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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW EQOARD
CHANGE CF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND cERIEGEIW ED

This Section must be completed for all projects. SEP 06 2018
Facility/Project identification HEALTH FACILITIES &
Facility Name: VHS West Suburban Medical Center SERVICES REVIEW BUARD

Street Address: 3 Erie Court
City and Zip Code: Oak Park 60302
County: Suburban Cock Health Service Area: 7 Heaith Pianning Area: A-06

Legislators
State Senator Name: Don Harmon
State Representative Name: Camille Lilly

Applicant(s) [Provide for each applicant {refer to Part 1130.220)]
Exact Legal Name: SRC Hospital Investments I, LLC

Street Address: 898 N. Sepulveda Boulevard, Suiie 500

City and Zip Code: El Seguendo, CA 90245

Name of Registered Agent: Registered Agent Solutions, Inc.

| Registered Agent Street Address: 9 E. Loockerman Street, Suite 311
Registered Agent Cily and Zip Code: Dover, DE 19801

Name of Chief Executive Officer: Nicholas QOrzano

CEO Street Address: 888 N. Sepulveda Boulevard, Suite 500

CEQ City and Zip Code: El Seguendo, CA 80245

CEQ Telephone Number: {213) 694-4861

Type of Ownership of Applicants

B Non-profit Carporation 3 Partnership
] For-profit Corporation O Governmental .
[X]  Limited Liability Company O Sole Proprietorship OdJ 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.

Primary Contact [Person to receive ALL correspondence or inquiries]
Name: Anne M. Murphy, Esq.

Title: Attorney

Company Name: Hinckley, Allen & Snyder LLP
Address: 28 State Street, Boston, MA 02109
Telephone Number: (617) 378-4368

E-mail Address: amurphy@hinckleyallen.com
Fax Number: (617) 345-8020




tLLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

Facility/Project ldentification

Facility Name: VHS West Suburban Medical Center

Sfreet Address: 3 Erie Court

City and Zip Code: Qak Park 60302

County: Suburban Cook Heaith Service Area: 7 Health Planning Area: A-08

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

Exact Legat Name: Pipeline — West Suburban Medical Center, LLC

Street Address: 898 N. Sepulveda Boulgvard, Suite 500

City and Zip Code: El Seguendo, CA 90245

Name of Registered Agent: Registered Agent Solutions, Inc.

Registered Agent Street Address: 9 E. Loockerman Street, Suite 311 -

Registered Agent City and Zip Code: Dover, DE 18901

Name of Chief Executive Officer: Nicholas Orzano

CEOC Street Address: 898 N. Sepulveda Boulevard, Suite 500

CEQ City and Zip Code: El Seguendo, CA 90245

CEQ Telephone Number: {213) 694-4861

Type of Ownership of Applicants

O Non-profit Corporation I:I Partnership
Il For-profit Corporation | Governmenial
|E Limited Liability Company ] Sole Proprietorship | Other

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

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

Primary Contact [Person to receive ALL correspondence or mqumes]

Name: Anne M. Murphy, Esq.

Title: Attorney

Company Name: Hinckley, Allen & Snyder LLP -
Address: 28 State Street, Boston, MA 02109

Telephone Number: (617) 378-4368

E-mall Address: amurphy@hinckleyallen.com -
Fax Number: (617) 345-9020 )




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

Facility/Project Identification

Facility Name: VHS West Suburban Medical Center

Street Address: 3 Erie Court

City and Zip Code: Qak Park 60302

County: Suburban Cook ) Health Service Area 7 Health Planning Area: A-06

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]
Exact Legal Name: VHS West Suburban Medical Center, Inc.

Street Address: 1445 Ross Avenue, Suite 1400

City and Zip Code: Dallas, TX 75202

Name of Registered Agent: The Ceorporation Trust Company

Registered Agent Street Address: Corporation Trust Center, 1209 Crange Street
| Registered Agent City and Zip Code: Wilmington, DE 19801

Name of Chief Executive Officer. Joseph Oticlino

CEQ Street Address: 3 Erie Court

CEQ City and Zip Code: Oak Park, IL 60302

CEQ Telephone Number: (708) 763-2983

Type of Ownership of Applicants

O Non-profit Corporation ] Partnership
% For-profit Corporation ] Governmental
Limited Liability Company ] Sole Proprietorship ] Cther

o Corporations and limited fiabilily 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.

Primary Contact [Person to receive ALL correspondence or inquiries]
Name: Anne M. Murphy, £54.

Title: Attorney

Company Name: Hinckley, Allen & Snyder LLP

Address: 28 State Street, Boston, MA 02109

Telephone Number: (617) 3784368

E-mait Address. amurphy@hinckleyallen.com

Fax Number: {617) 345-9020
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Editlon

Facility/Project Identification

Facility Name: VHS West Suburban Medical Center

Street Address: 3 Erie Court

City and Zip Code: Qak Park 60302

County. Suburbhan Cock Health Service Area 7 Health Planning Area: A-06

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]
Exact Legal Name: Tenet Healtheare Corporation
Street Address: 1445 Ross Avenue, Suite 1400

City and Zip Code: Dallas, TX 75202

Name of Registered Agent. CT Corporation

Registered Agent Sireet Address:

| Registered Agent City and Zip Code:

Name of Chief Executive Officer. Ronald A. Rittenmeyer
CEQ Street Address: 1445 Ross Avenue

CEQ City and Zip Code: Dallas, TX 75202

CEO Telephone Number: (469) 893-2000

fype of Ownership of Applicants

Ll Non-profit Corporation 1 Partnership
% For-profit Corporation O Governmental
Limited Liability Company ! Sole Proprietorship (] Other

o Corporations and limited liability companies must provide an lllincis 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,

Primary Contact [Person to receive ALL correspondence or inquiries)
Name: Anne M. Murphy, Esg.

Title: Attorney

Company Name: Hinckley, Allen & Snyder LLP

Address. 28 State Street, Boston, MA 02109

Telephone Number: (617} 378-4368

E-mail Address: amurphy@hinckieyallen.com

Fax Number: {617) 345-9020




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

Post Exemption Contact

[Person to receive all correspendence subsequent to exemption issuance-THIS
PERSON MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS
DEFINED AT 20 ILCS 3960]

Name: Richard McKeltar

Title: Senior Associate

Company Name: SRC Hospital investments II, LLC

Address: 222 Sutter Street, San Francisco, CA 94108

Telephone Number: 213.694.4856

E-mail Address: rmckellar@stantonroadcapital.com

Fax Number:

Site Ownership after the Project is Complete

[Provide this information for each applicable site]

Exact Legal Name of Site Owner: West Suburban Property Holdings, LLC

Address of Site Owner. 898 N. Sepulveda Boulevard, Suite 500, El Seguendo, CA 90245
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 corpuratlon attesting to ownershfp, an nption to iease, a letter of mtent to Iease, or & Iease

CUMENTATION AS: TTACHMENT 2,;N IMERIC SEQUENTIAL B

f"LAST PAGE OF. THE APPLICATION FORM. .

Operating Identity/Licensee after the Project is Complete

{Provide this information for each applicable facility and insert after this page.]
Exact Legal Name: Pipeline - West Suburban Medical Center, LLC

Address: 898 N. Sepulveda Boulevard, Suite 500, El Seguendo, CA 90245

] Non-profit Corporation ] Partnership
] For-profit Corporation 0 Governmental
X] Limited Liability Company 0 Sole Proprietorship O Other

o Corporations and limited liability companies must provide an lllinois Cerlificate 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.

P

Organizational Relationships

Provide (for each applicant) an organizational chart containing the name and relalionship of any person or
entity who ig related (as defined in Part 1130.140). I 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.

LAST PAGEOF THE APPLICATION FORM

O - - e e e e Page 5
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

Narrative Description

In the space below, provide a brief narrative description of the change of ownership. Explain WHAT is to
be done in Siate 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.

Tenet Healthcare Corporation {“Tenet"), VHS West Suburban Medical Center, Inc. {"VHS"),
SRC Hospital Investments 1I, LLC ("SRC"), and Pipeline — West Suburban Medical Center, LLC
("WSMC CpCo™, hereby seek a Certificate of Exemption ("COE") from the Ilinois Health
Facilties and Services Review Board (the “Review Board™) to aliow consummation of a
proposed transaction (the “Transaction”) between Tenet and VHS, on the one hand, and SRC,
on'the other hand.

The Transaction contemplates a one hundred percent (100%) change in the ownership of VHS
West Suburban Medical Center ("WSMC”), a 234 bed general acute care hospital located at 3
Erie Court, Oak Park, lllinois, 60302, pursuant to that certain Asset Purchase Agreement, dated
July 17, 2018 (the "Purchase Agreement”}. Under the terms of the Purchase Agreement, SRC
will he acquiring WSMC, VHS Westlake Hospital ("Westlake™, Louis B. Weiss Memorial
Hospital ("VWeiss,” and together with WSMC and Westiake, the "Hospitals™), and cerlain assets
used in connaction with the operation of the Hospitals, from Tenet, VHS, and related entities, for
Seventy Million Dollars ($70,000,600.00), subject to adjustments for working capital and capital
expenditures. ‘

VHS presently owns the real property and assets constituting WSMC. Upon completion of the
Transaction (i} the real property and buildings on which WSMC is situated will be owned by
West Suburban Property Holdings, LLC ("WSMC PropCo”), a Delaware limited liability
comparny, and {ii} all other assets previously owned by VHS and used in connection with the
operation of WSMC will be owned by WSMC OpCo, a Delaware limited liability company,
Weiss PropCo will not be involved in operations or delivery of care at WSMC. Each of WSEMC
PropCo and WSMC QpCo are wholly-owned subsidiaries of SRC. WSMC PropCo and WSMC
OpCo will enter into a multi-year lease pursuant to which WSMGC OpCo will pay fair market
value rent and will be responsiblie for all of the costs and expenses associated with the land,
buildings, and other real estate comprising the campus of WSMC. WSMC OpCo will be the
hospital licensee of WSMC, and will be submitting its application for licensure upon approval of
this COE appiication.

WSMC OpCo will enter into a Management” Services Agreement with Pipeline Healthcare
Management - lilinais, LLC (“Pipeling lllincis™), pursuant to which Pipeline llinois will provide
certain operations and administrative management services to the Hospitals, Pipeline llinois
will be eighty percent (80%) owned and controlled by Pipeline Healthcare Management, LLC
(“Pipeline"). Pipeline has experience managing academic medical cenlers and community
hospitals in California, Texas, Nevada, and New Mexico, including management and operation
of the largest emergency rcom management company on the West Coast. Pipeline's national
experience also includes management of (i) a network of urgent care clinics, (i) the nation's
largest telemedicine platform, and {ii} a hospitalist staffing company. In addition to its business
ventures, Pipeline has a frack record of implementing programs and coordinating outreach with
the community-at-large. TWG Partners, LLC ("TWG"} will own the remaining twenty percent
{20%) of Pipeline lllinois. TWG brings to Pipeline Hllinois experience in founding and developing
a range of health care companies in the areas of health care technology, Medicaid-managed
care, and Medicare Part D insurance operating in lilinois and other numercus other States, and
a local understanding of the Chicago-area health care market and clinical cperations, as well as
Hlinois policy, which will complement Pipeline’s naticnal health system management experience.

—_——— e - — C e ———— Page 6 L
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF CWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

VHS is a Delaware for-profit corporation, Vanguard Health Financial Company, LLC, a
Delaware {imited Hability company, is the sole shareholder of VHS. VHS is a wholly-owned
subsidiary of Vanguard Health Sysiems, Inc., a Delaware corporation ("Vanguard®. Tenet, a
Nevada corporation, is the sole sharehelder of Vanguard. Accordingly, Tenet has “final control”
of VHS and is a co-Applicant on this COE application. Based in Dallas, Texas, Tenet operates
B8 acute-care hospitals and 470 outpatient centers in forty seven states. Employing more than
115,000 individuals (including 32,000 physicians and 33,000 nuises), Tenet reported $19.2
billion in operating revenues in fiscal year 2017. Through ils subsidiaries, partnerships, and
joint ventures, Tenet operates general acute care and specialty hospitals, ambulatary surgical
centers, urgent care centers, and other outpatient facifities in the United States and United
Kingdom. '

SRC is a Delaware limited liability company. As reflected on Aftachment [ll of Section |, various
individuals and entities hold an ownership inferest in SRC (collectively, the "SRC Owners™).
None of the SRC Owners holds a 50% or greater ownership interest in SRC. Simultaneocus with
this application, SRC is submitting COE applications to the Review Board in connection with its
acquisition of Westlake and WSMC.

The Transaction is contingent upon the approval of the Review Board. The Transaction is
currently scheduled to close on November 1, 2018, subject to the Review Board granting this
COE and the COEs for Westlake and WSMC. if the Transaction closes, Weiss, Westlake, and
WSMC will be the first Hlinois health care facilities owned or operated by SRC or its affiliated
entities.

o —r——— - . .- Page? - e [ e
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ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

State Agency Submittals

Are the following submittals up to date as applicable:
Cancer Registry

PORS i

il farmal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
EAH reports regarding outstanding permits {Note: not applicable)
Failure to be up to date with these requirements will rasult in the Application being deemed
incomplete.




ILLINCIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
reprasentatives are;
o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members {or the sole

manager or member when two of more managers or members do not exist);

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

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

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

This Application is filed on the behalf of SRC Hospital investments 1L, LLC

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 on
behaif 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 aisco certifies that the fee required for this application is
sent herewith or will be paid upon request.

ity ul

SIGNATURE U

Nicholas Orzano

SIGNATURE

Mark Bell

PRINTED NAME

Managing Partner_on behalf of SRC { Healthca
Investments |, LLC (its Member)

PRINTED NAME

Managing Partner, on behalf of Mokuleia, LLC
(its Member)

re

PRINTED TITLE

e
y of Notary
!

*Insert the EXACT legal name of the applicant

PRINTED TITLE

Notarization:
Subscribed and sworn te before me
this day of

Signature of Notary

Seal

Pagay
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CALIFORNIA JURAT CERTIFICATE

A notary public or other officer completing this certificate verifies only the identity of the individual who signed
the document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of California

County of Los Angeles

Subscribed and sworn to (or affirmed) before me on this__28th  day of August
20 18 by Nicholas Orzano

proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

MIN YOUNG PARK

WITNESS MY HAND AND OFFICIAL SEAL. L
Commission No.2062038

LYON

NOTARY PUBLIC-CALIFORNIA
LOS ANGELES COUNTY
‘ Comm. Expires DECEMBER 30, 2018
S i
Signature of Notary Public / (Notary Seal)
OPTIONAL INFORMATION

The jurat contained within this docwment is in accordance with California law. Any affidavit subseribed and sworn to before a notary
shall use the preceding wording or substantially similar wording pursuant to Civil Code sections 1189 and 8202. A jurat certificate
cannot be affixed to a document sent by mail or otherwise delivered to 2 notary publie, including
electronic means, whereby the signer did not personally appear before the notary public, even If the signer is known
by the notary public. The seal and signature cannot be affixed to a document without the correct notarial wording.
As an additional option an afffant can produce an affidavit on the same document as the notarial certificate wording
to eliminate the use of additional documentation.

DESCRIPTION OF ATTACHED DOCUMENT CAPACITY CLAIMED BY SIGNER
Certificaiton X Individual
(Title of document) Corporate Officer
Number of Pages 1 {(fncluding jurat) Partner
Docurnent Date August 28, 2018 —____ Artomey-In-Fact
Trustee
SRC Hospital Investments Il, LLC Other:

(Additional Information)

£3-6
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

CERTIFICATION

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 in the case of a partnership, two of its general partners (or the scle general partner, when two or
more general pariners do not exist);

o inthe case of estatas and trusts, two of its beneficiaries (or the scle 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 SRC Hospital investments I, LLG

in accordance with the requirements and procedures of the lllinois Health Facijlities Planning Act.
The undersigned certifies that he or she has the authority to execute and file/his Application on
behalf of the applicant entity. The undersigned further cortifies that the data-and information

provided herein, and appended hereto, are complete and corre the/besY of his or her
knowledge and belief. The undersigned also certifies that fhe equjred for this application is
sent herewith or will be paid upon request. /

SIGNATURE SIGNATURE \" L

Nicholas Qrzang ) Mark Bell

PRINTED NAME PRINTED NAME

Managing Partner, on behalf of SRC | Healthcare = Managing Partner, on behalf of Mokuleia, LEC
investments | LLC (its Member) {its Member) .

PRINTED TITLE : PRINTED TITLE

Notarization: Notarization;

Subscribed and sworn to before me Subscribed and swormn to before me

this day of this29__ day of A fﬁ,,;»)’ 01y

Signature of Notary Signature of N

DORENE LYNN CRIST
Commission # 2100203
Notary Public - Calitornia
Los Angeles County
Comm. Expires Feb 15, 2019

Seal Seal

FYNN

*Insert the EXACT legal name of the applicant




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE QF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

CERTIFICATION

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

o in the ¢ase of a corporation, any two of its officers or members of its Board of Girectors;

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

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

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

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

This Application is filed on the behalf of Pipeline — West Suburban Medical Center, LLC

In accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority o execute and file this Application on
behaif of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended heretc, 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

Nicholas Orzano
PRINTED NAME PRINTED NAME

Chief Executive Officer, SRC Hospital
Investments li, LLC (its sole Member)
PFRINTED TITLE PRINTED TITLE

Notarization: %ﬁﬂ' Notarization:
Subscribed and sw Subscribed and sworn to before me
this day of

@éﬂ

Sig}&( F NghMry Signature of Notary

Se Seal

*Ingert the EXACT legal name of the applicant

CERTIFICATION

Page 10
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CALIFORNIA JURAT CERTIFICATE

A notary public or other officer completing this certificate verifies only the identity of the individual who signed
the document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of California

County of Los Angeles

Subscribed and sworn to (ot affirmed) before me on this_ 28th  day of August
20 18 by Nicholas Orzano

proved to me on the basis of satisfactory evidence to be the person(s) who appeated before me.

S5 MIN YOUNG PARK
WIW HAND AND OFFICIAL SEAL. | @ 0% commission No.2002038 &
62 95K7] NOTARY PUBLIC-CALIFORNIA &
Gy LOS ANGELES COUNTY
/ . 4By omm. Expires DECEMBER 30, 2019
Sigkm ‘I:]fntary Public {(Notary Seal)

OPTIONAL INFORMATION

The jurat contained within this dooument is in accordance with California law. Any affidavit subseribed and sworn to before a notary
shall use the preceding wording or substantially similar wording pursnant to Civil Code sections 1189 and 8202. A jurat certificate
carmot be affixed to a document sent by mail or otherwise delivered to a notary public, including
electronic means, whereby the signer did not personally appear before the notary public, even If the signer is known
by the notary public. The seal and signature cannot be affixed to a document without the correct notarial wording.
As an additional option an affiant can produce an afftdavit on the same document as the notarial certificate wording
to efiminate the use of additional documentation.

DESCRIPTION OF ATTACHED DOCUMENT CAPACITY CLAIMED BY SIGNER
Certificaiton X Individual
(Tite of document) Corporate Officer
Number of Pages 1 (Including jurat) Partner
Document Date August 28, 2018 _ Attorney-In-Fact
Trustee
Pipeline - West Suburban Medical Center, LLC Other:

(Additional Information)

OO0M




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF QWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

CERTIFICATION

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

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

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

¢ inthe case of a partnership, two of its general partners {or the sole generat 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 praprietor, the individual that is the proprietor.

This Application is filed on the behalf of VHS West Suburban Medical Center, Inc.

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 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 will be paid upon request. w
iz Y A

SIGNATURE & SIGNATURE
Douglas E. Rabe ) Michael T. Matoney
PRINTED NAME PRINTED NAME
Vice President Vice President
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:

Subscribed and sworp to before me Subscribed and swomn, to before me
thisedJ _ day of ,_d;a §g,[§-_— I01¢ s dayof ﬁu 5,4 SE001¥

Seal Seal
:: GIGI ALDHETE : : AAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAA
3 My Commission Expires § 3 GiGI ALDRETE 3
5 April 04, 2010 3 3 My Commission Explres £
..................................... - E April 04, 2019 :
*Insert the EXACT legal pame of theapplicant = ymwwrrymmvenwyrrmyveves hid




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity, Authorized
representatives are;

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

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

o inthe case of a partnership, two of its general partners {or the sole general pariner, 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 ___Tenet Healthcare Corporation

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application 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.

el C AL

SIGNATURE SIGNATURE

Dougias E. Rabe Michael T. Maloney &

PRINTED NAME PRINTED NAME

Vice President . Senior Vice President, Acguisitions & Development
PRINTED TITLE PRINTED TITLE

MNotarizastion: MNotarization:

Subscribed and sworp to before me Subscpibed and sworn to beforg me
this;ﬁé day of ﬁujaﬁ—ewfﬁ/ this day of ﬁmg&ﬁ: 2018
1

Sign of Notary

‘ Seal b riiash sk s sk
5 TR 3 3 G 3
EFA%\  GIGIALDRETE [ ; IGIALDRETE &
: My Commission Expires £ ; My Commission Expires £
{ April 04, 2019 3 i April 04, 2019 3
"Insert the EXACT legal name of the applicant

OO[ 6




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

SECTION Il. BACKGROUND.

BACKGROUND OF APPLICANT

1.

A listing of all health care facilities owned or operated by the appllcant including licensing, and
certification if applicable.

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,

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
nationaily recognized accreditation organizations. Failure to provide such authorization shatl
constitute an abandonment or withdrawal of the application without any further action by
HFSRB.

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

ATTACHMENT 5 ;
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

SECTION tl. CHANGE OF OWNERSHIP (CHOW)

Transaction Type. Check the Foliowing that Applies to the Transaction:

X Purchase resulting in the issuance of a license to an enlity different from current licensee. -
[0 Lease resulting in the issuance of a license to an entity different from current licensee.

[M] Stock transfer resulting in the issuance of a license to a different entity from current licensee.
[ Stock transfer resulting in no change from current licensee.

Assignment or transfer of assets resulting in the issuance of a license to an entity different from the
current licensee.

Assignment or transfer of assets nopt resulting in the issuance of a license to an entity different
from the current licensee.

Change in membership or sponsorship of a not-for-profit corporation that is the licensed entity.

Change of 50% or more of the voting members of a not-for-profit corporation’s board of directors
that controls a heaith care facility's operations, license, certification or physical plant and assets.

Change in the sponsorship or control of the person who is flicensed, certified or owns the physical
plant and assets of a governmental health care facility.

O o oo oo o

Sale or transfer of the physical plant and related assets of a health care facility not resulting in a
change of current licensee.

Any other transaction that results in a person obtaining control of a heaith care facility's operation or
physical plant and assets and explain in “Narrative Description.”

O
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Editlon

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

1. Prior to acquiring or entering infe a coentract 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 requlred
documentation (key terms) for the criteria:
APPLICABLE REVIEW CRITERIA CHOW
1130.520(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 health 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 hcensed or X
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, including a description of the applicant's
organizational structure with a listing of controlling or subsidiary

persons,

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

1130.520(b)(1){G) - The purchase price or other forms of X
consideration {0 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 completed or will be completed or
altered in accordance with the provisions of this Section

1130.520(b)(3) - If the ownership change is for a hospital, X
affirmation that the facility will not adopt a mare 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

1130.520{b}{4} - A statement as to the anticipated benefits of X
the proposed changes in ownership to the community

e e e PO - - - - page15 e - e
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Edition

1130.520(b){5) - 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)6) - A description of the facility's quality X
improvement program mechanism that wili be utilized to assure
quality control;

1130.520(b}7) - A description of the selection process that the X
acquiring entity will use to select the facility's governing body;

1130.520{b)(8) - A statement that the applicant has prepared a X
writlen response addressing the review criteria contained in 77 ill.
Adm, Code 1110.240 and that the response is available for public
review on the premises of the health care facility

1130.520(b¥9}- 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 ocour within 24
months after acquisition.

PPEN OCUMENTATIONASATTACHMEN'l_ﬁ, N NUMERIG SEQUENTIAL ORDER AFTER-THE

ST PAGE-O HE APPL!CAT&ON FORM




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Editicn

SECTION IV.CHARITY CARE INFORMATION

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

2. If the applicant owns or operates one or more facilities, the reporting shall be for each individual

facility focated in llinois. 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 thai charity care to the net
patient reveriue for the consolidated financial statement; the allocation of charity care costs; and
the ratio of charity care cost to net patient revenue for the facility under review.,

3 If the applicant is not an existing facility, it shall submit the facility's projected patient mix by payer
source, anticipaled 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 3860/3). Charity Care must be
provided at cost.

A table in the foliowing format must be provided for all facilities as part of Attachment 7.

’ - CHARITY CARE
Year Year Year
Net Patient Revenue
Amount of Charity Care
{charges}
Cost of Charity Care

o PRI [ bammes e m ewmemean Pagaﬂ"’ mm— 4 etmmmem. - e = e dp—— = e
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{LLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 08/2018 Editlon

After paginating the entire completed application indicate, in the chart befow, the page
numbers for the included attachments;

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
- 1 | Applicant Identification Including Cenrtificate of Good Standing 23-27
2 | Site Cwnership 28-37
3 | Persons with 5 percent or greater interest in the licensee must be 38-40
identified with the % of ownership. X
4 | Organizational Refationships {Organizatiohal Chant) Certificate of 41.43 -
Good Standing Etc,
5 | Background of the Applicant 44-51
6 | Change of Ownership 149-151
7 | Charity Care Information 86-107
Pago 18
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Attachment 1

Applicant Information

The Cerlificates of Good Standing for SRC Hosgital Investments il, LLC (“SRC™}, Pipefine - West
Suburban Medical Center, LLC {"WSMC OpCo"), VHS West Suburban Medical Center, Inc.
{"VHS"), and Tenet Healthcare Corporation {Tenet”) are attached at ATTACHMENT 1.

ATTACHMENT 1
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File Number 0689124-1

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of Stale 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

SRC HOSPITAL INVESTMENTS I, LLC, A DELAWARE LIMITED LIABILITY COMPANY
HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON AUGUST 09,
2018, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS CF THE LIMITED
LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN GOOD
STANDING AS A FOREIGN LIMITED LIABILITY COMPANY ADMITTED TO TRANSACT
BUSINESS IN THE STATE OF ILLINOIS.

InTestimony Whereof; 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 10TH

day of AUGUST AD. 2018

I B . |
’
Authenticalion#: 1822202268 veriflable until 0B/10/2076 M/

Audthanticate al: hitp/fwww cyberdriveliingls. com
SECRETARY OF STATE

ATTACHMENT 1
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File Number 6704-411-8

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of 1llinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

VHS WEST SUBURBAN MEDICAL CENTER, INC., INCORPORATED IN DELAWARE AND
LICENSED TO TRANSACT BUSINESS IN THIS STATE ON MARCH 04, 2010, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE BUSINESS CORPORATION ACT
OF THIS STATE RELATING TO THE PAYMENT OF FRANCHISE TAXES, AND AS OF THIS
DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND AUTHORIZED TO
TRANSACT BUSINESS IN THE STATE OF ILLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 24TH

dayof AUGUST A.D. 2018 .

o ’
Authenticalion #: 1823602580 verikable until (8/24/2019 _W,Z/

Authenticate ab: hitp:/iwww cyberdriveillincis.com

SRECRETARY OF STATE

0025 | ATTACHMENT 1



File Number 0689280-9

To all to twhom 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 '
PIPELINE - WEST SUBURBAN MEDICAL CENTER, LLC, A DELAWARE LIMITED
LIABILITY COMPANY HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN
ILLINOIS ON AUGUST 20, 2018, APPEARS TO HAVE COMPLIED WIT1l ALL PROVISIONS
OF THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS
IN GOOD STANDING AS A FOREIGN LIMITED LIABILITY COMPANY ADMITTED TO
TRANSACT BUSINESS IN THE STATE OF JLLINOIS. '

InTestimony Wher eof; I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 29TH

dayof AUGUST A.D. 2018

o 22 =1
S ’
Authentication #: 1824103136 verifiatle until 08/29/2019 - M

Authenticale at: htip/www.cyberdriveillinois.com
SECRETARY OF STATE

ATTACHMENT 1
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File Number 6878-488-3

To all to whom these Presents Shall Come, Greeting:

1, 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
TENET HEALTHCARE CORPORATION, INCORPORATED IN NEVADA AND LICENSED TO
TRANSACT BUSINESS IN THIS STATE ON JULY 01, 2013, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE BUSINESS CORPORATION ACT OF THIS STATE
RELATING TO THE PAYMENT OF FRANCHISE TAXES, AND AS OF THIS DATE, IS A
FOREIGN CORPORATION IN GOOD STANDING AND AUTHORIZED TO TRANSACT
BUSINESS IN THE STATE OF ILLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 29TH

day of AUGUST A.D. 2018 .

Y J.“., 'n ._" _
s , ’
Authentication #: 1824103186 verifiable unti 08/28/2019 M

Authenticate at: hitp./fiwww.cyberdrivellinois.com

SECRETARY OF STATE
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Attachment 2

Site Ownership

VHSE West Suburban Medical Centar, Inc. currently owns the land, buildings, and other real estate

comprising the campus of VHS West Suburban Medical Center ("WSMC™). A copy of the real
property deed evidencing such ownership ks attached at ATTACHMENT 2.
l

Following the Transaction, (i) WSMC PropCo will own the land and other real estate comprising
the campus of WSMC, and (il WSMC OpCo will own all of the buildings and operating assefs
comprising of WSMC.

Following the Transaction, SRC will be the licensee and operator of WSMC,

ATTACHMENT 2
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QCD - West Subuirban Medical Center(Ogk Park)

Quﬂcmm DEED - mmﬂmﬂm

AFTER RECORDING RETURN'TO: | 021741035 Fae: $52.00
- [E)t?go '(;ena" Moore FHEP Fee$10.00

Coak Gounty Regorder 0f Desty
x}:gc\:’le(s‘fei?;? ;ﬁ“ Date: 810572010 01:02 PM Pg: ¢ of®
¢/o Vanguard Health T
Systems, Inc.

20 Burton Hills Boulevard
Suite 100
Nashville, TN 37215

THiS INSTRUMENT PREPARED BY
AND:

1of1z

THOMAS L. HEFTY

MCDERMOTT WiLL & EMERY LLP
227 WEST MONROE STREET
CHICAGD, ILLINDIS 0606

This Deed i3 cxempt pursnant

gaDa 4457

Property Address and PIN:
See Exhibit A

WEST SUBURBAN MEDICAL GENTER, én Illinoxs not-for-profit corporation, whose address
is 7435 West Taloott Avenue, Chicngo, lllmons (“Grantor™), for and in consideration of TEN AND
NO/100 DOLLARS (310. OD) end other good and valuzble conslderation in hand paid, CONVEYS
and QUITCLAIMS 10 VHS WEST SUBURBAN MEDICAL CENTER, INC., a Delaware
wrpomion. whose address is 20 Burton Hills Boulevard, Suite 104, Nashville, Tennessee, all of
Grantor’s. right, title and interest in and to the following desctibed real estate situated in the River
Forest, Cook Coumy, Ilinois (the “Premises”), to-wit:

[See Exhibit A attached hereto and made a part hereof by this reference]

oN F\PPRWED

gXEMPT!
LARAS g% CLERK
V!\r%e F oAk PARE
DM_US Z5810650-5 0374420100
/ : .
[bEsE2 HinsrEuburhan Title Commilrtant Documen vasting 1021141035 REC ALlepgil{Eage 1 of 9) Reduested By: jason. schueite, Printed: 2M72017 11:22 AM
Do 1021741035 ) ATTACHMENT 2
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HORIER FEsstSuburben Titk Commitment Documenl vesting 1021741035 REC ALInggIRage 2019
Dot: 1021741035

10217410350 Pege: 2019 .

This Quitclaim Deed is signed this 5t dayof Rogunt 2010
WEST SUBURBAN MEDICAL CENTER

an Hlinois jon
Le ¢

Bw:

Name: 1 3
Its: Tresidene
STATE OF ILLINOIS )]
. ) §S.
COUNTY OF COOK ) » .
L, the undersigned, a Notary Public in and for sald Coum'.v. lll 1he State aforesaid, DO
HEREBY CERTIFY that Jandra, Bruce.: . ", personslly known to me to

be the Fio 55 Aar - of WEST SUBURBAN MEDICAL
CENTER, an lilinois not-for-profit corporauoﬁ, and personaliy known to me to be the same person
whose name is subscribed to the gma?r;}_‘nshumem, appmed before me this day in person and
acknowledged that as such _/72€3 7 , hie/she signed, sealed and delivered
said instriment as (€68 DSAT__ - ofsaid eorpomiun. pursuant to authority, given by
the Board of Directors of said corporation as hissher fiee and voluntary act, and as the free and
voluntary act and deed of said eo:poruﬁon. ferﬁnusesandpmposesdnmnsetfonh

Gwenundermyhafndgm_ijoffmlalgsgl.ﬂns‘ 'gl__-'-dayof .Qs,m& , 2010.

Nntary l"ul:l,n:,f1

FLDI.ITA mam
NOTARY PUSLIG BTATG -ORﬂZ

My Commission Expires:
.2

Grantee‘i Address and Send Subsequent Tax
Bitls Ta:. 2

VHS WEST SUBURBAN MEDICAL
CENTER, INC.,, a Delawere corporation

20 Burton'Hills Bouleviud, Suite 100,
Neshville, Tennessee 37215

DM_8 238106301 0374420104

0030

Recuested By. jason.schyelte, Pﬂrlleli 2!112017 14:22 AM
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10217410380 Page: 4 o B . -

THENCE NORTH 0 DEGREES 13 MINUTES 48 BECONDS WEST, ALONG THE WEST LINE OF LOTS
$4 AND 15 IN BLOCK %8 AFORESAID (SAID WEST LINE BEING ALSO THE €AST LINE OF
HUMPHREY AVENUE), 75.50 FEET TO [TB POINY OF INTERSECTION WITH THE SOUTH LINE OF
THE NORTH 15.00 FEET OF LOT 18, IN BLOCK 18 AFORESAID; THENCE SOUTH 89 DEGREES &9
MINUTES 18 SECONDS EAST, ALONG GAID SOUTH LINE, 174.44 FEET TO THE EAST LINE OF
SAID LOT 15; THENCE S8OUTH 0 DEGREES 14 MINUTES 23 SECONDS EASYT, ALONG SAID EAST
LINE (BEING ALSO THE WEST LINE OF A NORTH.SOUTH 20 FOOT PUBLIC ALLEV 1N BLOCK 18
AFORESAID), 1,00 FOOT: THENCE SOUTH 89 DEGREES 5% MINUTES 16 SECONDS e)m ALONG
THE WESTERLY EXTENSION OF THE SOUTH LINE OF THE NORTH 18.00 FEET.OF LoT 4, IN
BLOCK 18, IN THE VILLAGE OF RIDGELAND SUBDIVISION AFORESAID AND ALONG SAID SOUTH
LINE OF THE NORTH 18.00 FEET OF LOT 4;, BEING ALSO THE SOUTH.LINE :OF A 18 FOOT
PUBLIC ALLEY OPENED BY ORDINANCE RECORDED NOVEMSER 30, 1078, AS DOCUMENT
NUMEER 24743006, AFORESAID, 191.14 TO IT8 INTERSECTION WITH THE BAST LINE OF LOT 4
AFORESAID, SAID EAST LINE BEING ALBO THE WESY LINE.OF AUSTIN BOULEVARD; THENCE
SOUTH ¢ DEGREES 15 MINUTES 01 GECONDS EAST, ALouo THE EAST LINE OF LOTS 4
THROUGH 9, IN BLOCK 48, IN THE VILLAGE OF RIDGELAND SUHDIVISION AFORESAID, BEING
ALSO THE WEST LIEN OF AUSTIN BOULEVARD, 269.37 ®EET TO THE-8OUTHEAST CORNER OF
LOT 5 AFORESAID; THENCE SOUTH 0 DEGREES 22°MINUTES 48 SECONDS EAST, ALONG THE
EASTERLY TERMINUS OF VACATED ERIE STREET, BY ORDINANCE RECORDED NOVEMBER 30,
1978, AS DOCUMENT NUMBER 24743008 AFORESAID, 60.22 FEET TO THE NORTHEASY CORNER
OF LOT 1, IN BLOCK 19, IN THE VILLAGE OF-RIDGELAND SUBDIVISION AFORESAID; THENCE
SOUTH 0 DEGREES 18 MINUTES 18 S8ECONDS -EAST, ALONG THE EAST LINE OF LOTS 4
THROUGH 9, IN BLOCK 18, IN THE VILLAGE OF Rlnea.mo SUBDIVISION AFORESAID, BEING
ALSO THE WEST LINE OF AUSTIN BOULEVARD, 420.17 FEET TOT.HE SOUTHEAST CORNER OF
LOT 9 AFORESAID; THENCE NORTH 89 DEGREES 69 MINUTES. 5 SECONDS WEST, ALONG THE
SOUTH LINE OF BLOCK 19, IN THE VILLAGE OF RIDGELAND SUBDIVISION AFORESAID, BEING
ALSO THE NORTH LINE OF ONTARID STREET, 382.70 FEET. TO THE S8OUTHWEST CORNER OF
LOT 12, IN BLOCK 19 AFORESAID; THENCE - souru 89 DEGREES 51 MINUTES 25 SECONDS
WEST, ALONG THE WESTERLY: TERMINUS-OF VACATED HUMPHREY AVENUE (BY ORDINANCE
RECORDED MARCH 2, 2007, "AS DOCUMENT NUMBER 0706134033, AND ORDINANCE
AUTHORZING AGREEMENT. FOR VACATION OF STREET, RECORDED MARCH 6, 2007, AS
DOCUMENT NUMBER 0T08731040, AHD ORDINANCE AUTHORIZING YHE FIRST AMENDMENT
FOR VACATION OF STREEY RECORDED MAY. 4, 2008 AS DOCUMENT NUMBER 0312245181)
AFPORESAID, 30,04 FEET YO THE SOUTHEAST CORNER OF LOT 9, IN BLOCK 20, (N THE VILLAGE
OF RIDGELAND SUBDIVISION AFORESAID; THENCE NORTH B9 DEGREES 58 MINUTES 47
SECONDS WEST, ALONG THE SOUTH LINE:OF LOT 9, IN BLOCK %0 AFORESAID, SAID SQUTH
UNE BEING ALSO THE NORTH LINE OF ONTARIO STREHT, 171.58 FEET TO (T8 BOUTHWESY
CORNER THEREOQF: THENGE NORVH 0 DEGREES 42 MINUTES 28 SECONDS WEST, ALONG THE
WEST LINE OF LOTS 8§ THROUGH 8, IN BLOGK 20, SAID WEST LINE BEING ALBO THE EAST LINE
OF A 20.FOOT NORTH-SOUTH PUBLIC ALLEY, IN THE VILLAGE OF RIDGELAND SUBDIVISION
AFORESAID AND ALONG THE WEST LINE OF LOTS 6 AND &, IN BLOCK 20, IN THE
RESUBDIVISION OF LOTB 1 THROUGH 4, IN BLOCK 20 IN THE VILLAGE OF RIDGELAND
AFORESATD, AND ALONG THE WESTERLY TERMINUS OF A 10 FODT VACATED ALLEY {BY
ORDINANCE RECORDED MARCH 2, 2007 AS DOCUMENT NUMBER 0708134053, AND ORDINANCE
AUTHORIZING . AGREEMENT FOR VACATION OF ALLEY, RECORDED MARCH 8, 2007 A8
OOCUMENT :NUMBER 6708731040, AND ORDINANCE AUTHORIZING THE FIRST AMENDMENT
FOR VACAYION OF ALLEY, RECORDED MAY 1, 2008, AS DOCUMENT NUMBER 0512243184}, AND
ALONG THE WEST LINE OF LOT 7, iN BLOCK zn. N THE REEUBDIVISION OF LOTS 1 THROUGH
4, IN BLOGK 20, IN THE VILLAGE OF RIDGELAND SUBDIVISION AFORESAID, 420.81 FEET TO THE
NORTHWEST CORNER OF SAID LOT 7, SAID WEST LINE OF LOTS AND WEBTERLY TERMINUS
OF VACATED EASTWEST 10 FOOT ALLEY BEING ALSO THE EAST LIN E OF A 20 FOOT NORTH-
SOUTH PUBLIC ALLEY, iN BLOCK 20, AFORESAID; THENCE NORTH 0 DEGREES 24 MINUTES 57
SECONDS WEST, ALONG THE WESTERLY TERMINUS OF VACATED ERIE STREEY &Y
ORDINANCE RECORDED NOVEMBER 30, 1078, AS DOCUMENT NUMBER 24743006 AFORESAID,

4
Quitclaim Deed
DM_US 24810650-£.037442.0104
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68,91 FEET. TO THE SOUTHWEST CORNER OF LOT © IN BLOCK 47, IN THE VILLAGE OF
RIDGELAND SUBDIVISION, AFORESAID; THENCE NORTH 0 DEGREES 03 MINUTES 58 SECONDS
WEST, ALONG THE WEST LINE OF LOTS 4 THROUGH 8, IN BLOCK 19, IN THE VILLAGE OF
RIDGELAND SUBDIVISION, AFORESAID, BAID WEST LINE BEING ALSO THE EABT LINE OF A 20
FOOT MORTH-SOUTH PUBLIC ALLEY, IN BLOCK 17, IN THE VILLAGE OF RIDGELAND
SUBDMISION AFORESAID, 285.31 FEET TO THE HEREINABOVE DESIGNATED POINY OF
BEGINNING, IN CODK COUNTY, ILLINOIS,

3
, Quitclaim Dred
DM_UB 258106850-1,037242.0104
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2 5B I0-017-0000 121 HORTH HUMPHREY, OAK PARK WEST LOT WEST SUBURBAN MEDICAL CENTER
e | 16-00-910-016-0000 117 NORTH HUMPHREY, OMK PARK WEST LOT WEST SUDUAIMN MEDTCAL CENTER
* | 16:08-110-019-0000 315 NORTH HUMPHREY, OAK PARK, WESY LOT WEST SUDURDBANY MEDICAL CENTER
¢ | 1808-110020-0000 311 NOUTH HUMFHREY, OAK PARK WEST LOT WEST SUDURBAN MEDICAL CENTER
* § 16-08-130-071-0600 307 NORTH HUMPHREY, CAK PARK WEST LOT WEST SUBURBAN MEDICAL CENTER
¢ { 1600-319-0220000 07 NORTH HUMPKREY, OAR PARK wEST LOT WEST SUBLRRAH MEDICAL CENTER
* 1 16-08-1100¢2-0600 301 NORTY, HUMPHREY, QAR PARK WESY LOT WEST SUBURBAM MEDICAL CENTER
o 16-0m11.008-000) 0% NOKTH HUMPHREY, OAX PARK PARKING GARAGE WEST SUBURBAN MEDICAL CENTER
« | 16-08-113-008-0000 109 NORTH HUMPHREY, OAX PARK PARKING GARAGE WEST SUBLRBAN MEDICAL CENTER
- | 1608:111-013-0000 622 HORTH AUSTIN, OAX PARK PARXING GARAGE T WEST SURURBAN MEDICAL CENTER
| 16-084111-014-0000 420 NORTH AUSTIN, DAY, PARR PARKING GARAGE WEST SUBARRAN MEDICAL CENTER
~ | 16-08-211-035-0000 618 HORTH AUSTIN, OMK PARK PARIKING GARAGE WEST SUBURBAN MEDICAL CENTER
o | 16-06-131-016-0000 616 NORTH AUSTIN, OAK PARK PARIING GABAGE WEST SUBURBAN MEDICAL CENTER
# | 16-03-192.017-0000 €14 NORTH MISTIH, DAK PARK PARKING GARADE WEST SUBURBAN MECTCAL CENTER
s | 36-09-111-0)8-000 500 NORTH AUSTIN, OAK PARY PARKING GARAGE WEST SUBURBN MEDICAL CENTER
7 | 16-08-141-021-0000 303 NORTH HUMPHREY, OAK PARY. - PASUGNG GARATE WEST SUBURBAN MEDICAL CENTER
¢ | 16-08:191022-0000 316 WORTH HUMPHREY, OAX PARK PARXING nm WEST SUDURRAN HEDICAL CENTER
41 16091 160120000 §2 ERIE, OAX PARK WEST LOT WEST SUBUREAN MEDTCAL CENTER
? | 1608116013000 733 NORTM HUMPHREY, OAX PARK WEST LOT WEST SUBURRBAN MEDICAL CENTER
*1 16-00-116.0140000 219 NORTH HUMPHREY, OAX PARK WESTL0T WEST $UUBURSAN MEDICAL CENTER
4 16-08-116-015-0002 237 HORTH HUMPHAEY, DAX PARK WEST 40T WEST SUBURBAN MEDICAL CENTER
< | 16-08-115-016-0000 F71 NORTH KUMPHREY, OAX PARK WEST LOT WEST SUBURBAN MEDICAL CENTER
1) 16-05-116-0170000 271 NORTH HUMPHALY, OAK PARK WEST\OT WEST SUBURBAN MEDICAL CENTER
s | 1860116038800 219 NORTH MUMPHREY, OAK PARK WEST LOT WEEY EUBURBAN HEDITAL CENTER

DM_US 258215312 03442.0104
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¢ | 1602160190000 217 WORTH MUMPHREY, OAX PARK WEST 10T WEST SUBURBAN MEDICAL CENTER
# | s600-118.0200000 215 NORTH HUMPHREY, OAR PARK WEST LT WEFT SUPURBAN NEDICAL CENTEN
» | 1608426021000 213 HORTH HUMPHREY, OAX PARK GREEN SPACE LT et | st simorad wemen cowen
« | 16-08-116-022.0000 211 HORTH HUMPHREY, OAX PARK GREE 6PACE T ] wesT suBumaas o, cenTEn
« ] 36-08-110.0230000 205 NORTH HUMPHREY, OAX PARK AEStOBNCE ¢ © VST SUELURBAN MEDICAL CBITER
o | 1608160240000 207 MORTH HUMPHREY, OAK PARK orENIACE WEST SUBURBAX MEDICAL CENTER
» | 16-08-116025-0000 05 NDRTH HUMPHAEY, OAK PARK GREEN $7ACE" T WEST SUBURBAN MEDTCAL CENTER
o | ss.on18-0200000 101 NORTM HRTPHAEY, DAKRARK | GREEN SPACE ' WEST SUBURBAN MEDICAL CENTER
+ | 1631170010000 293 NORTHHUVPHREY, CAKPARK | HODITAL . . WESY SUBURBAN MEDTCAL CENTER
. | 1608117-0070000 216 NORTH HUMPHREY, ONKPARK ] HOSPTML. ) WEST SUBURSAN MEDICAL CENTRR
| t6.08-127-008-0000 214 NORTH HUMPHREY, OAK PARK - | #OS#TTAL WEST SUBURDAN MIDICAL CENTER
o | 16087-00m0000 12 NORTHHUNMEEY, ONKIRE | foserim,. = WEST SUBURBAS MEDICAL CENTER
* | 1801170100000 250 NORTH HUMPHREY, DX PARK - '} HOSPITAL N VIEBT TUBLIRBAN MEDICAL CEHTER
« | 1608117013000 206 NORTH HUMPHREY, 04K paget o] woserray, ':'“ - VFEST SUBURBAN MEDICAL CENTER

o] 1608117002000 200 HORT HUNPHREY, OAX PARK, HOSPTTAL WEST SUBURBAN MEDICAL CENTER

+ | 16-08-117.013-0000 smnbammmu, ooxmm . 'ﬂaﬁ’ﬁ& WEST GUBURBAN MEDICAL CENTER
¢ | 1608217-615-0000 LM ET, OPARK { Frovesstonas oFrIcE sUNLDING | WEST SUBURBAN teEDICAL CEMTER
v | toasaporeomn  {awmEcr,omplex i | eeovessomaLomtcrsunoms | waST susuRAAN MEDICAL CENTER

{ad28MestGubuTban Thle Commitment Document vesting 1021741035 REC ALbgdf(Rrge 7 of 8]
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STATEMENT BY GRANTOR AND GRANTEE

The grantsr of his egent affirs thet, to the bess of his knowledge, the name of the grentee shown on the
deed or sssignment of beneficial interest in a Lund trast is either & astural pereon, s Jllinait corporation of
fozeign corporation suthorized to do business or scuire and hold title to real estate in Blinois, 3 parmership
suthotized to do business or xevptire and bold title to real estate in Dlinols, or other entity tedognized ks &
pevson and authorized to do business or scquire and hold title 10 seal estate under the twrs of tie State of
Minois, i T

paea_ Ao / 20/0 . .‘
Signatare; {Goaatoror Agent)
Subscribed and sworn te before me by the TR
said_Spne AR Sy

this _ M dayof g,ﬁ,ﬁ;

20130 -

. :‘ S T
JM«QI-(%»W% (Notarymbhe) 5»‘?&'%35#5&“&%

The grantes or his agent affivats and verifies that the name of the grantes shown on the deed or assigament of
beneficial interest in a Iand brust js eithir 5 natursl-person, . Minois corporation or foreign corporation
suthorized 10 do business or acquire and hold title £ real estate in Hlinois, & partoership suthorized to do
business o acquire and hold tile to real estate in Nlineis, or other entity recognized as 8 person and
authorized 1 do business or sequite and hold title to real estite under the lews of the State of Iilinols.

Dated L wm

Subseribed nd sWorm to befote me by the

sud,__. v

this, dayot “-:'}:-.

20
’ (iNotary Public)
NOTE:  Any person who knowingly subpits a false statement concerning the identity of s grantee shall be
. guilty of a Class C misdemeanor for the first offense snd of a Class A misdemennor for
‘ subsequent offenses. - ‘ ’
6
Quitolaim Deed
DM_US 25810650-1 0304420104
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STATEMENT BY GRANTOR AND GRANTEE

doed ot assignmant of beneficial istarest in » 1804 trust is eifher & metorsl person, sn Glinois comporstion or
foreign corportion snthorized to do business or scquine and hold title 1o real extein in Tikinois, a pertosrship
aigthotized to do business o acquire and hold tide to sesl estatz in linois, or ofter estity recopilaad us &
mﬂnWb&mﬂwmembmmw& hmnfﬁoﬂunof

Itinois,
] Patod )2 g @g
; Bignatire: (Grentor or Ageat) . P g
Subscribed and swom to befiore me by the T o
said ‘
this ‘nmd
0

I : The grantor ot his agent affirms e, to the best of bis knowlsdgs, the oeme of the grautee shown oa the

mmmmwmmmmmemammmnummawa
mwmmmummﬂmuammlmmmmmpmwwW
aythorized fo do business or acquire ndhnﬁﬁﬂebmlrshhnm:m“wmbdn
tusipess or acquire ard bodd tdle &b real espate in Ilinois, or by eatity secopnized a5 » person and
mmmaommmmmmammmmmumu:mormmdnkm

vaswssrsmuasmnmmmm. INC« :

U}v ‘_“Mywmmhmymm.ﬁmmmwmhmmmmu )
25T guilty of e Class € misderaeanor for e fivst offense sad of 8 Class A misdemewnor for
subsaquant offenses,

Quilcialm Dezd
DM_US 25034374 2.037442.0104
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Section 1

Attachment 3

Operating Entity/Licensee

VHS West Suburban Medical Center, Inc. is currently licensee and operator of WSMC. Copies
of WSMC's general acute care hospital license and Joint Commission accreditation are attached
at ATTACHMENT 3.

Foliowing the Transaction, WSMC OpCo will be the licensee and operator of WSMC.
The Certificate of Good Standing for WSMC OpCo is attached at ATTACHMENT 1.

The following Persons own a 5% or greater interest in VHS:

Name Percentage Interest

| Vanguard Healt

i

h Financial Company, LLC

The following Persons own a 5% or greater interest in Vanguard Health Financial Company, LLC:

Percentage Interest

Vanguard Health Systerhs, Inc.

The following Persons own a 5% or greater interest in Vanguard Health Systems, Inc.:

Fercentage Interest

Tenet Healthcare Corporation

The following Persons own a 5% or greater interest in Pipeline — West Suburban Medical Center,
LLC:

FPercentage interest

i SRC Hospital Investments 11, LLC

0038 | ATTACHMENT 3



AR S N T E T T e Sy
ff.,fg&%‘é%& A S R P R

SR
e S T

HF116077

!"géj, The parsan, firm or rae pt:vr.ucn wHOAE NBIARE ADEIN OF li\‘s csuiﬂic—'xu t a5 wr'nmi mti the promlgm ol &
#d s Wiy stajutas wadior rokes and mguictiaRs and s hemely mwhorkied 10 ongaga i the actvily 85 335
; Ingiestnd halaw, !

g et 159 Fahoriy of b
tiws Wik Pagrimant i bt

Nirav D. Shah, M.D.,J.D. o
Director e &)

TRFRRTION DATE ERTAGT B e T

e TI32019 ) 0005624

SRR TR 1 4115121 . SO
General Hospital :

ST

IR

Effective: 08/01/2018

-
S

~
G

9

VHS West Suburban Medical Center, inc.

e
T
g

SRS

dba Wast Suburban Medical Center gj—"
3 Erie Court 4
Oak Park, Il 80302 }&'

¢ Tho tact o this feessn has 4 colernd bhack ‘wmj.i‘rin:urv Sttty of 21 Sl ol Wisks « RO, 3330 G'\é”it ‘?‘*"

?zzw"?_é‘ Rt e I &3 A R R s 45
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THSPLAY THIE PART IN &
CONSPICUOUS PLACE

Y S— -

Exp. Date 7/31/2019

Lic Number 0005604

Date Printed 6/14/2018

VHS West Suburban Medical Center, |
dba West Suburban Medical Center

3 Erle Court

Oak Park, IL 60302

FEE RECEIRT NO.

ATTACHMENT 3



West Suburban Medical Center
Qak Park, IL 4

has been Accredited by

I3

Whh:h he "éur’veyed-lt_}isféfg§t1iiation_-§iﬁd f:;'c:iup'ﬁ it to meet the requirements for the

Hospital Agcgédltation Program

July 2, 2016

Accreditation is customarily valid for up 10 36 months.

D #7399 W %@?’Z_\

Pris/Reprint Dale: 091972016 Mark R_Chassin, MD, FACT, MPP, MPH
President

The loint Commisston is an independent, not-for-profit national body that oversess the safety and quality of health care and
other services provided in accredited organizations. Information about nceredited organizations may be pravided directly (o
The Joint Commission at [-800-994-6610. Information regarding accredilation and the accreditation perfonnance of
individuni organizations can be abiained through The Joint Commission's web site at wwaw jointcommission.org.

a

" #%
é&.ﬁiﬁ

[P.4.17 The: Joint Commission Accreditation.pdf} {Page 1 o 1) ATTACHMENT 3
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Section |
Artachment 4
I onal Relationships
The organizationat charts for each Applicant is attached at ATTACHMENT 4.

ATTACHMENT 4
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Pre-Transaction Structure

Tenet Healthcare Corporation ]

Vanguard Health Systems, Inc.

I

|
|

VHS Wast Suburban Medical
Center, Inc.

RLBA
* West Suburban Medical

Center

Wes2 Subu Health i I

Note: VHS West Suburban Medicol
Center hoids 50% ownership

Vanguard Health Financial Company, LLC

l

/ VYHS Acquisition Subsidia

D/B/As

Number 4. inc,

River Farest Advanced
Imaging Center

River Forest Breast
Cancer Center

River Forast Campirs
River Forest
Cardiovascular Center

N =) ()

eai P iuns Group, L.LC P s, Inc,
DB/ D/B/AS
* Chicago Health Medical Group | « Plara Pharmacy

= West Suburban Pharmacy

/

ATTACHMENT 4
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Section IH

Attachment 6

Criterion 1110.230(a), Backdround of Applicants
SRC

1. SRC is a Delaware limited liability company. -

2. SRC has not previously owned or operated hospitals or other health care facilities in
Hiinois.

3. - An authorization letler granting access to the Review Board and the lllinois Department of
Public Health ("IDPH") to verify information regarding SRC is attached at ATTACHMENT 5.

WSMC OpCo

4, WSMC OpCo is a Delaware limited liability company. WSMC OpCo will be the licensee
and operator of WSMC following the consummation of the Transaction,

5. SRC is the sole member of WSMC OpCo.

8. WSMC OpCo has not previously owned or operated hospitals or other health care facilities
in iinois.
7. An authorization letter granting access to the Review Board and the Hlinois Department of

Public Health (“IDPH") to verify information regarding WSMC OpCo is attached at
ATTACHMENT 5.

VHS
8. VHS is a Delaware business corporation.
9. Vanguard is the sole member of VHF.

10. There have been no adverse actions taken against any facility owned or operated in Hlinois
by VHS during the three (3) year period prior to the filing of this Application. A letter certifying the
above information is attached at ATTACHMENT 5.

i1 An authorization letter granting access to the Review Board and IDPH to verify information
regarding VHS is attached at ATTACHMENT 5.

12. VHS West Suburban Medical Center, Inc. is currently licensee and operator of WSMC.,
Copies of WSMC's general acute care hospital license and Joint Commission accreditation are
altached at ATTACHMENT 5.

ATTACHMENT 5
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Tenet

13.  Tenet is the sole shareholder of Vanguard.

14, There have been no adverse actions {aken against any facility owned or operated in llinois
by Tenet during the three {3) year period prior to the fiting of this Application. A ietler certifying
the above information is attached at ATTACHMENT 5.

15. An authorization letter granting access to the Review Board and IDPH to verify information
regarding Tenet is attached at ATTACHMENT 5, )

i16.  The Applicants submit for informational purposes certain information in an lincis Health
Facilities and Services Review Board Application for Exemption Permit filed by Tenet, Gotilieb
Community Health Services Corporation, Loyola University Health System, Trinity Health
Corporation, and VHS of lilinois, Inc. in connection with the change of ownership of MacNeal
Hospital, which application was filed on January 1, 2018. The information relates to adverse
actions against Tenet affiliates located in South Carolina and Georgia, and is attached at
ATTACHMENT 5.

NOTE: SRC and its affiliated entities have not previously owned or operated hospitals or
other health care facilities in lllinois,

ATTACHMENT 5 -
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September |, 2018

Ms. Courtney R. Avery

Administrator

Minois Health Facilities & Services Review Board
525 West Jefferson Street, Second Floor
Springfield, Illinois 62761-0001

Mr. Michael Constantino

Supervisor, Project Review Section

525 West Jefferson Street, Second Floor
Springfield, lllinois 62761-0001

Re: Authorization to Access Information (VHS West Suburban Medical Center Certificate of

Exemption).
Dear Ms. Avery and Mr. Constantino:

Pursuant to 77 1ll. Admin. Code §1110.230, 1 hereby authorize the Illinois Health Facilities & Services
Review Board (the “Board™ and the Illinois Department of Public Health (“IDPH™) to access all
information necessary to verify any documentation or information submitted by Pipeline — West Suburban
Medical Center, LLC with this application. 1 further authorize the Board and IDPH to obtain any additional
documentation or information which the Board or IDPH finds pertinent and necessary to process this
application.

Sincerely,

Nicholas Orzano
Chief Executive Officer

SUBSCRIBED AND SWORN
to before me this day
of September, 2018

Notary Pubiic

OM b



Augustd?, 2018

Ms, Courtney R. Avery

Administrator .
Illinois Health Facilities & Services Review Board

525 West Jefferson Street, Second Floor

Springfield, Mlinois 62761-0001

Mr. Michael Constantino

Supervisor, Project Review Section

525 West Jeflerson Street, Second Floor
Springtield, lHinois 62761-000]

Re: Authorization to Access Information (VHS West Suburban Medical Center Certificate of

Exemption).

Dcar Ms. Avery and Mr. Constantino:

Pursuant o 77 Hl. Admin, Code §1110.230, I hereby authorize the Hlinois Health Facilities & Services
Review Board {the “Board”} and the IHinois Department of Public Health (“IDPH”) to access all
information neccessary to verify any documentation or information submitted by Tenet Healthcare
Corporation with this application. 1 further authorize the Board and IDPH to obtain any additional
documentation or information which the Board or IDPH finds pertinent and necessary to process this
application.

“Sincerely,

Michael T. Malondly
Senior Vice President, Acqu & Development

SUBSCRIBED AND SWORN
to before me this :2 q day
of August, 2018

........................................

- Y
16552  Gl6IALDRETE
3 My Commission Expires
‘%m&v April 04, 2018
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Augustd, 2018

Ms. Couriney R. Avery

Administrator

IHinois Heaith Facilities & Services Review Board
525 West Jefferson Street, Second Floor
Springfield, 1llinois 62761-0001

Mr. Michael Constantino

Supervisor, Project Review Section

525 West Jefferson Street, Second Floor
Springfield, lllinots 62761-0001

" Re: Authorization to Access Information (VHS West Suburban Medical Center Certificate of
Exemption).

Dear Ms. Avery and Mr. Constantino:

Pursuant to 77 Il Admin. Code §1110.230, I hereby authorize the Tllinois Health Facilities & Services
Review Board (the “Board™) and the llinois Department of Public Health (“IDPH™) {0 access alf
information necessary to verify any documentation or information submitted by VHS West Suburban
Medical Center, Inc. with this application. | further authorize the Board and IDPH 1o obtain any additional
documentation or information which the Board or IDPH finds pertinent and necessary to process this
application.

Sincerely,

“Michael T. Ma]g;ley
Vice President

SUBSCRIBED AND SWORN
to before me this day
of August, 2018

A GIGI ALDRETE
: My Commission Explres
5 April 04, 2018

O0MK



August 37, 2018

Ms. Courtney R. Avery

Administrator

Illinois Health Facilities & Services Review Board
525 West Jefferson Street, Second Floor
Springfield, Illinois 62761-0001

Mt. Michael Constantino

Supervisor, Project Review Section

525 West Jefferson Strect, Second Floor
Springfield, Iflinois 62761-0001

Re: No Adverse Actions Certification {VHS West Suburban Medical Center Certificate of
Exemption}.

Dear Ms. Avery and Mr. Constantino:

I hereby certify, under the penzlty of perjury as provided in §1-109 of the Illinois Code of Civil
Procedure, 735 ILCS 5/1-109, and pursuant to 77 1ll. Admin. Code § § 1110.230 and 1130.520(b}(1 XB),
that there have been no adverse actions taken against any [llinois facility owned or operated by VHS West
Suburban Medical Center, Inc. during the three (3} years prior to the filing of this application for a2
Certificate of Exemption. '

Sincerely,

) Michael T. Ma‘foney
Vice President

SUBSCRIBED AND SWORN
to before me this _qz Ii day
of August, 2018

e Addie d

Notaty Pullic

.......................................

\ " CGIGI ALDRE‘é’Exp’ 3
y Commission res ¢
' April 04, 2019

---------------------------------------
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August#9, 2018

Ms. Couriney R. Avery
Administrator

Illinois Health Facilities & Services Review Board

525 West Jefferson Street, Second Floor.

Springfield, Iilinois 62761-0001

Mr. Michael Constantino
Supervisor, Project Review Section

525 West Jefferson Street, Second Floor

Springflicld, Hinois 62761-0001

Re: No Adverse Actions Certification (VHS West Suburban Medjcal Center Certificate of

Exemption)}.

Dear Ms. Avery and Mr. Constantino:

1 hereby certify, under the penalty of perjury as provided in §1-109 of the Hlinois Code of Civil
Procedure, 735 ILCS 5/1-109, and pursuant to 77 [1l. Admin. Code § § 1110.230 and 1130.520(b)(1)(B),
that there have been no adverse actions taken against any Illinois facility owned or operated by Tenet
Healthcare Corporation during the three (3) years prior to the filing of this application for a Certificate of

Exemption.

SUBSCRIBED AND SWORN
10 before me this g q day
of August, 2018

W‘%L Aldaa o

Nota Pu

.......................................

16759 GIGI ALDRETE

',\’_ My Commission Expires

April 04, 2019

------------------

Sincerely,

Michael T. Malonegf
Senior Vice President, Acquigitiops & Development
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January 9, 2018

Msg. Courtney R, Avery

Adminstrator

Hiinois Health Facilitics 8 Scrvices Review Bowd
525 West Jetferson Streel, Socond Fleor
Springfield, Mincis 62761-0001

Mr. Michae) Constantine

Supervisor, Project Review Section

Hiinois lHealth Fecilities & Services Review Board
525 West Jefferson Street, Second Floor
Springfield, Hiinois 62761-0003 '

Re:  Ng Adverse Actions Certification {MacNea| Bogpitel Ceptifjcate of Exemplion
Dear Ms. Avery and Mr. Constantino:

1 hereby cenlfy, under penslty of perjﬁry as provided in § 1-109 of the lllinojs Code of
Civil Procedure, 735 ILCS 5/1-109, and pursvant to 77 Il Admin. Code §§1110.230 and
F130.520(b)(1 (B, as follows:

i, ) oF about Sepiember of 2016, Tenet Healthears Corporation (“Teuet”), and cenzin
of Tenet's aifiliates located in South Caroling and Georgia, excouled that covisin Setllement
Agreement with the United States Department of Justice {the “DOJ™) and the Office of the
Inspector General of the Depaniment of Heaitk and Human Scrvices, pursuant 10 which Tenet, and
cestain of Tenat's afftliates located in South Carolina and Georgie, resolved cerdain ciwvil and
criminal aliegations arising from certain aperations at Atlanta Medical Center and Nortli Fulton
Medical Center in Georgin. A copy of the DOJ Press Release is sttached,

2. There have been no adverse actions taken against any |ifinois facility owned or
operated by Tenet during the three (3) years prior Lo the filing of this Certificate of Exemption.

15: ,ﬂ'\;g, gg&&‘ &

SUBSCRIBIED ANI) SWORN

10 before me this _ 1% day
of January, 2018, el e e Sl i B,
b
. JENMFER L COSSA |
3 My Commission Expires \
NotarsfPublic Juna 13, £019 { -

Tenet Hoalthonrs
1445 Ross Averus, Sulle 1400, Datlas, Yexas 742022702 T 4Ge-283.2000 W terislheatheom
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Hnépilal Chain Will Pay over $513 Million for Defrauding the United Statcs and Maki;\g .. Pagelofd

. JUSTICE NEWS'

Depariment of Justice
Dffice of Puplic Affairs

FOR iMMEDIATE RELEASE _ _ b Monday, Dotober 3, 2018
Hospltal Chaln Wil Pay over $513 Miliion for Defrauding the Unlted States
and Making itegal Payments in Exchange for Patlent Referrals; Two
Subsidraries Agree to Plead Guilty

A major U.5. hospital chain, Tenal Henlthcaré Corporation, end twb of its Aflanta-ares wbsiﬂfanas will pay
ovaf $513 milkon 1o resolve’cniminel charges and civll claims retsting fo a schema 5 défraud the Unjted
States and o pay kickbacks in exchange for patient séfetrals.

Principat Doputy Assistant Altomey Genemi Devid Bltkowsr of the Jusiice Department’s Criminal Division;
U.8. Alioreey John Hoin of thé Nostham Distict of Georgi; Prineipal Deputy Astistant Altornéy Gerieral
Berjamin C. Mizes, head of the Jistice Depaiment's Civil Division: U.8. Atfornsy G.F. Patarman 11 6f the
Middie District of Gaorpia; Georgla Atiorney General Samuel 8. Diens; Acting Spacial Agent In Charpe
Geome Crouch of the FBY's Allanta Fiald DRice: nd Spacial Agent in Charge Derrick L. Jackson of the LS,
Depanmant of Hazlth and Human Servioes-Difice of \nspectdt General (HHS-DIG) in Atlanté made the
snnouncement Al

In addition, two Tenet subsidiiries, Attanta Medicai Center inc. and North Fullon pedicat Center Iné, have
agroed Yo piead guilly 1o conspimacy to defraud the United States and 10 poy heafth caré kickbacks and
bribes in viclatien of the Antl-Kickback Statute (AKS). The plea sgreéments femain subject to acteplénce

- biy the court, Up unlll April 2018, Atlanta Medica! Genter ing. and North Foltan Medlcal Centar Ing. owned
and operiited acule-caré hospﬂais bcated in the greater Allaria meltopolian area.

Allamta Medical Genter Inc. and Nodh Funon tedical Center Inc, were charged in s crimingl information
filed today in federal court in Aflanta with consplracy 1o defraud the Unitéd States by chstructing the tawlyl
government fuiictions ¢t HHS end to viotate the AKS, which, emong other things, prohibits payments t6
{nduce the reférres of patients for services paid for by federsd health care progréms. Tha two Tenet
subtidiaries have sgread to plead gullly to thé charges atleged in the crimina! information and will forfell -
over $145 million ta the United States ~ which represents (he amount paid to Atlants Medical Center int.
g Nofth Futlon Medical Center ing. by the Medicare and Gaorpip Medlcald programs for services
provided to-patients referred a5 part of the scheme. s

Tene! HeatihBystom Medice! inc. and Its subsiciaries (coflectively THEM) entered Into a ponprageciition: ;
‘agreament (NPA} with the Criming! Division's Fraud Section and the U.§. Atlomsy’s Dffica of the Northern a
District of Geotgla refated 10 the tharges i the orimingl information. THSM s the paren! company of
Alfania-Medicat Center ine., Norih Fullon Madical Canter inc., Spatding Reglonal Medical Conter inc-and
Hiton Head Hosplial, and employed fheir executives. THEM s a subsidiary of Tene) Healthcare

" Cotporation, Under the terms of the NPA, THSM and Tenet will avoid prosetution If they, emong other
teguirernents, cooperate with the government's ongaing investigatioh and enharnics thelf complianoe and

. £pag S
: Attachment

ttpss/) justice. ital- - nillion-defraudin 1 '
https hvwwws ice.gov/opasprihospital .. nitlio ’ l_ - ATTACHMENT §
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Hospital Chain Will Pay over $513 Million for Defrauding the Unitcd States and Making ... Page3 of 4

es well as related guilly pleas by two of ity Atiante-based hosplitots, Atlants Medicel Center Inc., and North

Fulton Madica! Center inc., are a clear example 6f those efforts. In eddition, the FBI's Major Provider

Responve Teom (MPRT) essisted the Atlanta Field Otfice indhe ¢ivil and eriminat investigation of Tenet,

The MPRT wae created in 2041 in response {o nimerous healthcare related corporsie-level schemas

resulling in Bllilons in tosSes to healthcare pians, The FBY, along with its MPRT, will contitue to 1
apgressively addness (he threat of targe-scate corporate heaithcans schemes signilicantly Impecting both i
private and government hesithcare benefd plans.’

*0IG conlinues o émphagize investigation of improper financial retationships between healih care
providers,” said Special Agent in Charge Jackson. “Using thelr pos'iions of trust, health providers ~ atter
recaiving paymants from Tenet - sent expectant women specifically to Tenet hospials, Patierds were oftan
direcled to Tenel facifties mites and miles from theit homes and on their journeys patsed othet hospitals
{hal could have provided needed care. These women were thereby placed of increased risk during one of
the mos! vuingrable points in thelr lives, HHS-OIG will continug to protect patients by expoging such ilegal
awengemants.”

As alleged in the oriminat information as well as civil complaints filed by the department and the state of
Georia In 2014 and 2013, Atianta Medical Centar Inc.. North Fulton Medical Center inc., Spalding
Regional tedical Center tng. and Hitton +ead Houplial pald bribers and kickbacks to the owners and
operators of prenatal ¢are clinite serving primatlly undocumented Hispanic women in retumn for the raleral
of those patients for tabor and delivery medical servicas at Tenset hospilats. Thess kickbacks end bribes
sllagedly hetped Tenet obisin more then $145 milion in Medicaid and Medicere funds besed on the
resulfing patient referrals.

Atcording 10 the criminal information, as part of the scheme, expectant mothers were in some cages tolg at
the prenata care clinics thal Mediszald would cover the costs assoclated with their childbirth and the care of
their newbom only T they delivered a1 ong of the Tene! hospitals, and in oiher cases were simply totd that |
Ihey were required to deliver at one of the Tenet hospitals, leaving them wilh the fatse befef that they couls
noi select the hosplle! of thelr choice. The ciiminal information allegos that a5 = result of thess falge and
misteading siatements and represamations, many expetlan mothers taveled long distances ftom thei
nomes to deflver af Ihe Tenet hospitals, placing their health and safety, and that of their newborn babies, at
iz,

The criminal inlermation also charges Atlanta Medica! Center Inc. and North Fulton Medical Center Inc. with
canspiring 1o defravd HHS in fts edministration snd oversight of the Medicare and Medicald Programs,
including HiS-0IG's enforcemsnt of Tenet's Saptember 2006 corpomate integrlly agreement (the CIA). The
erimingt infarmation and ihe civil compiaint eliege that many of the unlawlyl payments happened while
Tenel was underthe CIA. The caminat Information furthey afieges that cerein executives of Atlanta Medical
Center Inc., North Fulton Medical Canter In¢. and others concesled these untawful payments tromn HHS-
OIG during the pendency of the CIA by, Bimong other things, falscly centtylng compllence with the
requiremnents of the CiA and fefing to disclose reporiabte events reldling to the uniewful retationship under
the CIA

LR 2

Deputy Chiel Soseph S. Beemsterboer, Assistam Chief Robart A Zink and Tria) Attorneys Sally 8. Meloy,
Antotio M. Pozos and A. Brendan Stewart of the Criminat Diviston's Fraud Section and Chief Randy S.
Chartash and Drepuly Chief Stephen MeCleln of the Northem District of Georgla’s Economic Crime Section
represented the goverament in the oriminal prosecution. The U.S, Altorney’s Office of the iiddie Dislist of
Georgin and the Civil Diviaion's Commerciat Litigation Branch represemed the federal government in the

_ 0050 Attachment
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Hospitat Chain Will Pay over $513 Million for Defrauding the United States and Making ... Pape 4 of4

civi case. The HHS Office of Counsetto the Inspector Ganeral, the FBI and the Georgla end South
Carofing Medicaid Fraud Control Unfts providad assistance in this malter.

The FBI's Allenta Figtd Office. HHS-0IG ang 1he FBI Heafthcarg Fraud Unit MPRT investigated (he case,

Thits sentiemen ilusirates the government's emphasis on combafing heaith cae fraud and marks another
achievement for e Heallh Care Fisud Prevention and Enforcement Action Team (HEAT) infliative, which
was enngunced in May 2008 by Lhe Alforney General and the Secretary of HIHS. The pannership betwaen
the two deparimants has focused effors to reduce and preverd Medicare and Medicaid financlai fraud
Insough enhanced cooperation. One of the most powerful tools In this effort Is the False Claims Act. Sinoe
January 2009, ihe tustice Depariment has recovared a total of more than $30.9 bitllon through Felse
Clgims Acl cases, with more then $18,6 bilion of that amount recovered in cases invalving fraud egainst
tedera) health care programs, ’

if you belicve you are 3 victim of this offense, please vicit this wehsile or call{888] 549-3945.

Attachrment{e):

Pownload Teps Civil Settlement Agraement

Downlopd Tenei NPA apd Aschments

Dovmiond Ceiminal Information for Atlanta Medieal Center in¢, and Norh Fujton Medical Cepter ine,
Toplcis): '

False Clalms Act
Heakh Cate Fraid

Component{s): .
Chyil Rivisi .
Climinot Division

Criming) - Crimingl Frpud Section

i - 3, Ml

USAD - Geomie, Southem e

Preas Reteass Number:
18-1144

Updated ApA) 27, 2017
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August w2018

Ms. Courtniey R. Avery

Administrator

HEinois Health Facilities & Services Review Board
525 West Jefferson Street, Second Floor
Springfield, lilinois 62761-0001

Mr, Michael Constantino

Supervisor, Project Review Section

525 West Jefferson Strect, Sccond Floor
Springfield, IHinois 62761-0001

Re: Authorization to Access [nformation (VIS West Suburban Medical Center Certificate of

Dear Ms. Avery and Mr. Constantino:

‘Pursuant to 77 [Il. Admin, Code §1110.230, | hereby authorize the Illinois Health Facilities & Services
Review Board (the “Board™) and the [Hlinois Department of Public Health (“IDPH™) to access all
information necessary to verify any documentation or information submitted by SRC Hospital Investments
tl, LLC with this application. I further authorize the Board and IDPH to obtain any additional
documentation or information which the Board or IDPH finds pertinent and necessary to process this
applicalion.

Sincerely,

—

Nicholas Orzano \,-)
Chief Executive Offic

SUBSCRIB

D056



CALIFORNIA JURAT CERTIFICATE

A notary public or other officer completing this certificate verifies only the identity of the individual who signed
the document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of California

County of Los Angeles

Subscribed and sworn to (or affirmed) before me on this__28th  day of August
20 18 by Nicholas Orzano

proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

MIN YOUNG PARK

4_11"1’.7:.
WITNESS MY HAND AND OFFICIAL SEAL. @ A% Commission No.2002038 %
g Be2 2R \OTARY PUBLIC-CALIFORNIA 2

m) LOS ANGELES COUNTY
> My Comm. Expires DECEMBER 30, 2018

Signature of Notary Public (Notary Seal)

OPTIONAL INFORMATION

The jurat contained within this docurient is in accordance with California lmw. Any affidarit subscribed and sworn to before a notary
shall use the preceding wording or substantially similar wording pursuant to Civil Code sections 1189 and 8202. A jurar certificate
cammot be affixed to a document sent by mail or otherwise delivered fo a notary public, including
electronic means, whereby the signer did not personally appear before the notary public, even if the signer fs known
by the notary public. The seal and signature cannot be aflixed te a document without the correct notarial wording.
As an additional option an affiant can produce an affidavit on the same document as the notarial certificare wording
to eliminate the use of additional documentation.

DESCRIPTION OF ATTACHED DOCUMENT CAPACITY CLAIMED BY SIGNER
Authorization to Access Information X Individual
(Title of document) Corporate Officer
Number of Pages 1 (Including jurat) Partner
Document Date August 28 2018 __ Attorney-In-Fact
Trustee
VHS West Suburban Medical Center Certificate of Exemption Othet:

{Additonal Information)

§2-¢
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Section Il
Attachment 6

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

Criterion 1130.520(b}1}(A}, Name of the Parties
1. See Criterion 1110.230(a), Background of the Applicants, in support of this Criterion.

Criterion_1130.520(b}{1)}{B). Backqround of the Applicants
1. See Criterion 1110.230(a), Background of the Applicants, in support of this Criterion.

Criterion 1130.520(b}{1)(C), Structure of the Transaction

1. WSMC OpCo and WSMC PropCo are acquiring the real estate, buildings, and assets
comprising WSMC pursuant to the Purchase Agreement.

2. Under the terms of the Purchase Agreement, SRC will be acquiring Weiss Hospital,
Westlake, WSMC, and certain assets used in connection with the operation of the hospitals for
Seventy Million Dollars ($70,000,000.00), subject to adjustments for working capital and capital
expenditures (the “Purchase Price”). The Purchase Price paid to Tenet will be funded with cash
by SRC. :

Criterion 1130.520(b){(1(D), Licensing Party

1. WSMC OpCa will be the licensee of WSMC following the Closing. Pipeline lllinois will
provide certain management and administrative services to the Hospital. Pipeline lilinois will be
eighty percent (80%) owned and controlled by Pipeline Healthcare Management, LLC (*Pipeline”).
Pipeline has experience managing academic medical centers ‘and community hospitals in
California, Texas, Nevada, and New Mexico, including management and operation of the largest
emergency room management company on the West Coast. Pipeline's experience also includes
management of (i) a network of urgent care clinics, (i) the nation's largest telemedicine platform,
and (iii} a hospitalist staffing company. Weiss PropCo will have no role in operations or care
delivery at Weiss Hospital. TWG Partners, LLC ("TWG") will own the remaining twenty percent
(20%) of Pipeline Hinois. TWG brings to Pipeline lllincis experience in founding and developing
arange of health care companies in the areas of health care technology, Medicaid-managed care,
and Medicare Part D insurance operating in lllinois and other numerous other States, and a local
understanding of the Chicago-area health care market and clinical operations, as well as lllinois
policy, which will complement Pipeline’s national health system management experience.

Criterion 1130.520(b)(1}E), List of Ownership Interests in the Licensed Party

1. VHS is currently the owner, licensee, and operator of WSMC. VHS currently owns the
land, buildings, and other real estate comprising the campus of WSMC.

2. Following the Transaction, WSMC OpCo will be the licensee and operator of WSMC.

0058 ) ATTACHMENT 6



3. Following the Transaction, (i) WSMC PropCo will own the land and other real estate
comprising the campus of WSMC, and {ii) WSMC OpCo will own alt of the buildings and operating
assets comprising of WSMC.

Criterion 1130.520(b)1}(F), Fair Market Value of Assets Being Transferred

1. Under the terms of the Purchase Agreement, (i) WSMC PropCo and WSMC OpCo, will
be acquiring the real estate, buildings, and assets associated with WSMC, (i} Westlake Property
Holdings, LLC and Pipeline-Westlake Hospital, LLC will be acquiring the real estate, buildings,
and assets associated with Westlake, and (iii) Weiss Hospital Property Holdings, LLC and
Pipeline-Weiss Memorial Hospital, LLC wiil be acquiring the assets and real estate associated
with Weiss Hospital, for Seventy Million Doliars ($70,000,000.00}, subject to adjustments for
working capital and capital expenditures (the “Purchase Price”). ‘

2. The Purchase Price was negotiated at arms-length and represents fair market value.

Criterion 1130.520(b}{1)(G). Purchase Price of the Assets Being Transferred

1. Under the terms of the Purchase Agreement. (i) WSMC PropCo and WSMC OpCo, will
be acquiring the real estate, buildings, and assets associated with WSMC, (ii) Westlake Property
Holdings, LLC and Pipeline-Westlake Hospital, LLC will be acquiring the real estate, buildings,
and assets associated with Westlake, and (iii) Weiss Hospital Property Holdings. LLC and
Pipeline-Weiss Memorial Hospital, LLC will be acquiring the real estate, buildings, and assets
associated with Weiss Hospital, for Seventy Million Dollars ($70,000,000.00), subject to
adjustments for working capital and capital expenditures {the “Purchase Price™).

Criterion 1130.520(b){2}, Completion of Pending CONs

1. There are no pending Certificates of Need or Certificates of Exemption for SRC, WSMC
OpCo, WSMC PropCo, VHS, VHF, Vanguard, or Tenet

Criterion 1130.520(b](3}, Charity Care Policies
1, The current charity care policies for WSMC are attached at ATTACHMENT 7.

2. Foliowing the Transaction, SRC will be adopting a Charity Care Policy at WSMC, copies
of which are attached at ATTACHMENT 7 (the "SRC Charity Care Policy").

3. The SRC Charity Care Policy is not more restrictive than the current charity care policies
at WSMC,
4. The SRC Charity Care Policy will remain in place for no less than two (2) years following

the consummation of the Transaction. See ATTACHMENT 7.

Criterion 1130.520(b)(4). Benefits o the Community

1. Following the Transaction, WSMC will continue to operate for the benefit of the residents
of Chicago and the greater Chicago area, inciuding serving poor and underserved individuals
through WSMC'’s charitable activities.

Criterion 1130.520{b}(5), Cost Savings

ATTACHMENT 6
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1. At this time, itis not possible to predict with specificity the cost savings that will be realized.

Criterion 1130.520(b)8). Quality Improvement

1. Following the Transaction, SRC will have an extensive quality improvement program in
place for WSMC, to be overseen by the local WSMC Governing Board and administered by
Pipeline lllinois.

Criterion 1130.520(b}(7), Governing Body

1. Following the Transaction, WSMC will be governed by the WSMC Local Governing Board
{subject to the reserve powers of SRC as sole member). The current local WSMC Governing
Board will be elected to the WSMC Governing Board (and certain members of the current WSMC
Governing Board will exit from the WSMC Governing Board).

Criterion 1130.520{b}){8}. Section 1110.240 Written Response

1. The review criteria set forth in 77 1. Admin. Code §1110.240 have been addressed, a -
copy of which is available for public review at WSMC.

Criterion 1130.520(b)(9), Scope of Service Changes or Charity Care Changes

1, The Transaction set forth in this COE will result in no changes to the scope of services
offered at WSMC.

2. Following the Transaction, SRC will be implementing a Charity Care Policy at WSMC.

3. The SRC Charity Care will not be more restrictive than the current Charity Care Policy of
WSMC, and will remain in effect for at least two (2) years after the Transaction.

™
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VANGUARD

EALTH EYSTEMSY

POLICIES &
PROCEDURES
DEPARTMENT: Business Office POLICY DESCRIFTION: Cﬁarity Care, Financial
Assistance and Biliing & Collection Policies for
Uninsured Patients
PAGE: 1 of 10 REPLACES POLICY DATLD:
APPROVED: June |, 2004 ‘ RETIRED:
EFFECTIVLE DATE: July i, 2004 . REFERENCE NUMBER: 11-0801
| SCOPE:

All Company-afiiliated hospitals.

PURPOSE:

This Policy and Procedure is established to provide the aperational guidelines for the Company’s
hospitals { each a *Hospital* and, collectively, the “Hospitals™) 1o identify uninsured patienis who are
Financially indigent or Medically Indigent that may qualify for charity care (free care) or financial
assisiance, to process patient applications for charity care or financial assistance and 1o bifl and
collect firom uninsured patients, including those who qualify as Financially Indigent or Medically
Indigent under this Policy.

POLICY:

1. Charily Care or Financial Assistance. The Company's Hospitals shall provide charity care |
{fiee carc) or financial assistance 1o uninsured patients for their emergency, non-elective care who
.| qualify for classification as Financially Indigent or Medically Indigent in accordance with the Charity

Care Financial Assistance Process sct forth below. The Company's Hospitals shall adopt a written

policy in conformity with the Company’s Policy and Procedure set forth hrerein. Charity Care (100%

discounts) under this Policy shall be available for uninsured patients with incomes below 200% of
| the Federal Poverty Level (the “Financially Indigem™. 40 to 80% discounts shall be available for

uninsured patients either (1) with income below 500% FPL or (2) with balances due for hospital

services in excess of 50% of their annual incosne (the “Medially Indigent™). See attached Financial

Assistance Eligibilily Guidelines.

2. Bitling and Collection Processes for Uninsyred _Patients.  All uninsured patients receiving
cate at the Company's Hospitals will be treated with tespect and in a professional manner before,
during and afier receiving care. Each of the Company’s Hospitals should adopt a written policy in
conformity with the Company’s Policy and Procedure set forth herein for its billing and collection
practices in respect of all uninsurced patients, including those uninsured patients who qual:fy ior
classification as Financially Indigent or Medically Indigent under this Policy.

672004
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WANGUARD

KREALTH §YSTEMS

POLICIES &
PROCE DURES
| DEPARTMENT: Business Office POLICY DESCRIPTION: Charity Care, Financial |
Assistance and Billing & Cotlection Policies for
. Uninsured Patients
PAGE: 20f10 REPLACES POLICY DATED:
APPROVED: Junc 1, 2004 RETIRED:
EFFECTIVE DATE: July 1, 2004 REFERENCE NUMBER: 11-0801
PROCEDURE:
A, CHARITY CARE AND FINANCIAL ASSISTANCE PROCESS
i. Application. Each Company Hospital will request that each patient applying for

charity care financial assistance complete & Financial Assistance Application Form (Assislance
Application). An example Financial Assistance Application Form is attached herelo. The Assistance
Application allows for the collection of needed information to determine cligibility for financial
assistance.

A. Calculation of Immediate Family Members. Each Hospital will request that
patients requesting charity care verify the number of people in the patient’s bousehold.

k. Adnlis. In caleulating the number of people in an adult patient’s
houschold, Hospital will include the patient, the patient’s spouse and any
dependents of the patient or the patient’s spouse.

2. Minors, For persons under the age of 18. In calculating the number of

people in a minor palient’s household, ospital will include the patient, the

patient’s mother, depcndcnts of the patient’s mother, lhc patient’s father, and
- dependents of the patient’s father.

B. Calculation of Income.

I Adylis. For adults, deiermine the sum of the total yearly gross income
of the patient and the patient’s spouse (the “Income”). Hospital may consider
other financial asse(s of the patient and the patient's family (members of family
are as defined in scction “Caleulation of Immediate Family Members™) and the
patient's or the patient’s family's ability 1o pay.

2 Minors, 1f the patient is a minot, determine the Income fiom the
patient, the patient’s mother and the patient’s father. Hospital may consider
other financial assets of the patient and the patient's family (members of family
are as defined in section “Calculation of Immediate Family Members”) and the
patient's or the patient’s {amily's ability (o pay.

2. Income Verification. Hospital shall request that the patient verify the Income and

6/2004
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VWANGUARD

HEALTH SYSTEMS

POLICIES &

PROCEDURES

DEPARTMENT: Business Office POLICY DESCRIPTION: Charity Care, Financial
Assistance and Billing & Collection Policics for
Uninsured Patients

PAGE: 3of 10 REPLACES POLICY DATED:

APPROVED: lune 1, 2004 RETIRED:

EFFECTIVE DATE: July |, 2004 REFERENCE NUMBILR: 11-080}

provide the documentation requested as set forth in the Assistance Application. NOTE: Tax Relums
and W-2's should be collected for year prior to date of admission.

3

A, Documentation Verifying lncome. Income may be ver 1ﬁed through any of the
following mechanisms:

«  Tax Returns {Hospital preferred income verification document)

¢ RS Form W-2

¢ Wagpe and Earnings Stalement

»  Pay Cheek Remitance

*  Social Security

*  Worker’s Compensation or Unemployment Compensation Determination
lLetters

+ Qualification within the preceding 6 months for governmental assisiance
program (including Tood stamps, CIMC, Medicaid and AFDC)

* Telephone verification by the patient’s employer of the patient's kicome

+  Bank siatements, which indicate payroll deposits.

B. Documentation Unavailablie. In cases where the patient is unable o provide
dogumentation verifying Income, the Hospital may at it’s sole discretion verify the patient’s
tncome in either of the following two ways:

I. By having the patient sign the Assistance Application attesting to the
veracity of the Income information provided oy

2. Through the writien attestation of the Hospital personnel completing
the Assistance Application that the patient verbally verified Hospital’s
calculation of Income.

unable 1o provide rhe requested tlocumennman be noted on the Financial Assistance As‘sesvmem

Lorm.
C. Expired Patients. Expired patients may be deemed to have no Income for

purposes of the Hospital's calculation of Income. Documeniation of Income is not required
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for expired patients. Income verification is siill required for any other family members |
(imembers of family are as defined in section “Caleulation of Immediatle Family Mcmbers™).

D. Homeless Payjents. Homeless patients may be deemed to have no Income for
purposes of the Hospital’s calculation of Income. Documentation of Income is not required
for homeless patients. lncome verification is still required for any other family members |
(members of family are as defined in section “Calculation of Immediate Family Members™)
only if other family information is availabie.

E. Incarcerated Palients. incarcerated patients (incarceration verification should
be altempied by Hospital personnel) may be deemed 1o have no Income for purposes of the
Hospital’s calculation of Tncomge, bt only i their medical expenses are nol covered by the
(al entity fncarceraiing them (fe the Federal Government, the State or o County |
responsible for the carel since in sweh eveni they are rot wninsured patienis.  Income
vetification is still required for any other family members {members of family are as defined
in section “Catculation of Immediate Family Members™),

F International Patients, International patienis who are upinsured and whose
visit 10 the Hospital was unscheduled will be deemed 1o have no Income for purposes of ihe
Hospital’s calculation of Income. Income verification is, moreover, still required for any
other family members (members of family are as defined in seciion “Caleulation of |
Immediate Family Members™) only if other family are United States citizens,

G. Eligibility Cannot be Determined. If and when Hospital personne! cannot

clearly determine eligibility, the Hospital personnel will use best judgment and submit a
memorandum (such meniorandum should be the first sheet in the documentation packet)
listing reasons for judgment along with Financial Assistance documentation to appropriate
supervisor. The Hospital Supervisor will then review (he memorandum and docutnentation. 1
the Supervisor agrees 1o approve the eligibility, they will sign Eligibility Detesmination ferm
and contihue with normal Approval process. IF the Supervisor does not approve eligibility of
the patient under this Policy, the Supervisor should sign the submitted memorandum and
return all documentation 10 Hospital personnel who will note account and send documentation
to the Hospital’s Business Office for filing. If Supervisor disagrees with hospital personne!’s
judgment, Supervisor should state reasons for new judgment and will returt documentation to
nospital personnel who will follow either denial process or approval process as determined by
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Supervisor,
H.  Classification Pending Income Verification. During the Income Verification

process, while Hospital is collecting the information neccssary to determine a patient’s
Income, the paticnt may be treated as a self-pay patient in accordance with Hospital policies.

3. Information Falsification, Falsification of information may resull in denial of the
Assistance Application. If, afler a patient is granted financial assistance as either Financiaily
Indigent or Medically Indigemt, and Hospital finds material provision(s) of the Assistance
Application 1o be untrue, the financial assistance may be withdrawn.

4, Request for Additional Information. If adequate docwments are not provided,
Hospital will contact the patient and request additional information, I the patient does not comply
with the request within 14 calendar days from the date of the request, such non-compliance will be
considered an automatic denial for financial assistance. A note wilf be input into Hospital computer
system and any and all paperwork that was completed will be filed according 10 the date of the denial
note. No further actions will be taken by MHospital personnel.  If requested documentation is later
oblained, all filed documentation will be pulled and patient will be reconsidered for Financial
Assistance,

5. Automatic Classification as Financially Indigent. The following is a listing of
types of accounts where Financial Assistance is considered to be antomatic and documentation of
lncome or a Financial Assistance application is not needed:

¢ - Medicaid accounts-Exhausted Days/Bevefits

. Medicaid spend down accounts

. Medicaid or Medicare Dental denials

. Medicare Replacement accounts with Medicaid as secondary-where Medicare |

Replacement plan left patient with responsibility

-~

6. Classification as Financiaily Indigent. Financially fndigent means an uninsured
person who is accepled for care with no obligation (charity care) or with a discounted obligation to
ay for the services rendered, based on the Hospital Eligibility Criteria.
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A. Classification. The Hospital may classify as Financiatly Indigeat all

uninsured patients whose income, as _determined in accordance with the Assistance
Application, is less than or equal {0 200% of the poverty guideiines updated annually in the
Federal Register by the (1.8, Depariment of Health and Human Services {Federal Poverty
Guidelines).

B. Acceptance. IFHospital accepts the patient as Finaricially Indigent, (he patietit
may be granted charity cate o financial assistance discounts in accordance with the atlached
Financial Assistance Blipibility Guidelines,

7. Classification as Medically Indigent. Medically Indigent means an uninsured
patient who does not qualify as Financially Indigent under this policy because the patient’s Income
exceeds 500% of Federal Poverty Guidelines, but whose medical or hospital bills exceed a specified
percentage of the person’s Inconie, and who is unable to pay the remaining bill.

A, Injtiat Assessment. To be considered for classification as a Medically Indigent
patient, the amount owed by the patient on all outstanding accounts afier all payments by the
patient must exceed 10% of the patient's Income and the patient must be unable to pay the
remaining bill. If the patient does not meet the Initiat Assessment criteria, the patient may not
be classified as Medically Indigent.

B. Acceptance. The Hospital may also accept a patient as Medically Indigent
when they meet the acceptance criteria set forth below,

(i} The patient’s bill is greater than 50% of the patient’s Income, calculated in
accordance with the Hospital's income verification procedurcs, and the
paticnt’s Income is preater than 500% of the Federal Poverty Guidelines.
The Hospital will determine the amount of financial assistance granted to
these patient’s in accordance with the attached Financial Assistance

Eligibility Guidelines,

(2) NOTE: TO QUALIFY AS MEDRICALLY INDIGENT, THE PATIENT
MUST BE UNINSURED.
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8. Approval Procedures. Hospital will complete a Financial Assistance Eligibility
DRetermination Form for each patient granted status as Financially Indigent or Medically Indigent.
The approval signature process is as following:

$1 81,000 Director
$1,001 - $10,000 Direclor and CFO
$10,001 and above Director, CFO and CEQ

A. The accounts will be filed according to the date the Financial Assistance
adjustinent was entered onto the account,

B. The Eligibility Determination Form allows for the documentiation of the
administrative review and approval process utilized by the Hospital to grant financizl
assistance. Any change in the Eligibility Deicrmination Form must be approved by the
Divector of Paticnt Financial Services. NOTE: [If application is approved,
approval for previous twelve months services (with outstanding halances) can he
considered as part of the carrent request for financial assistance.

Denial for Financial Assistance. [f the Hospital determines that ihe patient is not
Financially Indigent or Medically Independent under this policy, it shall notify the
patient of this denial Ih writing. A supgested denial of coverage letter is attached 1o
this policy.

9. Document Relention Procedares. Hospital will maintain documentation sufficient
to identify for each patient qualified as Financially Indigeni or Medically Indigent, the patient’s
Income, the method used to verify the patient’s Income, the amount owed by the patient, and the
person’who approved granting the patient status as Financially Indigent or Medically lndigent. Al
documentation will be forwarded and filed within the Hospital's Business Office for audit purposes.
Financial Assisiance applications and all documentation will be retained within the lHospital’s
Business Office for 1 calendar year. Afier which, the documents will be boxed and marked as:
Charity Docs, JANUARY YYYY-DECEMBER YYYY and forwarded to the Hospital Warehouse,
where it will then be retained for an additional 6 years before shredding.

i0.  Reservation of Rights. It is the policy of the Company anhd its Hospitals to rescive
the right 1o limit or deny financial assistance at the sole discretion of each of its Hospitals,
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policy.
1B

ANCLUDING THOSE WHO QUALIFY AS FINANICALLY INDIGENT OR

11.  Non-covered Services. Elective and non-emergency services are not covered by this

BILLING AND COLLECTION PRACTICES FOR ALL UNINSURED PATIENTS,
MEDICALLY INDIGENT UNDER THIS POLICY

1, Fair and Respeetful Treatment. Uningured patients will be treated fairly and
with respect during and aRer treatment, regardless of their ability o pay.

2. Trained Financial Counselors. All uninsured patients at the Company’s
hospitals will be provided with financial counseling, including assistance applying for state
and federal health care programs such as Medicare and Medicaid. H not eligible for
governmental assistance, uninsured patients will be informed of and assisted in applying for
charity care and (nancial assistance under the hospital’s charity care and financial assistance
policy. Financial counselors will attempt to meet with all uninsured patients prior to
discharge from the Company's hospital. Hospilals should ensure that appropriatc staff
members are knowledgeable about the existence of the hospital’s financial assistance policies.
‘I'raining should be provided to stafl members (i.c., billing office, financial depariment, ctc.)
who directly interact with patients regarding their hospital biils,

3. Additional Inveice Statements or Enclosures. When sending a bill to
uninsured patients, the Hospital should include (a) a statement on the bill or in an enclosure to
the bill that indicaies that if the patient meets cettain income requircments, the patient may be
efigible for a government-sponsored program ot for (inancial assistance irom the Hospital
under its charity care or financial assislance policy; and (b) a statemicnt on the bill or in an
enclosure to the bill that provides the patient a telephone number of a hospital employee or
ofTice from whom or which the patient may obtain information about sach financial assistance
policy for paticnts and how (o apply for such assistance. ‘I'he following stalement on the bill
or in an enclosure 1o the bill complies with the above requirements of this Section B.3.:
“Please note, based on your household income, you may be eligible for Medicaid [Note:
Please refer to MediCal for California patients and Arizona's AHCCUCS program for Arizona
patientsf or financial assistance from the Hospital. For further information, please contact our
cusfomer service department at (XX X) XXX-XXXX.”
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4. Nofices, Each of the Company’s hospitals should post notices regarding the
availability of financial assistance 10 uninsured patients. Those notices should be posted in
visible locations throughout the hospital such as admitting/registration, billing office and
emergency department. The notices also should include a contact telephone number that a
paticd or family member can call for more information. The following specific language
complies the above notice yequirements of this Section B.4.: “For help with your Hospital bill
or Financial Assistance, please call or ask o see ouwr Financial Counselor or call (XXX) XXX-
XXXX (M-TF 8:30 am 10 4:30 pm).”

5. Licns on Primary Residences, The Company’s hospitals shall not, in
dealing with patients who gquality as Financially Indigent or Medically Indigent under this
Policy, plact or foreclose liens on primary residences as a means of collecting unpaid hospital
bills. However, as to those patients who qualify as Medically Indigent bul have income in
excess of 500% of the Federa! Poverly Guidelines, the Company may place liens on primary
residences as a2 means of coflecting discounted hospiial bills, but the Company’s hospitals
may not pursue foreclosure actions in respect of such liens. ‘

6. Garnishments. The Company’s hospitals shall only use garnishments on
Medicaily Indigent Patients where clearly legal under state law and only where it has
evidence that the Medically Indigent Paticnt bas sufficient income or assets to pay his
discounted bill, '

7. Collection Actions Against Uninsered Patients, Each of the Company’s
hospitals should have writlen policics outlining when and under whose authority an unpaid
balance of any uninsured patient is advanced 1o collection, and hospitals should use their best
efforls 10 ensure that patient accounts for ail uninsured patients are processed fairly and
consistently. ‘

8. Interest Free, Extended Payment Plans.  All uninsured patients shall be
offered extended payment plans by ihe Company’s hospitals to assist the patients in seliling
past due ouistanding hospital bills. The Company’s hospitals will not charge uninsured
patients any interest under such extended payment plans,

9. Body Attachments. The Company’s hospitals shall not use body attachment
to reguire that its uninsured patients or responsible party appear in coutt.
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10 Collection Agencies Follow Hospital Collection Policies. The Company’s
hospitals should define the standards and scope of practices 1o be used by their outside (non-hospital}
collection agencics, and should obtain written agreements from such agencies that they will adbere to
such standards and scope of practices. These standards and practices should not be inconsistent with
the Company’s collection practices for its hospitals set forth in this Policy. |

C. RESERVATION OF RIGI 1S AGAINST THIRD PARTIES.

Nothing in this Policy shall preclude the Company's hospitals from pursuing reimbursement
from (hird party' payors, third pariy liability settlements or tortfeasors or other legally responsible
third parties,

REFERENCES
HHS, Office of luspector General, Guidance dated February 2, 2004, entitled “IHospital Discounts
Offered 1o Patients Who Cannol Afford To Pay Their Hospital Bills”.

Letter dated February 19, 2004, from Tommy G. Thompson, HHS Secretary, to Richard 3. Davidsen,
President, American Hospital Association, including Questions and Answers attached thereto entitled
“Questions On Charges For The Uninsurcd™.

Federal Poverty Guidelines published by US Department of Health and Human Services from time to
time. (Most recent publication atl effective date of this Policy is 69 Federal Register 7336 (February
13,2004 :
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FINANCIAL ASSISTANCE ELIGIBILITY GUIDELINES

Paztd on Federn! Poveny Guidelines 1EMactive Febeaary 13, 2004

Schedule A (shaded) Schedule B (unshaded)
Financially Indigent Medically Indigent
Nuntber In Household 130% ) 200% 300% 400% 500%
t 810 184620 1930 37,240 46,550
2 12490 24,980 37,470 49,960 62,450
! 3 ) 15,070 31,340 47,010 62,680 ‘ 78,350
1 18,850 3?,700 56,350 75400 G4 250
3 22,030 4060 86,0% R8.120 110,150
b 15,340 50,420 75,630 100,540 126,050
7 28,390 56,780 6547 113,560 141 950
sl 31,570 63,140 24,710 126,280 157,850
Discotmi 10(% B Gt 40%
Financiatly Tndigent Classification
Schedule C
Catastrophic Eligibility as Medically Indigent- :
Only applicable if patients income exceeds 500% of Federal Poverty Guidelines
Balance Due Discount
Balange Doe js equal 10 or greater thay 9U% pataents annual income 8%
Balsnce Due is cqual 10 or greater them 0% and less 1han 90% patients savmat income 1)
Bakants Due is equal 1o of preater thap 50% and 1ess than T0% Eaticnts annud! income a0t
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[HOSPITAL LETTERHEAD]

«GUARANTOR»
«ADDRESS»
«CITY#, «Staten «zip»

[DATE]

Re: «PATIENT»
Admission:  «ACCOUNT»
Balance Due: S« TOTAL_CHARGES»

Dear «GUARANTOR»,

Thank you for choosing __ Hospital the |system] [Hospital] of cheice in

We appreciate you taking the lime to complelc and return the Application for Ass;stance
Hospilal uses this information to determine your eligibility for a reduce fec under

the Hospital Financial Assistance program.

In reviewing your Application for Assistance, we are happy o inform you that you have beep
approved for a «DISCOUNT»% discount your new balance has been reduced w
$«REMAINING_BAL». Our determination was based upon your income, houschold size and
Federal Poverty Guidelines.

1f vou have any questions aboui our decision, please call the Hospital’s [Customer Service] at
>

Sincerely,

{Customer Service Representative]
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FINANCIAL ASSISTANCE ELIGIBILITY DETERMINATION
QFFICE USE ONLY

Paticnt Natne: . e

Account Number(sy: ‘ Tolal Yearly Tncome: § Totad Charges: ¥

Bahncu Due: § Ineome Verification Cods: Nuwnber ir Household: Fipancial

1. Is Total \’carly fncome cqual to or less than 2009 of the Federal l’uw:n ty Guidetines? (Sce Finaucinl Assistance
Lligibitity Guidelings - Schedule A) Civcle Gne

YES Approved for 100% fineancial esaistance as Financially lndigent,

NO Does nof quilily for assistance as Financially indigent, Continve 1o Step 2.
2. ¥ {his badance due greater iban 10% of Total Yearty Income? Cirele Oue

YIS Contite 10 Step 3.

NO Pativint does not quakily for Financial Assistance.

1 I% Tatal Yearly Income equal to or bess than S500% of (he Federsl Poverty Guidebnes? Sec Financial Agststance
Eligibility Guidelines - Schedule B, Cirelt One

YES Testat Yearly Income i3 greater than %% und lesy than 2 of Lbe Federal Povertly
Guidetines, Pavient qualifies for %% disconnt as Medicatly Indipent purauant Lo Financin!

Assisiopee Bligibilite Guidelines - Schedyle B

N Continue 10 Step 4.
4, K5 this balance doe greater than 50% of Totat Yearly Incame? Uircle Oue
YES Balance due is % of the wotal yearly icome. Eligible for ¥ discount as Medically

Fadigemt pursuant 1o Financizd Assistance Uligibility Guidelines - Schedule €. Continue 1o Step 5.

NO: Fatient does a0l gualily far Firncial Assistance.
mmmm;@&mm G o O A B T R e L S Y S S TE R AR B D
5 5 Multiply by Y% ¥ — LY )
Ralance Due % Discarnt ‘ Disconnt dmount Remaining Balence
Bafoie Discowns Due After Discount

Emgployes Naee (Mdm)

Emplayee Signature : Appraved By
Date o Appraved By
$1-51,000 Director Approved Ry
£1.,004 - $10,006 Director and CIRO

$10,001 & abave Bireetor, CFO and CEO

Income Veriliction Codey

V| IRS Form W-2, Wage ond Larnings Slaicment 7 | Wrinen suenanion of patignt
2 | Pav Check Remittance 8 1 Vabal aticatasivn of palicn
3| Tax Returnz 9 | Patent docuased, no eituwe

4 1 Sacial Sccurity, Woerk Camp ar Unenpl Comp letwer 1% | Govgrrivent Progran

51 Telephane vendficativn by emplayer 11 | Ofher

6 | Baok Statoments
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FINANCIAL ASSISTANCE APPLICATION INSTRUCTIONS

{ustructions:

As part of ils commitment to serve the community, ' Hospital elects to provide financial
assistance o individuals who are financiatly indigent or medically indigeni and satisfy conain
requirements. :

To determine if a person qualifies for financial assistance, we need to obtain certain financial information,
Your cooperation wiil allow us to give all duc consideration to your request for financial assistance,

Please provide the information requested and mail 1o the following address:

Hospital

.
v

Income Verificafion:

IN ORDER TO CONSIDER YOUR REQUEST FOR FINANCIAL ASSISTANCE, VERIFICATION QI INCOME 1S
REQUIRED, PLEASE PROVIOE A COPY OF THE FOLLOWING DOCUMENTS:

»  Governmenta| Assistance, Social Security, Workers Compensation, or
Unemployment Compensation Determination Letter
= TIncome Tax Return for previous year

PLEASE ALSO INCLUDE ONE OR MORE OF THE FOLLOWING:
+ IRS Form W-2, Wage and Earnings Statement for all household eamings
+ Last 2 pay check stubs for all houschold earnings
«  DBank Statement that comains income information

In the event income wverification is unavailable, piease comtact our office for further instructions.
Apphications withoul verification are considered incomplete and WILL NOT BE PROCESSED. Please
return the application and verification of income within 7 days to the above address.

Notification of Determination:

We will notify you of your eligibility fellowing receipt and review of all necessary information, The
notification will be mailed to the mailing address you have provided on the Financial Assistance
Application,

Phrysician Services:

The physicians providing services al this Haspital are not employces of Hospital. You will
receive separate bills from your private physician and from other physicians whose services you required
(pathologist, radieiogist, surgeon, ele.), The Financial Assistance Application does not apply to any
amounts due by you for physician scevices. For questions regarding their bills, or to make payment
arcangements for physician scrvices, please contact the individual physician’s office.

Far assistance In complefing this application, please contuct Tlospital [Customer Service]

w(_J)__  _orToll Free: I~ , Momday through Friday hetween the hours of 8:00
a.m and 5:60 p.m.
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GRNTOR £:

HOSE CODE:

FATIENT INFORMATTONANFORMACION DEL PACIENTE

Patien) NameNombre del Pacienre IAccoum Blance/Balanca de Cuenta Patient MymberiNunere del Paciente  Pate of BinlvFerch dol Nrcimientn
Admisston Date/Fecha D¢ Entrada Pischarge Unte/Fecha De Despedida Sociol Secatity NoNum de Segoro SocixiMarital Status/Estado Civil
£lome AddressDirection De Reside

City/Crudad BtwEsndo

Eip

[Name of Medical ProvideyNombre Det Proveedor De Sercisios Medicos

r=gm|ung Coverage DateFecha 4l Comisrzo

r‘lam: ol DostotMombre Del Medico

[Enmloyer NameKambra

Dx copation/Ocupacion

[TelephaneTelefor

GLARANTOR !;\'FOIE!_A‘HOH.’PERSONA RESPONSABLE

PameNomize

Sotia} Security No/Nurn de Sepura SecialAze/Edad

aniztorshrp to Applecant

AddresxDireccion i elephone/Telefons
elacion oon <1 Macience
i/ Cinebad rr:.te-'Es:ado Zip
mptoyer/Enpteador Emplover PhoneNumabec De Empleador [Dcoup Ocup
Address/Direccion
oty Condad tate ‘Exiade ZlP

FINANCIAL INFORMATIONMNFORMACION FINANCIAL
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[Total Mooty Income/Ingrescs Mensiles No. of Dependents Residence(Own/Ren) Car (ModeirYearyCarme (Modelo/Ano)
Cnantos Dependicaies I-152 Projria o Renta .
RESOURCESMECURSOS
ame of RankMambre dej Barco [Checking Accoom/Crocta de Chexures. Favings Accoum/Cocntas de Alorros
5 __ B
MOXNTHLY EXPENSES/GASTOS MEXSUALES .
FRU’W Payment [Waer Bill/Pago de Agna [izs BillPago de Gas Phonc BillCuenta De Teldlono
- {PaymenyRentz o Pago Hipmecario
, 5 5 5
ic BilliPago de Elccricided Cas Paymeim/frgo de Carm Innimence Premium/Pugo de Prima Daber BALOtro Gastos
: S . 5 E
Hﬂ'SFIIOLD COME ITIONINFORMACION DE LA CASA
. [k elationshipRetacion con ¢ PaclemcDare of BrnhvFecha de Nacrmmento 1] Security Mo
Y de Sepure Social

- - . »

4 unatle to pi-bvue requested docurments, please explaim betow!
Pér favor de daruns’ explitacion si no es positle pmmr los documentos.
COMMENTS/COMETARIOS:

AFFIDAVIT/DECLARACION JURADA

6/2004 3MWﬂWnahyofmurymmemmlmmmsmm
&l cormect 1o the best of my knowiedge.

Immtnmnmmuﬂmwwﬂhmun (10} days i fhere are
ahy changea In my (of the pevsons on whose behat! | am acting)
income. property. expenses or in the persons household or any change

Dectaro bajo pena de podurla qua fas respuesias que he dada son
verdaderas y corectas ol mejor de mi conocimiento.

Acuerde dacirle o abastecedor del senvicio en el plazo de diez dias &i

hay siguncs cambics en mi (o personas en of favor que yo este
achrando) renta. cropiedad, 6astos © enla casa de las personas ©
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No. MEC.00.0 , |  MEDICAL ELIGIBILITY AND COUNSELING
Page: 20f7 L SERVICES
Ei?l'ectwe_ﬂa_ate ‘65“4;1:3'—_' T POLICY AND PROCEDURE MANUAL
Previous Versions Dated: 09/23/09, 02/11/G5,
06/01/04
Charity Care

BLALT= SO0 ONS

Wonaen, Infants, and Children (WIC): provides federal grants to states for supplemental
foods, health care veferrals, and nutrition cducation for low-income pregnant, brenstfecding,
and non-breastfeeding posipartum womien, and 10 infonts and children up to age five who are
found 10 be at nuiritional risk.

Iv.  POLICY.
It is Cenifer RCS policy that:

A. The determination of charity care gencrally should be made at the tinte of admission, or
shortly therzafier; however, events after discharge could change the patient’s ability to
Pay.

B. Designation as charity care will only be considered afler all payment sources have been
exhausted.

C. The co-pay amount will be pursued for all charity accounts with the exceplion of
deceased and homeless patients with no other guarantor.

D. Paticnt account transactions {or charity care must be posted in the month the
determination is made.

E. The flat rate co-pay smow is based on patient type: Emergency depurtment patients and
outpatients are required to pay $100 flat rate, and inpaticnts are required to pay 5200 per
day, with a $2.000 cap.

F. 1f the account has been assigned as bad debt as part of the monthly journal entry, it will
reverse the Patient Access recovery that was given on an aceount defermined 1o be
charity care.

G. Employees of Conifer RCS should never indicate or sugpest 1o the patient that hefshe will
be relicved of te debt by way of a write-off 1o charity care until the determination has
been made.

H. Conifer RCS and the client facility reserve the right to limit or deny (inancial assistance
at their sole diseretion,

Y. PFROCEDURE
A MECS Procedure

1. The MECS patient financial counselor should sereen patients for potential linkage to
govermment/county programs. During the sereening process, the patient advocate
should secure a Financial Assistance Application. Use the application for potential
charity carc determination only if MECS is unable to otain eligibility for the patient
lor government programs eitmbursement. Fur potential inkage w0 government/
county programs, the patient advocate will:

|CONIFER
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. a. Change the financial class and assign the account to MECS within five days from
date of discharge, thereby netting the account to expetled governmental
reimbursement.

b. Make a final determination as 1o whether linkage will prevail within an additional
25 days from the assignment date, totaling no more thun 30 days rom date of
discharge.

¢, Return the aceount (o the client facility for assignment as Sell“Pay if'i1 s
determined that program linkage will not prevail within (he additional 25 days
from assignment date, and theee are no other payment or third-pariy payment
sources. Those meeting the financial guidelines for charity care will be assigned
by the client facility with the appropriate financial class. The co-pay should be
collected by the client facility's financial counsclor or business office
yepresentative.

2. M, during the initial interview with the patient, it is revealed that there is no viable
source of payment, and the patient will not qualify for any govenimental progrars,
the patient advocaic will:

a, Offer the patient a Financial Assislance Application.

b. Assist the patient in completing A Financial Assistance Application, which will
document the paticnt's finangial nced.

c. Obtain the paticat’s signature on the Financial Assistance Application and
forward the application 10 the financial counselor, ay deemed appropriate.

d. Refer the pztiicni 1o the client facility financial counsclor for coliection of the co-
pay.
HB. MECS Processing For Charity Care

[. For those accounts that remain in MECS past 30 days from assignment with no
government program linkage, and that mect the financial criteria for charity care,
MECS should have gahered all substantial information to enable the client facility to
effect its charity care policy. Inchuled in the eharity care packet is a Financial
Assistance Application. 1f the MECS represeptative has exhausted all efforts to
sccure al necessary verifications, submit the application for charity care (o the
financial counsclor for review and finalization without the verifications.

a. MECS is required to notify the client facility of the inability 10 abtain cligibility,
or the potential qualification for charity care classification, and 1o return the
account to the client facility.
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b. The clieat facility is required to update the plan 1D and financial class.
C. Financial Counsclor Procedure (client specific):

L. Paticais whom a {inancial counselor finds to have no third-parly coverage and/or
benefits available will:

a. Beoffered the elient facility {lal rate or Prompl Pay Discount Program where
allowed by staie law/regulation. ‘

b, B assessed for charity care if the patient is unable to pay the client facility fat
rate or Prompt Pay Discount Program amount {as applicable 1o state
law/regulation), and meets the incomefasset and other guidelines set forth by the
client facility's charity care policy.

2. The financial counsclor will take the appropriate steps as outiined below:

a. For paticnts who appear to meet the income guidelines set forth in this policy for
chanity care, the aceount should be updated with the financial class of charity on
the client facility systemn, at which time a anc hundred percent (100%2) charity
care veserve should be taken, and the co-pay amount should be colleeted.

. b, Patients who do not qualify for charity care should be treated as a self-pay, and
standard accounts receivable collection procedures will apply.

D, Documentation
i. Financial Assistance Applicotion
a. To qualify for charity care, Conifer RCS requests each patient or family to
complele the Financial Assistance Applicatiar. This application aliows the
collection of informaltion about income and the documentation of other
requircinents as delined below, Pending the completion of the application, the
patient should be treated as a charity care puticnt in accordance with the client
Tucility's charity care policy. The patient’s account will have the financial class
changed to charity care on the client facility’s system.

b. In cases where the patient is unable (o complete the writien application, verhal
atlestation is acceptable if state law/regufation allows it

¢. A Finaneinl Assistance Application comipleted by the patient may not be required
for paticnts who are deemed to be already chigible for other federal, state, and
county assistance programs. Such programs include, but are not limited to,
Medicaid, county assistance programs, MiA, MS1, AFDC, food stemps, and WIC,
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i, Fawily members — Conifer RCS will require patienis to provide the number of
fumily members in their household,

a.

Adults - To calculate the number of Family members in an adult patient’s
houschold, include the patient, the patient's spouse and/or legal guardian,
and all ol their dependents.

Minors - To ealeulate the number of family members in a minor patient’s

houschold, include the patient, the patient’s mother/father and/or legal
puardian, and all ol their ather dependents.

ii. Income calculntion - Conifer RCS requires patienis (o provide their
houschold's yearly gross income.

a.

Adults - The term “yearly tncome” on the application means the sum of
the total yearly pross incoime of the patient and the patient’s spouse,

Minors - if the paticnt is a minor, the term “yearly income™ means the
income from the patien, the patient’s mother/father and/or legal gnardian,
and all of their other dependents.

ii. Lxpiced paticnts ~ Lixpired paticnts may be deemed to have no income for
purposes of the Conifer RCS cajeulation of income. Although no
decumentation of income and no Finuncial Assistance Applicaiion are
required for expired patients, the patient’s financial status will be reviewed at
the time of death by the financial counsclor to ensure that a charity carc
adjustment is appropriate. The co-pay will be waived if no other guarantor
appuars on the patient account. ‘

iv. Homeless patients ~ Patienis may be deemed homeless once the financial
counsclot has exbausted verification processes. The co-pay will be waived if
no other puarantor appears on the patient account.

2, Income Verification

a. Conifer RCS roquests paticnts (o attest to the income set forth in the application,
In determining a paticnt's total income, Conifer RCS may consider other {inancial
assets and liabilivies of the patient, as well as the patient’s family sncome, when

nsscssing (he ability to pay. I a determination is made that the paticnt has the
ability ta pay the bill, such determination does not preclude a reassessment of the

paticnt’s abilily 1o pay upon presentation of additional documensation. Any of the
following dacuments are appropriate for substantiating the need for charity care:

i. Income Documentation — Income documentation may include IRS W-2 form,
~ ‘wage and earnings statement, paycheck stub, tax retums, telephone

52013 Canifer [tealth Solutions, 1.1
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verification by employer of the patient’s income, signed atiestation to incomce,
bank statements, or verbal verification from patient.

. Participation in a Public Benefit Program — Public benefit program
doecumemation showing current parfivipation in programs, such as socinl
sceurity, workers' compensation, unemgployment insurance, Medicaid, county
assistance programs, AFDC, food siamps, WIC, ar other similar indigence-
related programs.

iii. Assets - All liquid assets should be cansidered as a possible source of
payment for services rendercd. For patients wath no source of regular income
{employment, 851, disability, etc.) other than Jiquid sssets, those assets would
be the patient’s income source and should be measured against the FPPG,

3. informaiion Falsification

Information (alsification wilt result in denial of the charity care application, 17, after &
patient is granted financinl aswistance, the chent facility finds material provision(s) of
the application to be untrue, charity care status may be revoked, and the patient’s
account will follow the normal collection processes.

4, Revenue Classilication
Critical changes in account class are defined as:
8. Any account originally assigned to the financial counsclors self-pay that i re-
classed as a result of meeting the criteria for charity care; or
b, Any account originally assigned to the (inancial counselor as charity that is re-
classed to seif-pay as a result of denying charity care.

E. Denied Charity Care Recommendations
Lo I e client freality chief financial officer (CFQ) denices a patient’s application for
charity care, place documentation in the chient facility collection system as to the
peason for the rejection of the recommendation.

2. The client facility CFO is also to indicate on the Financial Assistance Application the
reason for denial and the date of the denial. The packet is then to be sent 10 the
financial counselor for review.

3. After an initial review and discussion with the client facility CFO, for those patiemt
accounts where disagreement persists, and fhe accounts that wmect Conifer RCS
guidetines for charity care s set lorth here, a denial summary will be sent to the
respective client regional vice president of finance by the financial counselor for
resolution. .
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a. For those paticnt accounts that the elient regional vice president of finance has
denied 10 have met the client facility charity care puidelines as set forth here, a
denial summary will be sent (o the respective client divisional senior vice
president of finance for conference and resolution.

F. Reservation of Rights

1, Nop-covered services — Conifer RCS and its elient facilitics reserve the right w
dexignate cerain services that are not subject 1o the client facilities® charly care
policies.

2. Mo Lifeet on other regions/eliont facility policics - This policy shall not alier ov
madily other Conifer RCS policics regarding cfforts to oblain payments from third-
party payers, patient transfars, emergency care, state-speetfic regulations, state-
specific requirements for statutory charity care clagsification, or programs for
unconmpensated care.

VI,  ENFORCEMENT
All employces whose responsthilitics are affected by this pelicy are expected o be Gamilbiar
with the basic procedures and responsibilities created by this policy. Failure 1o comply with
this policy will be subject to appropriate performance management pursuant to all applicablc
policies and procedures, up 1o and including terminalion. Such performance management
may also include modification of compensation, including any merit oy discretionary
campensation awards, as allowed by applicable law.
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August M 2018

Ms. Courtney R. Avery

Administrator

1llinois [Mealth Facilities & Services Review Board
5325 West Jefferson Street, Second Floor
Springficld, 1llinois 62761-0001

Mr, Michael Constantino

Supervisor, Project Review Section

525 West Jefferson Strect, Second Floor
Springfield, lllinois 62761-0001

Re: Charity Care Certification (VHS West Suburban Medical Center Certificate of
Exemption).
Dear Ms. Avery and Mr, Constantino:

I hereby certify, under the penalty of petjury as provided in §1-109 of the llinois Code of Civil
Procedure, 735 ILCS 5/1-109, and pursuant to 77 1. Admin. Code § § 1110.230 and 1130.520(b)}{1)(B),
that Pipeline-West Suburban Medical Center, LLC (“WSMC OpCo™) (i) intends to adopt the charity care
policy attached hereto at ATTACHMENT 7 (the “WSMC Care Policy™) following the acquisition of VHS
West Suburban Medical Center by WSMC OpCo and West Suburban Property Holdings, ILLC; and (ii)
WSMC OpCo shall maintain the WSMC Care Policy for no less than two (2) years thereafter.

Sincerely,

——\/

Nicholas Orzano
Chicf Executive Officer

SUBSCRIBED AND SWERN
to before me thi
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CALIFORNIA JURAT CERTIFICATE

A notary public or other officer completing this certificate verifies only the identity of the individual who signed
the document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of California

County of Los Angeles
Subscribed and sworn to (or affirmed) before me on this_ 28th _ day of August
20 18 by Nicholas Orzano

proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

_ %, MIN YOUNG PARK |
WITNESS MY HAND AND OFFE SEAL. &f&azt®® Commission No.2092038 §
=%/ NOTARY PUBLIC-CALIFORNIA &
LOS ANGELES COUNTY
( m e WCm.EmDECEMBERw,'zma]
o2
SignMotary Public v {Notary Seal)

OPTIONAL INFORMATION

The jurat contained within this ddecument is in accordance with California law. Any affidavit subscribed and sworn to before a notary
shall sse the preceding wording or substantially similar wording purswant to Civil Code sections 1189 and 8202, A jurat certificate
cangot be affixed to a document sent by mail or otherwise delivered to a notary public, including
electronic means, whereby the signer did not personally appear before the notary public, even if the signer is known
by the notary public. The seal and signature cannot be affixed to a document without the correct notarial wording.
As an additional option an affiant can produce an aflidavit on the same document as the notarial certificate wordiag
to eliminate the use of additional decumentation.

DESCRIPTION OF ATTACHED DOCUMENT CAPACITY CLAIMED BY SIGNER
Charity Care Certificaiton X Individual
(Title of document) Corporate Officer

Number of Pages 1 . {Including jurat) Partner

Document Date Augqust 28,2018 . Attorney-In-Fact
Trustee

VHS West Suburban Medical Center Certificate of Exemption Other:

(Additional Information)
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SRC HOSPITAL INVESTMENTS 11, L1.C

Charity Care, Financial Assistance and Billing & Collection Policies for Uninsured Patienis
SCOPE:

This Charity Care, Financial Assistance and Billing & Collection Policies for Uninsured Patients (the “Policy™)
shall apply to Louis A, Weiss Memorial Hospital, VHS West Suburban Medical Center, and VHS Westlake
Hospital {each, a “Hospital,” and coltectively, the “Hospitals™).

PURPOSE:

This Policy is established to provide the operational guidelines for the Hospitals to (i) identify Uninsured
Patients who are Financially Indigent or Medically Indigent that may qualify for charity care (free care) or
financial assistance, (ii) proccss Patient applications for charity care or financial assistance and (iii} bill and

collect from Uninsured Patients, including those who qualify as Financially Indigent or Medically Indigent
under this Policy.

DEFINITIONS:
The following definitions shall apply to this Policy:

1 Family Income: the sum of a family’s annual earnings and cash benefits from all sources before taxes,
less payments made for child support.

2. Federal Poverty Income Guidelines: the federal poverty gutdelines updated periodically in the Federal
Register by the United States Department of Health and Human services under authority 42 U.8.C. 9902(2).

3. Financially Indigent: a person who qualifies for financial assistance under Section A.6 of this Policy.
4. Guarantor: a Patient’s spouse or Partuer and if the Patient is a minor, the Patient’s parents or guardians.
5. Health Care Secrvices: any Medically Necessary inpatient or outpatient Hospital service, including

pharmaceuticals or supplies.
6. IHUPDA: the lllinois Hospital Uninsured Patient Discount Act, as may be amended from time to time.
7. Medically Indigens: 2 person who qualifies for financial assistance under Section A.7 of this Policy.

8. Ulinois Fair Patient Billing Act: the [Hinois Fair Patient Billing Act and implementing regulations, as
may be amended from time to time.

9. Medically Necessary: means any inpatient or outpatient Hospital service, including pharmaceuticals or
supplies provided by the Hospital to a Patient, covered under Title XVIHI of the federal Social Security Act for
beneficiaries with the same clinical presentation as the Uninsured Patient. A medically necessary service does not
include any of the following: (i) non-medical services such as social and vocational services, or (ii} elective
cosmetic surgeiy, but not plastic surgery designed to correct disfigurement caused by injury, illness, or congenilal
defect or deformity. ‘

10. Partner: a person who has established a civil union pursuant to the illinois Religious Freedom Protection
and Civil Union Act or similar state law.
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{1 Patient: the individual receiving services from a Hospital or any individual who is a Guarantor of the
payment for services received from a Hospital.

12, Qualifving Individual: an individual qualifving for a charitable discount under this Policy, including a
Medically Indigent or Financially Indigent person.

13, Uninsured Patient: an Illinois resident who 15 a Patient of a Hospital and is not covered under a policy
of health insurance and is not a beneficiary under a public or private health insurance, health benefit, or other
health coverage program, including high deductible health insurance plans, workers’ compensation, accident
liability insurance, or other third party liability, In order to be considered an Ulinois resident, a person must live
in the State of Illinois and intend to remain living within Ulinois indefinitely; relocating to Illinois solely for the
purpose of receiving health care benefits does not satisfy the residency requirement.

CHARITY CARE AND FINANCIAL ASSISTANCE POLICIES:

1. Charity_Care_or_Financial Assistance. The Hospitals shall provide charity care (free care) or
financial assistance to Uninsured Patients for their Medically Necessary Health Care Scrvices to the extent they
qualify for such financial assistance as set forth below. Charity care or financial assistance does not apply to any
non-Hospital services, including, but not limited to, physician services.

2. Asgistance Under BHUPDA:

a. The Hospitals shall provide a charitable discount of 100% of its charges for all Medically
Necessary Health Care Services exceeding $300 in any one inpatient admission or culpatieat encounter to any
Uninsured Patient who applies for a discount and has Family Income of not more than 200% of the Federal
Poverty Income Guidelines.

b. The Hospitals shall provide a charitable discount of 135% of the Hospital’s Cost to Charge Ratio
(determined from its most recently filed Medicare cost) report times the applicable charges, to any Uninsured
Patient who applics for a discount and has Family Income between 201% and 600% of the Federal Poverty
Income Guidelines for all Medically Necessary Health Care Services cxceeding $300 in any one inpaticnt
admission or cutpatient encounter. :

3. Presumptive Eligibility. In accordance with the lllinois Fair Patient Billing Act, the Hospitals shall
apply the presumptive eligibility criteria set forth in Section A8 of this Policy, in order to deem &n Uninsured
Patient eligible for Hospital financial assistance without further scrutiny by the Hospital. These presumptive
eligibility criteria shall be applied to an Uninsured Patient as soon as possible after receipt of Health Care
Services by the Patient and prior to the issuance of any bill for those Health Care Services by the Hospital,

4. Medical Indigence. The Hospitals shall provide charity care to certain Uninsured Patients who have
Hospital bills exceeding a specified percentage of Patient income or Family Incoine, as set forth in Section A7 of
this Policy.

5. Billing and Collection I'rocesses for Uninsured Patients. Al Uninsured Patients receiving care at
the Hospitals will be treated with respect and in a professional manner before, during and after receiving
care. Each of the Hospitals will adopt a written policy in conformity with the Policy set forth herein for its
billing and collection practices in respect of all Uninsured Patients, including those Uninsured Patients who
qualify for classification as a Qualified Individual under this Policy.

ATTACHMENT 7
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PROCEDURE:
A. CHARu3!2uﬂ&ANDIB&MEHALASHSDHEEUﬂEKHES'
1. Application. Fach Hospita! will request that~ each Paltent applying for charity care

financial assistance complete a Financial ASsistance Application -For - that- confornis -to the Illinois Fair

Patient Billing Act (the “Assistance Application™). Aa cxamplc of the Assistance Application is attached
hereto as Exhibit A. The Assistance Application allows for the collection of needed information to

determine eligibility for financial assis(ancc.

a. . Calculation of Immediate Family Members. Each Hospntal will request that Patients

- ~'I

requesting charlty care vcrlfy the number of people in the Patient’s household.

i. Aa’uilg ‘In calculating the numbcr of people in an adult Patient’s household, the
Hospita! will mclude the Patient, the Patient’s spouse and any dependents of the Pauent or the
Patient’s spousc.

ii. Mingrs. For persons under the ape of 18 {1hc “Minor Patient’ "). In calculating
the number of people in the Minor Patlent 's houschold, the Hospital will include the Midor
Patient, ‘the Minor Patient’s mother, dependents of the Minor Patient’s'mother, the Minor
Paticnt’s father, and dependents of the Minor Patient’s father.

b. “Calculation of Income. .
. : ' : \

i Adults. For adults, determine the Family Income.. The Hospital ‘may consider
other ﬁnancnal assets of the Patient and the Paticnt's famlly and the Patient's or the Pal:cnt’
family's abllzty to pay.

2. Income Verification. The Hospital shall request that the Patient verify Family Income

and provide the documcntation rcquested as set forth in the -Assistance Application,

a Documcntatlon Verlfxmg lncom Pamlly Income may be verlﬁed through any of
the followmg mechanisms: ,

i, Tax Returns (for year prior to date of admission);

i. IRS Form W-2;

iii. Wage and Eamings Statcment;
\ - *
v. Pay Check Remitlance;
V. Social Security;
vi. Worker’s Compensation or Unemployment Compensation Deterniination
Letters; ' : ) ‘ -
vii:  Qualification within the preccdmg siX- (6) months for governmenldl assistance

program (including food stamps, CDIC, Medicaid and AFDC);
ATTAGHMENT.7
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£ Classification Pending Income Verification. During the Family Income
verification process, while the Hospital is collecting the information necessary to determine a Patient’s
Family Income, the Patient may be treated as a self-pay Patient in accordance with [{ospital policies.

3. Information Falsification. Falsification of information may result in denial of the Assistance
Application. If, afier a Patient is granted financial assistance as a Qualifying Individual, and the Hospital finds
material provision{s} of the Assistance Application to be unirue, the financial assistance may be withdrawn.

4. Request for  Additional Information. If adequate documentation is not provided, the
Hospital will contact the Patient and request additional information. If the Patient does not comply with the
request within thirty (30) calendar days from the date of the request, such non-compliance will be considered
an automatic denial for financial assistance. A note will be input into the Hospital compuler system and any
and all paperwaork that was completed will be filed according to the date of the denial note. No further actions
will be taken by Hospital personnel, If requested documentation is later obtained, all filed documentation
will be pufled and Patient will be reconsidered for Financial Assistance.

3. Automatic Classification as Financially Indigent. The following is a listing of types of

accounts where Financial Assistance is considered to be automatic and documentation of Income or a
Financial Assistance application is not needed:

a. Medicaid accounts-Exhausted Days/Benefits;

b, Medicaid spend down accounts;

c. Medicaid or Medicare Dental denials; and

d. Medicare Replacement accounts with Medicaid as secondary-where Medicare

Replacement plan lefi Patient with responsibility.

6. Classification _as _Financially Indigent. The Hospital shall classify as “Financially
Indigent” any Uninsured Patient who qualifies for assistance under IHUPDA as set forth above in CHARITY

CARE AND FINANCIAL ASSISTANCE Policy #2.

7. Classification_ss Medically Tndigent. The Hospital may classify as “Medically Indigent” any
Uninsured Patient whose hospital bills exceed a specified percentage of the person’s Family Income, and who is
unable to pay the remaining bill. In the event a Patient is Medically Indigent, the Hospitai will not collect
additional amounts from the Patient for Health Care Services, to the extent set forth below.,

a. Medical Irdipence Under the IHUDPA. The Hospital shall accept a Patient as
Medically Indigent when he or she meets the acceptance criteria set forth below:

i. The Patient is F inancially Indigent; and

ii. The Patient’s bill, in any twelve (12) month period, is greater than 25% of the
Patient’s Family Income, calculated in accordance with the Hospital’s income verification
procedures. The twelve (12) month period to which the maximum amount applies shall begin on
the first date an Uninsured Patient reccives Health Care Services that qualify for financial
assistance under IHUDPA. To be eligible to have this maximum amount applied to subsequent
charges, the Uninsured Patient shall inform the Hospital in subscquent inpaticnt admissions or
outpatient encounters that the Patient has previously received Health Care Services from that
Hospital and was determined to gualify for financial assistance under JIHUDPA.
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iii. Other Medical Indigence. The Hospilal, in its sole discretion, also may deem
an Uninsured Paticnt to be Medically Indigent if the Patient’s bill is greater than 50% of the
Patient’s income calculated in accordance with Hospital income verification procedures and the
Patient is not otherwise Financially Indigent.

8. Presumptive Eligibility.

a. Uninsured Patients demonstrating one (1) or mere of the following shall be deemed
presamptively eligible for hospital financial assistance, pursuant to the Illinois Fair Patient Billing Act:

i. Homelessness;

i. Deceased with no estate;

iil. Mentat incapacitation with no one to act on Patient's behalf

iv. Medicaid eligibility, but not on date of service or for non-covered service;

v, Enroliment in the following assistance programs for low-income individuals

having eligibility criteria at or below 200% of the Federal Poverty Income Guidelines;

. Women, Infants and Children Nutrition Program (WIC);

. Supplemental Nutrition Assistance Program (SNAP);

. Illinois Free Lunch and Breakfast Program;

. Low Income Home Energy Assistance Program (LIHEAP);

. Enrollment in a2n organized community-based program providing access

to medical care that assesses and documents limited low-income
financial status as a criterion for membership;

. Receipt of grant assistance for medical services.

b. The Hospital also may deem presumptively eligible for Hospitat financial assistance
those Patients listed above in Section A5 of this Policy.

9. Approval Procedures. Hospital will complete a Financial Assistance Eligibility Determination
Form Eligibility for each Patient granted status as Financially Indigent or Medically Indigent. The approval
signature process is as following:

$1-%1.000 Director
$1,001 - $50,000 Director and CFO
$50,001 and above Director, CFO and CEQ
a. The accounis will be filed according to the date the Financial Assistance adjustment

was entered onto the account.

b. The Eligibility Determination Form allows for the documentation of the
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administrative review and approval process utilized by the Hospital to grant financial assistance. Any
change in the Eligibility Determination Form must be approved by the Director of Patient Financial
Services. Note: If the application is approved, approval for previous tweltve months services (with
cutstanding balances) can be considered as part of the current request for financial assistance.

10.  Denial for Financial Assistance. f the Hospital determines that the Patient is not Financially
Indigent or Medically Indigent under this policy, it shall notify the Pavient of this denial in writing.

11. Document Retention Procedures. The Hospital will maintain documentation sufficient to
identify for each Patient qualified as Financially Indigent or Medically Indigent, the Paticnt’s Family
Income, the method used to verify the Patient’s Incame, the amount owed by the Patient, and the person
who approved granting the Patient status as Financially Indigent or Medically Indigent. AH documentation will
be forwarded and filed within the Hospital’s Business Gffice for audit purposes. Financial Assistance
applications and all documentation will be retained within the Hospital’s Business Office for one calendar
year. After which, the documents will be boxed and marked as: “FINANCIAL ASSISTANCE
DOCUMENTATION, JANUARY YYYY-DECEMBER YYYY” and forwarded to the Hospital storage
facility, where it will then be retained for an additional six (6) years before shredding,

12. Reservation of Rights. It is the policy of the Hospitals to reserve the right to lumt or deny
financial assistance at the sole discretion of each, subject to applicable law.

‘ 13. Non_covered Services. Services not defined as Medically Necessary are not covered by this
Policy,

B.  BILLING AND COLLECTION PRACTICES FOR ALL UNINSURED PATIENTS,

INCLUDING THOSE WHO QUALIFY AS FINANICALLY INDIGENT OR MEDICALLY

INDIGENT UNDER THIS POLICY.

1. Fair and Respectful Treatment. Uninsured Paticnts will be treated fairly and with respect
during and after treatment, regardiess of their ability to pay.

2. Trained Financial Counselors. All Uninsured Patients at the Hospitals will be provided
with financial counseling, including assistance applying for state and federal health care programs such as
Medicare and Medicaid. If not eligible for governmental assistance, Uninsured Patients will be informed of
and assisted in applying for charity care and financial assistance under the hospital’s charity care and
financial assistance policy. Financial counselors will attempl to meet with all Uninsured Patients prior to
discharge from the Hospital. The Hospitals should ensure that appropriate staff members are knowledgeable
about the existence of the hospital’s financial assistance policies, Training should be provided o staffl
members (i.c., billing office, financial department, otc.) who directly interact with Patients regarding their
hospital bills.

3. Additional Invoice Statements or Enclosures. When sending a bill to Uninsured Patients,
the Hospital shall include (a) the date or dates that health care services were provided to the Patient; (b) an
itemnized list of services and charges; {c) the total amount owed for hospital services; (d) hospital contact
information for addressing billing inquiries; and (e} a prominent statement regarding how an Uninsured Patient
may apply for consideration under the hospital's financial assistance policy on or with each hospital bill sent to
an Uninsured Patient. The bill shall also include (a) a statement on the bill or in an enclosure to the bill that
indicates that if the Patient meets certain Family Income requirements, the Patient may be eligible for a
government-sponsored program or for financial assistance from the Hospital under its charity care or financial
assistance policy; and (b) a statement on the bill or in an enclosure to the bill that provides the Patient a
telephone number of a hospital employee or office from whom or which the Patient may obtain information
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about such financial assistance policy for Patients and how to apply for such assistance. The following
statement on the bill or in an enclosure to the bill complies with the above requirements of this Section
B.3.: “Please note, based on your household income, you may be eligible for Medicaid or financial
assistance from the Hospital. For further information, please contact our customer service department at
(XX XXX-XXXX?

4, Notices. Each of the Hospitals should post notices regarding the availability of financial
assistance to Uninsured Paticnts in English and in any other language that is the primary language of at [cast
5% of Patients. These notices should be posted in conspicuous locations throughout the hospital such as
admitting/registration, billing office and emergency department. The notices also should inciude a contact
telephone number that a Patient or family member can call for more information. The following specific
language complies the above notice requirements of this Section B.4.: “You may be eligible for financial
assistance under the terms and conditions the hospital offers to qualified patients. For more information,
please call or ask to see our Financial Counselor or call (XXX) XXX- XXXX (M-F 8:30 am 10 4:30 pm).” In
addition, this notice, alang with a brochure in plain language summarizing the financial assistance process
substantially in the form of Exhibit B to this Policy, and a Financial Assistance Application substantially in the
form of Exhibit A to this Policy, shall be posted in a prominent place on each Hospital’s website.

.5 Liens on_ Primary Residences. The Hospitals shall not, in dealing with Patients who
quality as Financially Indigent or Medically Indigent under this Policy, place or foreclose liens on primary
residences as a means of collecting unpaid hospital bills. However, as to those Patients who qualify as
Medically Indigent but have Family Income in excess of 600% of the Federal Poverty Guidelines, the
Hospitals may place liens on primary residences as a means of collecting discounted haspital bills, but the
Hospitals may not pursue foreclosure actions in respect of such diens,

6. Garnishments. The Hospitals shall only use gamishments on Medically Indigent Patients
where clearly legal under state law and only where it has evidence that the Medically Indigent Patient has
sufficient Family lncome or assets to pay his discounted bill.

7. Collection _Actions Against Uninsured Patients. Each of the Hospitals should have
wtitten policies outlining when and under whaose authority an unpaid balance of any Uninsured Patient is
advanced to collection, and the Hospitals should use their best efforts to ensure that Patient accounts for
all Uninsured Patients are processed fairly and consistently. No Uninsured Patient shall be referred to a
collection agency unless (i) the Uninsured Patient is given an opportunity to (x) assess the accuracy of the bill,
(v} apply for financial assistance nnder the Hospital’s financial assistance policy, and (z) avail themselves of a
reasonable payment plan, (ii) if the Uninsured Patient has indicated the inability to pay the full amount in one
payment, the Hospital has offered the Uninsured Patient a reasonable paymeni plan, (iii) if the circumstances
suggest potential eligibility for charity care or financial assistance, the Uninsured Patient has first been given
sixty (60) days following the date of discharge or receipt of outpatient carc to submil an application for
financial assistance, (iv) the Uninsured Patient has agreed to a reasonable payment plan and has failed to make
payments under such payment plan, or (v) the Uninsured Patient informs the Hospital that he or she has applied
for health care coverage under Medicaid, Kidcare, or other government-sponsared health care programs (and
there is a reasonabie basis to believe that the Patient will qualify for such program) but the Patient’s application
is denied. The Haospital shall not pursue legal action for non-payment of a Hospital bill against Uninsured
Patients who have clearly demonstrated that they have neither sufficient Family Income nor assets to meet their
financial obligations. In addition, the Hospital will not refer any portion of a bill to a collection agency or
other third party for collection, unless (i) the Patient is first offered the opportunity to request a reasonable
payment plan within the first thirty (30) days following the Patient’s initial bill, or (i) the Patient fails to agree
to a plan within thirty (30) days of the Patient’s request for such repayment plan, Notwithstanding anything
herein to the contrary, the Hospital shall not recommend for collection any bill of a Patient who is acting
reasonably and cooperating in good faith with the Hospital fo provide all rcasonably requested financial and
other relevant information and documentation needed to determine the Patient’s eligibility under a financial
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assistance policy within thirty (30) days of any such request by the Hospital. All Hospital collection actions
against Uninsured Patients shall comply with the requirements of IHUPDA and the Illinois Fair Patient Billing
Act,

8. Interest Free, Extended Payment Plans. All Uninsured Patients shall be offered
extended payment plans by the Hospitals to assist the Patients in settling past due outstanding Hospital
bills. The Hospitals will not charge Uninsured Patients any interest under such extended payment plans.

9. Body Attachments. The Hospitals shall not use body attachment to require that its
Uninsured Patients or responsible party appear in court.

io. Collection Agencies ¥Follow Hospital Collection Policies. The Hospitals should define the
standards and scope of practices to be used by third-party collection agencies, and should obtain written

agreements from such agencies that they will adhere to such standards and scope of practices. Thesc standards
and practices shall not be inconsistent with the Hospitals® internal collection practices set forth in this Policy.
No third-party collection agencies may initiate legal action against a Patient {or non-payment of a Hospital bill
without the written approval of an authorized Hospital employee who reasonably believes the conditions for
pursuing collections have been met.

C. RESERVATION OF RIGHTS AGAINST THIRD PARTIES.

Nothing in this Policy shall preclude the Hospltals from pursuing reimbursement from third party
payors, third party hab:hfy settflements or tortfcasors or other legally respénsible third parties.

D. UIREMENTS.

FINANCIAL ASSISTANCE REPORTING RE

Each Hospital shall file annually a Hospital Financial Assistance Report with the Office of the Illinois
Attorney General. Which report shall include the following:

1. A copy of the Hospita! Financial Assistance Application;

2. A copy of the Hospital's Presumptive Eligibility Policy, which shall identify each of the
criteria used by the hospital to determine whether a Patient is presumptively eligible for Hospital financial
assistance;

3. Hospital financial assistance statistics, which shall include:

a. The number of Hospital Financial Assistance Applications submitted to the Hospital,
both complete and incomplete, during the most recent fiscal year;

b. The number of Hospital Financial Assisiance Applications the Hospital approved under
its Presumptive Eligibility Policy during the most recent fiscal year;

c. The number of Hospital Financial Assistance Applications the Hospital approved outside
its Presumptive Eligibility Policy during the most recent fiscat year;

d. The number of Hospital Financial Assistance Applications denied by the Hospital during
the most recent fiscal year; and

e. The total dollar amount of financial assistance provided by the Hospital during the most
recent fiscal year, based on actual cost of care.
ATTACHMENT 7
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EXHIBIT A

{HOSPITAL LOGO] FINANCIAL ASSISTANCE APPLICATION
' Patient Name:
MRN:

IMPORTANT: YOU MAY BE ABLE TO RECEIVE FREE OR DISCOUNTED CARE: Completing this application will help
Hospital determine if you can receive free or discounted services or other public programs that can help pay for your healthcare. Please
submit this application to the Hospital,

IF YOU ARE UNINSURED, A SOCIAL SECURITY NUMBER IS NOT REQUIRED TO QUALIFY FOR FREE OR DISCOUNTED CARE.

However, a Social Security Number is required for some public programs, including Medicaid. Providing a Social Security Numiber is not
required, but will help the hospital determine whether you qualify for any public programs. Please complete this form and submit it in person,
by mail, by electronic mail, or by fax to apply for free or discounted care within sixty (60) days following the date of discharge or receipt of
outpatient care. Patient acknowledges that he or she has made a good faith effort to provide all information requested in the applicalion to
assist the hospital in determining whether the patient is eligible for financial assistance.

IF YOU ARE UNINSURED AND MEET SPECIFIC PRESUMPTIVE ELIGIBILITY CRITERIA, YOU ARE NOT REQUIRED TO COMPLETE
THIS APPLICATION.

__  Homelassness : __ Enroliment in assistance programs for low-income individuals:
__ Deceased with ne estate __ Women, Infants, and Children Nutrition Program (WIC)
___Mental incapacitation with no one to act on patient's behalf  __ Supplemental Nutrition Assistance Program (SNAF)
__ Medicaid eligibility, but not on date of service __ Ilinois Free Lunch and Breakfast Program (LIHEAP}

AT LR st o0 APPLICANT = - . Lo T .

Applcant Name = ‘ : = Eocial Securily — “Date of Bifth

Home Address Sy State Zlp

Home Phone Number Cell Phans Number Email Address

Preferrad Mathod of Conlac! I Annual Househeld Income

. Us Mmal — Email ___ Homea Phone __. CeallPhene _ . lamhomeless

Applicant's Marital Status # of Individuals In your Househetd

— Mamried — Singk _ Separated ___ Divorced — Vuidow (a5 reported on your [axes}

Emplayment Status

___ Employed o Sel-Employed __ Retired .. Disabled __ Unemployed — Last date worked:
Empleyer Name Phone Number
Employer Address Cily State Zip

Name of Healh Insurance Pian Ofered by Employer
#eatlh Insurange not provided

__ SPOUSE/PARTNER/GUARANTOR (when applicable) -~ . _ .

Reratianshib

Name Social Seourty # Dele of Bih

Erployment Status
____ Employsd e Set-Employad ___ Retred w— Diizabled __.. Unemployed — Last date worked.

Employer Name Phone Numper

Employer Address Cily j ] Stale Zin

Name of Healih Insurance Plan Offered by Employer
— Healih insurance not proviged
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[HOSPITAL LOGO] FINANCIAL ASSISTANCE APPLICATION
Patient Name:

MIRN:
o o v INSURANCE COVERAGE - . T
T Are you wvered or ahglble for any nealth nsuranee pol!cy tnc!udmg toreign ccverage Heallh lnsuranoe Markatp ce, Vaierans henems Madn:aid cr Medlcare‘:‘
a. If yes, pizase provide the fallowing information:
Policy Holder Insurer ] Policy Number
Paolicy Holder Insuter Policy Number
N IR . QUESTIONNAIRE © - - 0o -t e e e
1. Were you an illinois resident when you received your care? __yes _ no
2. Are you a foreign national residing in {llincis on a U.S, Visa? __yes __no
a. If yes, what typa of Visa?
3. Are you seeking financiat assistance for cate received in our emergency room? _-yes __ne
4 ifyou are givorced or separated, is your former spouse/partner financially responsible ' _.Yyes _ ng
for medical care per the dissolution of separation agreement?
5. Isthe treatmaent provided related to either of the foliowing?
__ Accident  ___ Crime
6. Have you already appliéd for Medicaid? {we may require that you do sa) __yes-awaiing approval ___ yes —not eligible __ no
a. Ifno, please check all of the lings betow that appty:
___You are 19 years or younger __ You are Gb Years or older ___ You are blind
. You are taking medication to ___You are disabled as detarmined ___You are pregnant
conirol diabetes, high blood by the Sacial Security __ Yeu have children under the
pressure or salzures Admlmstfallon age of 19 i:vmg wtth you
L S : . ‘ASSETS - K - :
1. Property_ Pbease prowde mformatlon regardmg any property (bm!dmgs andor Iand) th al you own other than your pr!mary ras:denr.e
a. What is the value of all buildings and land minus the amount owed on the property? $ ) . NiA
i Is this property used as Incoms? ___yes __ no
b, What is the value of the land (without buildings) minus the amount owed on the property? § __ NiA
X is this property used as income? ____yes __ no
2.  Bank Accounts! Investments. Please list the total current batance for each of the following:
a. Checking/Savings/Credit Union Accounts $ ___ N
b.  Other investments (bonds, stocks, efc. excluding IRA and/or refirement aooounis): $ ___NA
T Co - - EXPENSES - - < - :
3. P!ease provsde eshmated monthly sxpenses 1nc!udmg those for housmg, utilities, foad, transportatmn chﬁd care Ioans mad|cal expenses and other

expenses $

1 certify that the information in this application is true and correct to the best of my knowledge. | will apply for any state, federal, or local
assistance for which 1 may be eligible to help pay for this hospital bill. | understand that the information provided may be verified by this
hospital, and | authorize this hospital to contact third parties to verify the accuracy of the inforimation provided in this application. | understand
that if | knowingly provide untrue information in this application, ar if the application otherwise contains & material error or omission, | will be
ineligible for financial assistance, and any financial assistance granted to me may be reversed and | will be responsible for the payment of
the bill.

Applicant Signature Spouse/Pariner/Parent/Guarantor Signature (when applicable)

Date . Date

Please return completed application and supporting decuments by mail, electronic mail, or hand-deliver to:

[Hospital addressg]
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tHOSPITAL LOGO] FINANCIAL ASSISTANCE APPLICATION
Patient Name:
MRN:

Financial Assistance Required Supporting Documents

Please provide the documents requested below. Your application will be delayed or denigd in the event that any of the required
documents are not included. If you cannot provide the document, please provide a letter of explanation.

Required:

Tax Doguments: Provide your most recent federal tax return and W-2 or IRS Form 4508-T: Request for Transeript of
Tax Return.

Valid Government-lssued Photo 1D
Tl Criver's license, passport, etc.

Proof of lllinois Residency: Provide at least one of the following documents:

O Valid state-issued photo ID or driver's license
i Recent utility bill with an Iflincis address
o IL Voter Registration card
O Current mail addressed to applicant from a government or other credibie source
O Letter from homeless shelter
Proof of Income: Provide afl applicabte documents listed below
] Copies of your two most recent unemployment checks or stubs
I Copies of your two most recent employer checks or stubs
8] Copies of your two most recent Social Security checks or stubs

Proof of Assets; Provide ydur most recent statement for all checking, savings, and credit union accounts

Proof of Expenses: Provide documentation of your monthly expenses, including those for housing, utilities, food,
transportation, child care, loans, medical expenses, and other expenses

Completed and signed application

Supplemental/Other:

Proof of Non-Waqe Ingome: Provide the foliowing applicable documents, only if you have not submitted a tax retum
for the previous calendar year or if any of the following income sources will vary between this calendar vear and the
previous calendar year.

O Statement of alimony income
0 Statement of business income
a Statement of refirement or pension income

If Married or in a Civil Union; Provide the following applicable documents regarding your spouse/partner.

d Proof of income and non-wage income (as described above) ‘

g Federal tax return and W-2 or IRS Form 4506-T: Request for Transcript of Tax Return

0 Most recent statement for all checking, savings, and credit union accounts
Supplemental/Other (if applicable);

ad If a foreign national, copy of your passport and United States Visa

O Health insurance card {please copy front and back)

O Medicaid approval/denial letter

] Letter of support (i.e. if your living expenses are heing paid by ancther party)

3
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[HOSPITAL LOGO]

EXHIBIT B

FINANCIAL ASSISTANCE PLAIN LANGUAGE SUMMARY

General information about Hospital
Financial Assistance. The Hospital is committed te mecting
the health care needs of those within the hospital community
who are unable to pay for medically necessary or emergency
care, including the uninsured. When needed, the Hospital
provides medically necessary care at free or discounted rates
{“Financial Assistance™). To manage its resources and
responsibilities, and to provide Financial Assistance to as
many people as possible, the Hospital has established
program guidelines for praviding Financial Assistance.
However, the Hospital will always provide emergency care,
regardless of a patient’s ability to pay. Payment plans are also
available. To be considered for free or discounted care, you
may need to fill out an Application and provide supporting
documentation about you and your family's financial
circumstances, such as your income and assets.

Eligibility Reguirements. Financial Assistance is only applied to
your personal balances, after all other third party benefits {such as
insurance benefits, government programs, proceeds from fegal
actions, ar private fundraising} have been used. In addition, the
Hospital will screen you to see if you are eligible for other payment
assistance programs such as Medicaid. You are expected to
cooperate by applying for such payment assistance, To be eligible
for Financial Assistance, your annual household income ordinarily
must be less than or equal to 600% of the Federal Poverty Income
Level ("FPL") for your family size. The Hospital may also consider
your assets in determining your &ligibility and, in some situations,
apply additional screening requirements. If you are approved for
Financial Assistance, you must notify the Hospital within 30 days if
your financial situation changes. Finally, to be fair to other
patients, if you intentionally withhold information or provide false
information, you may be disqualified for Financial Assistance.

Financial Assistance Programs

T Program L

T Eligibility Requirements - v ]

S LoTARsistance T

Uninsured Patients

receiving emergency care

Uninsured IL residents receiving medically
necessary care*® & any uninsured patient

Free care for patients earning 200% or less of
the applicable FPL; discounted care for those
earning between 200% and 600% of applicable
FPL; free care if Hospital bills exceed a specified

‘percentage of Family income

Presumptive Eligibikity

Uninsured il residents who qualify under certain
federal and state assistance programs

Free care

* Not all services are covered by Financial Assistance, and Financial Assistance is not available for out-of-network services. in
addition, your physician or non-Hospital provider may not participate in the Hospital’s Financial Assistance program.

If you receive discounted care and are responsible for paying a portion of your bill, the Hospital will not charge you more than the
amount we generally bill patients who have insurance covering such care,

When 1o apply for Financial Assistance. When you call to make an appointment, you may be asked to make financial arrangements.
if you cannot apply for Financial Assistance before your visit, you should do so as early as possible and within 60 days following
Hospital discharge or outpatient treatment. The Hospital will then decide if you are eligible for Financiat Assistance and hew much
you can receive. If you disagree with pur determination, you can contact the Financial Counseling Department.

How to Get Copies of the Hospital's Financial Assistance Palicy & Application or Further Assistance. You can obtain a free copy of
the Hospital's Policy and Application: i} on the Hospital's website at | ], 1i} in our Financial Counseling Departments,
Patient Services Departments, and our Emergency Rooms at Admitting and Registration; or iii) by mail if you call the respective
Financial Counseling Department.

Copies of our Financial Assistance Policy, Application, and this summary are available in English & Spanish.

Copias de nuestra Pdliza de Asistencia Financiera, la Aplicacidn y este resumen estédn disponibles en ingles y Espafio.
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Hospital Profile - CY 20156

VHS West Suburban Medical Center

Oak Park

Page

2
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Cerdiovescutar 0 0 0 4] 126 - asr 38 608 4.4 19
Dermatology 0 0 0 0 0 0 1] 0 0 06 0.6
Gensrat 0 0 ] 8 786 1267 1453 1823 3286 18 1.4
Gastroentarnlogy 0 ] 1] o] 0 [¢] D 0 /] 00 0.0
Nautology 0 0 0 0 0 a o c o 00 0.0
OB/Gynecoiopy D 1] 0 ] 147 498 388 757 1145 28 15
Craifiaxiiicfacial 0 o Q 1] 0 0 0 : 0 ] 00 00
Ophthaimology +] 0 ¢ o 1 562 2 821 823 24 12
Qrithopetic 4] 0 o [+ 254 436 813 852 1665 a2 29
Ololanmgology D a g 0 8 26 1€ 36 B2 18 14
Piagtic Surgary 0 0 0 o 3 61 B 184 103 30 30
Podlatry ¢} 1] 0 Q £ Rk 7 215 222 14 18
Tharacic [ 0 4 a 12 2 30 4 34 25 20
Urology 0 0 Q a a8 282 247 522 T68 25 13
Totals ] 0 B | 1414 LT | 332 5462 ired 24 18
SURGICAL RECOVERY STATIONG Stage 1 Recovery Stations 16 Stage 2 Recovery Slations 5
Hours per Casa
Procedura Tyns inpatient Quipatient Combined Tola!  Inpatieat  Qutpatient  Inpatiant Oudpetient Totm! Hours  Inpatient Qutpefent
Gastrointastinal o o 4 a4 810 3928 1211 7018 8220 20 18
Leser Eys Procedures D [+ 0 0 4] [} 0 -0 Q 0.0 o0
Pain Managament 0 Q 0 0 4] 0 s [ 0 6.0 00
Cystostopy 0 0 [+] 0 4] 4] 0 o 0 0.0 0.6
Mutiourpoge Non-Dedicated Roome
1] 0 [+] a 4 ] 1} o 0 1 5+} 0.0
0 o a 0 0 0 0 o a a0 00
D 0 L] 0 0 0 0 0 b a0 0.0
EmergancyTrauma Core Cardiag Cothetarization Labs
Cortified Traume Center No Tota! Cath Labs (Dedicated+Nondedicated labe): 1
Level of Trauma Service Luvel 1 Levi 2 Cath Labe used for Angiography procedures 1
{Not Answered)  Not Anawered Dexiicated Disgnoslic Catheterization Lah ¢
Oporating Rooms Dedicated for Traumna Care 0 Dedicated |nterventione! Calhsterization Labs [
Numibar of Traurms Vigils: o Redicated EP Catheterizalion Lebs ¢
Patients Admitiad from Trauma 0
Emargsney Service Type: Comprehensive Candias Cathotprization Utitization
Numbsr of Emergency Room Stations 25 Total Cardigc Cath Procoduras: 708
Pamons Treated by Emergancy Services: 80,487 Diagnostic Cathaterizations {0-14) ]
Patients Admilied from Emergency: 5.388 Dlagnostic Catheterizations (15+) 518
Total ED Visits (Emamency+Trauma): 50,407 Interventional Cethetarizations (0-14): o
Eres-Standing Emargency Ganter Interventionsl Catheterization (15+) 188
Beds in Froe-Standing Canters 0 EP Catheterizations {16+) o
Pallent Visits In Free-Standing Ceanters [
Hogpltal Admissions from Free-Standing Canter O Totas Candige Surgery Cases; 0
Cutpationt Ssrvice Data Padiadric (0 - 14 Years): 0
Total Quipatiant Vishs 154,000 gﬂl.lﬂ (15 ::‘BN aand Oldﬂenriam (CABGs) . 20
Outpatient Vistts at the Hospitall Campus: 100,071 ofondry Arlary Bypasg ¥
ogﬁmmm O!raste!orf:ampua p 84,838 performed of tolal Cardlac Cases : 12
Diagnesiicinterventionss Equipment Examinafions Therepeytic Equipment, Therapies!
Owned Contract Inpatient Oulpt Contract Owned Contract Lreitoents
General Rediography/Fluotoscopy 14 0 8586 30,818 )] Lithotripsy D] 0 ¥}
Nuclear Madicine 3 0 478 725 L] Linear Acoalerafor Q 0 0
Mammography 3 0 0 20288 ] Image Guiied Red Therapy Q
Uilrasoung 14 1] 2,702 14912 0 Intenally Modulaied Rad Thrpy 0
Anglography 1 0 High Doss Brachytherapy ] <] 0
Dlsgnostic Anglography 0 ¢] 0 Proion Beam Tharapy o 0 L]
Irtervantionst Angiography 034 1,505 0 GammaKnfe o o o
Positron Emigsion Tomography (PET) b ¢ 0 0 Q0 Cyberknile 0 [ 0
Conputerizad Axial Tomography (CAT) 5 ¢ 3583 B4t 0
Magnetlic Resonance imeging 3 B 497 2011 5}
Source: 2048 Annual Hospltel Cuestionnairg, linois Dapartment of Public Health, Health Systems Developrrant.
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Hospltal Profile - CY 2014 VHS West Suburban Medical Center Onk Park Page 1
AT - - ' Patianta by Race Patisnds by Eilmicity
ADMINIB’TRATDR ﬂME. F'atlick Ma!nnoy Whita 16.7%  Hispenlc or Lalino: 8.9%
ADMINSTRATOR PHONE  708-763-8700 Black 71.5%  NolHispanicorlaline:  88.6%
OWHNERSHIP: VHS Wast Suburban Medical Center Armaricen Indian 0.0%  Unknown: 3.1%
OPERATOR: VHS Wast Suburban Medical Centar Asian 0.5%
MANAGEMENT: For Profit Corparation Hawallan/ Facific 0.0% IDPH Number: 5694
CERTIFICATION: None Unknown 114% HPA A-DB
FACILITY DESIGNATION: General Hospita! HEA T
ADDRESB A Eris Court CiTY: Onk Park COUNTY: Suburban Cook County
Authodzed  Fesk Beste Avrags  Avewge  CON Sudied Sed
CON Bede Setup and Pask Inpstient Ohswrvation  Length Dally Occupancy Cocupancy
Chinical Bervice 1203112014 Bteffe?  Census  Adrwesiors  Drmyw Days ofShy Camms  Rate% Rata %
MadicalSurgical 135 85 05 6323 22386 1,847 46 654 482 69.9
014 Years 0 0
15-44 Years 1,168 3,995
45-54 Years 2,085 8,341
65-74 Years 202 4,187
75 Yoors + (182 5803 L
Padiatric § 5 2 18 <] 1] 31 01 27 2.7
intansive Care 24 13 13 1,068 2,689 K3 2.y 7.8 330 €0.9
Direct Admission &85 2,109
Transfars 204 780
Qbatatric/Synacotogy 20 20 20 1,782 4A55 160 -2 126 632 B3, 2
Malemity .77 4,425
Clean Gynecology " 30
Noopatal . .8 e e b B b0 OO .00 00
Lcﬂn Ttrm Clra 42 40 ] B_Sﬁ ; 10.492 N D 15.0 28 T 57.5 684
Swlrlg Bndl 1] ] 0 oo 0.0
HAcute Mantal iinscs \ e .. e .8 O . .Dbp Qo 00 _.00
Rﬂhihulullun ] a O ] 0 ___70 0 20 0.0 0.0 0.0
umu-Torm Awts Cm . 0 0 g 0 0 0 [+ 1] 0.0 0.0 0.0
Dadicated Observaflon g 1]
Faciilty Utilizatlon 234 8,642 40,282 2008 49 1158 4a.8
Includasg ICU Divact Admissions OnM
inpatl n Payor
Madicare Medicald  Other Pubiic  Private insurance  FPrivate FPay Chanty Care Yotsis
ati 20.1% WTh 0.0% 43.5% 1.4% 1.5%
petlens U+ SR .. .. S .3
18.2% 10.7% 0.0% 68.1% 3.3% 25%
Outpatlonts 27520 29813 0 BagI7 4989 4237 154476
Financigl Yaar 1172014 0 23204 it o innt Net Pavpr ol Chart Total Charlly
ty Care Bxpance
Modicare Medicald  Other Publlc  Private Insurance  Private Pay Tolafs Core 1,680,680 -
Expense ! ;
’&P"““‘ . 40.0% 12.9% 0.0% 41.6% 2.0% 105.0%
venue { 32154085 10,144,156 0 mawazs  3g%A/ 774001 991100 oo AT
Outpatient 21.9% 16.5% 8.0% 58.3% 1.9% 100.0% Nel Revenus
Revenue ( §} 12,862,249 9,901,353 0 24,808,600 1,106,178 SBB77.370 1,340,400 1.3%
Birthing Date Newborn Nuresry Utillzation Qipan Trangpiantation
Numbar of Tatal Sirths: 1,741 Level ! Levet i Level I+ Kidney: 0
Numbar of Live Birthe: 724  ggda 28 8 a Heart: 0
Brtning Rooms: 0 PatentDays 2,862 1,854 0 o :
or Rooms: ' ung:
Dellvary Roams: 0 Total N n Patlant Days 4,008 Pancioss. ]
L avor-Delivary-Recovery Roome: 12 Laboratory Studies Liver: 0
Labor-Dallvary.-Recovary-Posiparium Rooms: 0 inpetiant Studias 336,327 Totat: o
C-Seciion Reoms: 2 Outpafient Studies 142,500
CSections Performed: an7 Studles Performed Under Contrect a
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Hospital Profile - CY 2014

VHS West Suburban Medical Center

Oak Park

Page 2

Ra
Su il Qparating Rooms
inpetient Ouipatient Combined Tote! Inpatistit  Culpatient  inpstlent Outpetiont Total Hours Inpaliant Qutpalient
Cargtiovasouiar ] Q 4] ) 100 127 418 287 6BB 42 24
Dermatology '] 4] ¢ [ 0 0 0 0 0 (114 0.0
Cenpem| [ [ 8 -3 [ H] 1073 16717 1504 3271 15 18
Gssiroenterclogy o 0 ¢ 0 1 1 2 2 4 20 20
Nourology 0 0 0 o 0 o 0 ¢ 0 00 [+X+]
OB/Gynacology 0 0 o 0 209 443 548 £84 1220 28 15
OraliMaxillofacia! 0 o o b o 0 0 0 0 0o 00
Ophthalmology 4] 0 ] 0 0 585 0 T44 TAL 0.0 1.3
Orthopedic 0 0 ] 1] 216 604 652 1011 1863 3.0 20
Otolaryngoiogy 0 ¢ o 0 4 9 ] 30 38 23 18
Plastic Surpary G [} o 4] 10 74 38 211 248 a5 27
Fodiatry ] 0 o 0 & i) ] 180 169 15 18
Thoratic 0 [} 0 0 16 ¢} a5 ¢ 48 29 oo
Uralngy 1] 0 D o 118 280 360 540 8GO 31 1.8
Totsls ] 0 8 -] 1583 3180 rs4 a3 8087 24 17
BURGICAL RECOVERY STATIONS Siape T Recovery Stations 16 Stage 2 Recovary Stetions 5
Etveadyrs Rpoms Surglca! Cagen Surgics] Hours Houre per Cage
Procadure Typs Inpatient Qutpstiont Combined Totef inpattant  Ouipetierd  (npatient Outpefient Total Hours Inpatient Outpatient
Gastrointestinal 0 [ 4 4 636 4008 12zr 7145 8372 18 18
Laser Eye Procedunes 0 4] 0 1] 0 0 4 1] Q 0.0 0.0
Pain Managemsnt 0 0 0 0 o 0 ] D 0 0.0 00
Cystoscopy 0 -0 4] 1} 1] 0 b o] Q 0.0 [+ 14}
Multipurpors Non:Degicatad Roons
4] Li] [+] 0 1] 4 4] 0 ¢} 0o 00
o 0 0 0 0 a 1] 0 0 [124] 0.0
0 0 0 o 0 ¢] 1] 0 0 0.0 00
Certifled T > Cgnte —
FeimE: ' Tota! Cath Lebs (Dedicatnd+Nondedicated fabs): 1
Leval of Trauma Service Leval 1 Levei 2 Cath Labs us(sd for Anglography pmoeduran) 1
' Dadiceted Diagnostic Calhelenization Lab 0
CparatnG Room? odieated for Traume Cars : Dadicated Interveniional Catieterization Labs 0
Patiants Admitted frem Traun p Dedicated EP Catheterization Labs ' 0
Emerenoy SV TR e Comprohonsiee Cargiac Catheterization Utiization
umbar af eTg RN, om ons
Persons Treata;n by ;,mrgancy Services: 60,178 T"‘ﬂf"""? CamumtI:ugea: 014 553
Patients Admitted from Emamency: 8292 agnostic Catheterizakons (0-14)
Total ED Visits (Emergency+Trauma): 50,178 Disgrotic Catheterizations (15+) sn
' ' Interventional Cathetarizations (0-14): 1]
Erep-Standing Bmerggncy Center Intarventional Cetheterization (15+) 201
Beds v Fres-Standing Centers EP Cathatarizations {15+) 0
Patiant Vigits In Frep-Btanding Centers Cardisg Surgery Data
Hospital Admissions from Free-Stending Center Totz! Cardiac Surgary Cases: 24
Outpationt Servige Dats Padiatric (¢ - 14 Years): ¢
Total Dutpatient Visits E14TS g:uﬂ {15 :;-;'rs ;nd Oldsgm (cABS) 2
Outpatisni Visits at the Hoapltal Campus: £4,580 ronary Arery Bypass 8,
o£§'m Vistta Offstteloff :meus ’ 56,608 performed of lotel Cardlac Cases : 18
lonal Equlpme Exemingtions Thersppdic Euipmen] Thorspiesl
Ownod Contrect pafient  Outpt Contruet Ownod Contrect Areniments
Ganerg) Radiography/Fluomscony k2] 0 9420 392630 o Lithotripsy 4] 0 [
Nuctear Madicine 3 <] 459 741 0 Linpar Accofarator [ 1] 0
Mammography 3 0 0 19710 0 Imaga Guided Rad Therepy 0
tHtrasound 14 . C 2823 15469 ] Inleneity Modulated Rad Ttrp 0
Angiography 1 (4] High Doee Brachytharapy 1] ] 0
Disgnoshic Anglography 0 0 0  Pmlon Boam Therspy 0 0 0
Interventional Anglography 923 1507 0 Gammea Knife a ] 0
Posttron Emission Torttography (PET) L] g ¢ 0 0 Cibsr knlla 0 ¢ (]
Gomputerized Axial Tomography (CAT) & ¥} 3474 8,242 ¢
Magnstic Resonsnee IMaging 3 c 497 2906 4]
Soltoe; 2014 Annual Hosplat Questionnalng, Hinols Separtment of Public Health, Health Systoms Developmant.
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Section IV

Attachment 7
Charity Care
CHARITY CARE
Year 2014 Year 2015 Yoar 2016
Ratic of Charity Care to |
Net Patient Reverue 1.2 % 1.3% 1.4%
Net Patient Revenue $137,851,371 00 | $130,71 1 J784.00 | $933,721,212.00
Cost of Charity Care $1,680,680.00 $1,765,245.00 $1,824,553.00
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A : ‘
’A HINCKLEY L o 28 State Street
ALLEN B Boston, MA 02109-1775

p: 617-345-9000 f:617-345-9020
hinckleyallen.com

Anne M. Murphy

amurphy@hinckleyallen.com
(617) 378-4368

September 5, 2018

VIA OVERNIGHT MAIL

Mike Constantino

Illinois Health Facilities and Services Review Board
525 West Jefferson Street, 2™ floor

Springfield, IL 62761

Re: Certificate of Exemption Application-Change of Ownership of VHS West
Suburban Medical Center

Dear Mike:
I enclose an original and one (1) copy of the captioned Certificate of Exemption
Application, reflecting the proposed Change of Ownership of VHS West Suburban Medical

Center.

Thank you in advance for your review. Please let me know if you have any
questions.

ery truly yours,
i
Anng M. Murphy

Enclosure

AMM/bp
Enclosure

» ALBANY » BOSTON » HARTFORD » MANCHESTER » NEW YORK » PROVIDENCE

HINCKLEY, ALLEN & SNYDER LLP, ATTORNEYS AT LAW
58074044 064878/0178140
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