
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD 
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OCT 3 1 2014 

APPLICATION FOR EXEMPTION FOR THE HEALTH FACILITIES & 
CHANGE OF OWNERSHIP FOR ANEXISTING HEALTH CARE FACILITY SERVICES REVIEW BOARD 

APPLICANT: UNiVERSiTY OF WISCONSiN HOSPITALS AND CLINICS A UTHORITY (Page 1 of3) 

1. INFORMATION FOR EXISTING FACILITY 

CUtTent Facility Name SwedishAmerican Hospital 
Address 1401 East State Street 
City Rockford Zip Code 61104 County Wi",nn!.!>e<>;b~ag""o,--____________ _ 
Name of CUtTent licensed entity for the facility ""Sw=ed:!.!.isO£:.h~A"",m""e","n!-"·c""an.......,H~os>!l<p!.!!it",,al,--______________ _ 
Does the current licensee: own this facility Yes OR lease this facility _____ (ifleased, check if sublease 0) 
Type of ownership of the current licensed entity (check one of the following:) Sole Proprietorship 
-X- Not-for-Profit Corporation For Profit Corporation Partnership Governmental 
___ Limited Liability Company Other, specify ________________ _ 
rIlinois State Senator for the district where the facility is located: Sen. ""St""e....,ve"-S""t".ad"'e""lm......,.,an"--__________ _ 
State Senate District Number 34th Mailing address of the State Senator 200 South Wyman Street, Suite 30 I , 
Rockford. IL 61101 
Illinois State Representative for the district where the facility is located: Rep. ""-L-"'et""es""a'-W~al'-"Ia=c"'"e ________ _ 
State Representative District Number 67th Mailing address of the State Representative 200 South Wyman Street, 
Suite 304, Rockford, lL 6110 I 

2. OUTSTANDING PERMITS. Does the facility have any projects for which the State Board issued a permit that will 
not be completed (refer to 1130.140 "Completion or Project Completion" for a definition of project completion) by the 
time of the proposed ownership change? Yes 0 No X. If yes, refer to Section I J30.520(f), and indicate the projects by 
Pr~ect# ________________________________________ ___ 

3. NAME OF APPLICANT (complete this infonnation for each co-applicant and insert after this page). 
Exact Legal Name of Applicant University of Wisconsin Hospitals and Clinics Authority 
Address 600 Highland Avenue. H4/828 
City, State & Zip Code Madison. WI 53792-8360 
Type of ownership of the current licensed entity (check one of the following:) __ Sole Proprietorship 
-X-Not-for-Profit Corporation For Profit Corporation Partnership __ Governmental __ _ 
Limited Liability Company Other, specify ____________________ _ 

4. NAME OF LEGAL ENTITY THAT WILL BE THE LICENSEE/OPERATING ENTITY OF THE 
FACILITY NAMED IN THE APPLICATION AS A RESULT OF THIS TRANSACTION. 

Exact Legal Name of Entity to be Licensed ""S.:..:.w""'ed .... i""'sh.!.!.A .... m:.:.;e""'r"-"ic"'an!..!....O..<H""o""sp"-'-ita~1 _______________ _ 
Address 140 I East State Street 
City, State & Zip Code .:..:R=oc=k=fo=r=d ..... I""L'-"6'-'-1....,IO""'4'--______________________ _ 
Type of ownership of the current licensed entity (check one of the following:) _______ Sole Proprietorship 
-X- Not-for-Profit Corporation For Profit Corporation _ .. __ Partnership ___ Governmental 
___ Limited Liability Company Other, specify __________________ _ 
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APPLICANT: UNIVERSITY OF WISCONSIN HOSPITALS AND CLINICS AUTHORITY (Page 3 of3) 

15. FINANCIAL STATEMENTS. (Co-applicants must also provide this information) Provide a copy of the applican1s 
latest audited fmancial statements. and append it to this application as ATTACHMENT #6. lfthc applicant is a newly 
formed entity and financial statements are not available, please indicate by checking YES __ , and indicate the date 
the entity was formed 

16. PRIMARY CONTACT PERSON. Individual representing the applicant to whom all cOiTespondence and inquiries 
pertaining (0 this application arc to be directed. (Note: othcr persons rcprcsenting the applicant not named below will 
need wrinen authorization from the applicant stating that such persons are also authorized [0 represent the applicant in 
relationship to this application). 

Name: ~~~~~~~~~~~~ __ ~~ __ ~ __ ~~~~~~~~~~~~ __ ~~ ______ __ 
Address: Barnes & Thornburg L,-"L~P ____________ _ 
City. Statc & Zip Code: One North Wacker Drive, Suite 4400, Chieago&.:.<6""06""0'-"6'---___ ~~ ___ ~~ __ 
Telcphone(J12-214·4861) Ext. _____________ _ 

17. ADDITIONAL CONTACT PERSON. Consultant, attorney, othcr individual who is also authorized to discuss this 
application and act on behalf of the applicanl. 

Name: Tom Myers. VP Marketing & Strategic Planning. SwedishAmerican Hcalth System 
Address: 140 J East State Street 
City, State & Zip Code: R",-,-",oc""kC!!fo",-r-"cd,,-,I,,,,L,,,,6'-!.1 ..... 1 0"-4'--____ ~ __ ~ __ ...... _____________ _ 
Telephone (815-96\ ·2030'1 Ext. _________________ _ 

18. CERTlFlCATlON. 

I certify that the above infonnation and all attached information are true and correct (0 the best of my knowledge and 
belief. I certify (hat the number of beds within the facility will not change as part of this transaction. ) certify that no 
adverse action has been taken against the applicant(s) by the federal government, licensing or certifying bodies. or any 
other agency of the State oflilinois. I certify that J am fully aware that a change in ownership will void any permits for 
projects that have not been completed unless such projects will be completed or altered pursuant to the requirements in 
77 lAC IlJO.520(f) prior to the effective date of the proposed ownership change. I also eertify that the applicant has not 
already acquired the facility named in this application or entered into an agreement to acqUire the facility named in the 
application unless the contract contains a e that e transaction is contingent 'pon approval by the State Board. 

Signature of Authorized Officer -~r:=.~~fii'I!:!....-#!::......,Jt::~~~~::!!!!:.=----~-------

Typed or Printed Name of Authorized Officer Ronald T. Sllwi!1s"'k'..'.i ____ ~~~~ ___ ~ ____ ~_ 

Title of Authorized Officer: President/CEO, University of Wisconsin Hospitals and CIi"-,n,-"ic""-s.!..A",ut",,h~oO!Cri,,,-ty,--~~ ___ 

Address: 600 Highland A venue, H4!828 

City, State & Zip Code: ~""""",-"LI!..L...=!.d..!..~~""-______________ - __ ~~~_ 

Telephone (608) 263-8025 Date: -----.:/;...."+I-=~=_r_V!c--'-y--_-­
~? 

NOTE: Complete a separate signature page for each co-applicant and insert rollowing this page. 

The ApplicElllts' responses to Section 1130.500 and Section 1130.520 of the Review Board's rules are included In 
ATTACHMENT #7. 
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CO-APPLICANT: UNIVERSITY HEALTH CARE, INC. (Page 1 of3) 

1. INFORMATION FOR EXISTING FACILITY 

Current Facility Name Swedish American Hospital 
Address 1401 East State Street 
City Rockford Zip Code 61104 County -"W,-,in!.!.!n",e<><b~ag"",o,--___________ _ 
Name of current licensed entity for the facility :o<-S=w-""ed~i"",sh:.:..A::.:.m",e,-,-r=ic.:::an"-H=os"",p",,,it:::.al:.-_____________ _ 
Does the current licensee: own this facility Yes OR lease this facility _____ (if leased, check if sublease 0) 
Type of ownership of the current licensed entity (check one of the following:) _ Sole Proprietorship 
~ Not-for-Profit Corporation For Profit Corporation Partnership Governmental 
--:-:-:-~_Limited Liability Company Other, specify ___________________ _ 
Illinois State Senator for the district where the facility is located: Sen. ~St~e.!.'ve"_S"'"'te±ad~ee!:lm~anc!.-. __________ _ 
State Senate District Number 34th Mailing address of the State Senator 200 South Wyman Street, Suite 301, 
Rockford, IL 61 101 
Illinois State Representative for the district where the facility is located: Rep ..... Le~t""'es""a .... W'-'-='al"_"la""c"'-e _______ _ 
State Representative District Number 67th Mailing address of the State Representative 200 South Wyman Street, 
Suite 304, Rockford, IL 6110 I 

2. OUTSTANDING PERMITS. Does the facility have any projects for which the State Board issued a permit that will 
not be completed (refer to 1130.140 "Completion or Project Completion" for a definition of project completion) by the 
time ofthe proposed ownership change? Yes 0 No X. If yes, refer to Section 1130.520(f), and indicate the projects by 
Pr~ect# _______________________________________ __ 

3. NAME OF APPLICANT (complete this information for each co-applicant and insert after this page). 
Exact Legal Name of Applicant .l<U:.!.!n.!.!iv..l::erl..:!s~ity~H~ea!'-'l.:.;.thwC""ar"'-e"", ..... ln!.'-'c"'",---_______________ _ 
Address 301 South Westfield Roa""'d,....,S""u""it""e-'<.3-""20"--______________________ _ 
City, State & Zip Code .u:M",awd..,is""on!.!.>,.....,Wcw-1 ..:::5~37!...!1'-'7 _________________ ___:_-___:------
Type of ownership of the current licensed entity (check one of the following:) __ Sole Proprietorship 
~Not-for-Profit Corporation For Profit Corporation Partnership _ Governmental __ _ 
Limited Liability Company Other, specify __________________ _ 

4. NAME OF LEGAL ENTITY THAT WILL BE THE LICENSEE/OPERATING ENTITY OF THE 
FACILITY NAMED IN THE APPLICATION AS A RESULT OF THIS TRANSACTION. 

Exact Legal Name of Entity to be Licensed ),/.Sw.!!.lo:ledo!..!.isw.hI.£.Allm!.!.lel(l.n~·c~an'!..H~os:>lop~it:l:Lal!._._ ______________ _ 
Address 1401 East State Street 
City, State & Zip Code ~R~oc!<£k~fo~r~d.t....!I""L~6:.!..1A.l10£:l4,__ _________ ~ ___________ _ 
Type of ownership of the current licensed entity (check one of the following:) Sole Proprietorship 
~ Not-for-Profit Corporation For Profit Corporation Partnership ____ Governmental 
___ Limited Liability Company Other, specify ____________ ------
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CO·APPLICANT: UNIVERSITY OF WISCONSIN MEDICAL FOUNDATION, INC. (Page I of3) 

1. INFORMATION FOR EXISTING FACILITY 

Current Facility Name SwedishAmerican Hospital 
Address 140 I East State Street 
City Rockford Zip Code 61104 County ..!.W!...!i"-!.nn!-"e""b~ag!:>,o,,--____________ _ 
Name of current licensed entity for the facility ",-Sw=ed""-i",.sh .... A""m..."e .... rJ,,,· c,.,an"":-H...=os""p"'it""'aJ'--____ --::-______ -:--__ 
Does the current licensee: own this facility Yes OR lease this facility ______ (ifIeased, check if sublease 0) 
Type of ownership of the current licensed entity (check one of the following:) Sole Proprietorship 
-2L. Not-for·Profit Corporation For Profit Corporation ____ Partnership Governmental 
___ Limited Liability Company Other. specify ___________________ _ 
Illinois State Senator for the district where the facility is located: Sen. "'S.."te'-'-ve"'--"<.Sta=de=l'-"m~an"'-______________ --
State Senate District Number 34th Mailing address ofthe State Senator 200 South Wyman Street, Suite 30 I, 
Rockford. IL 6110 I 
Illinois State Representative for the district where the facility is located: Rep. !"-L",,et~es~aL..;W~aICllla~c",,"e ________ _ 
State Representative District Number 67th Mailing address ofthe State Representative 200 South Wyman Street, 
Suite 304, Rockford.,"" I""L....,6"",1...:..1 O,,-l~ _____________________________ _ 

2. OUTSTANDING PERMITS. Does the facility have any projects for which the State Board issued a permit that will 
not be completed (refer to 1130.140 "Completion or Project Completion" for a definition of project completion) by the 
time of the proposed ownership change? Yes 0 No X. If yes, refer to Section I 130.520(f), and indicate the projects by 
Pr~ect# ______________________________________________ ___ 

3. NAME OF APPLICANT (complete this information for each co-applicant and insert after this page). 
Exact Legal Name of Applicant University of Wisconsin Medical Foundation. Inc. 
Address 7974 UW Health Court 
City, State & Zip Code Middleton, ..!W!.!IL-5:l,:3?:t.5C\l62"'---______________________ _ 
Type of ownership of the current licensed entity (check one of the following:) __ Sole Proprietorship 
-2L.Not·for·Profit Corporation For Profit Corporation Partnership __ Governmental __ _ 
Limited Liability Company Other, specify ______________________ _ 

4. NAME OF LEGAL ENTITY THAT WILL BE THE LICENSEE/OPERATING ENTITY OF THE 
FACILITY NAMED IN THE APPLICATION AS A RESULT OF THIS TRANSACTION. 

Exact Legal Name of Entity to be Licensed SW(l,e~dl!.2· s.!.!JhA::lom!!!!:!lerl£ic~a~n.!.H.!..!,o~sp&.!!i~ta!:!.I _______________ ~ 
Address 140 I East State Street 
City, State & Zip Code .!..!,RJo!;oc~k>!lfoll!r.H,d,I...!I.!:;:L~6CLI.l..l1 0C!4l..-_________ ~------__:___:_-___:-__:_:_ 
Type of ownership of the current licensed entity (check one of the following:) Sole Proprietorship 
-2L. Not·for-Profit Corporation For Profit Corporation Partnership ____ Governmental 
___ Limited Liability Company Other, specify ___________________ _ 
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CO-APPLICANT: SWED1SHAMERlCAN HEALTH SYSTEM CORPORATION (Page 1 of3) 

1. INFORMATION FOR EXISTING FACILITY 

Current Facility Name SwedishAmerican Hospital 
Address 1401 East State Street 
City Rockford Zip Code 61104 County .... W""'i=nn=e=b.=,ag""o'--________ ~ ___ _ 
Name of current licensed entity for the facility ><.Sw=ed~i~sh!'-A ..... m,....,e~r~ic:l:!'an~H~os~p'""ita~I'__ _____________ _ 
Does the current licensee: own this facility Yes OR lease this facility ______ (if leased, check jf sublease 0) 
Type of ownership of the current licensed entity (check one of the following:) Sole Proprietorship 
~ Not-for-Profit Corporation For Profit Corporation Partnership Governmental 
___ Limited Liability Company Other, specify _____________________ _ 
Illinois State Senator for the district where the facility is located: Sen. ><.St"'e-=.;ve"-S""t"'-ad""e""lm"-""'an"--___________ _ 
State Senate District Number 34th Mailing address of the State Senator 200 South Wyman Street, Suite 30 I, 
Rockford. IL 61101 
Illinois State Representative for the district where the facility is located: Rep. ""'L""et""'es""a""'W"-""al...,Ja"'c""'e ________ _ 
State Representative District Number 67th Mailing address of the State Representative 200 South Wyman Street, 
Suite 304, Rockford, IL 61101 

2. OUTSTANDING PERMITS. Does the facility have any projects for which the State Board issued a permit that will 
not be completed (refer to 1130.140 "Completion or Project Completion" for a definition of project completion) by the 
time of the proposed ownership change? Yes 0 No X. If yes, refer to Section 1130.520(f), and indicate the projects by 
Pr~ect# ________________________________________________ ___ 

3. NAME OF APPLICANT (complete this information for each co-applicant and insert after this page). 
Exact Legal Name of Applicant SwedishAmerican Health System Corporation 

. Address 1313 East State Street 
City, State & Zip Code ~R~ol<!ck:!c±fo~r~d't.., I~L"--J>!6.!..11~04!:I-______________________ _ 
Type of ownership of the current licensed entity (check one of the following:) __ Sole Proprietorship 
~Not-for-Profit Corporation For Profit Corporation Partnership __ Governmental __ _ 
Limited Liability Company Other, specify ____________________ _ 

4. NAME OF LEGAL ENTITY THAT WILL BE THE LICENSEE/OPERATING ENTITY OF THE 
FACILITY NAMED IN THE APPLICATION AS A RESULT OF THIS TRANSACTION. 

Exact Legal Name of Entity to be Licensed ~Sw=edo!!is~h!£A ..... m!.!.!e~r~ic~an~H~os~p!.l.!ita~I!...--_________________ _ 
Address 140 I East State Street 
City, State & Zip Code L>R~ocl<!k~fo!!!r_"d-,-" Iu.L<-l6~1'_!.1~04:!-._____________________ _ ___ _ 
Type of ownership of the current licensed entity (check one of the following:) Sole Proprietorship 
~ Not-for-Profit Corporation For Profit Corporation Partnership Governmental 
___ Limited Liability Company Other, specify _________________ _ 
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CO-APPLICANT: SWEDISHAMERICAN HOSPITAL (Page I of3) 

1. INFORMATION FOR EXISTING FACILITY 

Current Facility Name SwedishAmerican Hospital 
Address 1401 East State Street 
City Rockford Zip Code 61104 County -'-W...,i ..... nn""e""b""'ag!:>'o"-____________ _ 
Name of current licensed entity for the facility ""S-,-,w=ed""i""sh.:.:.A-,<m.:.,:.er=ic""an,",-"-,H""o"Jsp",,,ita=<-1 _______________ _ 
Does the current licensee: own this facility Yes OR lease this facility _____ (ifleased, check if sublease D) 
Type of ownership of the current licensed entity (check one of the following;) Sole Proprietorship 
-L Not-for-Profit Corporation For Profit Corporation Partnership Governmental 
~~_ Limited Liability Company Other, specify _____________________ _ 
Illinois State Senator for the district where the facility is located: Sen. =S""te,-,-ve",-",-Sta=de",-I~m,....an,-,---_________ _ 
State Senate District Number 34th Mailing address of the State Senator 200 South Wyman Street, Suite 301, 
Rockford, IL 611 01 
Illinois State Representative for the district where the facility is located: Rep. -=L",-,et=es=a~W:.:.=al,,-,la::.:c .... e _________ _ 
State Representative District Number 67th Mailing address of the State Representative 200 South Wyman Street, 
Suite 304, Rockford, IL 61101 

2. OUTSTANDING PERMITS. Does the facility have any projects for which the State Board issued a permit that will 
not be completed (refer to 1130. J 40 "Completion or Project Completion" for a definition of project completion) by the 
time of the proposed ownership change? Yes 0 No X. If yes, refer to Section 1130.520(f), and indicate the projects by 
Pr~ect# _______________________________________ ___ 

3. NAME OF APPLICANT (complete this information for each co-applicant and insert after this page). 
Exact Legal Name of Applicant Swedish American Hospital 
Address 1401 East State Street 
City, State & Zip Code ilR~oc~k~fo:!!.r~d,t....lIJ:1.L~6!L'1~1~04:!..-______________________ _ 
Type of ownership of the current licensed entity (check one of the following:) __ Sole Proprietorship 
-L Not-for-Profit Corporation For Profit Corporation Partnership _ Governmental __ _ 
Limited Liability Company Other, specify _______ ~ _________ _ 

4. NAME OF LEGAL ENTITY THAT WILL BE THE LICENSEE/OPERATING ENTITY OF THE 
FACILITY NAMED IN THE APPLICATION AS A RESULT OF THIS TRANSACTION. 

Exact Legal Name of Entity to be Licensed =S.!!.w""'ed""'i"'"'sh.!!..A.!.!.m'"'-'e .... r"'""ic""'an~H""'os~p'-"it"'-al"-______________ _ 
Address 1401 East State Street 
City, State & Zip Code ""R~oc",-k",-fo~r-",d-,-, I'-"L"-'6~1"'"1.><:.04-'--_______________________ _ 
Type of ownership of the current licensed entity (check one ofthe following:) Sole Proprietorship 
-L Not-for-Profit Corporation For Profit Corporation Partnership ____ Governmental 
___ Limited Liability Company Other, specify ________________ ~ __ _ 
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CO-APPLICANT: SWEDISHAMERICAN HOSPITAL (Page 2 of3) 

S. BUILDING/SITE OWNERSHIP. NAME OF LEGAL ENTITY THAT WILL OWN THE "BRICKS 
AND MORTAR" (BUILDING) OF THE FACILITY NAMED IN THIS APPLICATION IF 
DIFFERENT FROM THE OPERATING/LICENSED ENTITY 

Exact Legal Name of Entity That Will Own the Site .. S~w-",-ed""i""sh""A--"m"",-""er,-"ic""a"-,n .... H.....,o",,s'l"p.!.>.ita,,,,,I ___ ~ _________ _ 
Address 1401 East State Street 
City, State & Zip Code ..,R~oc"",k"",fo",-r"",,d,,-,I,-,=,L...!!6CLI-,-,1 04"-'-______________________ _ 
Type of ownership of the current licensed entity (check one of the following;) _---,_ Sole Proprietorship 
-.2L. Not-for-Profit Corporation ___ For Profit Corporation Partnership Governmental 
___ Limited Liability Company Other, specify _________________ ~_ 

6. TRANSACTION TYPE. CHECK THE FOLLOWING THAT APPLY TO THE TRANSACTION: 
o Purchase resulting in the issuance of a license to an entity different from current licensee; 
o Lease resulting in the issuance of a license to an entity different from current licensee; 
o Stock transfer resulting in the issuance of a license to a different entity from current licensee; 
o Stock transfer resulting in no change from current licensee; 
o Assignment or transfer of assets resulting in the issuance of a license to an entity different from the current licensee; 
o Assignment or transfer of assets not resulting in the issuance of a I icense to an entity different from the current 

licensee; 
o Change in membership or sponsorship of a not-for-profit corporation that is the licensed entity; 
o Change of 50% or more of the voting members of a not-for-profit corporation's board of directors that controls a 

health care facility's operations, license, certification or physical plant and assets; 
o Change in the sponsorship or control ofthe person who is licensed, certified or owns the physical plant and assets of 

a governmental health care facility; 
o Sale or transfer of the physical plant and related assets of a health care facility not resulting in a change of current 

licensee; 
X Any other transaction that results in a person obtaining control of a health care facility's operation or physical plant 

and assets, and explain in "Attachment 3 Narrative Description" 

7. APPLICATION FEE. Submit the application fee in the form of a check or money order for $2,500 payable to the 
Illinois Department of Public Health and append as ATTACHMENT #1. 

8. FUNDING. Indicate the type and source offunds which will be used to acquire the facility (e.g., mortgage through 
Health Facilities Authority; cash gift fTom parent company, etc.) and append as ATTACHMENT #2. 

9. ANTICIPATED ACQUISITION PRICE: Not Applicable. See Attachment #2. 

10. FAIR MARKET VALUE OF THE FACILITY: $]79,SOO,000* "'Average of Discounted Cash Flow Analysis 
(to determine fair market value, refer to 77 lAC 1130.140) 

11. DATE OF PROPOSED TRANSACTION: ...,12""/3...,1"-'/2=0 ..... 14"--____ _ 

12. NARRATIVE DESCRIPTION. Provide a narrative description explaining the transaction, and append it to the 
application as ATTACHMENT #3. 

13. BACKGROUND OF APPLICANT (co-applicants must also provide this information). Corporations and Limited 
Liability Companies must provide a current Certificate of Good Standing from the Illinois Secretary of State. Limited 
Liability Companies and Partnerships must provide the name and address of each partnerl member and specify the 
percentage of ownership of each. Append this information to the application as ATTACHMENT #4. 

14, TRANSACTION DOCUMENTS. Provide a copy of the complete transaction document(s) including schedules and 
exhibits which detail the terms and conditions of the proposed transaction (purchase, lease, stock transfer, etc). 
Applicants should note that the document(s) submitted should reflect the applicant's (and co-applicant's, if applicable) 
involvement in the transaction. The document must be signed by both parties and contain language stating that the 
transaction is contingent upon approval of the Illinois Health Facilities and Services Review Board. Append this 
document(s) to the application as ATTACHMENT #S. 
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SwedishAmerican Hospital, Rockford 

NARRATIVE DESCRIPTION 

The proposed transaction involves University Health Care, Inc. (UHC) becoming the sole corporate 
member of SwedishAmerican Health System Corporation (SwedishAmerican). UHC has as its two 
corporate members University of Wisconsin Hospitals and Clinics Authority (UWHCA) and University 
of Wisconsin Medical Foundation, Inc. (UWMF). UWHCA, UWMF and UHC are collectively referred 
to herein as UW Health.1 Together with the University of Wisconsin School of Medicine and Public 
Health (UWSMPH)2, UWHCA and UWMF comprise an academic medical center based in Madison, 
Wisconsin. 

SwedishAmerican is, and will remain, the sole corporate member of SwedishAmerican Hospital in 
Rockford. SwedishAmerican Hospital is, and will remain, the owner and licensee of both 
SwedishAmerican Hospital in Rockford and SwedishAmerican Medical CenterlBelvidere. A separate 
change of ownership application is being submitted for SwedishAmerican Medical Center/Belvidere in 
connection with this transaction. 

UHC and SwedishAmerican have had a formal affiliation since 2010. That affiliation led to the 
development of the SwedishAmerican Regional Cancer Center as to which the Review Board approved 
a Certificate of Need in April 2012 (Project No. 12-013). That project was completed in June 2014. 
SwedishAmerican also participates in telestroke and electronic Intensive Care Unit (e-ICU) services 
with UW Health. 

Upon regulatory approval and completion of the transaction, SwedishAmerican will become a critical 
partner in UW Health's community healthcare delivery model, which is responsive to the major 
health care changes occurring regionally and nationally. The parties believe the healthcare .sector must 
fundamentally reposition itself to meet the goals of improving quality, improving the health of the 
populations served, and reducing the per capita cost of health care. The primary objectives of this 
transaction are to: 

i) Create a system with the required scale to manage effectively population health while 
maintaining the core values of local control for healthcare decisions, care coordination and 
innovation. 

ii) Form an integrated health care delivery system capable of serving the full continuum of 
health needs to the communities served that thrives in the emerging value-based 
payment/care delivery operating environment. 

iii) Create a patient-centered health care system that combines the resources of an academic 
health center and community-based health care system that is nationally. recognized for 
patient experience, exceptional outcomes, and affordability. 

iv) Partner with health systems located in contiguous markets in southern Wisconsin and 
Northern Illinois to develop a geographically cohesive care network. 

The transaction will provide Rockford and the surrounding region with greater access to the 
breakthrough research, advanced medical specialties and community health initiatives that have earned 
UW Health national recognition. It will also allow SwedishAmerican to reduce its costs, more 
effectively coordinate patient care and have increased access to capital and technology. 

I See Attachments #4a, #4b and #4c for additional background on UWHCA, UHC and UWMF. 
2 UWSMPH will have no ownership interest in or operational control of the hospital. 
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MOODY~S 
INVESTORS SERVICE 

7 W(lrld 'fmd., CCllIcr 
2511 Gn:~n\\'ic:!J Sm'cl 
Nt'\\' Ynrk. NY IOOO? 
WWW.III •• u uy •. (nn1 

February 15,2013 

Mr. Michael Bt.d 
Chief Flnanclsl Otl1cer 
University of Wisconsin Hospital & Clinics Authority 
600 l1igblaoo Avenue 
Itoom HS I 803 
Madison, WI 53792 

DeIll'Mt. iJuhl: 

We wish to Infonn you thai Moody's Investors Service has assigned ~ rating to University ofWlseonsin 
Hospitals and Clinics Authority's Series 20llA fixed rate bands to be Issued by UWHCA and upgraded tbe 
rIling on UWHCA's outsmndlng rated debt to 4!!.l trom M. The rating outlook is stable. 

Moody's willlllonitor dlese ratings and .'eserves the rigbt, al its sole discretion, 10 revise or withdmw these 
ratings al any lime. 

l1te ratings as well os any other revisions or withdrawals thereofwill be publicly disseminated by Moody's 
through the nonnal prinlllt'ld electronic media aoo In response 10 verbal requests to Moody's rating desk, 

In order for us to maintain the currency of our rating. we request thaI you provide ongoing disclosure, 
including IIl1nual and quarterly financial find sialistic:al information. 

Should you have any questions regarding the above, please do not hesitate to I:ontocllne, 

Slnc:erely. 

Beth I. Wexler 
Vice Pl'esldentlSenior Credit Officer 
Phone: 212-553-1384 
Fax: 212-298-1155 
Email: beth.wexler@moodys.com 

BIW:rl 

cc: Mr. Bob O'Keere, Univel'Sily of Wisconsin Hospitnl & Clinics Authority 
Mr. Josh Neeman, Kaufman. \-loll &. Associates 
Ms. Lisft Rogers, JP Morgan 
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FitchRatings 

FITCH AFFIRMS SWEDISHAMERICAN HEALTH 
SYSTEM'S (IL) REVS AT 'A'; OUTLOOK STABLE 

Fitch Ratings-Chicago-20 August 2014: Fitch Ratings has affhmed the 'A' rating on the following 
bonds issued by the Illinois Finance Authority on behalf of SwedishAmerican Health System 
(SAHS): 

--Approximately $41.4 million revenue bonds, series 2012; 
--Approximately $82.8 million revenue bonds, series 2004. 

SECURITY 
Debt payments are secured by a pledge of the gross revenues of the obligated group. 

KEY RATING DRIVERS 

MERGER WITH UW HEALTH: In April 2014, SAHS signed a fonnal agreement to merge with 
University of Wisconsin Health (UW Health, revenue bonds not rated by Fitch). SAHS has been 
clinically affiliated with UW Health for the last four years, which was formalized in the oncology 
service line with the development of a collaborative regional cancer center that opened in the fall of 
2013. Fitch views the relationship and the letter of intent (LOI) favorably and expects that SABS will 
be able to further enhance its service offerings through its enhanced partnership with UW Health. 

IMPROVING LIQUIDITY: Unrestricted cash and investments have grown over 30% since fiscal 
2012 and at May 31, 2014 (interim results) equaled $230.1 million, which translates to 204.4 days 
cash on hand and 157.8% cash-to-debt; both ahead of the respective 'A' category medians. 

IMPROVED 2014 OPERATING PROFITABILITY: In fiscal 2014 (unaudited) operating and 
operating EBITDA margins improved to 4.1% and 10.3%, respectively, compared to operating and 
operating EBITDA margins of 1.7% and 7.5% in the prior year. Excluding $4.3 million of prior year 
provider tax receipts, operating margin would be 3.2%, which remains in-line with the 'A' category 
median of 3 .2%. 

LEADING MARKET POSITION: SAHS controls about 41.1% of the market share in the very 
competitive primary service area. The other two providers in the area include Rockford Memorial 
Health System, and St. Anthony's Medical Center (part ofOSF Healthcare, rated 'A'). 

MODERATE DEBT BURDEN: SAHS' debt burden as measured by maximum annual debt service 
(MADS) as a percent of revenue is modest at 2.7% in fiscal 20 14 when compared to the 'A' category 
median of 3.1 %. Furthermore, improved profitability generated strong debt service coverage of 4.9x 
in fiscal 2014 .. 

) 

RATING SENSITIVITIES 

MAINTAIN CURRENT FINANCIAL POSITION; Fitch expects SAHS' operating profitability and 
liquidity position to remain in line with 'A' category medians. 

CREDIT PROFILE 
Located in Rockford, IL, about 70 miles west of Chicago, SAHS is a full-service acute care provider 
with 369 licensed beds (including beds at SAHS' facility in Belvidere). SAHS had total operating 
revenues of $451.8 million in fiscal 2014 (interim results). 
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