Chicago 60649

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

277

Jose R. Sanchez
President & CEQ
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October 21, 2011

Via Certified Mail

Loyola University Medical Center/Foster G. McGaw
2160 South 1st Avenue
Maywood IL 60153-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five {5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

2977

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

VHS Westlake Hospital
1225 W Lake St
Melrose Park IL 60160-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

2577

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Resurrection Medical Center
7435 West Talcott Avenue
Chicago 1L 60631-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the 1llinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Hy77

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Gottlieb Memorial Hospital
701 West North Avenue
Melrose Park IL 60160-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Iilinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

A7

Jose R. Sanchez
President & CEO
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QOctober 21, 2011
Via Certified Mail

Rush Oak Park Hospital
520 South Maple Street
Qak Park IL 60304-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months {(approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

2577

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

VHS West Suburban Medical Center
622 North Austin Ave
Qak Park 1L 60302-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Hy77

Jose R. Sanchez
President & CEO
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October 21, 2011 N

Via Certified Mail

Shriner's Hospitals for Children
2211 North Oak Park
Elmwood Park IL 60707

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Ay

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Loretto Hospital
645 South Central Avenue
Chicago IL 60644-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

s

Jose R. Sanchez
President & CEQ
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October 21, 2011

Via Certified Mail

Glenbrook Hospital
2100 Pfingsten Road
Glenview IL 60025-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Sy

Jose R. Sanchez
President & CEQ
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October 21, 2011

Via Certified Mail

Holy Family Hospital
100 North River Road
Des Plaines IL 60016-1278

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Ay

Jose R. Sanchez
President & CEQ
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October 21, 2011

Via Certified Mail

Advocate Lutheran General Hospital
1800 Parkside Dr
Park Ridge IL 60068-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility. ‘

Thank you for your consideration.

Sincerely,

A7

Jose R. Sanchez
President & CEO .
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October 21, 2011

Via Certified Mail

St. Anthony Hospital
2875 West 19th Street
Chicago IL 60623-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

A7

Jose R. Sanchez
President & CEO
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QOctober 21, 2011
Via Certified Mail

Skokie Hospital
9600 Gross Point Road
Skokie IL 60076-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Sy

Jose R. Sanchez
President & CEQO
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October 21, 2011

Via Certified Mail

Sacred Heart Hospital
3240 West Franklin Blvd
Chicago IL 60624-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

A7

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Mount Sinai Hospital Medical Center
1501 S California Ave
Chicago IL 60608-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

i

Jose R, Sanchez
President & CEQO
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October 21, 2011
Via Certified Mail

St. Elizabeth's Hospital
1431 North Claremont
Chicago IL 60622-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months {(approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Sy

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Saint Mary Of Nazareth Hospital
2233 West Divison Street
Chicago IL 60622-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

277

Jose R. Sanchez
President & CEO
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October 21, 2011
Via Certified Mail

Children's Memorial Hospital
2300 Childrens Plaza
Chicago IL 60614-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

277

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Advocate Illinois Masonic Medical Center
836 West Wellington
Chicago IL 60657-5193

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patlent
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

P97

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Methodist Hospital of Chicago
5025 North Paulina Street
Chicago IL 60640-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months {approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

257

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

Swedish Covenant Hospital
5145 North California Avenue
Chicago IL 60625-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

v

Jose R. Sanchez
President & CEO
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October 21, 2011

Via Certified Mail

John H. Stroger Hospital of Cook County
1901 West Harrison Street - Suite 5650
Chicago IL 60612-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

Ay77

Jose R. Sanchez
President & CEOQO
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October 21, 2011
Via Certified Mail

Rush University Medical Center
1653 West Congress Parkway
Chicago IL 60612-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Tllinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.
Sincerely,

Jose R. Sanchez
President & CEQO
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October 21, 2011

Via Certified Mail

University of 1ilinois Hospital
1740 West Taylor Avenue
Chicago IL 60612-0000

Dear Sir or Madam,

Re: Norwegian American Hospital/Discontinuation of five (5) bed pediatric in patient
category of service

Norwegian American Hospital intends to request approval from the Illinois Health Facilities &
Services Review Board to discontinue its five (5) pediatric beds. It anticipates that the service
will be discontinued within six months (approximately).

Please advise me if you believe that the discontinuation of this service will have any impact on
your facility.

Thank you for your consideration.

Sincerely,

A7

Jose R. Sanchez
President & CEO
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT - May 2010 Editicn

Discontinuation
Impact on Access

Norwegian American Hospital received the following responses to its request for impact
letter (see attached). No entity has indicated to date that it will be negatively impacted by
Norwegian American Hospital's discontinuation of its pediatric category of service. Any letters
received in the future will be immediately forwarded to the HFSRB.

Attachment 10
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“RCY

MEercy HosriTaL ¢ MEDICcAL CENTER

2525 SOUTH MICHIGAN AVENUE
CHICAGO, [LLINOIS fo616-2477

phone 312.567.12000

October 26, 2011

Jose R. Sanchez

President & Chief Executive Officer
Norwegian American Hospital

1044 N. Francisco Avenue
Chicago, IL 60622

Dear Mr. Sancez:

Thank you for informing us of your plans to discontinue five (5) pediatric beds within
(approximately) six months.

We do not anticipate this will have any impact on our facility.

Sincerely,

/é%' Sheila Lyne RS S

President and Chief Executive Officer

SSl/ss
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Palos Community Hospital

12251 §. 80th Avenuc  Palos Heighrs, Illinois 60463 (708) 923-4000

Executive Offices

October 26, 2011

Mr. Jose R. Sanchez
Norwegian Ametican Hospital
1044 N. Francisco Avenue
Chicago, IL 60622

Dear Mr. Sanchez:

In response to your letter, the discontinuation of five (5) pediatric beds at Norwegian American Hospital
would have no impact on Palos Community Hospital.

Sincerely,
Tunothy] Brosnf
Vice President, Planning & Community Relations

TJB:gmk
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Children's Memorial Hospital

2300 Children’s Plaza, Chicago, Illinois 60614-3363 . )
773.880.4000 Ch_]_ldrenS“
www.childrensmemorial.org M e m 0 r i al

Hospital

Children's Memorial
Foundation

Children’s Memorial
Medicet Group

November 10, 2011 : Chidre's Memri

Pediatric Faculry
Foundation

Mr. Jose R. Sanchez
President and CEO

Norwegian American Hospital NORTHWESTERN
1044 N. Francisco Avenue e -
Chicago, IL 60622 Nortwe Daaversiy's

Feinberg Schoal of Medicine

Dear Mr. Sanchez:

| am in receipt of your letter of October 21% regarding your proposed discontinuation of
five pediatric beds, with approval by the lllinois Health Facilities and Services Review
Board pending. We do not believe this change will adversely impact services provided
by Children’s Memorial Hospital.

Please let me know if | can be of further assistance on this matter.
Sincerely,

Qmm\g

Patrick M. Magoon
President and CEQ
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Y WeStIake 1225 LAKE STREET

MELROSE PARK, IL 60160

HOS pital {(708) 938-7201

WILLIAM A. BROWN, FACHE
Chief Exccutive Officer

October 28, 2011

Jose R. Sanchez

President & CEO

Norwegian American Hospital
1044 N. Francisco Avenue
Chicago, IL 60622

Dear Mr. Sanchez:

I am writing in response to your October 21, 2011 letter regarding Norwegian American Hospital’s
discontinuation of its five (5) pediatric beds.

| Westlake Hospital does not expect any adverse impact as a result of this proposed project.

Please contact me if you have any questions.

Sincerely, »
Lt A Gren—

William A. Brown, FACHE
Chief Executive Officer

WAB/I

WLHOSPITALCOM
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COMER

CHILDREN'S
HOSPITAL

[

THE UNIVERSITY O

CHICAGO

ADMINISTRATION

November 7, 2011

Mr. Jose R. Sanchez
President & CEO L
Norwegian American Hospital
1044 N. Francisco Aveiilie
Chicago, IL 60622

Dear Mr. Sanchez:

MC 8000

5721 South Marvland Avenue
Room K-160

Chicago, Ulineis GOG37
phone (773) 702-6239

fax (773} 702-4753
wwv.uchicagokidshospital.org

Norwegian American H?jlﬁ";‘iital’s discontinuation of your five bed pediatric in-patient
service will have no impatt on Comer Children’s Hospital

Sincerdly,
J

//7/ A Je ™~
y A. Finesilver

Vice President, University of Chicago Medical Center

Director, Comer Childreii’s Hospital

JF/pip

Al the Forefraont of '(4‘2; Medicine
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ILLINOIS HEALTH FACILITIES AND SEﬁVICES REVIEW BOARD APPLICATION FOR PERMIT — May 2010 Edition

Safety Net
Impact Statement

Given the reasons stated for discontinuation, Norwegian American Hospital does not believe
the discontinuation of its 5 bed pediatric unit will negatively impact safety net services in the area.
While the population served is one which requires safety net services, Children's and other area
providers are equipped to provide the service and the number of patients is minimal enough it
should not strain their resources.

See attached chart

Attachment 43
Page 1 of 2




ILLINCIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT ~ May 2010 Edition

Safety Net Information per PA 96-0031
CHARITY CARE

Charity (# of patients) Year Year Year
2008 2009 2010

Inpatient 47 63 354
. Outpatient 125 161 5,917
Total 172 224 6,271

Charity (cost in dollars)

Inpatlent | 1,047,902 | 1,568,559 | 2,077,991
Qutpatient | 1,679,958 | 2,289,347 | 2,737,676

Total 3,087,860 | 3,857,906 | 4,745,667
MEDICAID
Medicald (# of patients) Year Year Year
2008 2009 2010
Inpatient 5,964 5,718 5,478
Qutpatient 36,366 40,182 35,456
Total 42,330 45,900 40,934

Medicaid (revenue)

Inpatient | 41,045,177 | 51,808,950 | 49,217,906
Outpatient | 5,647,732 | 6,762,765 | 6,801,444
Total 46,692,909|58,571,715/56,019,350

‘ 1, Jose R. Sanchez, cerfify the above information is true and accurate.

00/

| e R Saﬁ?’e
ief Executi fficer

Norwegian American Hospital, Inc.

‘ Subscribe to, before me this ‘Q’q day
of [ldv/ent ber , 2011

M

Notary Public
My commission expires: // 29.//

Attachment 43
Page 2 of 2
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT - May 2010 Edition

CHARITY CARE

Year Year Year

2008 2009 2010
Net Patient Revenue 94,478 95,254 91,550
Amount of Charity Care (charges) | 8,339,792 10,604,171 | 13,507,293
Cost of Charity Care 3,087,860 | 3,857,906 | 4,745,667
Percent of Charity Care as 3% 3.3% 4.4%
Percent of Net Revenue

I, Jose R. Sanchez, certify the above information is true and accurate.

/).

Joge/R. Sanch
Chigf Executive icer
Norwegian American Hospital, Inc.

Subscribe to before me this t;-) day

Notary Public
My commission expires: //"0? 7 //

#10694312_v1
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HOSPITAL PROFILE - Calendar year 2008 _ Norwegian American Hospital Chicago Page 1

ership. Management and Gon torma Patients co Pationts by Ethniglty
ADMINISTRATOR NAME:  Michael J. O'Grady, Jr. White 8.9% Hispanic or Latino: 47.0%
ADMINSTRATOR PHONE  773-292-8204 Black 42.5% NoiHispanic or Latino:  53.0%
OWNERSHIP: Norwegian American Hospltal American Indian 0.2% Unknown: 0.0%
OPERATOR: Narweglan American Hospital Asian 0.7%
MANAGEMENT: Non-Government Other Non-Profi IDPH Numbar: 1727
: - 2 Hawalian/ PacHlc 0.0%
CERTIFICATION: None Unknown: ar7%  PA A-02
FACILITY DESIGNATION:  Disproportionate Share Hospltal HSA &
ADDRESS 1044 Narth Francisco Avenue CITY: Chicago COUNTY: Suburban Caok {Chicago)
Fa (1 Data b af Servt
Authorized  Authorized Peak Beds ) Averaga Average CON OcoupancyRate%  gtaff Bed
ci | S0 " CON Boda CONBeds Setup and Peak Inpationt Observation |Length Dally as of [y Occupancy
Clinjcal Sory|ce 422/2008  12/31/2008 Staffed  Census Admlsslons Days Days of Stoy Coneus 12/31/2008 4f2272009 Rata %
Madical/Surglical 88 98 84 94 6503 25210 1710 41 738 753 753 78.5
0-14 Years [} ) .
159-44 Years 2,578 7.377
45-64 Yoars 2,637 10,401
65-74 Years o1 3,535
L ]SYeast 687 387
Pedlatrlc 5 5 5 506 974 338 26 36 71.9 71.9 71.9
Intenslve Care 12 12 12 12 514 3,147 18 6.2 N 723 723 123
Diract Admission 241 1,956
. Jransfers 73, L1891 o e,
Qbstetric/Gynacology 48 48 35 k13 1,948 4,560 297 2.5 133 278 27.8 38.1
Matemily 1,873 4,335
Clean Gynecology 75 234
Negmatal B 0 0 O ! 0 0 0 o0 00 __00_ 00 _ _ 00
Long Term Care 0 0 o 0 0 0 0 0.0 090 0.0 00 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 37 37 37 3 1,401 9,765 0 70 268 _ 723 723 72.3
Rehabliitation 0 0 0 0 0 0 o 0.0 0.0 00 e 00
Long-Term Acute Care 0 o _
Dadcated Observét!o“r?—' T 0 ' 0
Facility Utilizatlon 200 200 10,599 43,665 2,363 43 1261 63.1
{includes ICU Direct Admissions Onlyj
inpationts and Qutpatl ry P
! Medicare Medicaid Other Public  Private Insurance Private Pay  Charity Care Totals
| 24.7% 56.3% 0.0% 12.9% 5.7% 0.4%
Inpatients 2621 5064 0 1366 508 47 10,689
. 11.2% 490.9% 0.0% 30.2% 8.6% 0.2%
: Qutpationts 8137 36388 0 22040 6254 125 72,822
‘ . Fipancial Yeqr Reperted: 101172007 to £/30/2008 {npatlent an tient Not Revonue by Payor Source Charl Total Charfty
arity I Care Expense
| Medicare Medicaid Other Public  Private insurance  Private Pay Totals Care ! 3087 860
| Inpatient 33.0% 69.4% 0.0% 3.2% 4.7% 100.0% Expense t T
Revenue { $) 2 1.407 902 { Totals: Charfty
22,959,244  41,045177 L 2,243567  3,244.941 60492920 1407902 Garg as % of
Outpatient 14.6% 16.9% 0.0% 56.9% 11.6% 100.0% Net Revenue
Revenue { $) 4,894,277 5647732 0 19,018,204 3,871,976 33,432,189 1,679,958 3.0%
Birthing Data ewborn Nursery Utilizatlo Organ Transplantation
Number of Deliveries: 1,649 Level 1 Patient Days 56 Kidney: 0
Number of Live Births: 1,643 Lavel 2 Patient Days 186 Hear1'y ' 0
Birthing Rooms: 0 Level 2+ Patlent Days 1,372 Lung: 0
Labor Rooms: 5 Total Nursery Petlemdays 1,614 Hear/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Lebor-Delivery-Recovery Roams: 5 Laboratory Studles Uver 0
Labor-Delivery-Recovery-Postparium Rooms; 0 inpatient Studies 233,716 :
C-Section Rooms: 0 Qulpatient Studies 174,681 Total: 0
CSections Perfurmed. 0 Studies Performed Under Contracl 8,170

Page 139




HOSPITAL PROFILE - Calendar year 2008  Norwegian American Hospital Chlcago Page 2
Surgery and Oporating Reom Uiliization - '
Surgicat Specialty Opemating Rooms Suyraical Cases Surgical Hours Hours per Case
inpallent Outpatient Cambined Total Inpatient  Qutpatient Inpatient  Outpatleni Total Hours Inpatient  Outpatient
Cardlovascular 0 0 0 0 g2 22 296 56 351 2 2.5
Dermatolagy 0 ¢ 0 0 0 0 0 0 0 0.0 0.0
General D 0 5 5 526 €61 605 811 1306 13 08
Gastroenterology 0 o 0 o 0 0 0 0 0 0.0 0.0
Neurology 0 0 0 0 0 0 0 0 0 0.0 0.0
OB/IGynecology 0 ¢ 0 0 217 564 227 549 778 1.0 1.0
Qral/Maxlliofacial 0 0 0 0 0 0 0 0 0 0.0 0.0
Ophthalmology 0 0 0 o 2 260 3 220 223 1.5 0.8
Onhopedic 0 0 0 0 63 110 1M1 135 246 1.8 1.2
Ololaryngotogy 0 0 0 0 Q 0 0 0 0 0.0 0.0
Plastic Surgery o] 0 o] 0 0 1] 0 0 0 0.0 0.0
Podlatry 1] 0 0 0 32 180 51 257 308 1.6 1.4
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Uralogy 0 0 0 0 44 177 45 107 153 1.0 08
Totals 0 0 5 5 876 1974 1429 1934 3363 1.5 1.0
SURGICAL RECOVERY STATIONS Stage 1 Recovery Statlons 8 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzgtion
rogedure Reoms Surglcal Cagos Surgical Hours Hours per Cage
Procedure Type Inpaiient Outpatient Comblned Tetal Inpatient  Outpatient !npatient Outpatient Totei Hours  Inpatient  Outpatlent
Gastrointestinal 0 0 0 0 0 0 0 0 0 0.0 0.0
Lascr Eye Procedures o 0 0 0 0 0 ¢ 0 0 0.0 0.0
Pain Management o 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Mon-Dedicated Rooms
0 ] 0 0 0 0 0 0 0.0 0.0
0 o] 0 0 0 0 0 o 0 0.0 0.0
0 0 ] 0 0 0 0 0 0 0.0 0.0
Cardlac Catheterization Labs Cardiac Catheterlzation Milization
Total Cath Lebs (Dedicated+Nondedicated labs): 1 Total Cardiac Cath Procedures: 164
Cath Labs used for Angiography procedures 0 Disgnostic Catheterizations (0-14) 0
Dedicated Dlagnostlc Cathetgrization Labs i Diagnostic Catheterizations {15+) 148
Dedlcated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs o Interventiona! Catheterizatlon {(15+) 18
Emergency/Trauma Care EP Cathelerizations {15+) o
Certified Trauma Center by EMS LJ Cordiac Surgory Data
Level of Trauma Servi Love! 1 Level 2 _ Gargiac Suraery Data
evetorT Servioe (Not Answered (Not Answered) Totalgezrli"af’ S(:r Q‘T;chaa::)S: g
nc - = B
Operating Rooms Dedl_cated for Trauma Care 0 Aguit {15 Years and Oiden): o
Nurpber of Trgurna Visits: 0 Cargnary Artery Bypass Grafts (CABGa)
Patients Admitied from Trauma 0 performed of total Cerdiac Cases : 0
Emergency Service Type: Comprehensive
Number of Emergency Room Stations 12 Total Quipatient an_t:“ nt Service Data 72972
- ¥
":er,“'"s Trealed by Emegency Senvces: 29,684 Outpaﬂ:nl Visits at the Hospitall Campus: 72,922
atients Admiited from Emergency: 5,130 Oulpsiient Visits Offsitefof! campus 0
Total ED Visits (Emergency+Trauma): 29,684 i
Dlagnostic/interventional Equjpment Examinations Radiation Eauloment Theraples!
n
Owned  Contract Inpatient Outpatient Coniract Owned Contracl Treatmgnts
General Radiography/Fluoroscopy 3 o 5,638 18,080 0
Nuclear Medicine 1 o] 502 355 1] Lithatripsy o ) ¢
Mammaogrephy 1 0 16 2,028 0 )
Ultrasound 3 0 2,537 9,560 0 adlaticn Therapy Equigme,
Dlagnostic Angiography o 0 0 0 o LinesrAcceferstor 0 o 0
Interventional Angiography o 0 0 Proton Beam Thefapy 0 0 ¢
Positron Emission Tomography (PET) 0 0 0 0 0 Gamma Knife 0 0 ¢
Computerized Axlal Tomography (CAT) 1 0 1,632 6,813 0 Cyberknife 0 0 o
Magnetic Resenance Imaging 0 1 0 0 603

Source: 2008 Annua! Hospital Questionnalre, 1ilinols Department of Public Health, Health Systems Development.
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Hospital Profile - CY 2009 ~ Norwegian Amaerican Hospitai Chicago Page 1
Ownerghip, Management and Goneral Information lents by Ra Patients by Ethnicity
ADMINISTRATOR NAME:  Myma E. Federsen White 10.4% Hispanic or Latina: 43.0%
ADMINSTRATOR PHONE  773-292-8204 Black 44.9% Not Hispanic or Lating: 56.5%
OWNERSHIP: Nerwegian American Hospital American Indlan 0.0% Unknown: 0.6%
OPERATOR: Norweglan American Hosplial Aslan 0.8%
MANAGEMENT: Other Not For Profit {specify below) Hawailan! Pacific oow  'DPHNumoer 1727
CERTIFICATION: None Unknown: 47.0% HPA A-02
FACILITY DESIGNATION:  General Hospitel HSA 5
ADDRESS 1044 North Francisco Avenue CITY; Chicago COUNTY: Suburban Cook (Chicago)
E Utilization Data by Category of Service
Authorized  Peak Bods Avarage Average CCN Staff Bed
Clinleal CON Beds Sotup and Peak Inpatlant Observation [ength  Dally Occupancy Occupancy
Clinjeal Servico 123112008 Stafled Gensus Admissions  Days Days  ofStay Consus  12131/2008 Rats %
Medical/Surgical 98 94 g1 5876 21685 2450 41 65.8 67.1 72.3
0-14 Years 1 2
15-d44 Years 2,121 6,257
45-64 Years 2,550 9,305
65-74 Years 645 2,083
75 Years + e 559 3,018 . e
Pediatric 5 5 5 256 549 334 34 2.4 48.4 48.4
Intenslve Care 12 12 12 485 2,889 28 59 8.0 66.8 86.6
Direct Admission 216 1,801
Transfars 279 1,068
Obsteiric/Gynecology 48 18 15 1,807 4,128 148 24 117 24.4 78.1
Matemity 1,757 3,728
Clean Gynscolagy 50 398
Neonatal o 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 ] ] o 0 0.0 0.0 0.0 0.0
Swing Bade 0 0 0.0 0.0
Acute Mental lliness 7 38 36 1,556 10,838 i} 7.0 297 80.2 82.5
Rehabllitation 0 D 0 0 0 0o o0 00 00
Long-Term Acule Care 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Chservalion ) 0
Facility Utlllzation 200 9,711 39,965 2,958 4.4 117.6 58.8
~{includes ICU Direct Admissions Oniy)
npatle d Outpatients Served by Pa Ic
Medicare Mediceid Other Public  Privata Insurance Private Pay  Charity Care Totals
28.2% 58.9% 0.0% 10.3% 4.0% 0.6%
Inpatients 2541 5718 0 go8 391 63 9,711
10.5% §1.7% 0.0% 30.2% T.4% 0.2%
Outpatlants 8156 40182 0 23470 5772 161 77,741
Flnoncinl Year Reported: 10/1/2008 o 9/30/2009 {npatient and Qutpationt Net Revonue by Payor Source Chart Total Charity
] harity Care Expense
Medicare Medicald  Othor Public  Private insurance  Privata Pay Totals Care 3 957 806
Inpatient 31.2% 60.5% 0.0% 5.2% 3.0% 100.0% Expense ] Tofs'is‘ éhsmy
R .
avenue ( $) 26,744,207 51,808,950 0 4,463,870 2,593,112 85610439 1,568,559} (am as % of
Qutpationt 19.1% 22.0% 0.0% 48.6% 12.3% 100.0% Net Revanue
Revenue { $) 5,870,022 6,752,725 1] 14,304,302 3,784,706 30,721,845 2,289,347 L%
Birthing Data Newbor sery Utllization Organ Transplantation
Number of Total Birtha: 1,789 Level 1 Pationt Days 240 Kidney: 0
Number of Uve Births: 1,775 Level 2 Patient Days 276 Hear‘l’y. 0
Birthing Rooms: o Level 2+ Patlent Days 620 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 1,145 HeamtLung: 0
Dellvery Rooms: ¢ Pancreas: 0
Lebor-Cellvery-Racovery Rooms: 5 Laboratory Studl Lver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studles 183,858 '
C-Sectlon Rooms; 2 QOutpatient Studies 258,530 Total: 0
CSections Performed: 518 Studies Performed Under Contract 8,592
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HOSPITAL PROFILE - CY 2009 Norwegian American Hospital Chicago Page 2
| ratin om Ytllizatio,
Surgical Specialty Qperating Rooms urgical Cages Surgical Hours Houra per Case
Inpatient Outpatient Combined Totat inpatlent Outpatient Inpatient  Outpatient Totat Hours Inpatient Cutpatient
Cardigvascular 0 0 0 0 115 10 292 30 322 25 3.0
Dermatology 0 0 0 0 0 0 0 0 Q 0.9 0.0
General 0 0 5 5 501 853 645 739 1364 13 0.9
Gastroenterology 0 0 0 0 0 0 0 0 0 0.0 0.0
Neurology 0 0 0 0 0 0 0 0 0 0.0 0.0
OB/Gynecafagy 0 0 0 0 498 606 565 545 1110 11 09
QOral/Maxillofacial 0 0 0 0 0 0 0 0 0 00 0.0
Ophthalmotogy 0 0 0 0 3 272 4 246 280 1.3 0.9
Orthopedic 0 0 0 ] 75 ar 120 117 237 18 1.2
Otolaryngology 0 0 0 0 0 0 0 0 0 0.0 0.0
Piastic Surgery 0 0 0 0 0 0 0 0 0 0.0 0.0
Podialry 0 0 0 0 85 289 94 396 490 1.4 1.4
Thoragle o 0 0 0 0 0 0 0 0 0.0 0.0
Urology 0 0 0 0 55 135 58 83 15t 119 0.7
Totals [} 0 § 5 1312 2252 1776 2166 3544 1.4 1.0
Statlons & Stage 2 Recovery Stations 0

SURGICAL RECOVERY STATIONS Stage 1 Recovery

Dedicafed and Non-Dedicated Procadurg Reom Utllzation

Procedure Roomsg Surgical Cases Surglcal Hours Hours per Cage
Procodure Type inpatient Oulpatient Combined Total Inpatient  Quipallent Inpatient Outpatient Tatal Hours Inpatient Outpatient
Gastrointestinal 0 0 Z 2 430 883 253 401 654 0.6 0.6
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 00 0.0
Pain Managemant 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
tipyr Non-Dedlcated Room
0 0 0 0 0 0 ] 0 0 0.0 0.0
0 a 0 0 0 0 0 e 0 0.0 0.0
1] 0 0 0 0 0 0 o ] 0.0 0.0
Cardiac Catheterization Labg Cardlac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 1 Total Cardlac Cath Procedures: 327
Cath Labs used for Anglography procedures 0 Dlagnostic Catheterlzations (0-14) 0
Dedicated Dlagnostic Catheterization Lebs 0 Diagnostic Catheterizations (15+) 99
Dedicated Interventional Catheterization Labs 0 interventional Catheterizations (0-14): 0
Dedicated EP Cathetorization Labs 0 Interventional Catheterlzation (15+) 10
Emergency/Trauma Care EP Cathetarlzations {154} 0
Certifled Trauma Center by EMS )
Level of Trauma Service Lav-ol 1 LB"\-"E‘I 2 Total Car diac 0
Qperating Rooms Dedl‘cated for Trauma Care 0 ::S:?tqlg (\?e.a:: :n(ijagl):;ar): g
Nurrn'ber of Traurmia \isits: 0 Coronary Artery Bypass Grafts (CABGS)
Fatients Admitted from Traume 0 performed of total Gardlac Cases - 0
Emergency Service Type: Comprehensive
Number of Emergency Reom Stations 12 Tota) Out atientg\ﬁ‘tti?smmm 77784
Persans Trealed by Emargency Services: 30.219 Outpatient Visits at the Hospitall Campus: 77,741
Patients Admitted from Emergency: 5,631 Outpatient Visits Offsite/off campus o
Totat ED Visits (Emergency+Trauma): 30,219
Diagnostic/interventlonal Equipment Examinatlgns Radlation Egulpment Therapics/
Ownsd Contract Inpatient Outpatient Ownad Contract Treatments
General Radiography/Fluoroscopy 7 0 586 18460 Lithotripsy 0 0 °
Nuclear Medicine 1 0 545 318 Linear Accelerator 0 0 0
Mammography 1 0 0 2,256 Image Guided Rad Therapy 0 0 0
Utrasound 5 0 213 10,091 intensity Modulated Red Therap 0 0 0
Diagnostic Anglography 0 0 g g High Dese Brachytherapy 0 0 0
interventional Angiography 0 Proton Beam Therapy Q 1] 0
Positron Emission Tomographv (PET) 0 Y 0 0 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 1 0 1.308 9,109
Magnetic Resonsnice imaging 0 1 0 0 Cyver knife 0 0 Y

Source: 2009 Annual Hospliel Questionnaire, lllinois Department of Fublic Heaith, Health Systems Development.
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Hospital Profile - CY 2010 Norwegian American Hospital Chicago Page 1
Ownership, Management and Ge formatl Palients by Race Patlents by Ethnicity
ADMINISTRATOR NAME:  Jose R. Sanchex White 9.9% Hispanlc or Latine; 38.0%
ADMINSTRATOR PHONE  773-202-8204 Black 47.0% Not Hispanlc or Latino: 61.6%
OWNERSHIP: NORWEGIAN AMERICAN HOSPITAL American Indian 0.1% Unknown; D.5%
OPERATOR: NORWEGIAN AMERICAN HOSPITAL Astan 0.9% | ror 1727
MANAGEMENT: Other Not For Profit {specify below) Hawalian/ Pacific ogw  |OFH Numbar:
CERTIFICATION: Unknown: 42.4% HPA A-02
FACILITY DESIGRATION: HSA 8
ADORESS 1044 Norih Francisco Avenue CITY: Chicago COUNTY; Suburban Cook (Chicago)
Fa tilizatlon Data by C ory of Serylce
Authorized  Peak Bede Average Average CON Staff Bed
Clinical ! GON Bods Setup and Pagk inpstlent Obaervation Length  Dally Cceupancy Occupancy
Clinical Service 12/3112010 Statfed Consus  Admigsions 028 Days  ofStay Genous 1213072010 Rato %
Medical/Surgical 98 83 83 5267 20,354 2,074 4.3 61.4 627 74.0
0-14 Years 1 1
1544 Years 1,794 6,280
45-64 Years 2,403 9,103
65-74 Years 553 2,831
75 Years + e 516 3,129 ] R
Padiatric 5 5 5 183 440 245 a7 19 37.5 75
Intensive Care 12 12 12 470 2,263 50 49 63 528 52.8
Direct Admission 213 1,376
Transfers 257 a8
ObstetriciGynecology 48 29 29 1778 4,021 134 2.3 11.4 23.7 303
Maternity 1,656 3,761
Clean Gynecology 122 260
Neonatal 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 o 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acuto Mental liiness 37 38 36 1,618 10.635 0 6.6 29.1 78.8 80.8
Rehabllltation 0 0 0 0 0 o .00 0.0 0o 00
Leng-Term Acute Cara 0 0 0 0 0 0 0.0 0.0 0.0 7 0.0
Dedcated Qbservation g 0
Facllity Utilization 200 8060 37,714 2,502 a4 $10.2 56.092
{Includes ICU Direct Admisgions Only)
Inpationts Dutpatients Seryed b Source
Medicare Medicald Other Public Private Ihsurance Private Pay  Charity Care Totals
26.9% §0.5% 0.0% 7.5% 1.2% 9%
Inpetients 2437 5478 0 681 110 254 B,060
10.3% 51.6% 0.0% 29.4% 0.1% 8.6%
Outpatlonts 7038 35456 0 20151 83 5947 68,655
Financial Year Reported:  10/1/2008 1o 9/30/2010 Inpatient an tpatient Nat Revenue by Payer Source . Total Charity
: Charity | (cgre Expense
Medicare Medicald Other Public  Private Insurance  Private Pay Totals Care 3 745,667
(npatient 32.2% 58.5% 0.0% 7.2% 2.1% 1000% FxPense | Tote;lr éhamy
Revenu . H
evenue { §) 27,061,162 49,217,806 0 6,007,759 1,737,505 84,114,332 2,007.891" ‘Care a3 % of
Outpatient 15.0% 28.3% 0.0% 42.8% 9.9% 100.0% . NetRavenue
Revenuo { §) 4,577,702 6,801,444 0 10,266,103 2,368,897 24,043,446 2,737876 4.4%
Birthing Data ewh Utilization Organ Transplantation
Number of Total Births: 1.648 Level 1 Patient Days 0 Kidney: 0
Number of Live Births: 1.624 Levet 2 Patlent Days 0 Hemly. :
Birthing Rooms: 0 Leve! 2+ Patient Days 0 Lung: 0
L.ehor Rooms. 0 Total Nursery Patlenidays 0 Heari/Lung: 0
Dellvery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 6 Laboratory Studies Lver ]
Labor-Delivery-Recovery-P ostpartum Rooms: 0 Inpatient Studies 163,908 Ver.
C-Section Rooms: 2 Qutpatient Studies 221941 Total: 0
- CSectlons Performed; 480 Studies Performed Undar Contract 5,986
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HOSPITAL PROFILE - CY 2010 Norwegian American Hospital Chicago Page 2
Surgery and Ope ilization
Surpica! Spacially Operating Rooms urgical Cagea Surgical Hours Hourg per Case
Inpatient Outpatient Combined Total Inpatient  Outpailent  Inpatient Ouipatient Total Hours Inpatient Qutpatient
Cardiovascular 1] 0 o] Q 26 9 383 21 a4 3.8 23
| Dermatotogy o 0 0 0 0 0 0 o o 0.0 0.0
! Genoral 0 ] 5 5 468 Bt0 638 585 1324 1.4 0.8
Gastroenterology o 0 0 0 o 0 0 0 o 0.0 0.0
| MNeurology 0 0 0 0 0 0 0 o o 0.0 c.0
QB/Gynecology 0 0 0 0 423 472 521 435 956 1.2 0.4
QralMaxiticfaclal 0 0 0 0 0 ¢ 1] 0 0 0.0 0.0
QOphthalmology 0 0 0 0 1 258 1 222 223 1.0 0.9
Orthopedic 0 0 Q ¢] 45 73 74 98 172 1.8 1.3
Ctolaryngology 0 0 0 0 0 0 0 0 0 0.0 0.0
Plastic Surgery 0 0 0 0 0 0 0 ] 0 0.0 0.0
Podiatry 0 0 0 4] 53 267 83 367 450 1.6 1.4
Thoracic 0 0 0 o] 0 0 0 0 0 0.0 0.0
mgy o 0 o] 0 38 123 30 g5 125 0.8 0.8
Tolals 0 0 5 8 1123 2012 1714 1923 3634 1.5 1.0
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 8 Stage 2 Recovery Stations 0
Mﬂlcatad Procedure Room Utlizatlon
Procadure Rooms Surpical Cases Surgical Hours Houra per Cage
Procedure [} inpatlent Outpatient Combined Tota! Inpallent Outpatlent Inpatient Outpatient Total Hours  Inpatient Qutpatient
Gastrointastinal o] 0 2 2 402 B84 257 405 662 0.8 0.8
Lasor Eye Procadures 0 0 0 C C 0 0 0 0 0.0 0.0
Pain Management Q 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-Dedi L]
0 o] 4] 0 0 0 0 0 0 0.0 0.0
¢] 0 o] 0 0 0 0 0 0.0 0.0
o] 0 0 0 0 0 0 0 0 0.0 0.0
Cardlac Catheterization Labs Cardlag Cathelerization Utilization
Total Cath Labs (Dedicated +Nondedicated [abs): 1 Total Cardiac Caih Procedures: 113
Cath Labs used for Anglography procedures 0 Diagnostic Catheterizations (0-4) 0
Dedicated Diagnaostic Catheterization Labs 1] Diagnostic Catheterizations (15+) g2
Cedicated interventfonal Catheterization Labs 0 Interventional Gatheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterlzation (15+) Fal
Emergency/Trauma Care EP Catheterizations {15+) 0
Certified Trauma Center No card o
Level of Trauma Service Level 1 Level 2 Cardlac Surgery Data
2 Not Applicable Not Applicable Total Cardiac Surgery Cases; 0
Operating Rooms Dedicated for Trauma Care 0 Pedigtric (0 - 14 Years): 0
Number of Trauma Visits: 0 Adult (15 Years and Older): 0
Pationts Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
pertormed of fotai Cardiac Cases : 0
Emergency Service Type: Comprehensive .
Mumber of Emergency Room Stations 12 Qutpatipnt Seryice Data
. Total Outpalient Visits 68,655
::e’?""s Treated by Emergency Services: 24,564 Outpatient Visits at the Hospitall Campus: 68,655
atients Admitted from Emergency. 5,985 Outpatient Vistis Offsite/off campus 0
Total ED Visita (Emergency+Trauma): 24,684
Diggnostic/interventional Equipment Examinationg diation Equipment Therapie
Own Contrsct Inpatient Quipt Contract Owned Contract Treatmont:
General Radiography/Fluoroscopy 7 0 5354 16745 o  Lithotrpsy ¢ 0 0
Nucicar Medicine 1 0 504 225 o  Linear Accelerator 0 0 0
Mammography 1 0 7 1,694 0 Image Guided Rad Therapy 0 0 0
Uttrasound 5 0 2,145 10,067 0 Intensity Modulated Rad Thrpy 0 0 0
Anglography 0 0 High Doso Brachytherapy 0 0 a
Du'agnosr;';‘ Angiogr;phy 00 00 00 Proton Beam Therapy 0 0 0
interventional An reph i
Positron Emission T%mgogfa;hv (PET) 0 0 o 0 0 Gamma Al'nrfe 0 0 0
Computerized Axial Tomography (CAT} 1 0 12 7.379 o Cyher knife 0 0 0
Magnetic Resonance Imaging 0 1 0 0 495

Source: 2010 Annual Hospital Questionnalre, Winals Deparment of Public Health, Heslth Systems Development.
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