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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR EXEMPTION PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

RECEIVED

This Section must be completed for all projects.

Facility/Project Identification 0CT 11 2017
Facility Name: Advocate South Suburban Hospital
Street Address: 17800 South Kedzie Avenue art D
City and Zip Code: Hazel Crest 60429
County.  Cook Health Service Area 7 Health Planning Area; A-04 |

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Advocate Health and Hospitals Corporation dfb/a Advocate South Suburban
Hospital

Street Address: 17800 South Kedzie Avenue ‘

City and Zip Code: Hazel Crest, IL 60429

Name of Registered Agent: Earl Barnes |

Registered Agent Street Address: 3075 Highland Parkway ‘

Registered Agent City and Zip Code: Downers Grove, iL 60515

Name of Chief Executive Officer: Richard Heim

CEO Street Address: 17800 South Kedzie Avenue

CEQ City and Zlp Code: Hazel Crest, IL 60429

CEQ Telephone Number. (708) 213-3002

Type of Ownership of Applicants

4 Non-profit Corporation ] Partnership

M| For-profit Corporation M| Governmentai

| Limited Liability Company | Sole Proprietorship M|
Other

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

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

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

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Joseph Newsome

Title: Director, Inpatient Care Services

Company Name;  Advocate South Suburban Hospital

Address: 17800 South Kedzie Avenue, Hazel Crest, IL 60429 n
Telephone Number: (708) 213-3696

E-mail Address: joseph.newsome@advocatehealth.com

Fax Number; (708)-213-0205
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATICN FOR PERMIT- 01/2017 Edition

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

Name: Sonja Reece, FACHE

Title: Director, Health Facllities Planning
Company Name:  Advocate Health and Hospitals Corporation
Address: 1304 Franklin Avenue, Normal, IL 61761
Telephone Number; (309) 268-5482

E-mail Address: sohja.reece@advacatehealth.com

Fax Number: {309) 268-5757

SSUB COE - SNF PED DISCON.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

Facility/Project Identification

F acility Name: Advocate South Suburban Hospital

Street Address: 17800 Scuth Kedzie Avenue

City and Zip Code: Hazel Crest 60429

County:  Cook Health Service Area 7 Health Planning Area: A-04

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Advocate Health Care Network

Street Address: 3075 Highland Parkway

City and Zip Code: Downers Grove, IL 60515

Name of Registered Agent. Earl Barnes

Registered Agent Street Address: 3075 Highland Parkway

Registered Agent City and Zip Code: Downers Grove, |L 60515

Name of Chief Executive Officer: Richard Heim

CEO Street Address: 17800 South Kedzie Avenue

CEOQ City and Zip Code: Hazel Crest, IL 60429

CEOQ Telephone Number. (708) 213-3002

Type of Ownership of Applicants

X Non-profit Corparation | Partnership

] For-profit Corporation ] Governmental

] Limited Liability Company Ll Sole Proprietorship ]
Other

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

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

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

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Joseph Newsome

Title: Director, Inpatient Care Services

Company Name:  Advocate South Suburban Hospital

Address: 17800 South Kedzie Avenue, Hazel Crest, IL 60429
Telephone Number: (708) 213-3696

E-mail Address: joseph.newsome@advocatehealth.com

Fax Number: 708-213-0205

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

Name: Sonja Reece, FACHE

Title: Director, Health Facilities Planning
Company Name: Advocate Health and Hospitals Corporation
Address: 1304 Franklin Avenue, Normal, IL 61761
Telephone Number; (309) 268-5482

E-mail Address: sonja.reece@advocatehealth.com

Fax Number: (309) 268-5757

SSUB COE - SNF PED DISCON.
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ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

Post Exemption Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON
MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED

AT 20 ILCS 3960]

Name; Joseph Newsome

Title; Director, Inpatient Care Services

Company Name:  Advocate South Suburban Hospital

Address: 17800 South Kedzie Avenue, Hazel Crest, IL 60429
Telephone Number: (708) 213-3696

E-mail Address: joseph.newsome@advocatehealth.com

Fax Number: 708-213-0205

Site Ownership
Provide this information for each applicable site]

Exact Legal Name of Site Owner. Advocate Health and Hospitals Corporation

Address of Site Owner: 3075 Highland Parkway, Downers Grove, IL 60515

Street Address or Legal Description of the Site:

Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof
of ownership are property tax statements, tax assessor’s documentation, deed, notarized
statement of the corporation attesting to ownership, an option to lease, a letter of intent to
lease, or a lease.

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

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

Exact Legal Name: : Advocate Health and Hospitals Corporation d/b/a Advocate South Suburban

Hospital
Address: 17800 South Kedzie Avenue, Hazel Crest, IL 60429
X Non-profit Corporation ] Partnership
O For-profit Corporation ] Governmental
] Limited Liability Company ] Sole Proprietorship d

Other

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

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

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 SEQL!_EN_TIAI__T'ORDER AFTER
- THE LAST PAGE OF THE APPLICATION FORM. T ,

Organizational Relationships

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

APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM.

SSUB COE - SNF PED DISCON.

2017 Page 4




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

Flood Plain Requirements N/A Discontinuation of service
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinois Executive Order #2006-
5 pertaining to construction activities in special flood hazard areas. As part of
the flood plain requirements, please provide a map of the proposed project location showing any
identified floodplain  areas. Floodplain maps can beprinted at www.FEMA.gov or
www.lllinoisfloodmaps.org. This map must be in a readable format. In addition, please provide a
statement attesting that the project complies with the requirements of lllinois Executive Order #2006-5

(http:/ www.illinois gov/sites/hfsrh). _ .

APPEND DOCUMENTATION AS ATTACHMENT 5, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM. .

Historic Resources Preservation Act Requirements
N/A Discontinuation of service

[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 AFTER
THE LAST PAGE OF THE APPLICATION FORM. o )

DESCRIPTION OF PROJECT

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

Part 1110 Classification:
3 Change of Ownership

=X Discontinuation of an Existing Health Care Facility
or of a category of service

O Establishment or expansion of a neCnatal intensive
care or beds

SSUB COE - SNF PED DISCON.
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2. Narrative Description
In the space below, provide 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.

Advocate Health and Hospitals Corporation, d/b/a/ Advocate South Suburban Hospital, and
Advocate Health Care Network, the applicants, are proposing to discontinue long term care and
pediatrics categories of service at Advocate South Suburban Hospital. The discontinuance will
take effect immediately upon State Board approval. The hospital is Jocated at 17800 South
Kedzie Avenue, Hazel Crest, IL 60429.

There are 41 long term care beds and 10 pediatric beds proposed to be taken out of the hospital
inventory. The hospital has a total of 284 authorized CON beds. After the proposed
discontinuance, there will be 233 beds.

There were 27 pediatric admissions in 2016 and zero in 2017. With no patients, the unit has been
closed since 2016. As of March 29, 2016, there was a calculated excess of 423 medical/surgical/
pediatrics beds in Health Planning Area A-04 where Advocate South Suburban is located. Letters
were sent asking for an impact statement from hospitals in the geographic service area regarding
the proposed closure of pediatric beds. No expectation of any adverse impact was reported. Two
letters were received indicating that hospital could accommodate pediatric referrals or transfers.

The average length of stay for the 820 patients admitted to the LTC unit in 2016 was 11 days.
Medicare has been informed of the pending closure and patients will be notified accordingly.
Letters were sent asking for an impact statement from nursing homes in the geographic service
area. No expectation of any adverse impact was reported. Six letters were received saying there
is capacity at those facilities for patients needing skilled nursing care.

The vacated rooms will be used to create private rooms for some of the medical surgical beds
that are currently in multiple occupancy rooms.

Pursuant to Section 1110.40 of the Illinois Administrative Code, this project is classified as
substantive because it is discontinuing a category of service.

SSUB COE - SNF PED DISCON.
2017
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- 01/2017 Edition

Project Costs and Sources of Funds (Neonatal Intensive Care Services only)
N/A Discontinuation of service

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

Project Costs and Sources of Funds

USE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Prepianning Costs

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modernization Contracts

Contingencies

Architectural/Engineering Fees

Consulting and Other Fees

Movable or Other Equipment (not in construction
contracts)

Bond Issuance Expense (project reiated)

Net Interest Expense During Construction (project
related}

Fair Market Value of Leased Space or Equipment

Other Costs To Be Capitalized

Acquisition of Building or Other Property (excluding
land)

TOTAL USES OF FUNDS

SOURCE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Cash and Securities

Pledges

Gifts and Bequests

Bond Issues {project refated)

Mortgages

Leases (fair market value)

Governrnental Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

NDTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT 7, IN NUMERIC SEQUENTIAL ORDER AFTER

THE LAST PAGE OF THE APPLICATION FORM.

SSUB COE - SNF PED DISCON.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

Related Project Costs N/A Discontinuation of service

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 L] Yes [] No
Purchase Price: §
Fair Market Value: $

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

[ Yes K No

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

Estimated start-up costs and operating deficit cost is $

Project Status and Completion Schedules N/A Discontinuation of service

For facilities in which prior permits have been issued please provide the permit numbers.

Indicate the stage of the project’s architectural drawings:
] None or not applicable ] Preliminary

[ Schematics [] Final Working

Anticipated project completion date (refer to Part 1130.140).

indicate the following with respect to project expenditures or to financial commitments (refer to Part
1130.140):

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

[] Financial Commitment 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 [Section 1130.620(c)]

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

$SUB COE - SNF PED DISCON.
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The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

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

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

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

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

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

This Application is filed on the behalf of Advocate Health and Hospitals Corporation d/b/a Advocate
South Suburban Hospital * in accordance with the requirements and procedures of the lllinois
Health Facilities Planning Act. The undersigned certifies that he or she has the authority to
execute and file this Appiication 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 knowiedge and belief. The undersigned also certifies that the
fee required for this application is sent herewith or wiil be paid upon request.

-~

L/
SIGNATURE SIGNATURE
Richard Heim William P. Santulli
PRINTED NAME PRINTED NAME
President Advocate South Suburban Hospital Executive Vice President/COQO
PRINTED TITLE PRINTED TITLE
Sign#ure of Notary Signature of Notary
Seal Seal
AP AAAAAPAAAAPPINNPIIN

Lg OFFICIAL SEAL 3

| 3  CYNTHANTOLLVER  §

| § NOTARYPUBUC. STATE OF ILLINOIS  $

|3 MYCOMMISSION EXPRESOS06/18  §

*Insert the EXACT legal name of the applicant




The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

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

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

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

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

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

This Application is filed on the behalf of Advocate Health and Hospitals Corporation d/b/a Advocate
South Suburban Hospital * in accordance with the requirements and procedures of the lilinois
Health Facilities Planning Act. The undersigned certifies that he or she has the authority to
execute and file this Application 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
fee required for this application is sent herewith or will be paid upon request.

SIGNATURE SIGNATURE
Richard Heim William P. Santulli
PRINTED NAME PRINTED NAME
President Advocate South Suburban Hospital Executive Vice President/COO
PRINTED TITLE PRINTED TITLE

—~ ~ ol

@ \Cgﬂﬂ C - {%M

Signature of Notary Signature of Notary
Seal Seal

~ OFFICIAL SEAL

CRISTIN G FOSTER
NOTARY PpBLIC. STATE OF ILLINDIS
._ ossion Expires Mar 4, 2019

*Insert the EXACT legal name of the applicant

O

o




The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

in the case of a corporation, any two of its officers or members of its Board of Directors;

in the case of a limited liability company, any two of its managers or members {or the sole
manager or member when two or more managers or members do not exist);

in the case of a partnership, two of its general partners (or the sole general partner, when two

in the case of estates and trusts, two of its beneficiaries {or the sole beneficiary when two or

o
o
o

or more general partners do not exist);
Q

more beneficiaries do not exist); and
o

in the case of a sole proprigtor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of Advocate Health Care Network in

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

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

permit on behalf of the applicant entity. The undersigned further certifies that the data and

information provided herein, and appended hereto, are complete and correct to the best of his
or her knowledge and belief. The undersigned also certifies that the permit application fee

{ required for this application is sent herewith or will be paid upon request.

I Shosshe

SIGNATURE /

SIGNATURE

James H. Skogsbergh

William P._Santulli

PRINTED NAME

President and CEOC

PRINTED NAME

Executive Vice President/CO0O

PRINTED TITLE

Notarization:
Subscrjped and sworn to before me
this day of 77

(bhin 6 Ferker

Signature of Notary

Seal

PRINTED TITLE

Notarization:

-Subscribed and sworn to before
this 29 _ day of H\Aﬂht; o7
Goadins Glede,

Signature of Notary

Seal

OFFIGIAL SEAL
CRISTIN G FOSTER

NOTARY PUBLIC, STATE OF ILLING!S
My Commlssion Expires Mar 4, 2019

OFFICIAL SEAL
CRISTIN G FOSTER
NOTARY PUBLIC, STATE OF ILLINOIS
My Commission Expires Mar 4, 2019

*Insert EXACT legal name of the applicant

//




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR FERMIT- 01/2017 Edition

SECTION II. DISCONTINUATION

This Section is applicable to the discontinuation of a health care facility maintained by a
State agency. NOTE: If the project is solely for discontinuation and if there is no
project cost, the remaining Sections of the application are not applicable.

Type of Discontinuation

[ Discontinuation of an Existing Health Care Facility

= Discontinuation of a category of service

Criterion 1110.130 - Discontinuation

READ THE REVIEW CRITERION and provide the following information:
GENERAL INFORMATION REQUIREMENTS
1. Identify the categories of service and the number of beds, if any that are to be discontinued.

2. Identify all of the other clinical services that are to be discontinued.
3. Provide the anticipated date of discontinuation for each identified service or for the entire facility.
4. Provide the anticipated use of the physical plant and equipment after the discontinuation occurs.

5. 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.

6. For applications involving the discontinuation of an entire facility, provide 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 90 days
following the date of discontinuation.

7. Upon a finding that an application to close a health care facility is complete, the State Board shall
publish a legal notice on 3 consecutive days in a newspaper of general circulation in the area or
community to be affected and afford the public an opportunity to request a hearing. If the
application is for a facility located in a Metropolitan Statistical Area, an additional legal notice
shall be published in a newspaper of limited circulation, if one exists, in the area in which the
facility is located. If the newspaper of limited circulation is published on a daily basis, the
additional legal notice shall be published on 3 consecutive days. The legal notice shall also be
posted on the Health Facilities and Services Review Board's web site and sent to the State
Representative and State Senator of the district in which the health care facility is located. In
addition, the health care faciiity shall provide notice of closure to the local media that the health
care facility would routinely notify about facility events.

8. Provide attestation that the facility provided the required notice of the facility or category of
service closure to local media that the heaith care facility would routinely notify about facility
events. The supporting documentation shall include a copy of the notice, the name of the local
media outlet, the date the notice was given, and the resuilt of the notice, e.g., number of times
broadcasted, written, or published. Only notice that is given to a local television station, local
radio station, or local newspaper will be accepted.

SSUB COE - SNF PED DISCON.
2017




ILLINCIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATICN FOR PERMIT- 01/2017 Edition

REASONS FOR DISCONTINUATION

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

1.

iIMPACT ON ACCESS

Document that the discontinuation of each service or of the entire facility and whether or not it
will 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.

APPEND DOCUMENTATION AS ATTACHMENT 10, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM.

SSUB COE - SNF PED DISCON.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

SECTION lll. BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES
N/A Discontinuation of service

- INFORMATION REQUIREMENTS

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

Background

READ THE REVIEW CRITERION and provide the following required information:
BACKGROUND OF APPLICANT

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

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

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

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

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

Criterion 1110.230 — Purpose of the Project, and Alternatives (Not applicable to
Change of Ownership)

PURPOSE OF PROJECT

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

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

3. identify the existing problems or issues that need to be addressed as applicable and appropriate
for the project.

4. Cite the sources of the documentation.

S$SUB COE - SNF PED DISCON.
2017
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

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

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

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

NOTE: Information regarding the “Purpose of the Project” will be included in the State Board
Report.

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

ALTERNATIVES
1) identify ALL of the alternatives to the proposed project:
Alternative options must include:
A) Proposing a project of greater or lesser scope and cost;
B) Pursuing a joint venture or similar arrangement with one or more
providers or entities to meet ail or a portion of the project’s intended

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

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

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

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

APPEND DOCUMENTATION AS ATTACHMENT 13, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM.

SSUB COE - SNF PED DISCON.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition
SECTION IV. SERVICE SPECIFIC REVIEW CRITERIA (Neonatal Intensive Care
Services Only) N/A Discontinuation of service

Criterion 1130.531 Requirements for Exemptions for the Establishment or
Expansion of Neonatal Intensive Care Service and Beds

This Section is applicable to all projects proposing the establishment, or expansion of Neonatal
Intensive Care Service that are subject to CON review, as provided in the lllinois Health
Facilities Planning Act [20 ILCS 3960]. It is comprised of information requirements, as well as
charts for the service, indicating the review criteria that must be addressed for each action
(establishment, expansion and modernization). APPLICABLE TO THE CRITERIA THAT MUST
BE ADDRESSED:

A. Criterion 1130.531 - Neonatal Intensive Care Services

1. Applicants proposing to establish, expand and/or modernize the Neonatal Intensive Care
categories of service must submit the following information:

2. Indicate bed capacity changes by Service: Indicate # of beds changed by action(s):

# Existing # Proposed
Category of Service Beds Beds

[0 Neonatal Intensive Care

3. READ the applicable review criteria outlined below and submit the required
documentation for the criteria:

APPLICABLE REVIEW CRITERIA Establish | Expand
1130.531(a) - A description of the project that identifies the location X X

of the neonata! intensive care unit and the number of neonatal

intensive care beds proposed, .

1130.531(b) - Verification that a final cost report will be submitted to X X

the Agency no later than 90 days following the anticipated project
completion date;

1130.531(c) - Verification that failure to complete the project within X X
the 24 months after the Board approved the exemption will invalidate
the exemption.

APPEND DOCUMENTATION AS ATTACHMENT 14, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM.
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SECTION V. CHANGE OF OWNERSHIP (CHOW) N/A Discontinuation of service

1130.520 Requirements for Exemptions Involving the Change of Ownership of a
Health Care Facility

1. Prior to acquiring or entering into a contract to acquire an existing health care facility, a
person shall submit an application for exemption to HFSRB, submit the required
application-processing fee (see Section 1130.230) and receive approval from HFSRB.

2. If the transaction is not completed according to the key terms submitted in the exemption
application, a new application is required.

3. READ the applicable review criteria outlined below and submit the required
documentation (key terms} for the criteria:

APPLICABLE REVIEW CRITERIA CHOW
1130.5620(b)(1)}{A) - Names of the parties X
1130.520(b)(1)(B) - Background of the parties, which shall X

include proof that the applicant is fit, willing, able, and has the
qualifications, background and character to adequately provide a
proper standard of health service for the community by certifying
that no adverse action has been taken against the applicant by
the federal government, licensing or certifying bodies, or any
other agency of the State of lllinois against any heaith care
facility owned or operated by the applicant, directly or indirectly,
within three years preceding the filing of the application.

1130.520(b)(1)(C) - Structure of the transaction X

1130.520(b)(1}(D) - Name of the person who will be licensed or
certified entity after the transaction

1130.520(b)(1)(E) - List of the ownership or membership X
interests in such licensed or certified entity both prior to and after
the transaction, inciuding a description of the applicant's
organizational structure with a listing of controlling or subsidiary

persons.

1130.520(b)(1)(F) - Fair market vaiue of assets to be X
transferred.

1130.520(b)}(1)(G) - The purchase price or other forms of X
consideration to be provided for those assets. [20 ILCS

3960/8.5(a})]

1130.520(b)(2) - Affirmation that any projects for which permits X

have been issued have been compieted or will be completed or
altered in accordance with the provisions of this Section

1130.520(b)(2) - If the ownership change is for a hospital, X
affirmation that the facility will not adopt a more restrictive charity
care policy than the policy that was in effect one year prior to the
transaction. The hospital must provide affirmation that the
compliant charity care policy will remain in effect for a two-year
period following the change of ownership transaction

SSUB COE - SNF PED DISCON.
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1130.520(b)(2) - A statement as to the anticipated benefits of X
the proposed changes in ownership to the community

1130.520(b)(2) - The anticipated or potential cost savings, if X
any, that will result for the community and the facility because of
the change in ownership;

1130.520(b)(2) - A description of the facility's quality X
improvement program mechanism that will be utilized to assure
| quality control;

1130.520(b)(2) - A description of the selection process that the X
acquiring entity will use to select the facility's governing body;

1130.520(b){(2) - A statement that the applicant has prepared a X
written response addressing the review criteria contained in 77 [li.
Adm. Code 1110.240 and that the response is available for public
review on the premises of the heaith care facility

1130.520(b)(2)- A description or summary of any proposed X
changes to the scope of services or levels of care currently
provided at the facility that are anticipated to occur within 24
months after acquisition,

Application for Change of Ownership Among Related Persons

When a change of ownership is among related persons, and there are no other changes being proposed
af the health care facility that would otherwise require a permit or exemption under the Act, the applicant
shall submit an application consisting of a standard notice in a form set forth by the Board briefly
explaining the reasons for the proposed change of ownership. [20 ILCS 3960/8.5(a)]

APPEND DOCUMENTATION AS ATTACHMENT 15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM.
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VI. 1120.120 - AVAILABILITY OF FUNDS (Neonatal Intensive Care Services only)
N/A Discontinuation of service

The applicant shall document that financial resources shall be available and be equal to

or exceed the estimated total project cost plus any related project costs by providing

evidence of sufficient financial resources from the following sources, as applicable

[Indicate the dollar amount to be provided from the following sources]:

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 surnmary of the anticipated pledges showing anticipated
receipts and discounted value, estimated time table of gross receipts and related fundraising
expenses, and a discussion of past fundraising experience.

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

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

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

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

3) For morigages, a Ietter from the prospective lender attesting to the
expectation of making the loan in the amount and time indicated, inciuding
the anticipated interest rate and any conditions associated with the
mortgage, such as, but not limited to, adjustable interest rates, balioon
payments, etc,;

4) For any lease, a copy of the lease, including all the terms and conditions,
including any purchase options, any capital improvements 1o the property
and provision of capital equipment;

5) For any option to lease, a copy of the option, including ail terms and
conditions.
e) Governmental Appropriations - a copy of the appropriation Act or ordinance accompanied by a

statement of funding availability from an official of the governmental unit. If funds are to be made
available from subsequent fiscal years, a copy of a resalution or other action of the governmental
unit attesting to this intent;

f) 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 Saurces - verification of the amount and type of any other funds that will be
used for the project.

TOTAL FUNDS AVAILABLE

APPEND DOCUMENTATION AS ATTACHMENT 16, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF
THE APPLICATION FORM.
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SECTION VII. 1120.130 - FINANCIAL VIABILITY N/A Discontinuation of service
All the applicants and co-applicants shall be identified, specifying their roles in the
project funding or guaranteeing the funding (sole responsibility or shared) and
percentage of participation in that funding.

Financial Viability Waiver

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

1. “A" Bond rating or better

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

3. 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

4. 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 17, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM.

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

Historical 3 Years Projected

Enter Historical and/or Projected
Years:

Current Ratio

Net Margin Percentage

Percent Debt to Tota!
Capitalization

Projected Debt Service
Coverage

Days Cash on Hand

Cushion Ratio

Provide the methodology and worksheets utilized in determining the ratios detailing the
calculation and applicable line item amounts from the financial statements. Complete a
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 18, IN NUMERICAL ORDER AFTER THE LAST PAGE OF
THE APPLICATION FORM.
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SECTION VII1.1120.140 - ECONOMIC FEASIBILITY N/A Discontinuation of service

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

1)

2)

1)

2)

3)

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:

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

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

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

B) Borrowing is less costly than the liquidation of existing 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 criterion is applicable only to projects that involve debt financing. The applicant
shall document that the conditions of debt financing are reasonable by submitting a
notarized statement signed by an authorized representative that attests to the
following, as applicable:

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

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

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

C. Reasonableness of Project and Related Costs
Read the criterion and provide the following:
1, Identify each department or area impacted by the proposed project and provide a cost

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

SSUB COE - SNF PED DISCON.
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COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B C D E F G H
Department Total
(list below) Cost/Square Gross Sq. Ft. | Gross Sq. Ft. | Const. $ | Mod. $ Cost
Foot  New New Mod. (AxC) | (BXE) | (G+H)
Mod. Circ* Circ.*
Contingency
TOTALS

* Include the percentage (%) of space for circulation

D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars per
equivalent patient day or unit of service) for the first full fiscal year at target utilization but no
more than two years following project completion. Direct cost means the fully allocated costs
of salaries, 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

ears following project completion.
APPEND DOCUMENTATION AS ATTACHMENT 19, IN NUMERIC SEQUENTIAL ORDER AFTER THE L.AST PAGE OF THE
APPLICATION FORM.

SECTION IX. SAFETY NET IMPACT STATEMENT (DISCONTINUATION ONLY)

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for
ALL SUBSTANTIVE PROJECTS AND PROJECTS TO DISCONTINUE STATE-OWNED HEALTH
CARE FACILITIES [20 ILCS 3960/5.4):

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 another provider or health care system to cross-su bsidize safety
net services, if reasonably known to the applicant.

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

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

1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care
provided by the applicant. The amount calculated by hospital applicants shall be in accordance with the
reporting requirements for charity care reporting in the Ilfinois 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 Iffinois Department of Public Health regarding
“Inpatients and Outpatients Served by Payor Source” and “Inpatient and Qutpatient Net Revenue by
Payor Source" as required by the Board under Section 13 of this Act and published in the Annual
Hospital Profile.

SSUB CDE - SNF PED DISCON.
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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 40.

Safety Net Information per PA 96-0031

CHARITY CARE
Charity (# of patients) Year Year Year
Inpatient
Qutpatient
Total
Charity {cost In
dollars)
Inpatient
Outpatient
Total
MEDICAID
Medicald {(# of Year Year Year
patients)
Inpatient
Qutpatient
Total
Medicaid (revenue)
Inpatient
Qutpatient
Total

| APPEND DOCUMENTATION AS ATTACHMENT 20, IN NUMERIC SEQUENTIAL OROER AFTER THE LAST PAGE OF THE

APPLICATION FORM.
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SECTION X. CHARITY CARE INFORMATION (CHOW ONLY)

N/A Discontinuation of service

1.

Charity Care information MUST be furnished for ALL projects [1120.20(c}].

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.

If the applicant owns or operates one or more facilities, the reporting shall be for each
individual facility located int lllinois. If charity care costs are reported on a consolidated basis,
the applicant shall provide documentation as to the cost of charity care; the ratio of that charity
care to the net patient revenue for the consolidated financial statement; the allocation of charity
care costs; and the ratio of charity care cost to net patient revenue for the facility under review.

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 41.

CHARITY CARE
Year Year Year

Net Patient Revenue
Amount of Charity Care
{charges)

Cost of Charity Care

APPEND DCCUMENTATION AS ATTACHMENT 21, N NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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After paginating the entire completed application indicate, in the chart below, the page

numbers for the included attachments:

APPLICATION FOR PERMIT- 01/2017 Edition

ATTACHMENT

NO.

INDEX OF ATTACHMENTS

PAGES

Applicant |dentification including Certificate of Good Standing

26

Site Ownership

29

Lo N =

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

31

i

Organizational Relationships (Organizational Chart} Certificate of
Good Standing Efc.

34

Flood Plain Requirements

Historic Preservation Act Requirements

Project and Sources of Funds Itemization

Financial Commitment Document if required

Cost Space Requirements

Discontinuation

Background of the Applicant

Purpose of the Project

Alternatives to the Project

Service Specific:

Neonatal Intensive Care Services

Change of Ownership

Financial and Economic Feasibility:

Availability of Funds

Financial Waiver

Financial Viability

Economic Feasibility

Safety Net Impact Statement

Charity Care information
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)

Non-profit Corporation O Partnership

For-profit Corporation O Governmental

Limited Liability Company ] Sole Proprietorship O
Other

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

standing.
Partnerships must provide the name of the state in which they are organized and the name

and address of each partner specifying whether each is a general or limited partner.

; APPENO OOCUMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
 APPLICATION FORM. B

See Aftachment 1, Exhibits‘1 and 2.
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File Number 1004-695-5

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that
ADVOCATE EEALTH AND HOSPITALS CORPORATION, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON SEPTEMBER 12, 1906, APFEARS
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
£ DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof,1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 14TH

dayof AUGUST AD. 2017

Q) R
Vo f o
by A
Asiteritation & {7Z2E09432 verntatte enill €A/ 1£20 18 Q_‘\M/ m

Fusherticae X
EECRETRAY CE STATE

Attachment # 1
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File Number 1707-692-2

Toall towhom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certifyy that I am the keeper of the records of the Department of

Business Services. I certify that

ADVOCATE HEALTH CARE NETWORK, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON JUNE 14, 1923, APPEARS TO HAVE COMPLED
WITH ALL THE FROVISIONS 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 kereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 14TH

dayof AUGUST AD. 2017

Rz NS ’
AIRNETicabon % T72250F354 verManie uil CarA3I18 M

Autnenticate at HipoTwmw. cybershe ENTE Com

EFCLURETARY OF BTATE
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Site Ownership

Provide this information for each applicable site]

Exact Legal Name of Site Owner: Advocate Health and Hospitals Corporation
Address of Site Owner: 3075 Highland Parkway, Downers Grove, IL 60515

Street Address or Legal Description of the Site:
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof

of ownership are property tax statements, tax assessor’s documentation, deed, notarized
statement of the corporation attesting to ownership, an option to lease, a letter of intent to

lease, or a lease.
APPEND DOCUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER

THE LAST PAGE OF THE APPLICATION FORM.

Attachment # 2
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:,"|:® Advocate Health Care

3075 Highland Parkway, Suite 600 || Downers Grove, llinois 60515 || T £30.572.9393|| advocatehealth.com

August 14, 2017

Ms. Courtney Avery
Administrator

Health Facilities and Services Review Board

525 W. Jefferson Street, Second Floor
Springfield, IL. 62761

RE: Advocate South Suburban Hospital

Certificate of Exemption

Discontinuation of Long Term Care and Pediatrics Categories of Service

Dear Ms. Avery:

This attestation letter is submitted to indicate that Advocate Health and Hospitals
Corporation owns the Advocate South Suburban Hospital site.

We trust this attestation complies with the Proof of Ownership requirement indicated in the

Certificate of Exemption Permit Application — January 2017 edition.

Respectfully,

Y Ll

William Santulli
Executive Vice President/COO
Advocate Health Care

Notarization:
Subscribed and sworn to before me

Thys 26 day of W 'h 2017
yehin (5. beedeer
Signature of Notary

OFFICIAL SEAL
CRISTIN G FOSTER
NOTARY PUBLIC, STATE OF ILLINGIS
My Commission Expires Mar 4, 2019

A faith-based health system serving individoals, families and communities
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Operating Identity/Licensee
Provide this information for each applicable facility and insert after this page.]

Exact Legal Name: : Advocate Health and Hospitals Corporation dfb/a Advocate South Suburban

Hospital
Address: 17800 South Kedzie Avenue, Hazel Crest, IL 60429
] Non-profit Corporation O Partnership
] For-profit Corporation O Governmental
O Limited Liability Company ] Sole Proprietorship ]
Other
o Corporations and limited liability companies must provide an lllinois Certificate of Good
Standing.
o Partnerships must provide the name of the state in which organized and the name and address
of each partner specifying whether each is a general or limited partner.
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.
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File Number 1004-695-5

To all to whom these Presents Shall Comne, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that Iam the keeper of the records of the Department of

Business Services. I certify that
ADVOCATE HEALTH AND HOSPITALS CORPORATION, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON SEPTEMBER 12, 1006, APFEARS
TO HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT
CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set

tny hand and cause to be affixed the Great Seal of
the State of Nlinois, this  14TH

dayof AUGUST A.D. 2017

. iy .
AN L A
Aatheration & 1722503434 vematte il O/ 14018 QM m

Atteeticste ot
SECRETARY OF STATE
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File Number 1707-692-2

Toall towhom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of llinois, do hereby .
certifyy that I am the keeper of the records of the Department of

Business Services. I certify that

ADVOCATE HEALTH CARE NETWORK. A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON JUNE 14, 1923, APFEARS 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 ILLINOE.

InTestimony Whereof, I hereto set

my hand and cause to be affived the Great Seal of
the Stafe of Minois, this 14TH

dayof AUGUST A.D. 2017

WG TR Y
R TR A
[rth o S et Fl
Fatnerficaton & TTZ2E01204 verTlatie wntl SAN4TZ050 M m’@

AEpericae . AT CYDERSHVERTONG OO

SEELRETARY OF §TATE
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Qrganizational Relationships

Provide (for each applicant) an organizational chart containing the name and relationship of any person
or entity who is related (as defined in Part 1130.140). |f 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. i _ .
APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER

THE LAST PAGE OF THE APPLICATION FORM.

See Attachment #4, Exhibit #1.
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9.

10.

1.

12.

13.

14,

15.

16.

GENERAL INFORMATION REQUIREMENTS

Identify the categories of service and the number of beds, if any, that are to be
discontinued.
Long Term Care, 41 beds, and Pediatric, 10 beds

Identify all of the other clinical services that are to be discontinued.
No clinical services will be discontinued.

Provide the anticipated date of discontinuation for each identified service or for the entire
facility.
As soon as the certificate of exemption is granted

Provide the anticipated use of the physical plant and equipment after the discontinuation
occurs.
The patient rooms will be used to provide more private rooms for medical/
surgical beds. No new beds will be added but will be relocated from multiple-bed

rooms.

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.

The medical records will be maintained with the rest of Advocate South
Suburban Hospital’s patient records in accordance with record retention policies.

For applications involving the discontinuation of an entire facility, provide 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
90 days following the date of discontinuation. N/A

Upon a finding that an application to close a health care facility is complete, the State Board
shall publish a legal notice on 3 consecutive days in a newspaper of general circulation in
the area or community to be affected and afford the public an opportunity to request a
hearing. If the application is for a facility located in a Metropolitan Statistical Area, an
additional legal notice shall be published in a newspaper of limited circulation, if one exists,
in the area in which the facility is located. If the newspaper of limited circulation is published
on a daily basis, the additional legal notice shall be published on 3 consecutive days. The
legal notice shall also be posted on the Health Facilities and Services Review Board's web
site and sent to the State Representative and State Senator of the district in which the health
care facility is located. In addition, the health care facility shall provide notice of closure to
the local media that the health care facility would routinely notify about facility events.

Copies of the printed notices and letters to the State Representative and Senator
are included as exhibits 1,2, 3, 4, and 5.

Provide attestation that the facility provided the required notice of the facility or category
of service closure to local media that the health care facility would routinely notify about
facility events. The supporting documentation shall include a copy of the notice, the name
of the local media outlet, the date the notice was given, and the result of the notice, e.g.,
number of times broadcasted, written, or published. Only notice that is given to a local
television station, local radio station, or local newspaper will be accepted.

See attached information as printed in the Daily Southtown newspaper.
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REASONS FOR DISCONTINUATION

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

IMPACT ON ACCESS

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

area.

4. 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.

APPEND DOCUMENTATION AS ATTACHMENT 10, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM.
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%‘@) Advocate South Suburban Hospital

17800 South Kedzie Avenue [| Harel Crest, BL 60422 || T 708.799.8000 |} advocotehealth.com

- e

August 30, 2017

Representative Al Riley
3649 W. 183" St., Suite 102
Hazet Crest, IL 60429

Re: Discontinuance of Long Term Care and Pediatrics Beds at
Advocate South Suburban Hospital

Dear Representative Riley:

This letter is to let you know that Advocate South Suburban Hespital intends to discontinue
the authorized bed categories of service for its forty one (41) bed long term care and ten (10)
bed pediatric inpatient services. The discontinuance is pending approval by the Illinois Health
Facilities and Services Review Board (HFSRB).

Advocate South Suburban Hospital believes that right-sizing its complement of inpatient beds
is important to meet community needs and be prudent stewards of health care resources. The
need for long term care is adequately met in the area nursing homes. Likewise, the demand of
pediatrics beds has shifted to larger facilities with a full array of pediatric specialists.

The greater need at South Suburban is for private rooms for the medical-surgical patients.
This proposed change will provide more single occupancy rather than the cument
predominantly dual occupancy inpatient rooms. Single occupancy rooms have been
demonstrated previously as being advantageous in limiting the spread of infection, enhancing
patient privacy, and promoting an environment of heafing. As more patients shift to outpatient
care, the mix of remaining inpatients becomes more complex requiring the private rooms to
manage their care.

The Hospital plans to submit the required Certificate of Exemption application to the HFSRB

to be considered by November 14, 2017. A copy of the application will be posted on the

HFSRB website at:
https:/iwww.illinois.povisites/hfsth/Projects/PapesfCom

For additional informetion, contact me at (708) 213-3002 or Joseph Newsome, (708) 213-
1696, at Advocate South Suburban Hospital.

Sincerely,

e

Richard Heim
President

A fokth-tasad heaith system serving indivicunls. (omilies and communities
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1{“'.3 Advocate South Suburban Hospital

17800 South Kedzle Avenue || Hazet Crest, IL 60429 {| T 708.799.8000 || advocatehealth.com
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August 30, 2017

Senator Michael E, Hastings
B13 School Road
Matteson, IL 60443

Re: Discontinuance of Long Term Care and Pediatrics Beds at
Advocate South Suburban Hospital

Dear Senator Hastings:

This letter is to let you know that Advocate South Suburban Hospital intends to
discontinue the authorized bed categories of service for its forty one (41) bed long term
care and ten (10) bed pediatric inpatient services. The discontinuance is pending
approval by the illinois Health Facilities and Services Review Board (HFSRB).

Advocate South Suburban Hospital believes that right-sizing Its complement of inpatient
beds is tmportant to meet community needs and be prudent stewards of health care
resources. The need for long term care is adequateiy met in the area nursing homes,
Likewise, the demand of pediatrics beds has shifted to larger facilities with a full array of
pediatric specialists.

The greater need at South Suburban is for private rooms for the medical-surgical
patients. This proposed change will provide more single occupancy rather than the
current predominantly dual occupancy inpatient rooms. Single eccupancy rooms have
been demonstrated previously as being advantageous in limiting the spread of infection,
enhancing patient privacy, and promoting an environment of healing. As more patients
shift to outpatient care, the mix of remaining inpatients becomes more complex
requirlng the private rooms to manage their care.

The Hospital plans to submit the required Certificate of Exemption application to the
HFSRB to be considered by November 14, 2017. A copy of the application will be posted

on the HFSRB website at:
: AHinois.gov/si hfsrb/Proj P mpA

For additional information, contact me at (708) 213-3002 or Joseph Newsome, (708)
213-3696, at Advocate South Suburban Hospital.

Sincerely,
s

Richard Heim
President

A fatth-based health system serving individuats. famikies and communities
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REASONS FOR DISCONTINUATION

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

The primary reason that Advocate South Suburban Hospital is secking to discontinue offering
long term care and pediatrics services is based on the need to have more space to place medical
surgical beds in single occupancy rooms. The advantages of private rooms are well documented.
Currently the Hospital has 184 of its 197 medical surgical beds or 93% in dual occupancy rooms
which has limited the flexibility to fully utilize them.

An analysis of the use of the beds was made for the calendar year 2016. There were 1,899
instances of beds being blocked. Of these, 1396 were directly related to patient select conditions.
The total time those beds were blocked added up to 3,681 days a bed was not available. Selected
patient care associated reasons that beds were blocked included the following:

Expired Patient 6
Isolation 1,254
Medical Issues 37
Neutropenia (fow white cell count) 61
Police Arrest, Private 10
Suicidal (needing a sitter) 28

Total Instances | 1,396

That represented 73% of the total 1,899 blocked beds. In addition to the patient care reasons,
there were times during the year when other circumstances blocked the whole room so both beds
were not available, such as an air-handler replacement project (18 times beds blocked) and
maintenance (254 times beds blocked).

In 2016, the Emergency Department experienced 50,039 visits. Of those, 4.9% (2,452 patients)
left without being treated due to increased Emergency Department wait times. Additionally, the
Emergency Department experienced 913 hours of peak census and 213 hours of by-pass in 2016.
The average conversion from an emergency department visit to an admission is 0.65. Missed
opportunities for patient admissions due to being on by-pass was 139.

It is evident that by increasing the availability of private rooms that will decrease the amount of
blocked beds, thus improving Emergency Department throughput. When beds are not available,
peak census conditions directly impact Emergency Department throughput Ieading to increased
Emergency Room waiting times, increased Emergency Department boarding, and ultimately, the
Emergency Department must go on by-pass and divert emergency patients to other facilities.
Currently there are only 13 medical surgical beds in private rooms. This proposed change will
open up 31 rooms (21 long term care rooms and 10 pediatric rooms) to provide more single
occupancy rather than the current predominantly dual occupancy medical surgical rooms. By
taking a bed out of the dual occupancy room and moving it to a single occupancy room, there
will be 13 + (31x2) = 75 medical surgical patients in single occupancy (private) rooms.

Single occupancy rooms have been derionstrated previously as being advantageous in limiting”
the spread of infection, enhancing patient privacy, and promoting an environment of healing. As
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more patients shift to outpatient care, the mix of remaining inpatients becomes more complex
requiring the private rooms to manage their care.

Advocate South Suburban Hospital believes that right-sizing its complement of inpatient beds is
important to meet community needs and be prudent stewards of health care resources. The need
for long term care is adequately met in the area nursing homes. Likewise, the demand of
pediatrics beds has shifted to larger facilities with a full array of pediatric specialists. That has
been demonstrated in the fact there have been no pediatric admissions in 2017. The proposed
change will not result in any deficit in long term or pediatric care and will improve the medical
surgical patients’ care.
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% Advocate South Suburban Hospital

17800 South Kedxle Avenuve || Hazel Crest, IL 60429 || T 708.799.8000 || advocatehealth.com

August 9, 2017

Certified Mail .

Administrator
Facility
Address

City, State

Request for Impact Statement

Dear Administrator:

This letter is to inform you that Advocate South Suburban Hospital is secking a Certificate of
Exemption from the Ilinois Health Facilities and Services Review Board to discontinue its long
term care (LTC) category of service and its 41 LTC beds. The anticipated date of closure is
September 30, 2017.

In 2015, Advocate South Suburban Hospital admitted 795 LTC patients who received 9,908 days
of inpatient care. In 2016, there were 820 LTC paticnts admitted and 9,278 days of inpatient
care. Between January 1 and June 30, 2017, there were 368 patients admitted and 4,220 days of
inpatient care for an average length of stay of 11.5 days.

The purpose of this letter is to inquire whether your facility has or will have available capacity to
accommodate & portion or all of the experienced caseload. In addition, please indicate whether
any restrictions or limitations preclude providing service to the residents of Advocate South
Suburban Hospital's market area.

Please respond within 15 days of rceciving this letter. Failure to respond within the prescribed
15-day response period shall constitute a non-rebuttable assumption that the discontinuation will
not have an adverse impact on your facility.

Thank you for your consideration of this request,

Sineerely, -

Richard Heim

President
SSUB COE - SNF PED DISCON. Attachment # 10
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Receipt
LTC FACNAME ADDRESS CITY page
Aperion Care Chicago Heights 490 West 16th Place Chicago Heights 77
Aperion Care Midlothian 3249 West 147 Street Midlothian 74
Bria of Chicago Heights 120 West 26th Street S Chicago Hts 73
Generations at Applewood 21020 Kostner Avenue Matteson 67
Glenshire Nsg & Rehab Centre 22660-South Cicero Ave Richton Park 71
Heather Healthcare Center 15600 Honore Ave Harvey 66
Manorcare of Homewocod 940 Maple Avenue Homewood 64
Pine Crest Health Care 3300 West 175th Street Hazel Crest 70
Prairie Manor Nsg & Rehab Ctr 345 Dixie Highway Chicago Heights 72
Providence Palos Heights 13259 South Central Ave Palos Heights 70
South Suburban Rehab Center 19000 Haisted Street Homewood 63
Symphony of Crestwood 14255 South Cicero Ave Midlothian 75
The Vvilla at South Holland 16300 Wausau Street South Holland 65
Windmill Nursing Pavilion 16000 South Wabash South Holland 68
Windsor Estates Nursing & Rehab | 18300 South Lavergne Ave [ Country Club Hills | 1 74

No nursing homes reported any expected adverse impact. Rather, five of the facilities listed above
indicated they could accommodate patients from Advocate South Suburban Hospital. See the
following letters. In addition, a letter was received from St. James Manor, 1251 E. Richton Rd,
Crete, IL 60417 after they learned of the proposed discontinuation, expressing a willingness to

take patient referrals.
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Sabrina Garth, Nurse

‘' Direrior of Business Devedopment
Cefl For
708 646 8358 F0B5E9 1381
Adtdrass E-mail
16300 Wausau Avenue spoarthirviiahe com
South Hokand, L 60473

We make people better, ! wwwwlighc com

My, Richard Heim

Advocate South Suburhan Hospital
17300 South Kedzle Ave.

Hazel Crest, illincis 60429

RE: impact Statement

Dear Mr. Heim,

As the Administrator of the Villa at South Holland, i have always enjoyed sharing a warm collegial
relationship with you and your organization. Several physiclans from your medical staff are also members
of my medical staff which has allowed us to create a seamless transition of care from your hospital to our
skilled care facility. Also as a proud member of your Post-Acute Care Network | have enjoyed working
collaboratively with your team to improve our joint patient outcomes.

We are ready, willing, and able to accept your patients in to our fadiiity as you close your skifled care
unit. | promise ta continue to provide exceptionai care and outstanding service to those patients because
everything we do s rooted in making peopie better. Please let me know how we can be of assistance to
you during this transition.

1 wish you continued success in your future endeavorsl
Sincerely,
Susan Ahlgren RN/MSN/LNHA
Executive Administrotor

Phone: (708) 225-6130

Ernail: Sahlgren@villahc.com

16390 Wausau Avenca  South Ho and 650473 P 70B 596 5500 F 108 356 3527 { www v Fastsoutahotand com V

APPLICATION FOR PERMIT- 01/2017 Edition
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\))Z PROVIDENCE

Healthoare &
Rehabilitavon Center

August 21, 2017

Richard Heim

Advocate South Suburban Hospital
17800 South Kedzie Avenue

Hazel Crest, IL 60429

Response to Letter

Dear Richard:

This letter is in response to the letter we received on August 8, 2017 titled "Request for Impact
Statement”. We here at Providence of Palos Helghts are able to accept a portion of your caseload. We
are a licensed 193 bed Skilled Nursing Facility. We do offer Marianjoy Rehabilitation. Dr. Asad Zaman is
our Madical Director and we have his IMMPACT team managing patients here. We have had great
success with reduring our Re-admission rate with Dr. 2aman and his team managing patients. We do
have admission criteria and would look forward to having our Hospital Nurse Lizison screen any
potential patients.

Please contact me to arrange that at 708-597-1000. Thank you.

Megan Tengers
Administrator

Providence of Palos Helghts
13259 5. Central Ave

Palos Heights, IL 60463

13259 S. Contea) Avenue - Palos Heights, Hlinois 60463
708.597.1000 - 708.189.0990 - . providencclifeservices @ @

PRETDENCE LIS SEPVICES 'S5 A CHASY AN SOI(CHI} HOT FOR FROAT ORGANTAT ON
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HEMTH S(AVICES
of Chicao Heights

Richard Heim, President
Advocate South Suburban Hospital
17800 South Kedzie Ave.

Hazel Crest, IL 60429
August 16, 2007

Dear Mr. Heim,

1 am writing in response te your letter to notify you that Bria of Chicago Heights has the available
capacity to accommodate a portion of the caseload. There are currently na limitations or restrictions
to report, each referral is reviewed on the case by case basis. If you have any further questions you
may contact me at 708-756-5200 or mcarter@briahs.com.

Sincerel V

} Marcita Carter,
|
Administrator
PRIV calth Seer s 120West 26 Steeet. Chivago Hueighas, linoh 60411+ TOST36.5200 » o TORF0R3 42
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HCR ManorCare Health Seevices
9240 Maple Avenue

Hrmuewood, [Hinnts 60430 Manorcare %

7UB.799.0244 T
TUB.79Y. 1505 fax

August 24, 2017

Advocate South Suburban Hospital
17800 South Kedzie Avenue

Hazel Crest, IL 60429

To: Richard Heim

Re: Impact Statement

Thank you for the information provided regarding the discontinuation of Advocate South Suburban
Hospltal's long term care unit. Manor Care of Homewood does have the ability to accommodate the
caseload outlined in your letter. While 2ll admissions are reviewed on a case by case basis, there are
some patient services that the facility does not provide. Thase patients that need: ventilators,
peritoneal dialysis, hemodizlysis and epidurals with external pumps.

Manor Care of Homewood wouid not be adversely impacted by the closure of the LTC unit. Again, thank
you for the opportunity to work with you and the community to provide the needed setvices for our
population,

Please contact me if | can provide further information.
Sincereiy,

Frank P. Troha

Adminlstrator

Manar Care of Homewood

SSUB COE - SNF PED DISCON. Attachment # 10
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NURSING & REHABILITATION CENTER
August 22, 2017

cectifled Mail

Richard Heim- President

Advocate Seuth Suburban Hospital
17800 South Kedrie

Hazel Crest, Ill 60429

19000 S, Tlalsted
flomewood, 1L 60430
- 7089379200

{: TU8.937.7828

Dear President:

This letter is to inform you that South Suburban Nursing and Rehab, has the
available capacity to accommodate a portion or alt of the experienced casefoad.
We do not accept patient's on ventilators.

Accesable 24077 363

Thank you for your consideration.

Sincerely,
Nichole Cale
Administrator

www.southsuburbannursing.com

SSUB COE - SNF PED DISCON. Page 51 Attachment # 10
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ST. JAMES

“C

MANOR {4 VILLAS

'5‘C— irted To

Excetlence In Customer Serwicel”

August 23, 2017

Mr. Richard Heim

Prasident

Advocate South Suburban Hospital
17800 South Kedzie Avenue

Hazei Crest, illinois 60429

Dear Mr. Heim:

This ietter Isin response to the certified letter received regarding the interest in receiving those persons
on your Rehabliitation / LTC caseioad. St. lames Manor and Villas {St. James Wellness Rehab and Villas)
¢an accommodate thase persons in need of such services. Our facllity s a Skitled Nursing Facility and
services both short term and long term service needs with the value of excellent care and customer
service emphasis. St. James Manor and Villas provides ait skilied service needs with the exception of
vent services and In house dialysis. In addition, we will set up transportation services to various
appointments necessary to meet the needs of those we serve. Afinal note is that we have an in- house
cardipiogy program and outpatient therapy availability to the community.

st. James Manar and Villas serves the community as a Continutm Care Retirement Community with an
added component of Assisted Living and Memory Care unit. St. James Manor and Villas is ableto
provide a multiple set of services within the 5t. James Manor and Villas Community. Continuity of care
is maintained with the varlety of services we have to offer.

please feol free to contact me at any time with any guestions or concerns at 708-672-6700.

We look forward to working with you and your organization.

Sincerely,

é,ﬂ_,o_ﬁnw

Sandra L. Erickson

Administrator

1251 E. RECHTON ROAD. CRETE. 1L 60417 101. 708-367-4410

APPLICATION FOR PERMIT- 01/2017 Edition
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% Advocate South Suburban Hospital

17800 South Hedzle Avenue || Hazel Crost, IL 60429 {} T 708.799 £000 || advocatehealth.com

August 9, 2017
Centified Mail

Administrator
Hospital
Address

City. State

Request for Impact Statement

Dear Administrator;

This letier is 10 inform vou that Advocate South Suburban Hospital is seeking a Certificate of
Exemption from the IHinois Health Facilities and Services Review Board to discontinue its
pediatric category of service with its 10 pediatrie beds. The anticipated date of closure is
September 30, 2017,

In 2015 Advocate South Suburban Hospital admitted 99 pediatric paticnts and had 423 days of
inpaticnt and obscrvation carc. In 2016 there were 27 pediatric patients admitted and 108 days of
inpaticnt and observation care. There have been no admissions in 2017,

The pirpose of this letter is to inquire whether your hospital has or will have available eapacity

‘ to accommodate a portion or all of the experienced caseload. In addition, please indicate whether
any restrictions or limitations preclude providing service 1o the residents of Advocate South
Sulurban Hospital™s market arca.

Please respond within 15 days of receiving this letier. Failure to respond within the preseribed
15-day response period shall constitute a non-rebuitable assumption that the discontinuation will
not have an adverse impact for your facility.

Thark you for your consideration of this requesl,

Sincerely,

Richard Heim

President
SSUB COE - SNF PED DISCON. Attachment # 10
2017 Page 53 Exhibit # 15




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- 01/2017 Edition

Receipt
Facilities with Pediatric Category of Service Street City St Page
Adventist Hinsdale Hospital 120 North Qak Street Hinsdale IL 71
Advocate Christ Hospital and Medical Center 9500 South Kenneth Ave Qak Lawn IL 73
Advocate Good Samaritan Hospital 3815 Highland Avenue Downers Grove | L 70
Advocate illinois Masonic Medical Center 836 West Wellington Chicago IL 75
Ann & Robert Lurie Children's Hospital of Chicago 2300 Childrens Plaza Chicago IL 78
Elmhurst Memorial Hospital York Rd & Roosevelt Rd Elmhurst IL 72
Ingalls Memorial Hospital One Ingalls Drive Harvey iL 73
Jackson Park Hosp. Foundation 7531 Stony Island Avenue Chicago iL 72
John H. Stroger Hospital of Cook County 1901 West Harrison Street Chicago IL 61
LaRabida Children's Hospital 6501 5. Promontory Drive Chicago IL 62
Little Company of Mary Hospital and Health Care Cntr 2800 West 95th Street Evergreen Park | iL 74
Loyola Health System at Gottlieb 701 West North Avenue Melrose Park IL 77
Loyola University Medical Center/Foster G. McGaw 2160 South 1st Avenue Maywood IL 58
MacNeal Memeorial Hospital 3249 south Oak Park Avenue Berwyn iL 58
Morris Hospital & Healthcare Centers 150 West High Street Morris IL 70
Mount Sinat Hospital Medical Center 1501 § California Ave Chicago IL 77
Norwegian American Hospital 1044 North Francisco Avenue Chitago IL 59
Palos Community Hospital 12251 South 80th Avenue Palos Heights IL 73
Presence Resurrection Medical Center 7435 West Talcott Avenue Chicago IL 76
Presence Saint Joseph Hospital 2900 North Lake Shore W Chicago IL 75
Presence Saint Joseph Medical Center 333 North Madison Street Joliet 18 76
Presence Saint Mary's Hospital 500 West Court Street Kankakee IL 71
Rush University Medical Center 1653 West Congress Parkway Chicago iL 74
Saint Mary Of Nazareth Hospital 2233 West Divison Street Chicago iL 60
Shriner's Hospitals for Children 2211 North Oak Park Elmwood Park iL 76
Silver Cross Hospital 1900 Silver Cross Boulevard New Lenogx IL 69
St. Anthony Hospital 2875 West 16th Street Chicago IL 69
St. Bernard Hospital 326 West 64th Street Chicago iL 71
Swedish Covenant Hospital 5145 North California Avenue Chicago 1L 76
University Of Chicago Medical Center 5841 South Maryland Chicago IL 69
University of Hlinois Hospital 1740 West Taylor Avenue Chicago IL 72
VHS West Suburban Medical Center 622 North Austin Ave Qak Park IL 69
VHS Westlake Hospital 1225 W Lake St Melrose Park IL 77

No hospitals reported any expected adverse impact from Advocate South Suburban Hospital
discontinuing pediatrics category of service. Rather, two of the facilities listed above indicated
they could accommodate pediatric patients from Advocate South Suburban Hospital. See the

following two letters.
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@ Presence’
Saint Joseph Medical Center

August 16, 2017

Mr. Richard Heim

President

Advocate South Suburban Hospital
17800 South Kedzie Avenue

Hazei Crest, I 60428

Dear Mr. Heim:

In response to your request for impact statement dated August 8, 2017, please accept
this letter as notification that Presence Saint Joseph Medicai Center has the capacity o
accommodate and serve your pediatric population in our emergency depariment and our
13-bed pediatric unit.

There are no known restrictions or iimitations that we are aware of for the residents in
the said morket area. Presence Salnt Joseph Medical Center has a skilled and
competent group of padiatric hospitalists that serve our patients, and we welcome your
residents during their time of need.

Plaase fes! frea to contact me directiy, if there are any other questions.

Sinc re]ya

Wack 2 o—Red - MSN

ynedVatson, AN
Interim Chief Nursing Officer

Lw:bep

333 Nerh Madison Sweet, Jolel, Bvnows 80435 15,725 7133
presencehealih.on .

Sponsoiec by Resumechon b sties
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Healthy Driven

Edward-Elmhurst
HEALTH

August 25, 2017

Richard Heim

President

Advocate South Suburban Hospital
17800 South Kedzie Avenue

Hazel Crest, IL 60429

Dear Mr. Heim:

We received your letter notifying Eimhurst Memorial Hospital of Advocate South Suburban
Hospital's intent to file a Certificste of Exemption with the iilinois Health Facilities and Services
Review Board to discontinue its pediatric category of service with ts 10 pediatric beds. Given
the 30 mile distance between South Suburban and Eimhurst Hospitals, and smali number of
pediatric patients seeking care at South Suburban in the last several years with no pediatric
admissions to the hospital In 2017, we do not anticipate any impact, adverse or otherwise, to
Eimburst Memorial Hospital. Elmhurst Hospital currently has excess inpatient pediatric
capacity to handle additional pediatric cases if needed.

We hope this information proves to be usefui as you pursue this project. If you have any
further questions, please contact Cheryl Eck, Associate Vice President, Strategy & Planning, at
331-221-3478.

Sincerely,

C sl Dol

Pameia Duniey
President/CEO

Eimhurst Memorial Hospital
155 E. Brush Hill Road
Etmhurst, iL 60128
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Pages 58-78 of this application contain copies of postal service documentation showing receipt by alf of
the healthcare entities listed on pages 46 and 54 of this application of Advocate South Suburban
Hospital's intent to discontinue its skilled nursing and pediatric categories of service.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

[SENDER: COMPLETE THIS-SLCTION: |
- . LY SR L - TTL kL

v b -

CONPLETE THIS SECHON O DELIVERY

a Completa ttems 1, 2, and 3. Alse complete A, Signatune
ftem 4 il Resticted Dellvery is desirad. XW gagam

R Print your name and rddrass on the raverse ] Addresses
5o that we can mstumn the card to you. 8. Recelved by firfed Name) C. Date of Delfvary

@ Attach this card to tha back of the maliplece,
or on the front It space parmits.

- -

D.Is addrss diiorent from itom 17 3 Yes

1. Anicls Addressed to: 1 YES, enter dolivery sdessbalow: I o

Loyola Uniuersity Medical Center/

Foster G. McGaw
3. Senvico Type

2160 South 1st Avenue .
Q) Cortified Mail* £ Priority Mss Express
Maywood, 1L 60153-0000 ClRepsterst (0] Rtum Recelpt for erchandise

03 Insurect Mall £ Collact an Dolivery

)

{
{
|
1
i
1
!

——t i A bt it

4. Restricted Delivery? (Extra Foe) O ves
2. Artkle Number
(Trastet from servic lebe) 7010 10D OOD2 3349 8275
PS Form 3811, July 2013 Domestic Retum Receipt

[SENDER: cOMPLETETI
— T P

[
R I L e TENCRT Y

8 Complete temns 1, 2, and 3. Also com .

Qagen |

item 4 if Restricted Dellvery is desired.
@ Print your name and addrass on the reverse O Addressen |
50 that we can ratum e cand to you. :
01 Atiach this card fo the back of the malipiece, G- Date of Detivary
or on the frot if space permits.
- . 0. Is daiivery ackiress difterent from tam 17 [ Yea
1. Aitle :
Addrossed to if YES, anter defiviry atdross bolow: (1 No

MacNeal Memorial Hospital
3249 South Oak Park Avenue

—

arrrerrrr——_—

Bervnyn, iL 60402-0000 3. Senica Tiype

O Cartifiad Max® £ Priority Mall Exprass™ 1
0 Ragistorad (3 Rstun Rocelpt for Merchandise
O tnsured Ma [ Collect on Delvecy

4. Rostricted Daolivery? (Exira Fee) O Yes
2. Alicla N
gm""m@m 7010 1060 D002 3L49 80k0
PS Form Gy 2018 ' Dornestic Return Rocetot
SSUB COE - SNE PED DISCON. Page 58
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

USPS.com® - USPS Tracking® Results Pape 1 of 4

U.S. Posial Service -
CERTIFIED MAIL... RECEIPT

(Damesiic Mail Only No insurance Coverage Provided)

For dellvery Inlormat:on visit cor webglle 8l WWW.USPE.CO™y

USPS Tracking’ Results OEFICIAL USE

FAQs

Track Another Pac

7030 10LD OOD2 3149 8008

Tracking Number: 70101060000231498008

] b ) Delivered

Updated Delivery Day: Monday, August 14, 2017 ©

Product & Tracking Information See Available Actions
Postal Praduct: Features:
Certifiad Mail™
DATE & TIME STATUS OF (TEM LOCATION
August 14, 2017, 10:29 am Delivered, Loft with CHICAGO, IL 60622
Individual
S

Your ilem was delivered to an individual at the address at 10:29 am on August 14, 2017 in
CHICAGO, IL 60622.

August 14, 2017, 9:18 am In Transit to Destination ON TS WAY TO
CHICAGQ, IL 60622

August 14, 2017, 7:18 am Asrived at Unit CHICAGO, IL 60622

htips://taols.usps.com/go/TrackConfirmAction?iRef=fullpage &Lc~28&text287 77=&tLabe... 8/29/2017

sds
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iLLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

USPS.com® - USPS Tracking® Results Page 1 of 4

U5, Postal Service
CERTIFIED MAIL RECEIPT

US S T k- L R I ? (Domcsr."sMa:‘rOn.'y;h'ufnsumnceCovcragePrawdcr.‘)
P rac In esu ts L Forde‘lvzn-Informa'.-nn\-isituurwebsllenlwww.usps.:um-
? .| OFFICIAL USE |
E Postage | § ﬁ&
[
B somissre "";‘.';.'."“ @w
Track Another Pz © . N
g -
=]
A
=1
~
o
'\
Tracking Number: 70101060000231498145

PG Eprpt JAM ADGLC VRCL

)  ; ) Delivered

Product & Tracking Information See Avallabie Actions
Postal Product: Features:
Cortified Mail™
DATE & TIME STATUS OF ITEM LOCATION
August 25, 2017, 1:02 pm Dellvered, individual CHICAGO, IL. 60622
Picked Up at Postal
Facility
S

Your item was picked up &t a postal facility at 1:03 pm on August 25, 2017 in CHICAGO, iL 60622.

August 25, 2017, 8:12 am Out for Delivery CHICAGO, IL 60622
August 25, 2017, B:02 am Sorting Complete CHICAGQO, IL 60622
August 24, 2017, 7:35 am Arrived at Unit CHICAGO, IL 60622

htips:#ools.usps.com/go/TrackConfirmAction?tRef=fullpage&tLc=2& tex128777=&1Labe... 82972017
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

USPS.com® - USPS Tracking® Results Page 1 of 4
U.S. Posial Service
CERTIFIED MAIL RECEIPT
® g {Domestic Mail Only; Wo Insurance Coverage Provided)
USPS TraCk"‘ Resu'ts g For gelnary information wiSH OUr webiSItE 21 WwW LIS E.COMa
g FAC OFFICIAL UE
E Postegt £ U ¥
Cantect Foe
T E & Eieturn Anceip! Fea ép‘;’fuzg)}‘
rack Another Pa o o dm‘"““""__” N
3 E ndorsament Recimad)
.m-'l ToemPosage & Four |
2 [Tagun _sTOORIT
2 Srbiana 190) ) Mo ST, ST STED
Tracking Number: 70101060000231498251 |~ ¢ o( 13-

. dsucesc an o shazlons

PS5 Four JENG Sugues Pt 6

» ) ) Delivered

Product & Tracking Information See Available Actions
Postal Product: Foatures:
Certified Mai™
DATE & TIME STATUS OF ITEM LOCATION
August 15, 2017, 8:16 am Delivared, Left with CHICAGO, IL 60612
Individual
A

Your ltem was deliverad to an individual at the address at 8:16 am on August 15, 2017 in
CHICAGO, IL 60612,

August 14, 2017, 12:08 pm Business Closed CHICAGO, IL 60612

August 14, 2017, 9:36 am In Transit to Destination ON ITS WAY TO
CHICAGO, IL 60612

August 14, 2017, 8:43 am Out for Delivery CHICAGO, IL 60612

https:/itools.usps.com/go/ TrackConfirmActiontRef=fullpage&tLc=2 &1ex(28777=&tLabe...  8/29/2017
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- 01/2017 Edition

USPS.com® - USPS Tracking® Results Page | of 4

U.S. Postal Service-
CERTIFIED MAIL .- RECEIPT

3 {Domestle Mot Only: No Insurance Coverage Provided)
- ® g For dellvery Intormotion v sl our webslle ol www.asps.com;
USPS Tracking Results .| © F F | CIAL USE
FAQs 35
m W\“m
Y Cariilfled Foe
B RS -
Track Another Pa«o
]
~
(=]
=)
=]
rL

Ti’acking NUlleel': ?01 01 060000231 49831 2 PS5 PO 1600 Aw - ? L L RUT R ‘

b ] ) Delivered

Updated Delivery Day: Friday, August 25, 2017 @

Product & Tracking Information See Available Actions
Postal Product Features:
Certified Mall™
DATE & TIME STATUS OF ITEM LOCATION
August 25, 2017, 10:44 am Delivered, To Agent HAZEL CREST, [L 60429
F's

Your ftern has been delivered lo an agent at 10:44 am on August 25, 2017 in HAZEL CREST, IL

60429,
August 25, 2017, 8:32 am Out for Delivery HAZEL CREST, IL 60429
August 25, 2017, 8:22 am Sorting Complete HAZEL CREST, IL60428
August 25, 2017, 8:02 am Arrived at Unit HAZEL CREST, IL 60429

https:/ftools.usps.com/go/TrackConfirmAction\Ref=fullpage&tLc=2&text28777=&(Labe... 8/29/2017
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

USPS.com® - USPS Tracking® Results Page 1 of 4

U.S. Postal Service -

CERTIFIED MAIL.. RECEIPT

{Domestlc Mall Oniy; Na Insurance Coverage Provided)

USPS Tracking’ Results

FAQ

For dellviry IN1orMDUEQR VISIL DUr w5t 8L WwWw.LSeS.cam-.
OFFICIAL USE

Porsge | §

Track Another Pa

7009 2820 0002 184} 2747

Tracking Number: 70092820000218412787

PS Fort 3BOT Al net 700 Se i leversg lee RS Gr §

| ) Delivered

Updated Delivery Day: Monday, August 14, 2017 @

Product & Tracking Information ' See Available Actions
Postai Product: Features:
Certifieg Mall™
DATE & TIME STATUS OF ITEM LOCATION
August 14, 2017, 10:14 am Delivered, Left with HOMEWOOD, IL 60430
Individual
'S

Your item was defivered to an individua! at the address at 10:14 am on August 14, 2017 in
HOMEWOOD, IL 66430,

August 14, 2017, 8:58 am Out for Delivery GLENWOOD, IL 60425
August 14,2017, 8:48 am Serting Complete GLENWOOD, IL 60425
August 14, 2017, 8:19 am Arrived at Unit GLENWOOD, IL 60425

https:fftools.usps.com/go/ TrackConfimActiontRef=fullpage&tLc=2&1ex128777=&tLabe... 8/29/201 7
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USPS.com® - USPS Tracking® Results Page 1 of 4
U.S. Postal Service--
CERTIFIED MAIL.. RECEIPT
e r'.:_ {Domestic Mail Only; No Insurance Coverage Provided)
Usps Trackln Results rl'l: Fer defivery Informatien vigi our website st www.usos.com:
g L OFFICIAL USE
Ed
2 Posags [ 3 W\JMD
-
=
Track Another Pac ©
o
=0
i1}
o
]
a
~

Tracking Number: 70092820000218412770

A5 Farn JALD Zocnet MODR Swe HErRs a0 ton Inshiucla s

] ) Delivered

Updated Delivery Day: Monday, August 14, 2017 @

Product & Tracking Information See Available Actions
Postal Product: Features:
Centified Mail™
DATE & TIME STATUS OF ITEM LOCATION
August 14,2017, 2220 pm Dalivered, Laft with HOMEWOOD, IL 60430
individual
N

Your item was delivared to an individual at the eddress at 2:20 pm on August 14, 2017 in
HOMEWOQD, IL 60430.

August 14, 2017, 8:58 am Out for Delivery GLENWOOD, IL 60425
August 14, 2017, 8:48 am Sorting Complete GLENWOOD, IL. 80425
August 14, 2017, 8:19 am Arrived at Unit GLENWQOD, 1. 60425

hitps:#tools.usps.com/go/TrackConfirmAction?tRef=fullpage&Le=2&text28777=&tLabe... 8/29/7201 7
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

USPS.com® - USPS Tracking® Results Page 1 of 4

1).5. Postal Service .-

CERTIFIED MAIL- RECEIPT

® ﬁ (Domestic Mzl Only; Ne Insurance Coverage Providred}
USPS Tra0kln Results el . For doitvery information visit our websilu 0L eww JSRS.CUlt
g .l OFFICIAL USE
o W
Q Poatnge | & \q
- Conited Fas 'SP‘V
o Fou Postmark
O Ensersam Twoen § Hens
Track Another P:z Doy e tk a\“.\a\\“"h
% Totat Porspe & Fees |
5 fille. & So. Hslluad
2 w1 B00 whUSAU BT
Tracking Number: 70092820000218412824 Lo

BG | Han X200 Aagunt M4 e L L TR L (1 AL TS

b b ) Delivered

Product & Tracking Information See Available Actions
Postal Product: Foatures:
Cortified Mall™
DATE & TIME STATUS OF ITEM LCCATION
August 18, 2017, 9:18 am Delivered, Left with SOUTH
Individual HOLLAND, 1L 60473
S

Your itam was defivered o an individual at the address at 9:19 am on August 18, 2017 in SOUTH
HOLLAND, IL 60473.

August 14, 2017, B:48 am Qut for Delivery SOUTH
HOLLAND, IL 60473

August 14, 2017, 8:38 am Sorting Complete SOUTH
HOLLAND, IL 60473

¥

htps://tools.usps.com/gofTrackConfirmAction?tRef=fullpage&tLc=2 &text28777=&(Labe... 8/29/2017
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USPS.com® - USPS Tracking® Results U.S. Pastal Service ..

CERTIFIED MAIL.. RECEIPT

g L (Domestic Mall Only; Na Insurance Caverage Provided)
;EI For deilvery Information visit our webaile 8! wwWw.UEPSE.COTH,
- Q
USPS Tracking” Results L OQFFICIAL USE
FACS 30
. Cartifed Fee 1 -
a gt Racett Fee \\; e Q\"
2 Resrricied Dulvicy Fae &\ °.\‘°
o (Erdorsaner eged) )
Track Another P: @
g Tttt Postage & Feas | 5
=
Q
[=]
r\_

PS5 Form J800 Augast 2105 S Fn TS tor sl ec) nes

Tracking Number: 70092820000218412800

; b ) Delivered

Product & Tracking Information See Avallable Actions
Postal Product: Features:
Certified Mail™
DATE & TIME STATUS OF ITEM LOCATION
August 18, 2017, 3:16 pm Delivered, Loft with HARVEY, Il 60428
individual
Fs

Your item was delivered to an individuat at the address at 3:16 pm on August 15, 2017 in HARVEY,

1L 60426.
August 14, 2017, 4:05 pm Notice Left (No Secure HARVEY, IL 60426
Location Available)
August 14, 2017, ¢:10 am Out for Delivery HARVEY, IL 60426
August 14, 2017, 9:00 am Sarting Complate HARVEY, IL 60426

hitps:/tools.usps.com/gofTrackConfirmAction?tRef=fullpage&tLc=2&1ext28777=&tLabe... 872972017
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USPS.com® - USPS Tracking® Resulls
U.S. Postal Service

CERTIFIED MAIL. RECEIPT .

? {Camesthc Mail Only! No insurence Caverage Provided)
)
= ] u
USPS Tracking Results .
FAQs 3 '
[a)
u
E Emﬂm Hero
Track Another Paco
]
u
o
=]
[
r~
Tl'acklng Number: 7009282000021 841 2695 RS Form Biis fopr, ook i lteverse foe itiesbos

) ’
Delivery Attempt: Action Needed

Product & Tracking Information See Available Actions
Postal Product: Features:
Certified Mal™
DATE & TIME STATUS OF ITEM LOCATION
Reminder to Schedule
Redelivary of your ltem
F'S

This Is a remindar to amange for redelivery of your item or your item will be retumed to sender. You
may arrange redefivery by using the Schedule & Redelivery feature on this page or calling 800-
ASK-USPS, or may pick up the itemn at the Pasl Office indicated on the notice.

August 14, 2017, 3:54 pm Natice Laft (No Secure MATTESON, Il. 60443
Location Availabte)

August 14, 2017, 5:27 am Arrived at Unit MATTESON, IL 60443

’

hutps://tools.usps.com/go/TrackConfirmAction7(Ref=fullpage&(Lc=2&tcx 28 777=&tLabe... 8/29/2017
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USPS.com® - USPS Tracking® Results Pape | of 4

U.S. Postal Service -

CERTIFIED MAIL. RECEIPT

{Pemestlc Mai! Gnly; No Insurance Coverage FProvited)

OFFICIAL USE
;

USPS Tracking’ Results

FAQs

Pocage e oo
Coctiad Foo ,
Pesmark
Fatrturn Flacsipt Fos priy

Track Another Pa

Tola Faztspe A Feve | §

ool Samsl sy PAY 100

SRR
e 0000_£-_orORSH
" . Houand T 07

PS Fare J8O0 Avausd 2oin

7009 2820 ONOZ 1841 2817

= Bew 050 10e Indl- uthions

Tracking Number: 70092820000218412817

D D Alert

Your item has been subject to a delivery delay at 10:47 am on August 18, 2017 in
SOUTH HOLLAND, IL 60473. Your item will go out for delivery on the next business

day.
Product & Tracking Information See Available Actions
Postal Product: Features;
Certified Mall™
DATE & TIME STATUS OF ITEM LOCATION
August 18, 2017, 10:47 am Deiivery Delay SOUTH

HOLLAND, IL 60473
¥ N

Your Ham has been subject to a delivery delay at 10:47 am on August 18, 2017 in SOUTH
HOLLAND, IL 60473. Your item will go out for delivery on the next business day.

August 14, 2017, 8:48 am Qut for Delivery SOUTH
HOLLAND, IL 60473

hitps:/ftools.usps.com/go/TrackConfirmAction%Ref=fullpage&iLc=2&1ex(28777=&tLabe... 8/29/2017
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LT0Z

'NOJSIA Add NS - 30D dNss

69 2bed

0Z # Nquxyg

07 # WPWyRERY

-

SENDER: SOMPLEIE THIS SECTION

¢ Compiste ltems 1, 2, and 3. Alsa conmpieta A = Compiots ams 1, 2, and 3. Alao comglote
iter 4 i Restrictod Delivery s deaired. L 0 Agom a mwmmw-vbmm

T Print your name end addness o the reversa ] Addresses your heme and addmes on the revetse
50 thal wa can raturn the card (o you. B. Rsoatvact by (Printad Nam) 50 that wa can relum the card to you,

¥ Aftach this card to the back of the malipioe,
ar on the fromt if space pemits.

. Adticls Addrestad to:

University Of Chicago Medica! Center
5241 South Maryiard
Chicago, IL 60637-0000

%7%” lAthchmlsmdtolhabackofﬂmy?ru\aﬁpim.
2 V1) or on the front I space pemits,

COVPITTE THIS SECTION OR DELWVLRY

(= P
Vi z

0. Iy delivary scidress ciamnt kom Rem 17 O Yes 1. Article Addressed to:
HYES, snter duivery adrass baiow: 1 o ta:

. VHS West Suburban Medical Center
i 622 North Austin Ave

ey Qak Park, IL60302-0000

b delivry addrexs ilgrent fom Rem 17 L Yee
¥ YES, ortter celivary acddmes baiow: DI N

Te—— erate——
— e

2. Servics Type 3, Bervice Type
3 Cortitet Mal* O Priorty Mall Exproxs™ ' O Certiied Mai* [ Priocty Mall Exprees™
[ Feghtwed  [J Rettn Recaipt for Marchimdise Dl Rsghtesd O Fetum Fecsipt for Merchendts
| Dinsured Madl (3 Coliect on Deltvery ' £ tnzurst Mall D Coliact on Dellvary
4, Restrictod Doilvery? (Exte Fee) O Yes A, Restricted Delvery”? [Extro Fos) O Yes
+ ArKse Number + 2 Arice Nuber 2995 -
S ——— 7031 04?0 DEII:IE 5253 ‘_ljal {Transfer fom service lebed 7010 106D 0002 3149

'3 Form 3811, Juty 2013

ENGER: f:&JMF’f.ETE THIS SECTHN

1 Complete iterns 1, 2, and 3. Also complets
Itern 4 if Restricted Dellvery Is Geairad.

1 Print your name and addraaz on the feversa
50 that wa can retuen the card to you.

1 Attach fhis card to the back of the maipiecs,
or on the front !f space permits,

Domestic Rewrn Receipt

. PS Form 3811, July 2013

COtLE e TheG SEQRLON ON DFLWERY i

+ SENDER: COMPLETE THIS SECTION

A Signaturs
Q/ /{ Oaget | @ Complete fioms 1, 2, and 3. Also complete
X Jon UQA =t se | _ tom 4 it Rostricted Defery In desimad.

W Print your name enct ocidrass on tha reverse
B. Racaived 'B'Qll C. Datnof DAVTY + 5, troat w e Fturn the cand to you.
TARSSS | + M Attach this cam! to the back of the malipiace,

+ Articha Addressad 10

Silver Cross Hospital
1900 Silver Cross Boulevard

D. i celivary ackinpes dMemat korn tam 17 O Yoe or on the front il space permits.

Domastic Relum Recaipt

CROPLETE THIS SEGTION U8 DELIEHY

X 2

A

‘ O Addexse
Narme) ©, Dats of Detpr
e AN By

¥ YES, enter defivery acdmsa below: O No , 1. Artitie Acorexsed to:

st. Anthony Hospitat

[}
P
1
1
! Loucago, IL 60623-0000
1
i
i

D. ts defivery eridress ditlerant from tem 17 £ Yes
1 YES, snter dekvery addroas below: 10 o

19th Street
Hew Lenox, 1L 60451 3. Senvica Type 2875 West Ia_-
O Gertitied Mai® O Priorty Mek Express™ . Servics Typs .
D Regiatersd 0 Retum Racelpt for Merchandies O Cartifioct MaX® O Priority Mell Expraes
O inewed Mal T Collect on Datvary L Registemd O Return Racaipt for Marchands
PR T ————— O i D Insured Matl 1§ Collect an Detvary
. : 4, Restricted Defivery? (Extra Fow) O Yes
> Adticle Number y "
(Texrstor o sarvice Jsdal 2030 100 0002 3149 B0NbL _zmu::;lu oy 2010 10LD DOO2 3149 8091
3 Form 3811, July 2013 Durmestic Flatum Recolpt

" P5Form 3811, udy 2013 Dormestic Ratum Hecapt

a¥voa MIIATY S3IJIANIS ANV SIILNIOVYY HLTVYIH SIONITII

uonRIp3 2102710 -LINE3d HOd NOILYIIddY




L10Z

'NOJSIA gi1d ANS - 30D anss

02 abed

02 # nquyxy

0T # Jus2myoeny

ngDbH: COMPLETE THiS SLOTION

L mhmi.z.mdammmm
Hem 4 |t Rsatricted Delivery [ dasinod.
¥ Print your nans and addnosa tn the reverss

SENDER: COMPLLTL THIS SFCHON

# Complets Rama 1, 2, and 3, Also complate
x Jenaion {OChiE:,, (BT

GO, BTE THiS SECTION Un 11 L/L oY

COMPLETE THIS SECTAON "I CELIVEAY

80 that we can retum the card to you. Racsvad it we can retum the card to you,
§ Attach this card to the back of tho maltplece, 8 by Pritac Neme) | C. Dutmof Dedvery g 20 L Cord o the back of the maliplecs,
or on the front If space peanits. or on the front if space pamis,
D, i vy acikeas cHtarck komiem 17 1) Yes
t. Asticl Addrowsed to: { T YES, enter oo “ Do 1. Articie Addrossad to:
spovidence Palos Helghts Morris Hospital & Healthcare Centers

132549 South Central Avenue

— wa 190 West High Street
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for
ALL SUBSTANTIVE PROJECTS AND PROJECTS TO DISCONTINUE STATE-OWNED HEALTH

CARE FACILITIES [20 ILCS 3960/5.4]:

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.
The hospitals and nursing homes in the service area have not indicated that the
closure of the long term care and pediatrics services will pose a hardship for any of

them.

2. The project's impact on the ability of another provider or health care system to cross-subsidize safety
net services, if reasonably known to the applicant.
Other providers have not expressed any reservation about this planned closure that might

impact their ability to cross-subsidize their safety net services.

3. How the discontinuation of a facility or service might impact the remaining safety net providers ina
given community, if reasonably known by the applicant.
The other providers of long term care will have the opportunity te increase their
patient volume. The pediatrics providers have already experienced any impact on

their admissions.
Safety Net Impact Statements shall also include ali 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 lllinois Community
Benefits Act. Non-hospital applicants shall report charity care, at cost, in accordance with an
appropriate methodology specified by the Board.

Sec table below.

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
mannher 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.

See table below. (The report for 2016 has been submitted but not published.)

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

In addition to the Charity Care and provision of services classified as Bad Debt,
Advocate South Suburban Hospital has been a significant provider of safety net
services. In 2016, the following are some of the ways the hospital has helped the

community.
Language Assistant Services $47,387
Donations $145,342
Volunteer Services $389,048
Education $2,354,508
Subsidized Health Services $2,082,576

SSUB COE - SNF PED DISCON. Attachment # 20

2017




iLLINOIS HEALTH FACILITiES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- 01/2017 Edition

Safety Net Information per PA 96-0031

CHARITY CARE
2013 2014 2015
Charity (# of patients)
Inpatient 536 165 106
Outpatient 7,111 5,252 4,796
Total 7,647 5417 4,902
Charity {cost In dollars)
Inpatient $ 3,642,000 $ 1558000 $ 1,029,000
Outpatient $ 2,854,000 $ 2203000 $ 2,027,000
Total $ 6,496,000 $ 3,771,000 $ 3,056,000
MEDICAID
Medicaid (# of patients)
Inpatient 1,312 1,654 2,411
Outpatient 28,530 38,403 44 003
Total 29,842 40,057 46,414
Medicaid {revenue)
Inpatient $ 5,033,929 $ 11,058,545 | 3% 11,834,689
Outpatient $ 3,868,439 $ 4B10931| $§ 8,279,584
Total $ 8,902,368 $ 15,669,476 | $ 20,114,273
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